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Abstract
Social isolation is a widely discussed social ill and older people are at particular
risk of suffering its consequences. HACC is the major funding mechanism for
service provision for older Australians living in the community, including
services to counter social isolation, but there is a lack of evidence that it does so.
There are numerous definitions of social isolation and power. This thesis develops
new multidimensional definitions based on a pluralistic theoretical framework
incorporating elements of Putnam’s and Bourdieu’s notions of social capital and
critical social work theories. The definition of social isolation has three
dimensions: objective social isolation (the reported lack of various types of social
participation), subjective social isolation type 1 (the perception of inadequacy of
social activity) and subjective social isolation type 2 (the experience of various
adverse emotions). The definition of power has two dimensions: power type 1
(the level of control a person has over their life in general and in important areas
and social agency) and power type 2 (the balance between oppressive and
liberating discourses in and around a person). Four discourses of relevance to
socially isolated older people are considered: neo-liberalism, ageism, social
democracy and positive ageing.
The research was a mixed-method qualitative and quantitative process involving
two studies. Study 1 answered the first research question of operationalising these
definitions of social isolation and power by modifying indicators of each
dimension developed from the literature, beginning with consultations with
reference and focus groups. Each indicator of each scale was found to be valid,
unidimensional and reliable.
Study 2 uses the new measures of social isolation and power developed in study 1
to discuss the second research question, the impact of four HACC projects on
social isolation and power and developing a better understanding of these
constructs. Eight variables were found to be significantly associated with social
xvi

isolation. These were increasing age, never married, divorced or widowed,
childlessness, living alone, poor health, low income, no pets and transport
problems. This was consistent with the literature. With the exception of
childlessness and living alone, these variables made statistically significant strong
contributions to predicting objective social isolation and accounted for three
quarters of its variance. This strongly indicates that these six variables should be
included in measures of objective social isolation. Both dimensions of power had
significant negative associations with the three dimensions of social isolation and
made statistically significant strong unique contributions to predicting them. In
the four HACC projects studied experiences of social isolation decreased, and
experiences of power increased, regardless of whether the projects had countering
social isolation as their primary purpose and regardless of location in regional or
urban areas. It is suggested that the reason for the success of these HACC projects
was their community development and community capacity building focus.
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Introduction
Social isolation is a widely discussed social ill that affects many people (Cacioppo
& Hawkley, 2003). The focus of this thesis is social isolation amongst older people
(that is people over 65 years of age), including older people in regional and rural
communities.
Perhaps the most graphic illustration of social isolation amongst older people is the
tragedy of the decomposing body of someone in their flat weeks after death that is
the frequent subject of Australian media. For example, Deighton (2003) in an
article headed ‘Woman’s Body Found!’ and Bailey (2006) in a segment entitled
‘Skeleton found in Flat!’. Hönigschnabl et al. (2002) argue that this phenomenon is
a common feature of Western society. This extreme is just the tip of the iceberg of
what Moodie (2003), Putnam (2001) and Eitzen (2003) describe as the significant
social harm of social isolation.
Whilst the precise mechanisms are uncertain it is widely held that social isolation
leads to a diverse range of harmful consequences at personal and community levels.
At a personal level there is an extensive body of literature indicating that social
isolation increases morbidity and mortality. Putnam (2001) states that people who
are socially disconnected are between two to five times more likely to die from all
causes, compared with people who have close ties with family, friends and
community. There is also significant evidence that social support acts as a buffer
against mental disorders, such as anxiety and depression (Australian Institute of
Health and Welfare, 2005a; Moak & Agrawal, 2009; Soloman, 1986; Victor,
Scambler, Bond & Bowling, 2000). At a community level Eitzen (2003) links
social isolation with less civility and heightened conflict within public institutions
and places culminating in a split society of ‘haves’ and ‘have nots’ where
democracy withers away due to a disinterest in politics. Eitzen (2003) warns of
socially isolated individuals leading to a divided society dominated by crime and
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hostility with fearful, lonely, bitter, alienated, depressed, anxious and violent
citizens.
Much of the literature surrounding social isolation suggests it is becoming
increasingly prevalent in Western societies. Putnam (2000) suggests that social
capital in United States communities is declining. Putnam worries that the cement
that glues families and communities together is crumbling under the weight of
younger generations less concerned with interconnecting, facing endless television
entertainment and long periods of commuting through sprawling suburbs and cities.
Eitzen (2003) mourns the withering of social life where people are increasingly
moving apart, living alone, communicating without intimacy through technology,
living in walled enclosures and visiting huge and empty temples to consumerism.
These analyses are not without their critics and individuals and groups of people
may be moving against the overall trend. Nevertheless, these United States findings
may be correlated to changes in Australia.
What is said about changes to the general level of social isolation in Australia? At
the start of this chapter was the image of the corpse of a lonely person that
frequently features in the Australian media. The News Review (2003) article cited
is typical in adding the suggestion that Australians are becoming more isolated.
Similarly in her introductory remarks when interviewing Putnam, Geraldine
Doogue mentioned that Australians increasingly see themselves as an economy
rather than a society (Putnam, 2001). Australian Bureau of Statistics (2007a)
figures indicate that the number of older Australians living alone increased from
22% in 1986 to 29% in 2006. This also suggests the possibility of a general
increase in social isolation because although living alone does not always lead to
social isolation, there is an association between the two (Victor et al., 2000 ).
While academic commentators in North America tend to focus on trends in social
isolation in the general population, in Australia commentators tend to concentrate
on trends in social isolation within specific fields. These fields include working
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with children and adolescents, single parents, migrants, rural residents, older
people, people who are poor, those with a mental illness, those from minority
cultural and language backgrounds and Indigenous people (Cacioppo & Hawkley,
2003; Colic-Peisker & Walker, 2003; Coward & Krout, 1998; Hartigan, 1999; Hier,
Korboot & Schweitzer, 1990; Lawson & Callaghan, 1991; Liamputtong et al.,
2003; Paris & Dubus, 2005; Rosenfeld, 1997; Slee & Rigby, 1993; Wainer &
Chesters, 2000; White, 2002).
There are a number of reasons why it is important to explore social isolation
amongst older people. A significant number of Australians aged 65 years and over
are socially isolated. Gardner, Brooke, Ozanne and Kendig (1988) found that
approximately 10% of the Australian Veteran community was socially isolated and
another 12% were at risk of social isolation. Steed et al (2007) and Edelbrock et al.
(2001) found a similar percentage of the general population of Australians aged 65
years and above were socially isolated. Victor et al. (2000) cite a series of English
studies on social isolation in people aged 65 years and above which found, on
average, around 10% were socially isolated. Smaller Australian studies support
these figures (Hartigan, 1999; Rosenfeld, 1997; Ross & Leicester, 2002).
Older people are at particular risk of suffering the consequences of social isolation
(Cattan et al., 2005; Findlay, 2003; Victor et al., 2000). There are disagreements
and uncertainty in the literature as to why this is so. Some commentators attribute
this higher risk to the loss of older relatives and increases in the incidence of
chronic illness (Hartigan, 1999; Rosenfeld, 1997; Ross & Leicester, 2002).
Rathbone-McCuan and Hashimi’s (1982) work, extended by Ross and Leicester
(2002), suggest that there are a range of physical, psychological, emotional,
economic and social factors that older people are especially prone to. A vicious
cycle can develop whereby increasing physical or psychological illness can become
both a cause and a consequence of social isolation. External factors, such as
inadequate transport and inappropriate communication facilities, encourage social
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isolation, as does the ageist discourse that social isolation is a ‘natural’
consequence of ageing (Findlay, 2003).
Social isolation in older Australians is already a significant social harm that may
become more serious in the future because of Australia’s ageing population.
McCallum and Geiselhart (1996) argue that Australia’s ageing is part of an overall
trend in western societies over the last century. Borowski and Hugo (1997) and
Borowski and McDonald (2007) describe dramatic increases in numbers of older
Australians and the incidence of chronic illness amongst them. Hartigan (1999)
comments on the rapid increase in the number of those aged 85 years or more who
are more likely to be in need of services and assistance. Australian Bureau of
Statistics (2005b) projections indicate that in 2004 13% of the population were
aged 65 years and above and this will rise to 26% to 28% by 2051 and 27% to 31%
by 2101. The proportion of those aged 85 years and above is expected to rise from
1.5% in 2004 to 6% to 8% in 2051 and 7% to 10% in 2101. Australian Institute of
Health and Welfare (2005b) projections are similar. Australian Bureau of Statistics
(2007b) figures indicate in 2007 13.1% of the population were aged 65 years and
above and 1.6% were aged 85 years and above.
The Home and Community Care Program (HACC) is an Australia-wide program
aimed at shifting services for older people, carers and younger people with
disabilities away from institutional care towards community services to avoid
inappropriate admission to institutions. The Home and Community Care Act 1985
(Cth) embraces a broad range of service types, including transport, community
nursing, domestic assistance and social support. HACC is the major funding
mechanism for service provision for older Australians living in the community,
including services to counter social isolation as a later secondary focus. (Howe,
1997; Sax, 1993; Town of Gawler, 2006b). In 2005 the Australian Government
provided 60% or $857.8 million of the funds for HACC and the States and
Territories provided 40% or $551.2 million totalling $1,409 million. In 2008 the
Australian Government provided 60% or $1,090 million of the funds for HACC
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and the States and Territories provided 40% or $698 million totalling $1,788
million (Department of Health and Ageing, 2008a). There were approximately
3,300 HACC funded organisations serving 638,200 people a year (Australian
Institute of Health and Welfare, 2009).
Findlay (2003) in Australia and Cattan and White (1998) and Cattan et al. (2005) in
England point out that despite considerable anecdotal material, the obvious
dedication of workers, the approval of clients and the allocation of significant
resources by government, there is little evidence that interventions that aim to
counter social isolation actually do so. This risks the waste of resources on
ineffective interventions to counter social isolation and the unnecessary expending
of future resources to counter the many serious consequences of social isolation
(Gardner et al., 1998; Moodie, 2003; Victor et al., 2000). With future increases in
accountability likely, the need for service providers to be able to demonstrate the
effectiveness of their interventions to counter social isolation is clear. What is at
stake are not just resources however, but basic human rights (Ife, 2010). As
Australian citizens, older people should have the same rights to good
accommodation, income, recreation and, of major importance in the present
discussion, social contact as other citizens (Shanas et al., 2007). Ineffective
interventions to counter social isolation risk the violation of those rights by
exposing older people to a proven major harm. Hence it is important and timely to
explore the impact of Home and Community Care Program funded projects on
social isolation among older people.
My interest in this topic stems from encountering social isolation as a family
therapist, particularly amongst my older clients. While I do not pretend to fully
appreciate the suffering this isolation can create, I am witness to the distress it
produces within individuals, families and the broader community. Central to my
therapeutic role is an acknowledgement of the importance of the expertise of clients
in their lives, as argued by Ife (1997). The present study aims to demonstrate that
this perspective has application amongst those who are socially isolated. As a social
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worker I am interested in examining social isolation from a sociological and social
policy point of view.
A definition of social isolation for this thesis is derived from various theoretical
perspectives, including Putnam’s (2000, 2001) and Bourdieu’s (1985, 1989) views
of social capital and critical social work theories (Healy, 2005; Ife, 1997; Payne,
2005). As developed in Section 1 Chapter 5, complementary aspects of these
perspectives are brought together to create a definition of social isolation
incorporating three dimensions: objective social isolation (the reported lack of
various types of social participation), subjective social isolation type 1 (the
perception of inadequacy of social activity) and subjective social isolation type 2
(the experience of various adverse emotions). A particularly important emphasis of
critical social work theories is the focus on power. The relationship between HACC
services, social isolation and power is explored in this thesis (see Section 1 Chapter
5). Power, from the perspective of critical social work theories, is a balance
between oppressive and liberating discourses (Ife, 1997). In Section 1 Chapter 3
four discourses of relevance to socially isolated older people are considered: neoliberalism, ageism, social democracy and positive ageing. It is argued that the
definition of power for this thesis has two dimensions: power type 1 (the level of
control a person has over their life in general and in important areas and social
agency) and power type 2 (the balance between oppressive and liberating
discourses in and around a person).
Aims of the present research
Given the above, the purpose of this study is to explore the experience of social
isolation amongst older people. The thesis explores five aims: developing a new
measure of social isolation, developing a new measure of power, evaluating the
impact of HACC services on social isolation and power, identifying variables that
may be associated with and predict social isolation and finally, examining power as
a predictor of social isolation.
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Structure of the thesis
Section 1 sets the context of the study. In Chapter 1 the HACC scheme is discussed
to provide a framework of the study. Chapter 2 examines a range of theoretical
perspectives used to assist in understanding social isolation in older people. In
Chapter 3 four discourses that have particular significance for older people are
outlined. Chapter 4 discusses various aspects of social isolation. Lack of power is
proposed as being associated with social isolation. In Chapter 5 multidimensional
definitions of social isolation and power are developed. Chapter 6 moves on to
outline the research question, developed from the theoretical and literature review.
Section 2 contains the methodology and results of two studies that examine the
research question. Chapter 1 identifies the general principles of research design and
justifies a mixed qualitative and quantitative approach. Study 1 is primarily
qualitative and used reference and focus groups to develop the questionnaire. Study
2 is primarily quantitative and used the questionnaire developed in Study 1 to
interview participants of HACC funded projects. In Chapter 2 the ethics of the
research are discussed. Chapter 3 integrates the methodology and results of study 1
in order to explore two questions: how can the definitions of social isolation and
power be operationalised? After a discussion of grounded theory, thematic analysis
and how the draft questionnaire was developed from the literature, the results of
study 1, pilot testing and psychometrics are used to modify the draft into the final
questionnaire. Chapter 4 describes the methodology of study 2, including the
selection of the participants, measures, design and data analysis. In Chapter 5, after
outlining the descriptive statistics and data screening, the inferential statistical
results from study 2 provide the evidence needed to address the three final aims:
measuring the impact of HACC services on social isolation and power, identifying
variables that may be associated with and predict social isolation, and exploring
power as a predictor of social isolation. This chapter concludes with the
presentation of data from open-ended questions in study 2.
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Section 3 contains the discussion and conclusion. This section draws together the
findings of the studies in the light of literature and theoretical issues discussed in
Section 1. Chapter 1 outlines the results. Chapter 2 discusses the limitations of the
studies and suggests directions for future research. Chapter 3 explores the
implications of the study and Chapter 4 concludes the work.
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SECTION 1
CHAPTER 1

CONTEXT OF THE STUDY

THE HOME AND COMMUNITY CARE PROGRAM

The Home and Community Care Program (HACC) is a major funding mechanism
for service provision for older Australians living in the community (Department of
Health and Ageing, 2005; Fine, 2007; Howe, 1997; McCallum & Geiselhart, 1996;
Sax, 1993). This program’s central aim is to shift services away from institutional
care towards community services to avoid inappropriate admission to institutions.
The aim of fostering of strategies to counter social isolation through social support
and social capital building was a later secondary focus (Department of Health and
Ageing, 2005).
Historical context of services for older Australians- institutional versus community
care models
The division in Australia between support in the community and institutionalisation
of older people is an old one, as is the progressively increasing involvement of
government in services for older people. Healy (1990) comments that in the
nineteenth century older Australians who were poor faced the stark choice of either
a harsh and segregated existence in a government funded destitute asylum or
subsisting in the community with the minimal support of a few items of clothing
and food from various private charities. Far from relieving social isolation this
segregation and subsistence only served to aggravate it.
During the twentieth century government expenditure for older Australians has
progressively increased (Sax, 1993). The passing of the Invalid and Old Age
Pensions Act 1908 by the Commonwealth government provided older Australians
with some limited income, although this was subject to stringent asset and means
tests. By the 1960’s the Aged Persons Homes Act 1954, Home Nursing Subsidy Act
1956 and the Aged and Disabled Persons Homes Act 1958 provided for a massive
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expansion of government funding and hence expansion of nursing homes with
minimal regulation or enforcement of standards. This trend continued in 1963 with
the introduction of nursing home benefits.
Up until the 1980s government funds for services for older Australians flowed
almost entirely to institutional care rather than community services. This reflected
the view that ageing is a degenerative disease and older people are inferior and
homogenous. The Rees Report (1986) observes that in the twenty years following
the introduction of nursing home benefits in 1963, the number of people entering
subsidised accommodation doubled and that there was a hidden and unplanned
expansion of institutional accommodation at the expense of the development of
comprehensive home and community care services (Department of Community
Services and Health, Steering Committee, 1986). Sax (1993) contrasts an explosion
in nursing home expenditure with the limited development of community services
up to the 1980s, despite the urging of various pensioner associations and state
councils on ageing for an expansion in community services.
Meals on Wheels offers an example of the relative neglect of community services
during this period, with humble beginnings in the 1950s of meals being delivered
by women volunteers on bicycles. Services were limited and fragmented (Dickey,
1987). The Home Nursing Subsidy Act 1956 subsidised the salaries of registered
nurses working for home nursing associations, but these subsidies were limited
because they had to be matched by state and local government funding. The Gorton
Liberal Commonwealth government through various pieces of legislation,
including the States Grants (Home Care) Act 1969, States Grants (Paramedical)
Services Act 1969 and the Delivered Meals Subsidy Act 1970, subsidised various
community services, but the effect was generally small, scattered and
uncoordinated. As Healy (1990, p. 130) says, community services of the time were
a 'policy backwater'.
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At best the consequences of these policies for socially isolated older people, carers
and their families were mixed. McCallum and Geiselhart (1996) comment that for
many older people the decision to enter a nursing home was taken by relatives,
doctors and social workers using vague or inappropriate assessment processes that
took no account of what older people wanted or needed, and ignored their human
rights and dignity. Added to this there was often no effective choice due to the
expansion of nursing homes and the neglect of community services by government.
During and beyond the late 1970s voices of criticism about the aged care policies
of Australian governments became louder. These included the McLeay Report
(House of Representatives Standing Committee on Expenditure, 1982) with the
subsequent introduction of the HACC Program provided for by the Home and
Community Care Act 1985 and the Rees Report (1986). The McLeay Report
recommendations included that firstly, where additional nursing home beds were
intended there should be an assessment of whether the subsidies would be better
spent on community services. Secondly, the growth of nursing homes needed to be
restricted to areas of demonstrated need. Thirdly, nursing home subsidies should
not be open ended, but based on an evaluation of appropriate costs. Finally,
additional support, including funding and staff training, should be provided to
develop assessment teams to act as gatekeepers for entry into nursing homes based
on the needs of the older person. The Rees Report (1986) reinforced these ideas
when it argued that aged care policies should be based on certain philosophical
principles. Wherever possible it was argued, older people should be supported in
their own homes. Residential services were considered to be appropriate only
where other services were inappropriate to meet their needs. As far as possible
services should aim to rehabilitate and restore function. There should be
recognition that for many people community care and less supported institutional
care were both possible and desirable.
Howe (1997) and McCallum and Geiselhart (1996) argue that whilst these reports
differed in detail, the main thrust was clear- a call for a shift away from institutional
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care towards community services for older people due to concerns about escalating
costs, mismatches of services to needs, and the preference of many older people to
be supported in their own homes. The move from direct government to government
funded community services for older people in Australia is part of a larger
movement in both England and the United States. The McLeay Report (1982) led
to the development of the Home and Community Care Program (HACC).
Critique of HACC with consequences for socially isolated older people
Growth and potential of HACC
HACC is a joint Commonwealth and state program that is set up under the Home
and Community Care Act 1985 to fund a range of services. The concern of the
program is not only 'frail' older people who are at risk of inappropriate admission to
institutional care, but also carers and younger people with disabilities. Between its
introduction in 1985 and 1993, there was a rapid growth in services provided by
HACC and its expenditure increased by 54%, which was well ahead of the 25%
increase in numbers of people aged 65 years and over in the same time period. This
trend continued between 1995 and 2000 with comparable figures of 48% growth in
expenditure and 14% increase in numbers of people aged 65 years and over,
between 2000 and 2003 with a 13% growth in expenditure and 4% increase in
numbers of people aged 65 years and over and between 2003 and 2006 with a 13%
growth in expenditure and 4% increase in numbers of people aged 65 years and
over (Australian Institute of Health and Welfare, 1995, 2001, 2003, 2005b, 2007a).
The potential for HACC projects to enhance the lives of socially isolated older
people and their carers is considerable. The 1985 Act visualized a broad sweep of
eleven service types, ranging from home help to social support. According to Howe
(1997) this evolved into a huge range of innovative community services that, for
many, have meant the difference between forced admission into a nursing home
and an independent life with assistance. The Australian Institute of Health and
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Welfare (2009) comments that as at 2008 there were approximately 3,300 diverse
HACC-funded organisations providing services to 638,200 people per year. This
diversity and potential for innovation, together with the broadening of policy from
an 'aged' to a 'needs' basis, making one Commonwealth department responsible for
institutional care and community services, and the increasing use of
Commonwealth funds for community services, have been some of the major
achievements of HACC. In the specific context of socially isolated older people
HACC’s commitment to social support has the potential to lead to a wide range of
creative and community development focused projects to counter social isolation.
Nevertheless HACC is not without its critics and their concerns are now
considered.
Issues of rationing and targeting.
The Home and Community Care Act 1985 (Cth) Schedule broadly provides that
people are eligible to receive HACC assistance if they are frail and over 65 years of
age, or younger with a disability, or a carer. The 2002 Department of Health and
Ageing’s HACC guidelines added two restrictions which are aimed at rationing the
care and targeting people most in need. The first is that recipients cannot already be
in receipt of other government-subsidised services that are similar to HACC
services. The second is the charging of means tested fees on the basis of the need to
supplement limited public funds available to community services with private
contributions. These restrictions continue to be in place (Department of Health and
Ageing, 2002, 2005, 2006).
Extensive departmental literature emphasises rationing and targeting. There are
restrictions on funding and staffing. There is a pre-occupation with various
accountability mechanisms, including a complex ‘Minimum Dataset’. This dataset
requires precise records of details of clients and the amount and type of various
services they receive and has the major purpose of ‘performance monitoring against
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agreed output/outcome criteria’, (Department of Health, 2005; Department of
Health and Ageing, 2007).
HACC’s present restrictions on eligibility, staffing and need for demanding
performance reviews are to be found in a sample of various projects that aim to
counter social isolation in older people in the northern suburbs of Adelaide South
Australia. In the opinion of coordinators from Helping Hand’s Towards Community
Inclusion Project and the City of Playford and Town of Gawler’s Day Activity and
Home Assist Projects, these projects are all understaffed and under resourced with
an overworked, underpaid and a high turnover of workers (B. Brooker (personal
communication, June 9, 2006); A. Greening (personal communication March 26,
2006); J. Leicester (personal communication February 16, 2006) ).
The adverse consequences of this rationing and targeting have been widely
reported. The South Australian HACC Ministerial Advisory Committee Report
(1996) commented that tightened eligibility criteria and a policy of ‘user pays’
could lead to those with a limited capacity to pay being left with inadequate or no
services. Howe (1997) indicates that many service providers complain of being
unable to meet the needs of clients due to a lack of funding. In particular, concerns
were expressed about the risk of further disadvantaging the already disadvantaged.
Keleher (2003) warns that the pressures for the greater privatisation of services
could create shortages hence jeopardising the access of older people to those
services, especially older people who are poor. Yates (2003) and Australian
Institute of Health and Welfare (2007b) add that the number of people needing
HACC services is growing faster than the available funds and warns that if growth
funds are not provided services will have to be rationed even more severely and
increasing numbers of older people will fall through the HACC net. Ozanne (2009)
identified older people who are poor, female, of non English speaking background,
Aboriginal, living in rural areas and divorced and separated as being at particular
risk.
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Socially isolated older people are especially prone to being disadvantaged by
rationing and targeting for various reasons. Firstly, the nature of social isolation for
older people puts them at risk of being overlooked by agencies and hence the very
people who might be able to help them. HACC projects typically receive clients
who either self-refer, are referred by family or friends, or other agencies
(Department of Health and Ageing, 2006). Older people who are socially isolated
might not come to the attention of service providers, family or friends, because they
are socially isolated and so lack social links. Even those who are perceived by
others as being social isolated may not self-refer or accept help when they are
referred to services if they do not perceive themselves as socially isolated. A
system which emphasises excluding the ‘ineligible’ rather than including new
clients only aggravates these trends.
Secondly, the literature analysing the web of associations between social isolation,
age and poverty suggests that many socially isolated older people are particularly
prone to exclusion by any policy of ‘user pays’. What limited funds they have will
be fully allocated to food, rent and other items essential to their immediate survival
(Hartigan, 1999; Krause & Borawski-Clark, 1995; Rosenfeld, 1997; South
Australian Council of Social Service, 2005; Victor et al., 2000).
The emphasis of HACC on self- sufficiency, family, friends and volunteers
From its origins HACC aimed, where possible, to keep older people in their homes
to better serve their wishes and needs (Rees Report, 1986). The Nursing Homes and
Hostels Legislation Amendment Act 1987 and Guidelines for Geriatric Assessment
Teams provide for assessment teams to act as gate-keepers for all Commonwealth
subsidised aged care services aimed at supporting people in their own homes.
Supporting people to be more independent at home and in the community continues
to be a central aim of HACC (Department of Health and Ageing, 2005).
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The major role of family, friends and volunteers in assisting clients has always
been a feature of HACC. The Home and Community Care Act 1985 (Cth) Schedule
acknowledges the importance of carers and provides for their eligibility for HACC
services. In 2003 the Department of Health and Ageing’s ‘HACC Times’
emphasises the vital importance of family and volunteers to HACC projects and
raises a number of concerns including the reimbursement of volunteers for various
expenses, such as the cost of petrol (Department of Health and Ageing, 2003).
Likewise in 2005 the Western Australia Department of Health’s ‘HACC Manual’
regards family and volunteers as important, although on this occasion emphasis is
placed on the insurance of volunteers (Department of Health, 2005).
HACC’s reliance on self-sufficiency, family, friends and volunteers is found in a
sample of various projects that aim to counter social isolation in older people in the
northern suburbs of Adelaide South Australia. Helping Hand’s Towards
Community Inclusion Project and the City of Playford’s and Town of Gawler’s
Day Activity and Home Assist projects all make extensive use of volunteers. The
recruitment of volunteers has been difficult, their training is limited and many are
the already overworked relatives of clients (B. Brooker (personal communication,
June 9, 2006); A. Greening (personal communication March 26, 2006); J. Leicester
(personal communication February 16, 2006)).
Whilst staying at home with adequate HACC community services has the potential
to better serve the wishes and needs of clients, Williams (1996) argues that this
promise is broken when those HACC services are inadequately funded and
attempts are made to make up the inadequacy with a few poorly trained volunteers,
often including family members, friends and other clients with already stretched
resources. Williams adds that this dependence on volunteerism is a reflection of the
retreat of neo-liberal governments from welfare. The Mid-term Review of the Aged
Care Reform Strategy voices concern on over reliance on carers (Department of
Health, Housing, Local Government and Community Services, 1991). More
recently Vecchio and Jackson (2002) argue that the emphasis of HACC on self-
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reliance implies the informal and unpaid support of family and friends. Hence the
independence championed by HACC may lead to struggling and dependence on
family and friends.
Thus HACC’s emphasis on self reliance can aggravate social isolation amongst
older people by encouraging them to ‘get by’ in the community with inadequate
services. Vecchio and Jackson (2002) contend that HACC can compound the social
isolation of already socially isolated older men. Williams (1996) is concerned about
HACC’s potential to isolate and injure carers. Too often the shortfall in HACC
services requires close older female relatives to attempt to cope as carers putting
both themselves and the older person at risk of physical injury, as well as stunting
their careers and relationships. As the title to Williams’ article says ‘The more
things change the more they stay the same’ because many of today’s carers are
neglected, just as their grandmothers were delivering meals on bicycles in the
1950s and their mothers were struggling and risking injury to support disabled
spouses in the 1970s (Dickey, 1987). This is particularly concerning because
Percival (2006) notes that one in seven Australians are providing care for an older
frail or disabled relative, with most of the burden falling on women. In addition,
this demand for care is projected to grow significantly over the next 25 years and
carers have been the feature of recent budgets (Australian Institute of Health and
Welfare, 2007b).
HACC and diversity
Over the years diversity has been a contested issue. On the positive side, Howe
(1997) contrasts social security, where the aim is for policy to be translated into a
uniform national program with HACC, where the aim is for services to be mediated
by numerous, mostly small and diverse agencies. Diversity can be a strength,
because it has the potential to improve the match between services and older
Australians that are increasingly diverse in their language, culture, health, income
and location (Borowski & Hugo, 1997; Borowski & McDonald, 2007). Eight years
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later the Department of Health and Ageing (2005) describes a varied mosaic of
over 3,000 HACC-funded organisations.
However, diversity itself can embrace regressive aspects. Over the years there have
been many reservations about specific HACC funded projects, but perhaps the most
disturbing are the persistent claims of an intolerance of the diversity of clients and a
top down management style that is insensitive to the rights and needs of clients.
The Auditor-General (1988) indicated that at the time the major objectives of the
HACC program had not been met, that there were large geographical differences,
that the funding favoured existing rather than new services, and that the evaluation
and decision making processes were less than ideal. The South Australian HACC
Ministerial Advisory Committee Report (1996) voices concerns about funding
being absorbed by administration rather than provision of services. Williams (1996)
adds that the administration of HACC is highly centralised and seldom provides for
the participation in decision making of the very people it is designed to help. The
Mid-term Review of the Aged Care Reform Strategy and Fine (2007) comment that
some agencies have resisted changes to projects that take account of client rights
(DHHLGCS, 1991). Howe (1997) adds that at least some of the many rumours that
HACC funded services were provided to people with little need were substantiated,
including the fit older relatives of politicians having their homes renovated by
HACC home maintenance services. Kendig and Duckett (2001) add the related
point that HACC’s diversity and funding by multiple levels of government leads to
fragmentation, duplication and breakdowns in communication and cooperation
between service providers.
Summary
In Australia over the last century services for older people have progressively
increased and shifted from institutionalisation to support in the community. From
small beginnings in the 1950s there was a gradual expansion of community
services accelerated by the introduction of the Home and Community Care
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Program in 1985. The promise in the rhetoric of HACC for socially isolated older
people is impressive. HACC has the potential to foster a diverse range of creative
and community development focused projects to counter social isolation. The
delivery of HACC is more complex and mixed. There have been mismatches in
needs and delivery and issues of rationing and targeting which may exclude
socially isolated older people. The emphasis HACC places on self-sufficiency,
family friends and volunteers may be the very resources socially isolated older
people lack. Diversity may embrace regressive aspects including ignoring the rights
of socially isolated older people.
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CHAPTER 2

THEORETICAL PERSPECTIVES ON SOCIAL
ISOLATION IN OLDER PEOPLE

When there is a conscious use of theory it is possible to undertake a cycling of
inductive and deductive inquiry (De Vaus, 2002). This process is used in this thesis
to link research and theory. This thesis is framed from a sociological rather than a
psychological perspective.
Despite the importance of theory there is a lack of theoretical discussion in the
literature about social isolation in older people. Victor et al (2000) comment that
none of the theories surrounding social isolation are specific to older age and their
use is often superficial, narrow, implicit or entirely absent. These authors also voice
concern on the interchangeable and confusing use of the terms social isolation,
loneliness, being alone and living alone. Ray and Phillips (2002) observe the lack
of a theoretical basis when working with older people in general. Berry and Shipley
(2007) find a lack of theoretical rigour in the areas of social capital and
participation which have links with social isolation, as subsequent discussion of
Putnam’s (2000, 2001) ideas indicates.
A paucity of theoretical discussion does not mean there is no theoretical discussion
in the literature. The approaches are polarised. At the one extreme are those
theories that see social isolation in older people as beneficial or inevitable. Many
eastern cultures see social isolation in positive terms as an opportunity to move
away from relationships and a materialistic existence towards a life devoted to
spiritual activities including meditation and worship in preparation for an afterlife.
In this view people who have led a full life may opt to withdraw actively from
social relationships to pursue what they believe to be higher ideals. This may be
liberating for them (Crotty et al., 1989). Existential theory also sees loneliness in
positive terms as an opportunity for an individual to build an understanding of
themselves through solitary contemplation. Disengagement theory suggests a
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reduction in social contact is a normal adjustment to ageing (Findlay, 2003; Victor
et al., 2000). Perhaps it is important to distinguish between 'normal' processes of
ageing, possibly including some measures of developing self-sufficiency and
‘being alone'. While there are some positive aspects to being alone, social isolation
is a different issue because it is a social ill that is not actively chosen.
At the other extreme are those theories that see social isolation in older people as
only damaging. Some of these theories are highly specific and only focus on
particular aspects or consequences of social isolation rather than social isolation in
general and they may use research to back up their claims. These restricted views
are useful, but have limited application. For example, Cacioppo and Hawkley
(2003) cite evidence that social isolation causes chronic elevations in neural and
hormonal activity that, in turn, lead to increased morbidity. Other authors are
broader in purpose, but do not emphasise their theoretical foundations. For
example, Rathbone-McCuan and Hashimi (1982) provide limited justification for
their integration of physical, psychological, emotional, economic and social causes
of social isolation, although this integration is consistent with the founding
principle of social work, discussed in virtually every introductory text, that
people’s problems typically have individual and social dimensions (Hepworth,
Rooney & Larsen, 2006).
Since a theoretical understanding of social isolation in older people is important
and much of the research in this area is not linked to theory, the usefulness of
theorising from related areas, such as social capital, needs to be considered.
Increasingly, social theorists, such as Dominelli (2002), Healy (2005), Hugman
(2003a), Ife (1997) and Payne (2005), argue that the conventional approach of
theorists within the modernist tradition: to champion a single theoretical framework
against other contenders, is no longer sufficient. No single theory by itself, it is
argued, is able to fully account for complex social phenomena such as social
isolation. Rather, some theoretical approaches can be viewed as emphasising
different perspectives from complementary rather than opposing positions. Thus
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Hugman (2003a) and Bowles et al (2006) contend that we are in a post modern
scholarly era in which a pluralist approach to theorising becomes possible. These
authors apply this logic to their analysis of codes of ethics for the caring
professions, arguing that the pluralist theoretical approach inherent in codes
provides a strong foundation for professional practice, rather than a flaw. Following
this approach, it becomes possible to employ the various strengths of a range of
theories. However, it remains important to articulate the different assumptions
behind particular theories and to be explicit about how ideas from different theories
might work together.
This thesis is framed from a sociological rather than a psychological perspective.
From the literature review and professional practice experience, three sociological
perspectives emerged that resonated with the author’s intuitive understanding of
social isolation. Further, the particular concepts within each of these broad
perspectives that are most useful can be defined in ways that are complementary
with each other rather than being in conflict. Indeed it is argued in the following
sections of this chapter that the concepts from the different perspectives account for
weaknesses or criticisms identified for the various perspectives when used in
isolation. Thus together they can be used to form a pluralist, multidimensional
understanding of social isolation that offers a more robust approach to theorising
social isolation than the current offerings within single perspectives.
These three sociological approaches are functionalism, conflict sociology and
postmodernism. Within each approach are families of theories with differences,
though central ideas are shared. Each of these sociological approaches has its
strengths and weaknesses. Each approach can be complementary rather than
mutually exclusive because, as is previously argued, it is possible to employ ideas
from all three in ways which do not contradict any of the claims or arguments
involved.
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Authors within the functionalist approach view society as an integrated system of
interrelated parts which are each vital for the existence of the whole. The primary
need is the survival and maintenance of the system in equilibrium achieved through
consensus. The functionalist approach is criticised for its difficulty in accounting
for social change and social inequality (Alexander & Colomy, 1985; Harris, 2004).
The importance of this approach for socially isolated older people is in the
emphasis on the need for people to participate in the various structures and
networks of society at family, neighbourhood and community levels, and the idea
of social capital, most famously advocated by Putnam (2000, 2001).
Authors within the conflict approach, on the other hand, view society as being
composed of classes with competing interests and unequal power. There are those
who have economic, political and social power and those that do not. The conflict
approach is criticised for its difficulty in accounting for shared values and its
broadness tending to neglect each person’s own experience of oppression
(Alexander & Colomy, 1985; Harris, 2004; Giddens, 1993; Hugman, 2003a). The
importance of this approach for socially isolated older people is in the prominence
it accords to unequal political and economic power. Ideas from this family of
theories are useful, for example, in explaining the association between poverty and
social isolation (South Australian Council of Social Service, 2005).
The postmodernist approach contends that there is no single reality, but many
realities constantly being defined and redefined by different people in different
contexts. The postmodernist approach is criticised for having no universal
understanding of social justice and human rights. One of the most useful aspects of
this approach for understanding social isolation, is the notion of ‘discourse’ and the
idea that discourses can be either liberating or oppressive. Another useful aspect is
the emphasis on the possibility of plural realities, and the value placed on diversity
and difference (Healy, 2005; Hugman, 2003a; Ife, 1997; Payne, 2005).
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Consequently ideas from the three approaches that contribute to a theoretical
understanding of social isolation in older people have informed the directions of
this research. These include: Putnam’s (2000, 2001) view of social capital with its
origins in the functionalist approach, Bourdieu’s (1985) view of social capital with
its origins in the conflict approach and finally, critical social work theories (Healy,
2005; Ife, 1997; Payne, 2005) derived from the conflict approach and
postmodernism which assist in viewing power as structure and discourse in relation
to social isolation. Each of these approaches is examined in relation to social
isolation amongst older people.
Putnam’s view of social capital applied to socially isolated older people
For many years commentators have advocated community development strategies
to counter social isolation and Putnam’s (2000, 2001) ideas of social capital have
become increasingly influential in community development (Cacioppo & Hawkley,
2003; Chupp, 1999; Davy, 1979; DeFilippis, 2001; Jarrad, 1978; Nahm, Resnick &
Gaines, 2004; Rosenfeld, 1997; Stewart et al., 2001). Social capital is also referred
to in its own right in the literature on social isolation (Giorgas, 2000; Meredyth et
al., 2003). Berry and Phillips (2005) suggest that Putnam’s discussion of social
capital offers a useful starting point in theorizing social isolation for older people.
Consequently Putnam’s theories deserve examination.
Putnam (2000, 2001) defines social capital as social networks and the norms of
reciprocity that emerge from them. He views reciprocity as doing something for
someone without expecting anything immediately back. A favour might be returned
later or to someone else. Timing does not matter because everyone is
interconnected. Putnam then argues that social capital in the United States has
declined over the past 30 years and associates this with increasing levels of social
isolation, hence the evocative title of his book ‘Bowling Alone’. He suggests
various possible causes for the decline.
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According to Putnam, generational change accounts for around 50% of the overall
decline in social capital. He describes the group of Americans born in the first third
of the twentieth century as highly civic and social. They join, trust, give and
volunteer more than subsequent generations as well as spending more time with
their family. This civic generation is slowly and steadily being replaced by their
less connected children and grandchildren. Putnam alleges that the constant drone
of television ‘commercial entertainment’ accounts for 25% of the decline in social
capital. Putnam sums this up as ‘More people in America watch ‘Friends’ than
have friends’ (Putnam, 2000, p. 1). Putman also mentions pressures of time and
money and long commuting distances, suburbanisation and sprawling cities.
Putnam asserts that there is a huge range of negative consequences stemming from
the decline in social capital and subsequent increase in social isolation, including
increasing levels of crime and physical and mental illness. To remedy this Putnam
(2000, 2001) proposes a sustained period of social creativity where new ways of
connecting are invented. He argues that the development of bridging social capital
(connections between unlike people) is of particular importance and that this can be
achieved through the development of appropriate volunteer civic institutions, such
as the Red Cross and United Way. The application of Putnam’s approach to social
capital to socially isolated older people emphasises the contrast between people
who are socially included through social capital as social networks and the norms
of reciprocity that emerge from them and those who are socially isolated through a
lack of access to those social networks. Socially isolated older people lack contacts
with family, friends and the broader community.
Critique of Putnam’s approach to social capital for socially isolated older people
Putnam’s (2000, 2001) view of social capital assists in the understanding of social
isolation in older people by seeing them as individuals who are sequestered from
the rich and reciprocal social networks of shared norms that are fundamental to the
development of social capital and inclusion in society. To an external observer
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socially isolated older people have few social contacts whether from family, friends
or the broader community. This objective view of social isolation accords with
many of the approaches to social isolation in the literature (Findlay, 2003; Victor et
al., 2000) and is returned to when developing a definition of social isolation in
Section 1 Chapter 5.
At its darkest, whether socially isolated older people are seen as outsiders or
rendered invisible by their lack of social contacts, many of the consequences of
social isolation in the literature (For example, Findlay, 2003) are mirrored in
Putnam’s (2000, 2001) predictions of the consequences of a lack of social capital,
including increases in morbidity and mortality. Putnam’s approach to social capital
also promises light at the end of the tunnel for socially isolated older people by
suggesting that community development can be an effective intervention to counter
social isolation. This is particularly so for community development that increases
bridging social capital to embrace outsiders by extending pre-existing social
networks and developing new ones.
There are various ways in which Putnam’s approach to social capital is criticised
that are relevant to the context of social isolation in older people. Firstly, DeFilippis
(2001) and Heller (2003) comment that Putnam is playing into the hands of neoliberal ideologues. Neo-liberalism is an umbrella term which embraces a series of
ideas, including a small role for government and a large role for individuals
competing in the market and, as a consequence, a meagre and tightly rationed state
welfare (Dalton et al., 1996; Hughes, 1998). The striking feature of Putnam’s
(2000, 2001) civic society of social, sporting and service clubs is its domination by
voluntary associations. Whilst Putnam’s omission of the role of government may
not imply directly that his is a world of minimum government intervention, it at
least suggests the possibility.
For other issues- such as deciding what sort of safety net, if any, should
replace the welfare system, surely it is social capital of the most broad and
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bridging kind that will most improve the quality of public debate (Putnam,
2000, p. 363).
This suggests state welfare be minimised just as neo-liberalism advocates. Little
wonder Putnam’s notions of civic society have been strongly endorsed by neoliberal United States and Australian governments, (see, for example, comments by
the past Australian government Treasurer Costello (2003)). DeFilippis (2001)
observes that Putnam has little time for state welfare and adds that community
development based on Putnam’s concept of social capital is flawed because Putnam
takes no account of economic power. However, linking Putnam’s social capital to
neo-liberalism exposes a basic contradiction. How can Putnam’s united bands of
socially included volunteers who selflessly join, trust and give to family and
community be reconciled with Argyrous and Stillwell’s (1996) description of the
economic man so central to neo-liberalism, who constantly and ruthlessly competes
with his fellows and lives in isolation? It is hard to reconcile the championing of
the inclusive civic society by Putnam with Margaret Thatcher’s vision that society
is dead and merely full of competing individuals (Women's Own, 1987, pp. 8-10).
The individualism advocated by neo-liberalism is more consistent with social
isolation than the dense social networks suggested by Putnam. Community
development is based on informal systems of neighbourliness and formal state
systems (Chupp, 1999), but Putnam is preoccupied with the former.
The second criticism of Putnam’s idea of social capital is that the link between high
levels of social capital and low levels of social isolation is uncertain. Communities
can have high levels of social capital alongside high levels of social isolation
amongst some groups. For example, Putnam may be right in saying that the
prosperity of many immigrant communities in the United States is based on trust
and social networks. However, Putnam (2000) acknowledges that his idea of social
capital as social networks suggests that some people are connected and others are
not when he observes that in ‘gated’ communities, that is walled villages for the
wealthy, residents may engage and be ‘good’ neighbours within their small home

27

and workplace boundaries, but others are excluded from these. There are very
definitely insiders and outsiders with a closely policed boundary between them.
Giorgas (2000) argues that those who are not identified as belonging to a
community may be excluded from that community and the prosperity associated
with it, no matter how brilliant or hard working. DeFilippis (2001) adds that at least
some people network precisely because they want to get ahead of everyone else.
Putnam’s contention that many inner city communities of the United States are
characterised by both a lack of social capital and high levels of social isolation is
questionable. Whether Putnam intends it or not this conforms to the prejudice of
many white middle class Americans that inner city ‘black’ and ethnic communities
are full of isolated, unprincipled and immoral welfare recipients. A series of
commentators, including Anderson (1999) and Wood (1997), imply that Putnam is
wrong by suggesting that these communities have high levels of social capital and
low levels of social isolation based on bartering favours. Anderson’s example of an
individual repairing a neighbour’s car or plumbing and trusting that the favour will
be returned at some time in the future suggests a community with many contacts
and links. Perhaps DeFilippis (2001) best sums things up by commenting that the
problem in the inner cities of the United States is not a lack of social networks, but
that these networks lack economic power.
The third criticism of Putnam’s social capital is his reliance on consensus (Putnam,
2000, 2001), one of the cornerstones of functionalism as noted earlier (Alexander
& Colomy, 1985; Harris, 2004). His voluntary associations are non-confrontational,
his ideal society is a dense network of norms and trust and his participants come
together to pursue shared objectives. Putnam’s consensus view of society is also
reflected in how he groups together a whole range of organisations, including
service clubs, trade unions and church groups, even though they have very different
and often incompatible functions. His is a civil society where social capital
lubricates co-operative action and social inclusion. Just as Putnam (2000, 2001)
endorses unity and co-operation, so the functionalist approach espouses society as
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an integrated system of subsystems in equilibrium achieved through consensus.
Hence Putnam’s (2000, 2001) ideas of social capital would regard institutions, such
as the family and the legal system, as essential to survival of society and working
overall for the public good and social inclusion as the usual outcome of the
interaction of individuals with consensus over shared norms and values. It is all too
easy to contrast people who are socially isolated as deviant and unworthy of
assistance.
The fourth criticism of Putnam’s social capital concerns the negative consequences
of increases in social capital. DeFilippis (2001) points out that Putnam’s work is
overwhelmingly about the benefits of social capital. Nevertheless, Putnam (2000, p.
350) does touch on what he calls ‘the dark side of social capital’ and canvasses the
idea that heightened social capital may encourage lowered tolerance, social
stratification and inequality. However, whilst initially allowing for the negative
consequences of increases in social capital by arguing that in the United States in
the last fifty years lowered social capital and increases in tolerance have occurred,
Putnam then tries to discount the possibility by adding that these changes are not
linked because they have not precisely coincided in time and, in any event, it is
possible to have a society where there is high social capital and high tolerance.
Putnam then argues that a balance is required between bridging capital linking
unlike people and bonding capital linking like people, but he is unclear as to
exactly how this balance is to be achieved. By contrast, Adler and Kwon (1999)
place a greater emphasis on the risks of social capital, including the dangers of
parochialism and inertia which, in the context of this thesis, may actually worsen
the social isolation of those seen as outsiders. Hartigan (1999) hints at negative
social capital when discussing the negative effects of certain types of coercively
imposed social support for socially isolated older people, including increased
dependency, pressure and stress. The danger of this ‘we know what is best for you’
approach will be returned to when discussing critical social work theories later in
this chapter.
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Putnam’s ideas of social capital are a mixed blessing for first understanding and
then intervening to assist socially isolated older people. On the one hand, his idea
of networks of individuals sharing norms and activities is central to social
inclusion. His balancing of bridging and bonding social capital can embrace the
socially isolated. On the other hand, all the voluntary associations in the world will
not counter social isolation unless the central role of the complex relationship
between social capital and power is acknowledged.
Putnam’s (2000, 2001) functionalist view of social capital is influenced by neoliberalism and is of social networks and the norms of reciprocity that emerge from
them. Social isolation is the objective lack of these networks. Putnam’s theories are
helpful, but fail to appreciate the relationship between power and social capital.
Alternative formulations of social capital
Several alternative formulations of social capital are related to Putnam’s (2000,
2001) formulation. The World Bank (2003) when considering interventions to
counter poverty adopts a multidimensional approach and includes notions of trust,
civic engagement and community involvement in social capital. The Australian
Bureau of Statistics (2004) defines social capital as the resources within
communities through networks of mutual support, reciprocity and trust. It includes
shared norms, values and understandings that encourage co-operation between and
within groups. When reporting on the health, development and welfare of
Australia’s children, the Australian Institute of Health and Welfare (2005c)
approved of Putnam’s definition of social capital and formulated a similar
definition that was more attuned to the specific context. Social capital is measured
by the ability of families to get outside help in times of crisis, rely on friends and
community for small favours and develop contacts with the family and friends.
Onyx and Bullen (2000) when examining the social capital in five Australian
communities draw on the work of Putnam (2000) and see social capital in terms of
participation in networks, reciprocity, trust, social norms and social agency.
Putland et al. (2009) refer to connections of trust and reciprocity between people
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and within communities. Yet, like Putnam’s social capital, these formulations
continue to ignore the intimate association of social links with power and so can be
criticised in the same ways. For example, Onyx and Bullen (2000) speculate that
social capital is dependent on neither salary nor qualifications and is a form of
‘people power’ that is equally available to everyone regardless of their level of
personal resources. However, the question remains whether the powerful have
better access to ‘people power’.
Onyx, Bullen and Edwards (2007) when examining power and social capital in
three Australian communities acknowledge the criticism of the incompleteness of
Putnam’s notion of social capital and comment that Bourdieu’s view of social
capital needs to be added. Bourdieu (1985) defines social capital as social networks
that are intertwined with power relationships. To counter social isolation social
networks need to be created that allow individuals to realise capital and the power
needed to attract and control that capital. To Bourdieu, social capital is the total
stock of resources tied to a social network, including money, social support,
influence and protection. Carpiano (2006) and DeFilippis (2001) recommend
Bourdieu’s (1985) approach and hint it has its origins in the discourse of social
democracy because it not only considers the existence of community social
networks, but also the resources possessed by the network and the ability of
individual members to draw upon the network for those resources. Carpiano (2006)
reclassifies Putnam’s (2000, 2001) social capital as ‘social cohesion’ and contends
that both social cohesion and Bourdieu’s social capital are necessary because the
former enables members to access the latter. Hence it can be argued that the
universal and generous provision of services, grants and income support from
government or other sources for individuals and communities, where those
individuals and communities are truly empowered, are an integral part of increasing
the density of social networks to counter social isolation.
Bourdieu is one of the theorists from the conflict sociological tradition as he
emphasises the maintenance of power between the social classes (Onyx et al.,
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2007). As discussed in this chapter the importance of this approach for socially
isolated older people is in the importance it accords to unequal political and
economic power. Part of the origin of critical social work theories is the same as
Bourdieu’s (1985) theories in conflict sociology. They both view power in terms of
the structures in society. Critical social work theories are also influenced by
postmodernism and include notions of discourse in how they understand power.
Both of these notions of power are used in this thesis.
Bourdieu’s (1985) conflict approach to social capital is influenced by social
democracy, stresses the importance of power intertwined with social networks and
sees power in structural terms. Social isolation from this perspective is the
objective deficit of capital and the power needed to attract and control that capital.
Critical social work theories and social isolation in older people
Critical social work theories also add value to a theoretical understanding of social
isolation in older people as they are concerned with ways of advancing a society
through partnerships between individuals, families, communities and government
without domination, exploitation or oppression. They focus on how structures
dominate and how people construct and are constructed by structures and social
relations (Fook, 2002). As noted previously, critical social work theories have their
origin in the conflict sociological approach and are also influenced by
postmodernism.
The family of critical social work theories is used in a wide range of fields,
including women’s reproductive rights and loss and grief, and embraces a range of
theoretical approaches, although not social isolation per se. (Allan, 2003;
Dominelli, 2002; Fook, 2002; Healy & Mulholland, 1998; Healy, 2005; Ife, 1997;
Payne, 2005; Pease, Allan & Briskman, 2003; Thompson, 1998). Critical social
work broadly represents an extension and diversification of radical practice which
emphasises that the problems people face are to be found primarily in the
oppressive class-based structures of society. Conflict arises as people attempt to
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overcome their oppression. Marxist social workers continue to place an emphasis
on class based injustices, feminist social workers draw attention to women’s
specific experiences of oppression based in structure and patriarchy and anti-racist
social workers argue that racial oppression is a distinctive form of oppression
(Dominelli, 2002; Healy, 2005). Structural social workers influenced by social
democracy further extend radical social work by analysing structural injustice,
especially how the powerful define and restrict the less powerful, by focusing on
the many types of reinforcing and overlapping oppression associated with age,
disability, class, race, ethnicity, sexuality and gender (Healy, 2005).
Ife (1997) identifies how structural approaches to social work locate the problems
that people encounter primarily within their social, economic and political
circumstances rather than within themselves. He identifies benefits to this
approach, especially in the importance structural theory accords to the ‘bigger
picture’, but he also finds inadequacies. Ife (1997) argues that structural approaches
have difficulty coping with the fragmentation and uncertainty of today’s world and
their reliance on universal discourses of structural oppression makes them blind to
difference within and across cultures, particularly each person’s unique experience
of oppression. This is supported by Allan (2003).
Critical social work theories require the focus at both personal and structural levels
in understanding social phenomena (Dominelli, 2002; Healy, 2005; Ife, 1997;
Payne, 2005). For example, Dominelli (2002) describes anti-discriminatory and
anti-oppressive practice as embracing a commitment to social justice and
challenging existing social relations while insisting that the understanding of
personal and cultural bases of oppression be integrated with the structural
understanding. Dominelli (2002) places emphasis on reducing structural inequality,
but she also argues that anti oppressive practice is a person centred philosophy.
Post-modern approaches to critical practice also underline the toleration of diversity
and difference and encourage critical reflection on the ways in which discourses
contribute to social control (Healy, 2005; Ife, 1997; Payne, 2005). When used to
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understand social isolation, such an approach makes it explicit that there are
personal and political dimensions to social isolation and no single universal
experience of it.
Within a critical social work approach, theories about how power operates are
central concepts (Healy, 2005; Ife, 1997; Payne, 2005; Thompson, 1998).
Thompson (1998) draws on anti-discriminatory and anti-oppressive practice and
argues that an analysis of power is central to countering oppression and that
empowerment has three dimensions, personal where the aim is to assist people to
gain greater self-confidence, interpersonal where discriminatory assumptions are
challenged and structural where power relations in society’s structures are
challenged. Ife (1997) also emphasises the importance of power and argues that
critical social work theories enable clients to be empowered by being provided with
the tools to analyse their own experiences by relating them to broader social
structures and hence take action. Ife (1997) emphasises citizen power. In this thesis
such notions of power are applied to social isolation.
Discourse is a notion developed by postmodern theorists and is influential in
critical social work theories (Healy & Mulholland, 1998; Healy, 2005; Ife, 1997;
Payne, 2005). It is a term used to express the idea that people see the world through
various ‘lenses’ to make sense of the world. Discourses are rarely challenged
because they are seen as somehow natural and inevitable. Postmodern theorists
argue that power is thus mediated through discourses because they dictate the terms
of how we understand the world and our relationships (Healy & Mulholland, 1998;
Healy, 2005).
In this thesis discourse is seen as structures of knowledge through which people
explain and decide things. It is a system of thoughts with broad application that is
seldom questioned composed of ideas, attitudes, actions, beliefs and practices by
which a person constructs their world and the people in it. There are various
classifications of discourses. Healy (2005) and Ife (1997) use different systems of
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classifying discourses, but they both highlight the importance of neo-liberalism and
social democracy in discourse. Ife (1997) proposes an elegant formulation of power
in terms of an open list of liberating and oppressive discourses that surround and
permeate people and structures in society.
Critique of critical social work theories for understanding social isolation amongst
older people
One of the difficulties in using critical social work theories to assist in developing a
theoretical understanding of social isolation in older people is in selecting what
approach or group of approaches to use. Ife’s (1997) approach has especially useful
insights for this research. His concern about outside ‘experts’ disempowering
people through use of ‘objective’ assessment and interventions is a salient warning
to practitioners and researchers involved in the field of social isolation. Whilst
acknowledging worker expertise, Ife (1997) advocates for the attitude that ‘the
person is the expert in their life’ rather than the more traditional professional
approach of ‘we know what is best for you’. Healy (2005) and Payne (2005) also
emphasise the need to respect service users and acknowledge the power difference
between workers and service users. In particular, Healy’s (2005) discussion of the
consumer rights discourse, with its emphasis on service users as citizens with
rights, including the right to fully participate in determining their health and
welfare needs, resonates with the right of older people disempowered by their
social isolation to be treated as equals. Despite the differences and complexities of
how this concept is defined in the literature, the notion of discourse is important to
social isolation because it assists in the understanding of power and differing
perceptions of oppression.
Allan (2003) comments that Ife (1997) has drawn on modernist and postmodernist
perspectives of critical social work theories. Ife (1997) rejects positivism with its
search for objectivity and universal laws and instead considers the approach of
interpretive social science that emphasises the importance of interpreting the reality
of a client, whether an individual, family or group. Ife (1997) and Allan (2003)
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argue that interpretive social science is compatible with postmodernism because
both allow for the development of multiple realities and the valuing of diversity.
Whilst Ife (1997) endorses the valuing of diversity, he cautions that something else
is needed because interpretive social science tends to move towards conservatism
by reconciling people to their position rather than moving them towards change. In
this way postmodernism is conservative because it draws the attention of people
away from structural issues and universal notions of social justice. To illustrate this
with respect to social isolation in older people, interpretive social science is
consistent with subjective dimensions of social isolation with similar strengths and
weaknesses. Subjective dimensions can incorporate instances of a person feeling
socially isolated despite what others see as numerous social linkages or a person
feeling socially connected despite what others see as few social linkages. Such
apparent contradictions between subjective and objective measures are identified
by many researchers in social isolation, including Ross and Leicester (2002) and
Gardner et al. (1998). The concern is, as Bowles (1995), Sen (1992) and Zapf et al.
(1987) observe for quality of life and Gardner et al. (1998) suggest for social
isolation, that subjective dimensions tend to have a conservative bias. This
resonates with Ife’s (1997) warning of the conservative bias of interpretive social
science. Discourse is a useful way of explaining such phenomena because it helps
explain the paradox of different people seeing oppression differently.
There are a number of contributions critical social work makes to a theoretical
understanding of social isolation in older people. At the core of social work lies
Mills (1959) contention that private troubles are linked to public issues. Ife (1997)
argues that critical social work theories need to combine a structural perspective
with interpretive social science so that, in Mills’ (1959) terms, the political is
personal and personal is political and the weaknesses of one approach are countered
by the strengths of the other. Ife (1997) recognises the expertise of workers, but
emphasises the expertise of people in their own lives. A new definition of social
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isolation in older people that incorporates some of the key concepts from critical
social work theories is needed.
The foundations are laid by Payne (2005) emphasising the importance of
deconstruction, resistance, challenge and reconstruction of discourses and Ife
(1997) commenting on the importance of notions of power as a series of liberating
and oppressive discourses. Ife’s (1997) emphasis on the importance of integrating
interpretive, postmodernist and structural accounts is an acknowledgement of the
importance of balance. Payne’s (2005) concerns of striking a balance between
treating people as individuals and seeking collective social justice, the role of
conflict and consensus, vagueness as to what action needs to be taken and the
difficulty of empirical testing, can be levelled at any theoretical discussion in
sociology.
Critical social work theories have beginnings in conflict sociology and
postmodernism and are influenced by social democracy. They make various
contributions. By acknowledging the importance of power, viewing power
structurally and explaining social isolation in terms of disempowerment, they
strengthen Bourdieu’s theories. They enable the integration of various approaches
to understanding social isolation. They contribute the postmodernist idea of
discourse.
Summary
It has been noted that much of the discussion of social isolation in older people
lacks a theoretical basis. This chapter is concerned with developing a theoretical
understanding of social isolation in older people. It is argued that from the three
families of sociological approaches: functionalism, conflict sociology and
postmodernism come theoretical approaches that can be viewed as complementary
rather than competing accounts. None on its own fully accounts for social isolation,
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but used together they provide a more comprehensive framework. Further, aspects
of each approach addresses weaknesses identified for other approaches.
Putnam’s (2000, 2001) functionalist view of social capital is of social networks and
the norms of reciprocity that emerge from them. Social isolation is the objective
lack of these networks. Whilst Putnam’s theories are useful they underestimate the
complex relationship between power and social capital. By emphasising the role of
voluntary associations and minimising the role of government Putnam is being
influenced by neo-liberalism.
Bourdieu’s (1985) conflict approach to social capital goes part of the way to
addressing this gap by emphasising the importance of power intertwined with
social networks and viewing power in structural terms. Social isolation from this
perspective is the objective deficit of capital and the power needed to attract and
control that capital. By considering the resources possessed by community social
networks and the ability of individual members to access those networks for
resources, Bourdieu’s (1985) approach is influenced by social democracy.
Critical social work theories have origins in both conflict sociology and
postmodernism and are influenced by social democracy (Healy, 2005; Ife, 1997;
Payne, 2005). Whilst they have numerous approaches which can be incompatible,
they offer promise in three areas. Firstly, they reinforce Bourdieu’s theories by
acknowledging the importance of power in social capital and explaining social
isolation in terms of disempowerment in structural terms. Secondly, they enable the
integration of various approaches to understanding social isolation by incorporating
structural and personal perspectives. Thirdly, they contribute through the
postmodernist concept of discourse. Discourse is a useful way to think about social
isolation because power can be seen as the balance of liberating and oppressive
discourses that surround and permeate people and structures in society.
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This combined theoretical approach offers an understanding of social isolation that
incorporates objective and subjective perspectives; social isolation and power have
objective and subjective dimensions and there are different perceptions of
oppression. In the next chapter there is a discussion of four discourses that have
particular significance to social isolation in older people: neo-liberalism, ageism,
social democracy and positive ageing.
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CHAPTER 3

FOUR DISCOURSES AFFECTING HOW SOCIAL
ISOLATION IS EXPERIENCED

In this chapter the discourses of neo-liberalism, ageism, social democracy and
positive ageing are examined for their effect on social isolation in older people.
These four discourses have been selected because firstly, they are frequently
referred to in the literature (Dalton et al., 1996; Fine, 2007; Healy, 2005; Howe,
1997; Nelson, 2004; Ozanne, 1997; Payne, 2005) and secondly they have particular
relevance for socially isolated older people. On a continuum of participation, neoliberalism champions individualism with its emphasis on the free market and
competition, whereas social democracy places a greater emphasis on collectivism
advocating extensive redistribution (Dalton et al., 1996). On a continuum of
individual value, ageism sees older people in negative terms as an inferior
homogenous group, whereas positive ageing sees older people in positive terms as
a diverse source of wisdom and knowledge (Fine, 2007; Howe, 1997).
It is argued that neo-liberalism’s emphasis on individualism and rejection of society
is an oppressive discourse influencing social isolation, as is ageism’s contentions
that older people are inherently inferior to others and that their social isolation is
inevitable. On the other hand, it is contended that social democracy and positive
ageing are liberating discourses for older people who are socially isolated because
their emphases on community and participatory democracy is at the core of social
inclusion.
These discourses underpin the theoretical frameworks used to develop the
understanding of social isolation in older people in this thesis and are explored in
the research. While there may be many other discourses also influencing how
people understand social isolation, these are the main four discourses used in the
literature in relation to social isolation.
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Neo-liberalism
As Hughes (1998) argues, no matter what terminology is used, the major ideology
behind neo-liberalism is a minimal role for government and a maximal role for
markets, leading to wide ranging reductions in government regulation, welfare and
the public service. Healy (2005) observes that neo-liberalism seeks to encourage
the dominance of the market and to wind back government welfare expenditure.
Dalton et al. (1996) argue that some of the consequences of neo-liberalism include
reducing government welfare expenditure, rationing and narrow economic
measures of efficiency. What neo-liberal governments call the effective targeting of
welfare is the ever more selective rationing of frugal assistance to those perceived
as deserving.
Ozanne (1997) and Fine (2007) argue that neo-liberal welfare operates on a two tier
system. On the one hand are the few ‘deserving poor’ that are not expected to earn
an adequate living through the market. On the other hand are the many
‘undeserving’ poor who receive lower and strictly means and assets tested benefits
to 'encourage' their participation in the market. Tapper (1990) a strong supporter of
neo-liberalism claims it is objective and scientific, despite using emotive terms and
concepts. His is a black and white world where people receiving state welfare are
encouraged towards 'shiftless irresponsibility', single parents use their children as a
form of social insurance and the poor are divided up into a few deserving 'battlers'
and the many undeserving 'slackers'. Central to all of this are the ideas that most
poor people are lazy and deserve to be poor and that greed is good. An immediate
problem that occurs here is that these categories shift so that people in need may be
classed as ‘deserving’ at one time or place and ‘undeserving’ at another. Neoliberalism has become a dominant discourse in many post-industrial countries and
this is reflected in both the academic literature and wider media (Healy, 2005;
Viswalingam et al., 2006). In Australia from the 1980s onwards neo-liberalism
became an increasingly fashionable discourse among successive state and
commonwealth governments, whether labelled Labour or Liberal (Pusey, 1991).
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Every area of government policy is affected by these ideas, including policies that
impact on older people and presumably socially isolated older people (Sax, 1993).
Dalton et al’s (1996) application of neo-liberalism to health services in Australia in
the early 1970s, can easily be adapted to services to counter social isolation today.
These services can be seen as nothing more than commodities to be traded on a free
market. Government intervention, whether through regulation, planning or funding,
is discouraged because it distorts the market by interfering with the freedom of
individuals to contract with each other. Tapper (1990), is more specific about
policies that affect older people. He argues that older people can either be cared for
by their family or in publicly funded institutions. In both situations the family pays,
either directly through fees or indirectly through higher taxation. Therefore public
policy should be neutral and not favour one over the other. The reservation here is
this 'neutrality' has to be seen in the context of Tapper's preference for welfare
provided by the family and market rather than the state and his advocacy of the
abolition of state age pensions, when he argues that it is more efficient for transfers
of resources to older people to occur within the family from the younger generation
rather than from the state. Whilst Tapper does not specifically address social
isolation in older people it seems likely that he would adopt a similar stance to
resources to counter social isolation. It is also worthwhile noting that Tapper’s view
of older people is solely as the recipients of resources for care and not contributors.
Many claims are made for neo-liberalism, including that it enhances freedom,
improves efficiency, provides the one rational solution and better targets welfare to
those who are truly ‘deserving’ (Dalton et al., 1996; Healy, 2005; Tapper, 1990).
Many concerns are also voiced and are best summed up by Dalton et al’s (1996)
comment that the major flaw in neo-liberalism is its narrow view of the world
restricted to economic efficiency. Several concerns about neo-liberalism are
particularly relevant for socially isolated people and will now be addressed. These
include inequality, ethical problems and neglecting diversity.
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Firstly, neo-liberalism’s preoccupation with targeting and rationing in welfare is a
selective or residual approach to social policy that encourages inequality for several
reasons (Healy, 2005; Ife, 1997; Stilwell, 1994). People at the upper level of
eligibility are discouraged to increase their income due to the punitive cut-off of
benefits. The increased complexity needed to detect the ‘undeserving’ results in
many people being unaware of or ineligible for assistance for technical reasons.
The increased stigmatisation of welfare services and the beneficiaries of those
services leads to the development of a divided nation of deserving ‘haves’ who
have no interest in the provision of welfare services and undeserving ‘have nots'
(Dalton et al., 1996). Neo-liberalism’s selectivism reduces redistribution because
the suggestion that better targeting leads to a more effective distribution of
resources to those in greatest need does not apply because neo-liberalism is
committed to reduce the total amount to be redistributed (Saunders, 1994). In the
context of social isolation the relentlessly competing individuals of neo-liberalism
living in a world where there is no such thing as society is an oppressive discourse
that is logically consistent with social isolation. The potential of neo-liberalism to
increase poverty is especially concerning because of the strong association between
poverty and social isolation (Krause & Borawski-Clark, 1995; South Australian
Council of Social Service, 2005; Victor et al., 2000).
Secondly, neo-liberalism’s pre-occupation with economic issues gives rise to a
series of ethical problems. The increasing inequality allowed for by neo-liberalism
is inconsistent with social justice, which Figueira-McDonough (1993) defines as
the right of all citizens to have equal access to all basic social goods, including,
from the perspective of this thesis, social support. Hugman (2003b, 2005) and
Bauman (2001) argue that neo-liberalism disempowers the citizen by substituting
the ‘free market’ and individualism for the principle that the people are
interdependent. Ife (1997) and Ife and Tesoriero (2006) question how neoliberalism’s commitment to 'the bottom line', economic efficiency and top down
control can be compatible with the ideas of empowerment, social justice and selfdetermination. Hugman (2003b) describes professional ethics built on the notions
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of empowerment and social justice as ‘impertinent’ from a neo-liberal perspective.
Healy (2005) supports such arguments pointing out that the economic efficiency
championed by neo-liberalism may be pursued at the expense of other values, such
as equity and neutrality.
Thirdly, neo-liberalism neglects diversity (Healy, 2005). The insistence of neoliberalism on the one solution is dismissive of cultural, regional and class
differences, the observation that universal panaceas are futile in social work
because every client has their own unique story of oppression and disempowerment
and many ethical principles, including the respect for the dignity, worth of each
individual and commitment to diversity (Australian Association Of Social Workers,
2002). While Ife (1997) uses the example of child protection services in Western
Australia in the 1990s, socially isolated older people face similar risks. Countering
child abuse was compromised because there was little adjustment in child
protection guidelines for differences in definitions of family, child care and
adequate parenting between diverse communities. Borowski and Hugo (1997) and
Borowski and McDonald (2007) observe that older people are also diverse with
respect to language, culture, health, income and location and this diversity will only
increase in the future. The logic and assumptions of neo-liberal thinking implicitly
support ageism, the next discourse to be discussed.
Ageism
Howe (1997) and Fine (2007) define ageism as the belief that older people are an
inferior homogenous group, despite considerable evidence of their diversity and the
importance of their contributions. Consequently an ageing Australia is seen as a
problem and perhaps even a crisis. At the heart of ageism is the idea that once older
people stop working they are worthless. The discourse of ageism persists in
Australian social policy and underlies the notions of not employing and limiting the
payment of workers compensation using age criteria (Nelson, 2004; Guthrie, 2005).
Ageism had its origins in the medical model which up until the 1980s was the
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dominant model applied to older Australians. It still endures today (McCallum &
Geiselhart, 1996; Rosenfeld, 1997). Old age was seen as a degenerative disease to
be treated by expert doctors and nurses in a hospital or a nursing home run on
hospital lines with uniformed staff and a strict hierarchy. Older people were, at
best, child-like, passive and facing an inevitable decline in function and, at worst,
burdensome and hostile. Davis (1994) adds that many of the theories of ageing
popular in the first half of the twentieth century reflected and reinforced this view
and uses several examples as illustrations. Role theory holds that older people have
common needs and aspirations and inevitably move from active participation to
sedentary roles. Disengagement theory argues that there is a gradual process of
disengagement between older people and others and that this is necessary to
maintain the equilibrium of society. Findlay (2003) provides a similar explanation
for disengagement theory by arguing it suggests that less social contact is a normal
adjustment to ageing. Howe (1997) mentions that ageist commentators claim that
expending resources proportionate to the lesser needs of older people is both
efficient and complies with the wishes of the majority of older people who want to
peacefully fade away.
The concerns of ageism are similar to those for neo-liberalism. Firstly, ageism
fosters inequality because older people are regarded as inherently inferior to others.
Far from countering social isolation ageism regards it as part of an inevitable
decline towards death. Similarly, the poverty experienced by older people, often
viewed as an inevitable part of ageing by those within the ageist discourse, serves
only to aggravate social isolation. Secondly, ageism leads to many ethical
problems. Social justice, empowerment, self determination and equity are all
compromised by an approach which regards people as inferior on the basis of one
characteristic, their age. In particular, the argument that older people have the same
needs and rights as younger people, including social contact, is compromised
(Department of Health and Ageing, 2008b). Thirdly, ageism results in cultural,
regional and class insensitivity. The tendency to discount diversity and foster
homogeneity leads to uniform treatment regardless of the needs or wishes of older
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people. Sax (1993) uses the example of government policy up until the 1980s
resulting in government funds for services for older Australians flowing almost
entirely to standardised institutional care and pensions, rather than a wide variety of
community services. Yet if Borowski’s and Hugo’s (1997) and Borowski’s and
McDonald’s (2007) claim of the increasing diversity of older people is reflected
amongst socially isolated older people, the emphasis should be on individualised
interventions and diversity rather than the one ‘perfect’ intervention to counter
social isolation.
Neo-liberalism and ageism are distinct discourses with different emphases (the
organisation of the state and society on one hand, assumptions about age on the
other). Nevertheless they do have many similar effects in the way older people are
viewed and thus treated and can reinforce each other. Both single out groups in
society for criticism who fail in the market and depend on government handouts.
Both claim to foster efficiency, but instead offer blinkered views of the world that
foster an inattentiveness to inequality, ethics and diversity. And, as Ozanne (1997),
Pusey (1991) and Viswalingam et al. (2006) comment for neo-liberalism and Howe
(1997), Fine (2007) and Sax (1993) for ageism, both show a remarkable
persistence. A narrow neo-liberal view of the world composed solely of ruthlessly
competing individuals has negative consequences for all citizens, but especially for
those labelled as less worthy because of their poverty. Older people are further
disadvantaged because they are victims of the oppressive discourse of ageism
where they are seen as defective, passive and parasitic. And socially isolated older
people are still further disadvantaged because their social isolation can be seen as
natural and inevitable part of the decline of ageing. As well as surrounding and
infusing the structures of society many socially isolated older people may
internalise these discourses compounding their fear, isolation and powerlessness.
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Social democracy
Ozanne (1997) and Fine (2007) explain that the prime examples of social
democratic states are the Scandinavian countries. Social democracy is influential in
social policy in Australia, including the development of HACC funding and the
repeal of compulsory retirement provisions in industrial law (Department of Health
and Ageing, 2005; Nelson, 2004). Social democracy aims to promote equality,
social justice and social solidarity. In Dalton et al’s (1996) terms social democracy
is not as extreme as Marxism, but it nevertheless borrows from the collectivism of
Marxism by taking account of needs as well as abilities of citizens in the allocation
of resources. Hence social democracy requires extensive redistribution. All of this
runs counter to neo-liberalism with its espousing of the market and individual
ability and its suspicion of state intervention, especially any attempt by the state to
redistribute resources. Ozanne (1997) and Fine (2007) add that social democratic
states use progressive taxes (for example, income tax where people who earn
higher incomes pay a higher percentage of their income in tax), generous universal
benefits (benefits that are available to all citizens regardless of past income) and
wage solidarity (reduced differentials in earnings) to ensure, as far as possible, a
high standard of living for all citizens and an opportunity (not a compulsion) for
full participation and ‘social citizenship’. This emphasis on social citizenship
resonates with Ife’s and Tesoriero’s (2006) social justice perspective in community
development which emphasises participatory democracy and all people feeling a
strong obligation to participate in community life. Citizenship might also imply that
older people can be active participants and contributors to community life.

For socially isolated older people the discourse of social democracy has several
benefits. Firstly, there is the ideal of an inclusive community where difference is
acknowledged, but not used as a basis for exclusion and participation is
encouraged, (not compelled). Secondly, personal development is acknowledged,
but not at the cost of community development and it is community development
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that is endorsed as an intervention to counter social isolation in older people by
authors such as Rosenfeld (1997) and Cacioppo and Hawkley (2003). Thirdly
Ozanne’s (1997) and Fine’s (2007) comments that poverty in a social democratic
state is likely to be limited due to state intervention has the potential to counter
social isolation in older people due to the association of poverty with social
isolation in older people (Krause & Borawski-Clark, 1995; South Australian
Council of Social Service, 2005; Victor et al., 2000). Fourthly Esping-Anderson
(1990) argues that the universal generous benefits of social democratic states that
are not dependant on previous earnings represent a decommodification and
demarketisation that encourages personal autonomy and empowerment. This is in
direct contrast to the view of services to older people who are socially isolated
being commodities to be traded on the open market, a view favoured by neoliberalism (Dalton et al., 1996).
Positive ageing
The term ‘positive ageing’ is used to embrace the suggestion that ageing
Australians should be seen as a source of wisdom and experience, rather than as a
burden or threat, and an acknowledgement that most older people lead satisfying
and productive lives (Department of Health and Ageing, 2005; Fine, 2007; Howe,
1997; Ozanne, 1997). The discourse of positive ageing is important in Australian
social policy and finds expression in the various advocacy groups for older people,
including the Council for the Ageing.
The parallel between the discourses of positive ageing and social democracy on
including rather than excluding people implies parallels in the benefits for socially
isolated older people. Firstly, there is a community that embraces diversity.
Secondly, is the emphasis in both discourses on community and its development.
Thirdly, the duration of social isolation in older people is likely to be reduced due
to state intervention to prevent the social exclusion of older but valued citizens.
This parallels Fine’s (2007) and Ozanne’s (1997) argument that the duration of
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poverty in a social democratic state is likely to be reduced due to state intervention
to prevent the social exclusion of poorer but valued citizens. Each discourse
complements the other due to the association between social isolation and poverty.
Fourthly is the encouragement of autonomy by generous benefits available to all
citizens regardless of their previous earnings.
When criticising Putnam’s (2000) view of social capital it was argued that
universal, generous and responsive government services, grants and income support
for individuals and communities empower those individuals and communities and
that this empowerment is just as important in countering social isolation in older
people as neighbourliness and bridging social capital. In a system where the
liberating discourses of social democracy and positive ageing dominate over the
oppressive discourses of neo-liberalism and ageism both views of social capital can
coexist. That is, informal or self-help systems of neighbourliness and bridging
social capital can complement more formal state-organised systems.
The relationship between discourses and the theoretical perspectives used to
examine social isolation in older people.
In Chapter 2 three theoretical perspectives were advanced to develop a theoretical
understanding of social isolation in older people. Firstly, Putnam’s (2000, 2001)
functionalist view of social capital is of social networks and the norms of
reciprocity that emerge from them. Secondly, Bourdieu’s (1985) conflict approach
to social capital emphasising the importance of power intertwined with social
networks. Thirdly, critical social work theories with origins in conflict sociology
and postmodernism that reinforce Bourdieu’s theories by acknowledging the
importance of power in social capital (Healy, 2005; Ife, 1997; Payne, 2005).
DeFilippis (2001) and Heller (2003) comment that by emphasising the role of
voluntary associations and minimising the role of government Putnam (2000, 2001)
is being influenced by the discourse of neo-liberalism. Carpiano (2006) and
DeFilippis (2001) suggest that by considering the resources possessed by
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community social networks and the ability of individual members to access those
networks for resources, Bourdieu’s (1985) approach has its origins in the discourse
of social democracy. By acknowledging the importance of power in social capital
and explaining disempowerment in structural terms, critical social work theories
also are influenced by the discourse of social democracy, as well as providing a
theoretical basis for the concept of discourse generally.
The discourse of ageism is influenced by neo-liberalism because whilst ageism
stigmatises older people simply because they are older, neo-liberalism stigmatises
older people as a group because they are poorer and are seen as economically nonproductive (Krause & Borawski-Clark, 1995; South Australian Council of Social
Service, 2005; Victor et al., 2000). Consequently, by minimising the role of
government, Putnam (2000, 2001) could be falling into the trap of ageism as well
as neo-liberalism. By contrast, the discourse of positive ageing is influenced by
social democracy because of the emphasis in social democracy on social inclusion
of all people, including older people (Fine, 2007; Ozanne 1997). By according
importance to unequal political and economic power Bourdieu (1985) allies himself
to both discourses. Similarly by explaining disempowerment in structural terms
critical social work theories resonate with both.
The theoretical perspectives used in this thesis are permeated by these four
discourses. Consequently any given aspect of social isolation may have a different
explanation depending on the discourse used. To illustrate, variables that are
associated with social isolation (see Chapter 4) may be seen as a result of personal
choice by those influenced by neo-liberalism and ageism, or structural barriers by
those influenced by social democracy and positive ageing.
The uneasy relationship between the four discourses expressed in social policy
about older people.
Whilst the discourses of social democracy and positive ageing have had some
impact in aged policy as discussed previously, neo-liberalism and ageism tend to
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dominate (Fine, 2007; Howe, 1997; Ozanne, 1997; Pusey, 1991; Sax, 1993;
Viswalingam et al., 2006). It is argued that these discourses can counterbalance the
more destructive consequences of each other. Further, it is argued that there are
negative consequences if one has too much ascendancy.
For example if neo-liberalism and ageism dominate then powerful professionals
and entrepreneurs may take command of the aged care system by applying
considerable economic and political pressure. They are likely to skilfully
manipulate the media and use lobby groups. Powerful older people may do well in
this system, using it to their advantage. Relatively powerless older people,
however, may be easily ignored, even though they are the very people the system is
meant to serve. Socially isolated people tend to lack power because their limited
social networks make it difficult for them to organise and act collectively. Older,
poorer, socially isolated people are triply disempowered because the discourses of
neo-liberalism and ageism label them as undeserving on each count, as discussed in
this chapter. On the other hand, older people acting collectively through groups,
such as the Council on the Ageing, may successfully advocate on behalf of all older
people, operating from a social democracy discourse appealing to citizenship
rights.
The worlds envisaged by neo-liberalism and ageism are divided places of deserving
‘haves’ and youth and undeserving ‘have nots' and ‘decrepit old’. This leads to a
two tier system of aged care services for older Australians, including older
Australians who are socially isolated. At the top are those baby boomers who are
one of the wealthiest, best connected, healthiest, best housed, educated and aware
groups in society (Ozanne, 1997, 2009). These people have generous
superannuation, are accustomed to being independent but acting cooperatively, and
have the knowledge, power and will to be politically active. If they are socially
isolated they are likely to have the financial resources to visit distant family and
friends and access exclusive private, high quality services to counter that social
isolation. At the bottom are a significant group of older poor. For some there are no
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services. For others there are inadequate services from stretched and frugally
funded government and non government organisations. Such services are tightly
rationed and reliant on family and friends who may also be poor (Ozanne, 1997,
2009). For socially isolated older people there is the prospect of ‘going it alone’ or
minimal support. They may have no family or friends to rely on because they are
socially isolated. Female relatives may be forced into caring roles with inadequate
support risking personal injury and lost careers, as discussed in Section 1 Chapter
1.
The past serves as a warning. The McLeay Report (1982) suggests nursing homes
are often convenient locations for a combination of over-servicing and neglect that
serves the need of doctors and business people for profit rather than the rights of
older people for rehabilitation and reintegration into the community. Sax (1993)
argues that nursing homes are seen by many owners as low risk, high profit
ventures. Howe (1997) suggests that community services for older Australians are
increasingly dominated by the ‘not for profit sector’. Profit can be reframed.
Ambitious building projects and the recruitment of large numbers of managers with
generous ‘salary packages’ can be at the expense of workers and resources to
empower older people.
If the discourses of social democracy and positive ageing dominate, the perception
of older people is of valuable citizens with numerous mutually supportive
relationships rather than isolated and dependent individuals (Australian Bureau of
Statistics, 1999; Coward & Krout, 1998; Fine, 2007; Hartigan, 1999; Howe, 1997;
Moodie, 2003; Ozanne, 1997; Sargent, Nilan & Winter, 1997). For all citizens,
including people who are socially isolated, these supportive relationships can be
developed, fostered and embraced by inclusive high quality services. By quality is
meant services that are well resourced, varied, flexible, innovative and accessible.
They are services that are well matched to the needs of their clients because they
encourage the participation of older people as equal partners (Department of Health
and Ageing, 2005). However too great a domination of the discourse of positive
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ageing might lead to a huge budget deficit and the neglect of other disadvantaged
groups.
As a funding mechanism HACC is an instrument of government policy and like all
such instruments it reflects the mix of discourses which change with time. The
footprint of each of the four discourses identified in this chapter in the policies
conceptualising and implementing HACC is now considered.
HACC policy shows the same complex mix of the four discourses as are expressed
more widely in society and social policy. HACC’s objectives are about diversity
and innovation in community services so that more appropriate matching can occur
between the many needs and rights of older people and resources. This can be
characterised as part of the diversity favoured by the discourses of social
democracy and positive ageing. HACC’s aims have the potential to encompass a
wide range of creative and effective community development focused projects to
counter social isolation. This is consistent with both the discourse of positive
ageing where older people are regarded as citizens with the same rights as all other
citizens, including the right to social contact, and the discourse of social democracy
with its aim of engagement and participation of all (Department of Health and
Ageing, 2005, 2006; Howe, 1997; Fine, 2007; Ozanne,1997).
HACC policy is also influenced by the discourse of neo-liberalism and ageism. The
criticisms of the implementation of HACC (see Section 1 Chapter 1) flow from the
criticisms of neo-liberalism and ageism discussed in this chapter. The mismatches
of needs and service delivery and issues of rationing and targeting in HACC can be
thought of as aspects of neo-liberalism. The confinement of ethical discussion to
narrow economic notions of efficiency and lack of waste reflects the perspective of
neo-liberalism and ageism, as does the emphasis of HACC on self sufficiency,
family, friends and volunteers rather than state assistance. Government can
justifiably retreat from directly providing services or funding the provision of
services by others, and leave a vacuum to be filled by self, family, friends and
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volunteers. The criticism of HACC of diversity embracing the bad, including rights
of clients being undervalued and funds diverted, echo the ethical issues canvassed
when discussing neo-liberalism and ageism. For these reasons Vecchio and Jackson
(2002) contend that many socially isolated older people are still neglected by
HACC. This thesis explores the relative importance of the four discourses in the
understanding of social isolation by people involved in HACC services.

Summary
There may be many discourses influencing how people understand social isolation
in older people. This chapter is concerned with four: neo-liberalism, social
democracy, ageism and positive ageing, because they are frequently referred to in
the literature and have particular relevance for social isolation in older people.
It is suggested that neo-liberalism with its emphasis on individualism and rejection
of society, and ageism with its approach that older people are inferior to others and
their social isolation is predictable, are oppressive discourses associated with social
isolation. It is also suggested that social democracy and positive ageing, which
emphasise community and participatory democracy, are liberating discourses
associated with social inclusion. None of these discourses explain social isolation
in themselves. Yet all influence policy about social isolation in different ways.
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CHAPTER 4

ASPECTS OF SOCIAL ISOLATION

This chapter discusses various aspects of social isolation from the literature. Whilst
the many definitions of social isolation are introduced, this chapter stresses key
associations, causes, consequences and interventions to counter social isolation.
Particular emphasis is placed on lack of power as a cause of social isolation. The
new definition of social isolation adopted in this thesis is left until Chapter 5. This
sequence is used because although there is considerable debate about defining
social isolation, there is consensus about the other aspects.
The many definitions of social isolation
As with any discussion on social isolation it is important to set out how this concept
is defined. Some definitions have been referred to in the literature over the years,
for example Weiss (1973) who distinguishes between social and emotional
isolation. Emotional isolation stems from the absence of a specific person to form
links to, whereas social isolation is associated with a lack of meaningful social
relationships and social integration. Jarrad (1978) defines social isolation as
occurring when an older person experiences an inability to lead a socially satisfying
life, according to their needs and previous social patterns. Whilst this definition is
perhaps one of the most difficult to measure and quantify, it embraces two
important aspects of social isolation: it recognises the subjective experience of the
individual and it leaves room for the evaluation of ‘needs’ rather than presupposing
a level that is ‘minimal’ or minimum required.
Davy (1979) comments that an older person becomes socially isolated when they
are separated from their web of social interactions as peers die, children marry and
become involved with their own families. In his view retirement separates a person
from occupational relationships, and loneliness is the undesirable feeling of a loss
of companionship, including the loss of a partner.
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Rathbone-McCuan and Hashimi (1982) extend the idea of social isolation in older
people when they describe it as a journey rather than a destination. These authors
describe social isolation as a cumulative process experienced by the individual,
rather than an easily defined end state. They place emphasis on the individual’s
response to what they term ‘isolators’, or factors that lead to isolation, and internal
and external influences that affect an individual’s capacity to successfully cope
with isolators. This allows for the possibility that social isolation is not simply a
result of social circumstances, but is also dependent on an individual’s perception
of and response to those circumstances. Rosenfeld (1997) defines social isolation as
the absence of satisfying relationships and limited involvement in community life.
Victor et al. (2000) consider a number of definitions of social isolation, including
the lack of significant or sustained communication and minimal contact with family
or the community. They then consider a number of definitions of loneliness,
including the perceived deprivation of social contact and the lack of people
accessible or willing to share the person’s social and emotional experiences.
Gierveld and Havens (2004) define social isolation as an objectively measurable
condition indicated by a low number of social contacts and low engagement in
community activities. Hawthorne (2005) contends that a subjective approach
should be emphasised because of the World Health Organization’s commitment to
the individual’s perception of their position in life (WHOQoL Group, 1998).
Hawthorne (2005) defines social isolation as living without companionship, having
little social contact, little social support, feeling separate from others, being an
outsider, isolated and suffering loneliness. Pitkala et al. (2006) emphasise a
perceived lack of meaningful relationships. Goodwin et al. (2007) classifies a
person as socially isolated if he or she has a low frequency and variety of social
contacts, and has a negative perception of this situation.
A major point of contention in the literature is whether social isolation should be
defined objectively, subjectively or by using both approaches (Cattan et al., 2005;
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Findlay, 2003; Victor et al., 2000). Consequently it is important to clarify the
difference between these two terms. Bowles (1995) and Hughes et al. (2004)
comment that objective measures are those where if two or more people measured
the behaviour or action/event they would get the same answer. By contrast, only the
respondent can measure subjectively. The problem here is the frequent reliance in
research on subjective answers for objective measures and the researcher is no
exception in relying on these answers. For example, even objective Census data is
based on the reports of people about their own activity.
When exploring the link between social isolation and health Cacioppo and
Hawkley (2003) hint at the distinction between subjective and objective dimensions
of social isolation when they emphasise they are confining their exploration to
‘perceived social isolation’ which they consider as synonymous with loneliness.
Van Baarsen et al. (2001) suggest that emotional isolation and social isolation are
two aspects of loneliness. Cattan and White (1998) and Cattan et al. (2005)
differentiate ‘social isolation’ amongst older people, which they define as an
objective state of having minimal contact and interaction, from ‘emotional
isolation’, which they see as a subjective feeling of dissatisfaction with having a
low number of social contacts. This suggests that social isolation can be defined in
terms of quantity, for example, through the number of interactions and/or the size
of the social network. By contrast, emotional isolation is related more to the quality
of these interactions and contacts. This division can account on the one hand for the
situation where someone might have numerous interactions, but the superficiality
of those interactions leads to a feeling of social isolation, or, on the other hand, the
situation where there are few interactions, but the depth of those interactions leads
to a feeling of social inclusion. Selecting from these many definitions needs to be
justified and could become restrictive. An alternative approach is to develop a more
inclusive definition of social isolation (see Section 1 Chapter 5).
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What variables may be associated with social isolation?
Many variables are associated with social isolation in the literature. An association
does not necessarily indicate a cause or a consequence of social isolation.
Confusion can occur between cause and consequence and two different
consequences with a common underlying cause can be associated. The causes and
consequences of social isolation are examined later in this chapter. Hawthorne and
Griffith (2002) review forty nine articles and include geographic location, living
alone, closeness of relationships, ethnic and marital status, physical and mental
health status, socio-economic status, employment status, financial resources, age
and neighbourhood friendliness. Victor et al. (2000) divide the variables up into
three categories, namely personal characteristics (for example, age, gender and no
children), resources (for example, low income, poor physical health and poor
mental health) and life events (for example, retirement and entry into care). The
Queensland Department of Communities (2004) divide the variables up into three
categories, namely individual, social and community.
Increases in rates of variables that may be associated with social isolation may
mean increases in social isolation amongst older people. If increasing age, living
alone, ill health and poverty are associated with social isolation, and more older
people over time have these characteristics, then more older people may become
socially isolated. Ross and Leicester (2002) and Hartigan (1999) make a related
point when they warn of increasing levels of social isolation amongst older people
due to the ageing of the aged population and changes in aged care policy, including
HACC funding dominated by notions of self-sufficiency, which is linked to neoliberalism (see Section 1 Chapter 1). The twelve most frequently cited variables in
the literature are now discussed. It is important to note that some variables focus on
the individual, emphasised in the discourse of neo-liberalism, such as gender and
increasing age, some focus on structures, emphasised in social democracy, such as
transport problems, and some combine these perspectives.
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Gender
While there is controversy in the literature as to whether men or women are more
prone to social isolation, there is a general consensus that gender is usefully related
to social isolation. Gardner et al. (1998) found that men are more likely to be
socially isolated than women, arguing that men may rely more on a spousal
relationship (if present) for their social needs, whereas women may draw upon
more extended social networks. Vecchio and Jackson (2002) also comment that
older men are at greater risk of social isolation due to lack of accessibility to
informal care and support from family and friends. Rosenfeld (1997) differs when
she argues that because women live longer they are more likely to experience many
of the risk factors of social isolation, including widowhood, poor health and
poverty. Furthermore, many older women face the risk of social isolation,
destroyed careers and injury by providing care for older frail or disabled relatives
or spouses with inadequate community support (Percival, 2006; Williams, 1996).
There are many possible explanations for this inconsistency. Interfering variables,
such as cultural issues relating to the place of men and women in extended families
and women tending to live longer than men, may not have been accounted for.
There may be differences in the definition of social isolation and sampling used by
different researchers. For example, Vecchio and Jackson (2002) uses a definition of
social isolation based on the number of friendship and family links and sample noninstitutionalised older Gold Coast residents. Rosenfeld (1997) defines social
isolation as the absence of satisfying relationships and limited involvement in
community life and samples older South Australian residents.
Increasing age
Over the years there has been widespread agreement by commentators that
Australia’s population is ageing, as discussed in the introduction. Around one in
seven of Australians today are aged 65 years and above and predictions are that in
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100 years time this could rise to around one in three (Australian Bureau of
Statistics, 2005b, 2007b; Australian Institute of Health and Welfare, 2005b;
Borowski and Hugo, 1997; Borowski and McDonald, 2007; Hartigan, 1999).
Many commentators argue that increasing age increases the risk of social isolation.
Ross and Leicester (2002) categorise factors that cause social isolation into various
groups of isolators and comment that as age increases physical isolators, such as
illness causing difficulties with mobility and social isolators, such as the death of
relatives, tend to increase. Hartigan (1999) also nominates increasing age as
increasing the risk of social isolation due to its impact on relationships between the
generations (relatives may also be older or deceased), the size and composition of
households (perhaps more people living alone) and increases in the incidence of
chronic illness and consequent functional impairment. Victor et al. (2000) and
Rosenfeld (1997) comment that as people age they are more prone to social
isolation for various reasons. Firstly, events that are both stressful and deplete the
social environment, such as the death or moving away of close relatives and
friends, are more prevalent in later life. Secondly, there is an increased
susceptibility to that depletion as people age due to chronic illness and impaired
function. Gardner et al. (1998) report that both the quantity and quality of available
social networks can decline with increasing age. The older people get the more
likely they are to have outlived their spouse, siblings or friends. Furthermore, and
this can be said for all the variables discussed, age is a characteristic that influences
and acts synergistically with other variables.
On the one hand, an excessively pessimistic view that almost all older people are
socially isolated is not supported by the literature and risks the inappropriate
allocation of resources, placing the problem in the ‘too hard’ basket, or the ageist
discourse of regarding social isolation amongst older people as somehow ‘normal’.
Whilst an increasing risk of social isolation is associated with increasing age, it is
not a natural part of ageing and many older Australians are not socially isolated. On
the other hand, an excessively optimistic view risks complacency leading to
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neglect, because although most older people are not socially isolated, it is estimated
that around 10-12% are (Edelbrock et al., 2001; Gardner et al., 1998; Victor et al.,
2000).
Never married, divorced or widowed
Grenade and Boldy (2008) identify widowhood as a risk factor for social isolation.
Steed et al. (2007) comment on the association between loneliness and being
single. Victor et al. (2000) report an association between widowhood and social
isolation. Gardner et al. (1998) find a higher proportion of single people are
socially isolated. Wenger et al. (1996) indicate that those who are divorced,
widowed or never married are more likely to be socially isolated than those who are
married. Choi (1996) comments that although many of those who are divorced,
widowed or never married can set up social networks with relatives and friends,
they have difficulty maintaining social support, especially instrumental support,
such as personal care, transport, nursing care and home maintenance, when ill.
Choi (1996) also observes that divorced, widowed or never married men are more
likely to be socially isolated than women in similar circumstances.
Childlessness
Grenade and Boldy (2008), Victor et al. (2000) and Choi (1996) found that
childlessness is a common characteristic of older people who are socially isolated.
There are a number of possible explanations for this, including an organic
connection with children developing over many years compared with the skills
needed to create a social network.
Living alone
Many researchers comment that whilst people living alone are not always socially
isolated, there is nevertheless an association between living alone and social
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isolation (Cartwright, 1988; Eitzen, 2003; Grenade and Boldy, 2008; Ross &
Leicester, 2002; Steed et al., 2007; Victor et al., 2000). Living alone amongst older
Australians is becoming increasingly common. Moodie (2003) observes that in
1996 one in twelve people lived alone, whereas in 2030 it is estimated that one in
seven will. In the five years from 1992 to 1997 the time Australians spent alone
increased by 14%. Australian Bureau of Statistics (2006) figures indicate that the
number of Australians living alone increased from 7% in 1986 to 9% in 2001 to
12% in 2006. The number of people living alone is projected to increase to between
2.8 million and 3.7 million by 2026 representing an increase of between 57% and
105%. The ABS adds that since many older Australians live alone, and Australia’s
population is ageing, the total number of people living alone is projected to
increase. The Australian Bureau of Statistics (2007a) estimates that the number of
older Australians living alone increased from 22% in 1986 to 29% in 2006.
Poor health
Grenade and Boldy (2008), Steed et al. (2007) and Victor et al. (2000) argue that
there is a strong association between ill health and social isolation. Gardner et al.
(1998) state that health status is the main factor associated with social isolation. It
is widely accepted that mental illness is strongly associated with social isolation
(Australian Institute of Health and Welfare, 2005a; Booth et al., 2003; Eitzen,
2003). Rubenstein, Lubben and Mintzer (1994) and Anderson (2001) describes the
particularly strong and circular relationship between social isolation and
depression. Several linkages need to be explored. Firstly, ill health can have a
number of consequences that are associated with social isolation. For example, the
motor difficulties associated with Parkinson’s disease can restrict travel, mobility
and the ability to communicate and each, in turn, can lead to social isolation.
Secondly, explanations should not only involve the illness itself, but the reaction to
and embarrassment associated with the illness. For example, incontinence not only
has physical, but social consequences. Thirdly, is the linkage mentioned when
discussing age, namely that one variable can influence and aggravate another. In
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the context of ill health the linkages of ill health to ageing and poverty, which are
also associated with social isolation, need examination.
Low income
Poverty is associated with social isolation amongst older people (Krause &
Borawski-Clark, 1995; South Australian Council of Social Service, 2005; Victor et
al., 2000). The South Australian Council of Social Service (2005) finds that older
people living in poverty often report low levels of social participation and reports
that poverty is not just the lack of food, housing and health, but also the lack of
support and nurture of family and friends. This association is especially concerning.
Overland (2003) reports that in 2002 68% of older South Australians were entirely
dependent on the Age Pension. Australian Bureau of Statistics (2003, 2005a)
figures for Australia are similar. Ozanne (2009) comments that many older
Australians will be relying entirely on state funds. The Age Pension is frugally set
at 25% of Male Total Average Weekly Earnings (Department of Families, Housing,
Community Services and Indigenous Affairs, 2008). Mookadam and Arthur (2004)
comment that poverty may be linked to illness through social isolation. By contrast,
greater economic power enables older people to gain access to transport, pay for
activities, maintain reciprocity in relationships and exchange resources to
strengthen social networks and support.
The measurement of poverty is problematic. Saunders et al. (2006) argue that
poverty is a complex concept with disagreements about definition, causes,
consequences and interventions. De Vaus (2002) suggests that complex concepts of
this type may be composed of multiple dimensions with each being measured using
multiple indicators and this leads to questions about what the indicators are and
difficulties with individual indicators. At first sight asking a question about income
level seems to relate to one aspect of poverty, but it raises several concerns. One
concern is that it could be seen as unduly intrusive, perhaps causing participants to
withdraw from the research process entirely or fabricate an answer. Another
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concern is whether someone is poor when their income falls below a certain fixed
amount or whether it depends on their circumstances. How should income be
defined? Do the proceeds from a home equity loan used as a supplement the Age
Pension count as income? What happens when a person has extensive assets, but
little income? What about the bartering of goods and services?
More indirect approaches to measuring poverty, such as asking ‘How often do you
have difficulty paying for your food?’ and ‘How often do you have difficulty
paying for your clothing?’ can still be perceived as intrusive and embarrassing.
Mirroring the situation with the definition of social isolation in Section 1 Chapter 5
that is consistent with Zapf et al’s (1987) ‘dissonance’ and ‘adaptation’ categories,
what if someone perceives these difficulties despite reporting a large income or
perceives no difficulties despite reporting a small income. The suggestion that, like
social isolation, poverty is composed of objective and subjective dimensions could
be important, but requires an exploration that is beyond the scope of this thesis.
Saunders et al. (2006) argue that powerlessness lies at the centre of poverty. As a
consequence could the examination of the possible association of poverty with
social isolation be subsumed under the examination of the possible association of
power with social isolation, as discussed in this chapter? The problem is that the
relationship between power and wealth is not straightforward. On the one hand,
wealthy people may be powerful people. On the other hand, wealthy people may be
disempowered, such as in oppressive guardianship arrangements for someone who
is wealthy but mentally compromised, or the domination of a wealthy individual by
other family members (Hepworth et al., 2006). Some wealthy people may be
constrained by the norms of society and so imprisoned in a world where they have
to do things they may not want to do, such as driving an expensive but
uncomfortable car, and not doing things they may want to do, such as wanting yet
avoiding a walk down the street because of the fear of being kidnapped. For these
reasons, some wealthy people may have a sense of powerlessness and loss of
control over their lives.
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Other variables associated with social isolation
Rose and Rowntree (2006) comment on the importance of pets as a counter to
social isolation. Cartwright (1988) includes poor proximity and accessibility to
local transport as a predisposing and precipitating factor to social isolation in older
people. Ross and Leicester (2002) include the cost of transport in their list of
factors that may lead to social isolation. Shankar (2006) suggests that long waiting
periods for services and the lack of the use of private services whilst waiting may
be associated with social isolation. Depending on the circumstances language and
culture can restrict or enhance social links. Colic-Peisker and Walker (2003) argue
that refugees from Bosnia and Herzegovina who resettled in Perth and Sydney
during the 1990s face the prospect of social isolation due to problems with
establishing a new identity. Liamputtong et al. (2003) discuss social isolation
amongst Thai mothers in Australia. The Mid-Term Review of the Aged Care
Reform Strategy and Vecchio and Jackson (2002) warn that the significant amount
of time that many older people spend caring for a spouse may lead to social
isolation (DHHLGCS, 1991).
Causes of social isolation
Hepworth et al. (2006) argue that at the core of social work lies the observation that
a client’s problems have social-structural as well as individual dimensions and this,
in turn, can be related to Mills’ (1959) linking of ‘personal troubles’ with ‘public
issues’. Which factor predominates is more controversial and occupies much of the
discourse on social problems generally, and social isolation in particular.
Some researchers in social isolation view the causes of social isolation as being
located within the individual, echoing aspects of the discourse of neo-liberalism.
Hier et al. (1990) argue that social isolation amongst homeless adolescents is
caused by poor early socialisation due to defects in inner social control. Victor et
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al. (2000) comment that psychodynamic explanations of social isolation
concentrate on the individual and take no account of the social world. Colic-Peisker
and Walker (2003) and Liamputtong et al. (2003) are discussed previously and
attribute social isolation to personal characteristics. Cacioppo and Hawkley (2003)
in their discussion of various theories of the links between social isolation and
health refer to certain individuals as having a tendency to become socially isolated
due to idiosyncrasies in the manner in which they cope with the stresses of
everyday life.
Others occupy a middle ground. Hönigschnabl et al. (2002) comment that the
discovery of corpses months after death could be a marker of social isolation which
they associate with alcohol abuse and unemployment which, in turn, they attribute
to a combination of individual and structural factors. Rosenfeld (1997), when
considering the causes of social isolation generally, also allow for this combination.
Others argue that social isolation is caused by social and structural issues, reflecting
the discourse of social democracy. Somerville (1998) suggests that social isolation
in housing is socially constructed by different combinations of economic, social
and political processes. Eitzen (2003) identifies technology, the ‘architecture of
isolation’ and ‘temples of consumerism’ as causes of social isolation. Three of
Eitzen’s examples will illustrate each of these. The first is the technology of air
conditioning. Before air conditioning people tended to spend their leisure time
outdoors increasing the chances of social interaction, but with air conditioning they
now enjoy cool air isolated by shut doors and windows. The second is the
contemporary house which resembles a medieval castle surrounded by privacy
fences and equipped with security systems. To this can be added ‘gated’
communities- walled villages for the wealthy patrolled by security guards with
code controlled gates. Eitzen’s final example is the replacement of the local store,
and other familiar gathering places, with standardised huge chain stores and
restaurants.
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The controversy as to where the main causes of social isolation lie can be
conceptualised as a range on a scale, with problems originating from within the
person at one extreme and problems seen as originating in the structures of society
at the other. Some authors argue that a greater understanding of social isolation is
obtained if a combined approach is adopted- for example Ross and Leicester’s
(2002) system of classification of causes of social isolation in older people based
on Rathbone-McCuan and Hashimi’s (1982) work. Ross and Leicester (2002) place
‘isolators’, or those factors that may lead to social isolation, into four categories.
Physical - decreased mobility, physical disability, lack of energy/ vigour/
endurance, sensory losses, cognitive deterioration, changes in physical
appearance, and symptoms of specific diseases;
Psychological and emotional - depression, fear, anxiety, grief and. loss, poor
adaptation to changes in social roles, decreased sense of control, poor self
esteem, shifts in social activities from intimate to impersonal contacts,
increasing dependence in some relationships;
Economic - fixed or low income which restricts access to social activities due to
the cost of activities, cost of transport, lack of disposable income; and
Social - changes in role from employment to retirement, death or disability of
significant others, family moving away geographically, peers dying or entering
residential care.
Isolators can both predispose to and precipitate or trigger social isolation. Ross and
Leicester’s (2002) first two groups of isolators embrace what Mills (1959) terms
‘personal troubles’ and the second two ‘public issues’. The link between them lies
at the heart of his ‘sociological imagination’. Isolators can interact in complex
ways. Isolators can cause or be a consequence of each other. Psychological
isolators can be caused by physical isolators, such as a person becoming depressed
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because they are no longer able to walk. Physical and psychological isolators
(private) can be caused by economic and social isolators (public), such as the
depression, illness and disability associated with asbestosis that leads to social
isolation and the corporate and physical environment that asbestos mining was
conducted in that caused the asbestosis in the first place. More generally, physical
disability is greater if the world is less accessible because society is discriminatory.
Perhaps the greatest barrier people with disabilities face is discrimination. Isolators
can act synergistically. A person may be able to counter the social isolation caused
by decreased mobility, or the lack of availability of suitable transport, but both
acting together may lead to a sum greater than the parts and a high level of social
isolation.
These categories of isolators are not closed or mutually exclusive and can be
consolidated and extended by considering the conclusions of a number of
researchers over the last twenty years. Weeks (1984) argues that an older person
can become more dependent on their neighbourhood as their family fades away. If
that neighbourhood changes, with a more transient and younger population, they
risk social isolation. Cartwright (1988) identifies predisposing and precipitating
isolators and places them in several groups. The first group is poor proximity and
accessibility to local transport, shops and community resources. Another group is
low income and other financial sources. Changes in social roles, especially the
changes associated with retirement, the death of a partner and illness constitute
another group. Societal attitudes to older people, including the tendency to treat
older people as declining individuals with shrinking horizons, as discussed when
examining the discourse of ageism in Section 1 Chapter 3, is yet another. Finally
there is illness, especially illness that leads to functional disability. Although Victor
et al. (2000) are more cautious in describing their list as consisting of ‘associations’
or ‘correlates’ rather than ‘causes’ of social isolation and loneliness, they
nevertheless provide a comprehensive extension of Rathbone-McCuan and
Hashimi’s (1982) isolators. Victor et al. (2000) develop three broad categories,
namely personal characteristics, resources and life events.
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Lack of power as a cause of social isolation
Critical social work theories often add insights that contribute to a theoretical
understanding of social isolation in older people. Firstly, critical social work
theories can constitute a theoretical basis for a combined approach to causation.
Ife’s (1997) argument that critical social work theories integrate interpretive and
structural explanations for social problems provides a theoretical foundation for
Rathbone-McCuan and Hashimi’s (1982) recommendation that physical,
psychological, emotional, economic and social isolators be integrated. Secondly,
Ife’s (1997) emphasis on the duality of empowerment and disempowerment
suggests the duality of isolators and what are termed ‘anti-isolators’. RathboneMcCuan and Hashimi’s (1982) model, adopted by Ross and Leicester (2002), can
be extended from a list of physical, psychological, emotional, economic and social
isolators to include a corresponding list of physical, psychological, emotional,
economic and social anti-isolators. The level of a person’s social isolation is
determined by a calculus of these isolators and anti-isolators which represents the
interaction both within and between them. The following example serves as a
clarification. A poor person who has lost their driving licence due to visual
impairment may have a high level of social isolation because they are unable to
afford taxi fares to visit their friends and have limited access to transport vouchers.
By contrast, a wealthy person in otherwise identical circumstances could have a
low level of social isolation because they have the resources for much greater taxi
use, even if they ran out of or were otherwise ineligible for transport vouchers.
Thirdly, the importance of power in critical social work theories suggests that a
lack of power is an important cause of social isolation in older people (Healy, 2005;
Ife, 1997; Payne, 2005), as does Bourdieu’s (1985) view of social capital (Section 1
Chapter 2).
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The many definitions of power
The suggestion that a lack of power is an important cause of social isolation in
older people requires power to be defined in a way that is both clear and relevant
for socially isolated older people. In many ways this discussion mirrors that about
defining social isolation. A definition of power can be selected from one of the
many in the literature on power. Alternately a more comprehensive definition of
power can be developed incorporating the best aspects of several from the
literature.
Power has many often incompatible definitions. Heywood (2000) defines power
broadly as the ability to achieve a wanted outcome. Hepworth et al. (2006) see
power as the capacity to compel another to behave in a certain way and provide a
system of classification based on its source. Macionis and Plummer (2005) suggest
that the amount of power an individual has is related to the level of resources that
they control and suggest a similar system of classification. Saunders et al. (2006)
and Onyx et al. (2007) argue that the essence of poverty is powerlessness and that
power is complex and multidimensional. There are reservations with these
approaches. Power is broader than compelling others to act in certain ways because
it also embraces influencing others. Power might flow in both directions where
each person influences the other or might be a complex web involving many
individuals. Other systems of classification can be envisaged, such as a
classification based on the effect rather than the source of power. Perhaps the
system of classification of power adopted is less important than the suggestion that
power, like social isolation is a complex concept that consists of many strands or
dimensions.
Powerlessness is linked to social isolation because if a person lacks the ability to
compel or encourage others to behave in a certain way they may lack the ability to
encourage others to form or maintain social links and so be socially isolated. A
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related point is if powerlessness is associated with poverty and poverty is
associated with social isolation then powerlessness might well be associated with
social isolation (Krause & Borawski-Clark, 1995; Saunders et al., 2006; Victor et
al., 2000). The caution here is that these suggestions involve a chain of associations
of complex and disputed concepts, as Findlay (2003) and Victor et al. (2000)
comment with social isolation, Hepworth et al. (2006) and Macionis and Plummer
(2005) with power, and Saunders et al. (2006) with poverty. A more comprehensive
definition of power is developed in Section 1 Chapter 5.
The consequences of social isolation at individual and structural levels
There is widespread agreement that social isolation has a negative consequences
both at a social and individual level, although there is disagreement about the
mechanisms by which this occurs. Putnam (2000), citing numerous commentators,
argues that the decline of social capital, which he closely links to increases in social
isolation, is associated with a wide range of adverse outcomes. At a social level he
includes deterioration in the overall level of happiness, education, children’s
welfare, neighbourhood safety, economic prosperity, and democracy. At a personal
level Putnam includes morbidity and mortality. Eitzen (2003) agrees with Putnam.
At a social level he adds that social isolation threatens democracy by discouraging
an interest in politics or voting where voting is voluntary, encourages less civility
in schools, at work, in traffic or in public places, and encourages thicker walls
between the ‘haves’ and ‘have nots’ leading to increases in crime, hostility and
fear. At a personal level Eitzen indicates social isolation leads to more and more
people being lonely, unhappy, frustrated, bitter, alienated, depressed, anxious and
violent.
By using critical social work theories to assist in understanding social isolation the
consequences of social isolation at a social and personal level can be brought
together because critical social work theories allow for the seamless integration of
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the structural and personal perspectives (Allan, 2003; Ife, 1997; Fook, 2002; Payne,
2002).
The association between overall morbidity and mortality and social isolation has
been supported by many researchers (Australian Bureau of Statistics, 1999;
Berkman et al., 2004; House, Robbins & Metzner, 1982; Moodie, 2003; Putnam,
2000, 2001; Rosenfeld, 1997, Steinbach, 1992). Perhaps Putnam (2001) best sums
things up by stating that people who are socially disconnected are between two to
five times more likely to die from all causes, compared with people who have close
ties with family, friends and community. He adds that the chances of dying over the
next year are cut in half by joining one group and cut in three quarters by joining
two groups. Although it is important to point out that these refer to trends and not
individuals, the statistics are nevertheless stark.
To summarise, there is widespread agreement that social isolation can lead to
serious and negative physical and mental health effects with consequences for both
individuals and communities. Berkman et al. (2004) discuss social isolation and
higher levels of cancer, cardiovascular disease, accidents and suicide. Rosenfeld
(1997) discusses social isolation and higher morbidity in the areas of cancer,
complications in pregnancy, HIV/AIDS, mental illness and cardiovascular disease.
To illustrate the general trend two examples of the consequences of social isolation
for morbidity are now considered, mental illness and cardiovascular disease.
The link between social isolation and adverse psychological consequences,
especially depression, is well established. The Australian Institute of Health and
Welfare (2005a), Moak and Agrawal (2009), Soloman (1986) and Victor et al.
(2000) comment on the association between social isolation, anxiety, depression
and suicide in older people. Booth et al. (2003) includes social isolation, along with
poor housing, unemployment and lack of a meaningful occupation, as factors that
have a negative effect on mental health. Eitzen (2003) includes drug abuse,
depression, anxiety and violence. Putnam (2000, 2001) points out that social
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isolation is associated with depression and suicide in the general population.
Anderson (2001) describes the particularly strong and circular relationship between
social isolation and depression. Wainer and Chesters (2000) comment that the
social isolation associated with rural locations can increase the likelihood of mental
health problems. Rubenstein et al. (1994) cite numerous studies in a range of
localities and over thirty years which find social isolation is associated with
increased rates of mental illness, especially depression. Hanson and Ostergren
(1987) find that social support is associated with less mental illness.
The link between the psychological and physical, commented on by Stewart-Brown
(1998), hints at the wider ramifications of social isolation. In particular, the
association between social isolation and adverse cardiovascular consequences is
widely acknowledged in the literature. Mookadam and Arthur (2004) argue that
social isolation is equivalent to many of the classic risk factors as a predictor of one
year mortality after an acute myocardial infarction. Driscoll et al. (2003) for the
National Heart Foundation of Australia state that social isolation is a significant
risk factor for coronary heart disease that is independent of conventional risk
factors, such as smoking and hypertension. Hassed (1999) comments that social
isolation is a risk factor for coronary heart disease. Berkman, Leo-Summers and
Horwitz (1992) argue that socially isolated older men are four times more likely to
die in the six months following a myocardial infarction.
The exact nature of the causal link between social isolation and morbidity and
mortality is controversial. Rosenfeld (1997) provides a series of explanations for
the deleterious effect of social isolation on health status. Two are particularly
associated with stress. The first is the ‘psycho-neuroimmunology’ hypothesis
where Berkman (1984) argues that social isolation itself causes physiological stress
that, in turn, compromises health through the nervous and immune systems. Pilisuk
(1982) provides support by arguing that social isolation has been associated with
immune system impairment. Rosenfeld (1997) contends that social relationships
may affect emotional well-being which, in turn, affect health through neuro-
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endocrine and psycho-immune pathways. Cacioppo and Hawkley (2003) postulate
much the same mechanisms when they argue perceived social isolation is a stressor
that can produce elevated sympathetic nervous system and neuroendocrine activity
and each have adverse health consequences. The second of Rosenfeld’s suggestions
is termed the ‘buffer’ hypothesis where she argues that social support is beneficial
because it protects individuals from the pathogenic effects of stress. Berkman and
Kawachi (2000) argue that social networks may have an effect on health for at least
three reasons, the provision of resources and advantages (social capital), the wellbeing effects of social support (which overlaps with Rosenfeld’s buffer hypothesis)
and the influence on behaviours (which overlaps with Cacioppo and Hawkley’s
(2003) idea of ‘health behaviour’ described below).
Cacioppo and Hawkley (2003) combine and extend these ideas when they postulate
a series of causative mechanisms for social isolation being a risk factor for
increased morbidity and mortality. They term these as ‘attractiveness’, ‘health
behaviour’, ‘stress’ and ‘repair and maintenance’. This paper deserves considered
examination as the authors incorporate the results of numerous quantitative studies
that they conducted over several years, as well as studies conducted by others. By
‘attractiveness’ the authors propose that socially active, popular people are
healthier, more physically appealing and intelligent than individuals that see
themselves as socially isolated. No significant difference is found when people
from the lowest, middle and highest quintiles of the UCLA loneliness scale are
compared for physical and mental attractiveness and healthiness. Cacioppo and
Hawkley (2003) use ‘health behaviour’ to describe Laino’s (2003) argument that,
compared to those who are socially isolated, socially active people are exposed to
stronger pressure by friends to engage in healthier behaviours and seek appropriate
health care. Once again no support is obtained for this hypothesis because people
who scored high, medium and low on the UCLA loneliness scale engaged in
comparable healthy (exercise) and unhealthy (tobacco, caffeine and alcohol
consumption) behaviours.
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Cacioppo and Hawkley (2003) have various approaches under their heading of
‘stress’. Firstly, perceived social isolation can be the result of insecure attachments
during infancy and/or adulthood. Experimental results provide limited support for
this. The second and third have previously been referred to when discussing
Rosenfeld’s (1997) work. Secondly, perceived social isolation is itself a stressor
which through causing chronic elevations in neural and hormonal activity
compromises health outcomes. This is supported. Thirdly, revisiting the stress
buffering model, socially isolated people are prone to illness when exposed to
stress because they have access to limited social supports to provide assistance and
support. The authors comment that there is considerable evidence that social
connectedness can help in times of stress. Their finding that individuals who scored
high on the UCLA loneliness scale saw everyday stressors as more severe than
those who scored low suggests that there are differences in the way people cope
with stressors in their lives. The final mechanism proposed by Cacioppo and
Hawkley (2003) is that social isolation weakens the processes that ‘repair and
maintain’ individuals which, in turn, damages their health. The authors find that
social isolation amongst dental students is significantly correlated with delays in
wound healing. Furthermore, individuals who rate highly on the UCLA loneliness
scale tend to have less sleep efficiency and more wake time after sleep. Similar
results were obtained using the Pittsburgh Sleep Quality Inventory.
Interventions aiming to counter social isolation
This discussion is subject to several cautions. Shanas et al. (2007) argue that whilst
the ways of meeting the needs of older people may be different from younger
people, older people have the same needs as younger people, including the need for
good accommodation, income, recreation and social contact. Similarly, older
people have the same human rights as younger people (Ife, 2010). Consequently it
should always be remembered that social isolation causes real pain in every
dimension of human experience not in ‘them’ but ‘us’. Social isolation is
something that our closest kin, friends and we may be exposed to. Australian
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Bureau of Statistics (2003, 2005) projections indicate that whilst Australia is ageing
there is no trend towards homogeneity. As Borowski and Hugo (1997) and
Borowski and McDonald (2007) observe, older Australians are becoming
increasingly diverse with respect to language, culture, health, income and location.
So the search for the one perfect set of interventions, that is futile in every field of
social work because every client is different, becomes even more futile for socially
isolated older people. Findlay’s (2003, p. 655) Australian literature review warns
that the evidence that interventions to counter social isolation amongst older people
are successful is ‘almost non-existent’. Cattan and White (1998) and Cattan et al.
(2005) in literature reviews in England comment that many interventions to counter
social isolation have been questioned because of lack of evidence.
In a manner consistent with a critical social work perspective that the person is the
expert in their life (Healy, 2005; Ife, 1997; Payne, 2005), many older people use
their own expertise to successfully counter loneliness and social isolation using a
variety of self-help and prevention mechanisms. Weiss (1973) discusses older
people trying to get those still available to them to fill the gaps due the loss of
others, or establishing new supplementary relationships that are not a normal part
of their relational patterns. He adds that supplementary relationships have a number
of advantages and disadvantages that spring from their sequestration from a
person’s ‘normal’ world. The main advantage is it is possible for the person to try
out a ‘new self’ without battling the expectations of relatives, friends and
colleagues. The person can find a refuge from the pressures of everyday life. And if
things do not work out they can withdraw with minimal consequences to the rest of
their life. The main disadvantage with supplementary relationships is their
artificiality. At least at first this is not a genuine world of an individual’s work, kin
and friendship ties, but a world apart, mainly concerned with the needs of
participants. Howe (1997), Fine (2007), Ozanne (1997) and Sargent et al. (1997)
indicate that many older people counter social isolation with deep, mutually
supportive relationships. More recently Moodie (2003) and Hartigan (1999) in
Australia and Coward and Krout (1998) in the United States acknowledge the use
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by many older people of extensive networks of family and friends to counter social
isolation.
Whilst there is much to be said for self-help, the number of socially isolated older
people indicates that individuals do not always find ways of coping with social
isolation (Gardner et al., 1998; Victor et al., 2000). It is during these times that the
right set of interventions can make the difference not just between feeling a sense
of well-being or unhappiness, but between remaining healthy or becoming ill and,
ultimately, of between living longer or dying prematurely. Whilst these
interventions are discussed they are beyond the researcher’s role and the province
of skilled practitioners.
There is widespread agreement that community development can counter social
isolation. Lawson and Callaghan (1991) suggest recreating a village community to
improve the confidence and rearing skills of socially isolated mothers. Meredyth et
al. (2003) advocate the use of technology to build community to counter social
isolation in the inner city public housing. Eitzen (2003) argues that there is a need
to invest in infrastructure that encourages community, such as neighbourhood
schools, walking trails, parks, libraries and recreation centres. Eitzen (2003) adds
that communities need to provide activities that bring people together such as
public concerts, fairs and art festivals.
Community development has a long history of being advocated as a counter to
social isolation for older people. Jarrad (1978) suggests formal support systems,
such as Meals on Wheels and District Nursing, can be assisted by informal supports
from groups of relatives and community members. Davy (1979) considers the
social visiting of older people by community volunteers. More recently, Sugisawa,
Liang and Liu (1994) report high levels of social participation of older people
reflect an active involvement in society and embeddedness in a social system.
Rosenfeld (1997) includes community development and community capacity
building, which she defines as building within the community the ability to counter
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social isolation by people using their own resources collaboratively. For socially
isolated older people this might include community gardens, food cooperatives and
links with other community organisations. Stewart et al. (2001) find that face to
face community support groups can counter social isolation in widowed older
people. Swindell (2001), White et al. (2002) and Nahm et al. (2004) advocate new
communications technologies, such as the Internet, to assist older people in the
development of community based social networks to counter social isolation. Buys
(2001) espouses the community that develops within a range of retirement villages
due to the very closeness of congregate living.
Stevens (2001) finds that a community educational program about friendship
decreases loneliness in many older women. Ozanne (2001) emphasises the need for
community support in aged care. Hopman-Rock and Westhoff (2002) find that
community based education and health information sessions often decrease
loneliness in older people who are inactive. Ross and Leicester (2002) point out
that a community development approach can counter ‘isolators’ for older people
that lie within their personal circumstances and resources and at the environmental,
community and societal level. Cacioppo and Hawkley (2003) emphasise the
importance of policies that encourage older people to act collectively and connect
with and mentor others in multigenerational communities. Three literature reviews
that evaluate interventions that aim to counter social isolation in older people
recommend community development (Cattan & White, 1998; Cattan et al., 2005;
Findlay, 2003). In Section 1 Chapter 1 the potential of HACC’s commitment to
social support to lead to a wide range of creative and community development
focused projects to counter social isolation was discussed.
What are the critical features of community development as an effective counter to
social isolation for older people? Social capital is referred to in the literature on
social isolation (Giorgas, 2000; Meredyth et al., 2003). Many community
development practitioners regard Putnam’s social capital as something of a
universal panacea for the ills of society (Chupp, 1999; DeFilippis, 2001). Putnam
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(2000, 2001) links increasing social isolation with declining social capital and
details a series of negative consequences. He proposes fostering a range of
voluntary civic institutions to counter social isolation by increasing the number of
social links, especially those bridging unlike people, as discussed in Section 1
Chapter 2. On the one hand, this increasing of social links offers great promise to
those who are socially isolated because a lack of social links lies at the core of
social isolation. On the other, Putnam overlooks the importance of the power
associated with those social links.
In Section 1 Chapter 2 it is pointed out that critical social work theories can buttress
Putnam’s theories because they require the seamless integration of interventions at
a personal level with those at a structural level and emphasise the importance of
citizen power and expertise at both levels (Healy, 2005; Ife, 1997; Payne, 2005).
From a critical social work perspective Ife (1997) sees power as the domination of
liberating over oppressive discourses within the person and the structures of society
and, whilst acknowledging worker skills, endorses ‘the person is the expert in their
life’ rather than ‘we know what is best for you’. This resonates with McArdle’s
(1989, 1993) comment that empowerment is critical to community development
and involves changes at societal and personal levels. Cattan et al’s (2005) and
Findlay’s (2003) emphasis on the importance of involving older people in the
planning, implementation and evaluation of interventions to counter social isolation
is consistent with all of this. Ife and Tesoriero (2006) describe these as features of
effective community development in general.
The implications are profound. Workers and older citizens can interact in a
sensitive, respectful and culturally appropriate way as equal partners to nurture
resistance to oppressive discourses and sensitivity to liberating discourses. As
experts in their lives citizens can be involved in all aspects of planning,
implementation and evaluation of interventions. Since the client has expertise
rather than deficiency then the self-help strategies that they may have developed to
counter their social isolation can be reinforced rather than rejected.
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Oppressive discourses can be challenged by critical questioning and
deconstruction. The ‘false consciousness’ of assuming that inequalities and
discourses cannot be disputed because they are somehow ‘natural’ or ‘just the way
things are’ can be dismantled (Allan, 2003; Fook, 1993; Lloyd, 2002; Payne, 2005).
The many assumptions and weaknesses of the discourses of neo-liberalism, ageism,
sexism and racism can be discussed, analysed and questioned.
Liberating discourses can be generated and reinforced. Social democratic notions of
redistribution can move towards ensuring resources are shared according to need
more than ability. Age can be associated with opportunity and wisdom. Notions of
social justice and a decent standard of living for all can be developed. Individual
discourses can be developed that take account of the increasing diversity of older
people in their language, culture, health, income and location (Ozanne, 2009; Ray
and Phillips, 2002).
At a structural level Fook (1993) argues for people taking control of socioeconomic structures that effect their lives. Groups can pool resources to undertake
activities, including the promotion of social justice through legislative advocacy,
litigation, and social action, such as peaceful protest to promote social change
(Figueira-McDonough, 1993). All of this resonates with Ife’s (1997) critical social
work theory view that integrates the expertise of worker and citizen and
interventions at a personal and structural level.
Summary
This chapter discusses various aspects of social isolation from the literature. Many
definitions of social isolation are introduced, and the controversy about whether
social isolation should be defined objectively, subjectively or by using both in
combination is discussed.
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Twelve variables are commonly associated with social isolation in the literature.
These are gender, increasing age, being never married divorced or widowed,
childlessness, living alone, poor health, low income, having no pets, transport
problems, being on a waiting list for long periods for HACC services, being of nonEnglish speaking background and caring for someone. However, causes of social
isolation are more controversial, with some researchers emphasising the individual,
others social and structural issues and many occupying a middle ground. It is
suggested that lack of power is a cause of social isolation and the many definitions
of power are introduced.
It is widely agreed in the literature that social isolation has adverse consequences
both socially, including in education, children’s welfare, neighbourhood safety and
economic prosperity and personally, including increases in morbidity and mortality
due to cancer, cardiovascular disease, accidents and suicide.
Many older people use self-help mechanisms to counter social isolation, such as
trialling new supplementary relationships and developing already existing
relationships, but these strategies are not always successful. Community
development that empowers older people by encouraging them to be actively
involved in the planning, implementation and evaluation of interventions is widely
endorsed as a successful external intervention. This is consistent with the person as
expert in their life espoused by critical social work theories.
Using the arguments developed in this chapter, Chapter 5 seeks to develop more
inclusive definitions of power and social isolation.
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CHAPTER 5

TOWARDS MORE INCLUSIVE DEFINITIONS OF
SOCIAL ISOLATION AND POWER

Towards a useful definition of social isolation in older people
A definition could be selected from the various approaches to defining social
isolation in the literature, as discussed in Section 1 Chapter 4. However it has been
shown that the literature contains many often incompatible definitions of social
isolation stemming from different discourses which in turn leads to different
understandings of causes, consequences and interventions (Cattan et al., 2005;
Findlay, 2003; Victor et al., 2000). An alternative approach is to develop a more
comprehensive and inclusive definition of social isolation which aims to combine
objective and subjective dimensions of social isolation. A critical approach is
needed here.
Objective and subjective dimensions of social isolation
In Chapter 4 it was argued that social isolation is a complex concept (Findlay,
2003; Victor et al., 2000). De Vaus (2002) argues that complex concepts often have
many dimensions. He notes that the use of the term ‘dimensions’ implies that all
dimensions are necessary for a complete description and whilst they are related
they are distinct and cannot be subsumed within each other. De Vaus also asserts
that each dimension typically contains a series of ‘indicators’ to further embrace
this complexity. Hawthorne (2005, 2008) comments that social isolation has many
dimensions and these dimensions are distinct and should not be summed.
Gardner et al’s (1998) and Ross and Leicester’s (2002) research is considered at
some length in this chapter, but it is important to note the difference in scale.
Gardner et al’s (1998) research uses a large group and is widely cited, whereas
Ross and Leicester’s (2002) research uses a much smaller group and is
unpublished. Gardner et al’s (1998) and Ross and Leicester’s (2002) inclusion of
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subjective dimensions of social isolation are consistent with social work’s
commitment to upholding individual autonomy and dignity and respecting people’s
own perspectives (Australian Association of Social Workers, 2002; Ife, 1997, Ife &
Tesoriero, 2006). Subjective dimensions are also consistent with the World Health
Organization’s commitment to the individual’s perception of their position in life
(WHOQoL Group, 1998).
Gardner et al’s (1998) and Ross and Leicester’s (2002) inclusion of objective
dimensions of social isolation is consistent with the approach used in the ‘Lubben
Social Network Scale’ and the ‘UCLA Loneliness Scale’ (Lubben & Gironda,
1996; Russell, 1996). Putnam (2000, 2001) argues that networks of individuals
sharing norms and activities are central to social inclusion (see Section 1 Chapter
2). The types of social participation undertaken by these networks can be measured
objectively.
There are a number of reasons for using both objective and subjective dimensions
of social isolation. The social isolation literature broadly supports this approach.
Findlay (2003), Hawthorne (2008) and Victor et al. (2000) suggest and Gardner et
al. (1998) and Ross and Leicester (2002) develop definitions of social isolation that
incorporate objective and subjective dimensions. Gardner et al. (1998), in their
study of social networks in the Australian Veteran community, define social
isolation as occurring when a person reports less than two activities per week of
various types of social participation (objective dimension) and when they perceive
an inadequacy in their social activity (subjective dimension) and/or they experience
adverse personal consequences because they are frequently lonely, unhappy or
bored (subjective dimension). In their work with socially isolated older people in
the northern suburbs of Adelaide, South Australia, Ross and Leicester (2002) also
incorporate objective and subjective dimensions by defining a person as being
socially isolated when they report few social contacts (objective dimension) and
when they perceive facing significant barriers to their participation (subjective
dimension).
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Using both objective and subjective dimensions broadens the definition of social
isolation. This approach counters Sen’s (1992) general criticism that a focus solely
on subjective dimensions downplays how people adapt to their deprivation.
Additionally, by using this approach both Gardner et al. (1998) and Ross and
Leicester (2002) are able to identify ‘at risk’ groups occurring when only part of
their definitions of social isolation are satisfied.
The approach of using both objective and subjective dimensions is used in the
quality of life field (Bowles, 1995; Sen, 1992; Zapf et al., 1987). Victor et al.
(2000) comment that quality of life research is closely linked to social isolation
research because it is widely agreed that, regardless of how the concept of quality
of life is defined, good quality of life is to at least some extent reliant on good
social and family relationships, hence low levels of social isolation.
From a critical social work perspective Ife’s (1997) approach of interpretive social
science that emphasises the importance of the reality of a client resonates with
subjectivity, which is concerned with the perceptions of those being assessed
(Bowles, 1995; Hughes et al., 2004). Similarly, Ife’s (1997) description of
structuralism, where the problems that people encountered are seen as residing
primarily outside themselves and in their social, economic and political
circumstances resonates with objectivity, which Bowles (1995) and Hughes et al.
(2004) argue is based on measurement by an external observer. Consequently Ife’s
(1997) argument that critical social work theories could seamlessly integrate
interpretive and structural approaches to social work supports the argument that
both subjective and objective dimensions of social isolation are needed to
understand this complex phenomenon.
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Is there a fixed point below which people are socially isolated?
Many instruments that measure social isolation include a certain score or fixed
point below which people are deemed to be socially isolated. For example, Gardner
et al (1998) specify that a person needs to have less than two activities a week to
satisfy the objective part of their definition of social isolation. This is on the basis
of the transition in the level of activities between where the majority of participants
are satisfied with their level of social activity to where the majority are dissatisfied.
Jarrad’s (1978) definition of social isolation is important because it is based on an
assessment of needs rather than assuming that people required a fixed minimum of
interactions. Similarly, the definition of social isolation the researcher develops
avoids a fixed point below which people are deemed to be socially isolated so
taking into account that the needs of people differ and that the circumstances under
which social isolation occur also differ. This approach also avoids the problem of a
large change in status (socially isolated/ not socially isolated) for a relatively small
change in circumstances (1 more/1 less social contact) near to the borderline. The
abandonment of a fixed point below which a person is deemed to be socially
isolated gives rise to a different problem however; how does one judge the point
when a person is not socially isolated and intervention is not warranted?
The relationship between the subjective and objective dimensions of social
isolation
Gardner et al’s (1998) definition of social isolation constitutes a reasonable starting
point for the development of a more comprehensive definition of social isolation.
Gardner et al’s (1998) definition is developed in a major study of Australian
veterans and war widows for the Department of Veterans’ Affairs with harm
minimisation as a central concern. With over 1,600 participants this is by far the
largest study conducted on social isolation in Australia, is widely cited by other
researchers (Findlay, 2003; Hartigan, 1999; Ross & Leicester, 2002) and is based
on a Department of Veterans' Affairs (1992) survey with over 2,500 participants.
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Gardner et al’s (1998) definition of social isolation includes both objective and
subjective dimensions, is reasonably simple and clear, and embraces most of the
important features of other definitions. Ross and Leicester’s (2002) definition is
also useful for similar reasons.
There are problems with both of these definitions. Ross and Leicester (2002) and
Gardner et al. (1998) require both the subjective and objective dimensions of their
respective definitions to be satisfied before a person is deemed to be socially
isolated. This approach narrows the scope of these definitions compared to those
which use objective or subjective dimensions alone. In possible acknowledgement
of this problem both Ross and Leicester (2002) and Gardner et al. (1998) identify
‘at risk’ groups. Ross and Leicester (2002) suggest a category of ‘at risk’
individuals where the subjective dimension of their definition is satisfied when the
objective dimension is not. Gardner et al. (1998) also suggest an ‘at risk’ category
where the subjective dimension of their definition is not satisfied and the objective
is. The problem with all of this is the ‘add on’ nature of the process and that each
group of researchers includes a different at risk group.
It is argued above that quality of life and social isolation are related complex
concepts consisting of objective and subjective dimensions. Consequently some of
the ideas developed in the quality of life literature may be applicable to social
isolation. Bowles (1995) for adults with spina bifida and Sen (1992) for rural
Indian women examine the weak relationship between objective living conditions
and subjective well-being. Sen (1992) discusses rural Indian women who are not
acutely unhappy or dissatisfied, despite high death rates and illiteracy. This
resonates with people who do not see themselves as socially isolated despite few
social contacts. Sen (1992) highlights the conservative bias of using subjective
measures alone and the importance of notions of equality featuring in definitions of
well-being and it can be added that the same applies to people who are both
socially isolated and poor. Zapf et al. (1987) provide several explanations for this
weak relationship which they term the ‘satisfaction paradox’, including social
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pressure, cultural learning and different standards. However, Zapf et al’s (1987)
most important contribution to this thesis is their technique of defining quality of
life using objective and subjective dimensions in a two by two figure that is
adapted and incorporated into a definition of social isolation using objective and
subjective dimensions (Figure 1).
A more inclusive conceptualisation of social isolation
Figure 1: The relationship between objective and subjective dimensions of social
isolation adapted from Zapf et al (1987)
Low
objective
social
isolation
High
objective
social
isolation

Low subjective social isolation
1. Well-being
All dimensions of social isolation
low.
Low level of social isolation
4. Adaptation
Further exploration needed.
High level of social isolation

High subjective social isolation
3. Dissonance
People with the potential for protest
and change.
High level of social isolation
2. Deprivation
Normal target group of social policy.
High level of social isolation

Social isolation, as detailed in Figure 1, includes objective and subjective
dimensions based on a broadening of Gardner et al’s (1998) definition to
incorporate the ‘at risk’ categories identified by Ross and Leicester (2002) and
Gardner et al. (1998) and the use of open categories of indicators for each
dimension (see methodology section). Objective social isolation is determined by
the reported lack of various types of social participation. In theory this can be
independently verified. Subjective social isolation is determined by the perception
of inadequacy of social activity and the experience of various adverse emotions.
The dimensions are related in a similar manner to the objective and subjective
dimensions in Zapf et al’s (1987) quality of life study. If Zapf et al’s (1987)
concept is applicable to social isolation, groups equivalent to their ‘well being’ and
‘deprivation’ categories are included in the present definition. These are part of
Gardner et al’s (1998) and Ross and Leicester’s (2002) definitions of social
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isolation and are widely referred to in the literature. Well being includes people
with low objective social isolation and low subjective social isolation who have
low levels of social isolation. Deprivation includes people with high objective
social isolation and high subjective social isolation who have high levels of social
isolation. Due to the perception these people have of their social isolation they may
approach an agency to counter their social isolation or at least co-operate with and
be assessed by the workers of an agency as being socially isolated and hence
eligible for assistance. Consequently they are the typical targets of social policy
(Hartigan, 1999; Rosenfeld, 1997; Ross & Leicester, 2002).
Similarly, groups equivalent to Zapf et al’s (1987) ‘dissonance’ and ‘adaptation’
categories are included in the present definition that are ‘at risk’ groups not strictly
included in Ross and Leicester’s (2002) or Gardner et al’s (1998) definitions of
social isolation. These two groups are often neglected in the literature on social
isolation. Dissonance includes people with low objective social isolation and high
subjective social isolation who are classified in this research as having high levels
of social isolation. Rosenfeld (1997) mentions this category which corresponds to
Ross and Leicester’s (2002) ‘at risk’ category. These people should be regarded as
having a high level of social isolation because, as Ife (1997) argues in general
terms, they have the best understanding of their lives. Rather than being stigmatised
by being labelled as ‘difficult clients’ their frequent protests may be a basis for
reconsidering older definitions of social isolation. Adaptation includes people with
high objective social isolation and low subjective social isolation who may have
high levels of social isolation. The dangers of only relying on subjective
perceptions of people in this category have already been discussed. Thus using
subjective indicators is a complex process; to ignore these people because they
deny being isolated risks ignoring what could be the most powerless, withdrawn
and deprived of people who are socially isolated. These people represent the
‘hidden’ socially isolated who escape the attention of agencies by denying their
social isolation.
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A group equivalent to Zapf et al’s (1987) ‘adaptation’ category allows for the
argument that although subjective dimensions of social isolation need to be
considered, including the objective dimension serves to counter the inherent
conservative bias of subjective measures noted previously. Further care is also
warranted because of Macionis and Plummer’s (2005) precautionary approach to
social problems which, in the context of this thesis, is that the negative
consequences of finding a socially connected person to be socially isolated are less
serious than finding socially isolated person to be socially connected. The former
risks a waste of resources, whereas the latter risks all the adverse consequences of
social isolation.
Adaptation of Zapf et al’s (1987) conceptualisation has a number of important
features. The categories of indicators for each dimension are not stated. Whilst
indicators are developed and refined in the methodology section they remain
speculative and open so that they may be added to or modified by further research.
The inclusion of a two by two figure adapted from Zapf et al’s (1987) quality of
life studies provides a way of describing the relationship between the subjective
and objective dimensions of social isolation that leads to various possibilities that
are acknowledged by researchers in the field of social isolation, but are not all
acknowledged by any one researcher or all allowed for in any one of the other
definitions of social isolation this thesis discusses. Account is taken in the
definition that people in the equivalent of Zapf et al’s (1987) three categories of
‘dissonance’, ‘deprivation’ and ‘adaptation’ may not necessarily make the
progression to ‘well-being’ in a single step. The journey may be a long and
complex one.
Social isolation measured
Various tests are reported to measure social isolation, including the Friendship
Scale and Social Relationships Scale of the AQoL (Hawthorne, 2005), the
WHOQOL-100 Social domain (WHOQoL Group, 1998), the UCLA Loneliness
Scale (Russell, 1996), the Lubben Social Network Scale (Lubben & Gironda,
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1996), the Social Connectedness Scale (Lee & Robbins, 1995), the MOS Social
Support Survey (Sherbourne & Stewart, 1991) and the short form Social Support
Questionnaire (Sarason et al., 1987). Other tests include those devised by Hartigan
(1999), Gardner et al. (1998), Rokach (2000) and Ross and Leicester (2002).
Those subsequently discussed encapsulate the major tension between tests that
measure social isolation objectively, subjectively and those that measure both
(Cattan et al., 2005; Findlay, 2003; Hawthorne, 2005, 2008; Victor et al., 2000).
Their advantages and disadvantages in applying the definition of social isolation
developed in this chapter are considered, leading to a justification for development
of a more comprehensive test of social isolation.
Objective only measurements
Using the Lubben Social Network Scale has initial appeal because it is widely used
by social gerontologists and nurse researchers (Gironda, Luk & Atchison, 1999;
Lubben & Gironda, 1996; Nahm et al., 2004; Schmidt & Rini, 1995). Nahm et al.
(2004) report that it is a reliable and valid measure of social isolation, although they
modify it to assess social support for older United States citizens through the
Internet and e-mail. The Lubben test consists of only twelve (the precise number
depends on which parts and optional extras are included) simple multiple choice
questions which can be completed in a short time so inconveniencing participants
minimally.
A central concern is, as Lubben and Gironda (1996) make clear, the Lubben Social
Network Scale only measures objective social isolation. Since the definition of
social isolation in this thesis combines objective and subjective dimensions, using
the Lubben test would require the adoption or development of another test to
measure social isolation subjectively. This would have to be included as a separate
test or integrated by extensively modifying the Lubben test, raising concerns about
compatibility, overlap and complexity. Another concern is that the Lubben Social
Network Scale originates from and is primarily used by United States researchers,
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which raises questions of its applicability in Australian society which has many
similarities, but also important differences, from the United States.
Subjective only measurements
Using the UCLA Loneliness Scale raises similar issues to the Lubben test. Once
again this test is reliable and valid and, unlike the Lubben test, although initially
developed in the United States, it is used both in Europe and England (Russell,
1996). The UCLA Loneliness Scale is also widely used in studies on social
isolation. White et al. (2002) evaluate Internet training as an intervention to counter
social isolation. Cacioppo and Hawkley (2003) examine various mechanisms for
increased morbidity as a consequence of social isolation in a range of studies from
2000 to 2003. Although at twenty simple multiple choice questions it is the longest
test considered, it still poses little inconvenience to participants.
There is a major reservation to using this tool because Cacioppo and Hawkley
(2003) use the UCLA Loneliness Scale to measure loneliness or perceived social
isolation and Findlay (2003) consider these terms to be equivalent to subjective
social isolation which they both distinguish from objective social isolation. Since
the definition of social isolation in this thesis combines objective and subjective
dimensions, using the UCLA Loneliness Scale would require the inclusion of
another test to measure social isolation objectively, raising concerns about
compatibility, overlap and complexity.
At this point various other approaches deserve a brief mention. Hartigan (1999)
uses the report of the service providers that a participant is socially isolated,
possibly on the basis that experienced practitioners know social isolation when they
see it, but this lacks subjective dimensions. Shoemaker, Breen and Stamper (2000)
specifically set out to measure the fear of social isolation and distinguish it from
social isolation. Hence this test was unsatisfactory because it measures a concept
that is related to social isolation rather than social isolation itself.

91

Measurements using objective and subjective dimensions
Two tests that use both objective and subjective dimensions deserve particular
attention because this approach is consistent with the definition of social isolation
developed in this chapter.
Gardner et al’s (1998) test consists of sixteen multiple choice questions which take
a short time to complete so inconveniencing participants minimally. Concerns
about this test include that an assessment of the validity and reliability of Gardner
et al’s (1998) test was not undertaken. The test produces a dichotomous variable of
a person either being socially isolated or not socially isolated without further
consideration of degrees of social isolation. The assessment of subjective social
isolation is based on limited questioning. Hopman-Rock and Westhoff (2002) use
a single question to determine subjective social isolation (I feel lonely 1-5, 5 = not
lonely at all). In contrast the twenty questions in the UCLA Loneliness Scale used
to measure subjective social isolation. The few questions in Gardner et al’s (1998)
test risk being inadequate to embrace the complexity of subjective social isolation.
Ross and Leicester’s (2002) smaller study of community development to counter
social isolation in participants from the northern suburbs of Adelaide, South
Australia, also uses a definition of social isolation that combines objective and
subjective dimensions. Each is measured by a separate part. An ‘Eco-map’
measures the number of social contacts the participant reports and a ‘Barriers to
Participation’ questionnaire measures the number of barriers to their participation
the participant perceives. This test is developed for a similar group of participants
to those envisaged and takes under twenty minutes to complete. Consequently it is
tempting to suggest that this test might be used.
Reservations about this test include that Ross and Leicester’s (2002) study is
relatively small and unpublished. As a consequence there are concerns about the
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small number of participants, that the test is not peer reviewed, is not used
elsewhere and that it may not be replicable (unlike Gardner et al’s (1998) test).
Like Gardner et al’s (1998) test there is no indication that Ross and Leicester’s
(2002) test is assessed for validity or reliability. Perhaps the most serious concern is
that Ross and Leicester’s (2002) definition of social isolation is fundamentally
different from the definition of social isolation developed in this chapter because it
includes the person’s perception of barriers to their participation and excludes the
person’s perception of the inadequacy in their social activity or frequent
experiences of adverse emotions.
Since none of the tests of social isolation surveyed in the literature are satisfactory
one aim of the present research is to develop and refine a more comprehensive test
of social isolation that is consistent with the new definition of social isolation
discussed.
Towards a more comprehensive conceptualisation of power
As with social isolation, a definition of power can be selected from the literature on
power, but there are many definitions and none concerning socially isolated older
people, as discussed in Section 1 Chapter 4. The idea that a lack of power within
the older individual is an important cause of their social isolation flows from
critical social work and Bourdieu’s (1985) theories. Critical social work theories
not only acknowledge the intimate association of power with social networks and
that a lack of power in social networks is linked to social isolation, but move
beyond classification and provide a theoretical basis for an understanding of power
(Healy, 2005; Ife, 1997; Payne, 2005).
In this thesis power is defined by two dimensions. One dimension is derived from
McArdle’s (1989, 1993) analysis of empowerment which states that empowerment
is the process whereby decisions are made by the people who will wear the
consequences of those decisions. People who are affected by decisions should be
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the ones to make them. They are in control of decisions that affect their lives. This
resonates with Janlov, Halberg and Petersson (2006) who emphasise the
importance of older people being in control when receiving home based services.
Onyx and Bullen’s (2000, 2007) work on social agency, that is the capacity of the
individual to plan and initiate action by engaging others, is an aspect of McArdle’s
(1989, 1993) community development approach. The authors acknowledge the
linkages it has with Putnam’s (2000, 2001) and Bourdieu’s (1985) notions of social
capital.
McArdle’s definition comes from the community development perspective and
many researchers and practitioners in the field of social isolation advocate
community development as an effective intervention (Buys, 2001; Hopman-Rock
& Westhoff, 2002; Ross & Leicester, 2002; Stevens, 2001; Swindell, 2001).
McArdle’s (1989, 1993) definition is also compatible with critical social work
theories. Both emphasise the importance of empowerment. Both comment that
empowerment can only be achieved through a combination of social change and
personal growth.
The second dimension of power is derived from Ife’s (1997) critical social work
perspective. Power is defined within various changing discourses of liberation and
oppression that surround and permeate people and structures in society. From this
is derived the idea that power is the domination of liberating over oppressive
discourses at both the personal and structural levels. In Section 1 Chapter 3 four
discourses are found to surround and permeate the Home and Community Care
Program, a major mechanism for the funding of interventions to counter social
isolation. The balance between these four discourses is considered because it has
particular significance for social isolation in older people.
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Summary
Section 1 has outlined the context of the study, and discussed the way the
theoretical framework underpins the definitions developed. In Chapter 1 the HACC
scheme is discussed to provide a framework of the study. Chapter 2 outlines three
sociological approaches and three theoretical perspectives that have their origins in
these approaches that can assist in understanding social isolation in older people. In
Chapter 3 four discourses that have particular significance for older people are
outlined and their influences on the theoretical perspectives discussed in Chapter 2.
Chapter 4 discusses various aspects of social isolation. Lack of power is proposed
as being associated with social isolation.
In this chapter new definitions of social isolation and power are developed from the
three theoretical approaches and related discourses that are more comprehensive
and inclusive than the present ones discussed in the literature. For social isolation
objective and subjective dimensions are both used because the literature in social
isolation, the related area of quality of life, and critical social work theories are
broadly supportive of this approach. Gardner et al’s (1998) definition of social
isolation is used as a starting point. Objective social isolation is determined by the
reported lack of various types of social participation. In theory this can be
independently verified. Subjective social isolation is determined by the perception
of inadequacy of social activity and the experience of various adverse emotions.
The new definition makes provision for open categories of indicators for each
dimension which are developed and refined in the methodology section. Being
open they may be added to or modified by further research. Zapf et al’s (1987)
framework of defining quality of life using objective and subjective dimensions is
adapted. This allows for various possibilities that are the equivalent of Zapf et al’s
(1987) four categories of ‘well-being’, ‘dissonance’, ‘deprivation’ and ‘adaptation’.
These are acknowledged in the social isolation literature, but are not all
acknowledged by any one researcher or all allowed for in any one of the other
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definitions of social isolation outlined in this thesis. The possibility that an
individual may not move to ‘well-being’ in a single step is also accounted for. A
new test of social isolation is developed and refined in the methodology section that
is consistent with this new definition.
A new definition of power uses ideas from critical social work theories and
Putnam’s and Bourdieu’s notions of social capital. Power is defined by two
dimensions. Power type 1 is defined in terms of the level of control a person has
over their life in general and in important areas of their life, as well as their ability
to plan and initiate action by engaging others. Power type 2 is defined as the
balance between oppressive and liberating discourses in and around a person. This
definition of power is novel because it is a first step to making the concept of
discourse practical. A new test of power is developed and refined in the
methodology section that is consistent with this definition.
Figure 2 summarises the way the definitions have been derived from the pluralist
theoretical framework that underpins the research.
Figure 2: The web of influences between sociological approaches, theoretical
perspectives, discourses and definitions of social isolation and power
Sociological
Approach

Functionalism

Theoretical Putnam’s (2000,
perspectives 2001) notion of social
capital is of social
networks and the
norms of reciprocity
that emerge from
them.

Conflict

Conflict and
Postmodernism

Bourdieu’s (1985)
notion of social
capital emphasises
the importance of
power intertwined
with social networks
and views power in
structural terms.

Critical social work theories
make three contributions
(Healy, 2005; Ife, 1997;
Payne, 2005):
They reinforce Bourdieu’s
theories by acknowledging
the importance of power in
social capital.
They enable an integration
of structural and personal
perspectives.
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They see power as the
balance of liberating and
oppressive discourses.
Influencing
discourse

Neo-liberalism
Ageism

Definition
of social
isolation

Objective social
isolation is the
reported lack of
various types of social
participation

Social democracy
Positive ageing

Social democracy
Positive ageing
Critical social work theories
(Healy, 2005; Ife, 1997;
Payne, 2005), the literature
in social isolation (Gardner
et al., 1998) and the related
area of quality of life (Zapf
et al., 1987) suggest:
Both subjective and
objective dimensions are
required to understand the
complex phenomenon of
social isolation.
Subjective social isolation
type 1 is the perception of
inadequacy of social
activity.
Subjective social isolation
type 2 is the experience of
various adverse emotions.

Definition
of power

Power type 1 is the
level of control a
person has over their
life in general and in
important areas and
social agency
McArdle (1989,
1993) resonates with
Putnam’s (2000,
2001) and Bourdieu’s
(1985) notions of
social capital.

Power type 2 is the balance
between oppressive and
liberating discourses.
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CHAPTER 6

THE RESEARCH QUESTION

Section 1 developed definitions of social isolation and power derived from a
pluralistic theoretical framework. This leads to two research questions which
guided two studies. The first research question guiding study 1 was: ‘How can the
definitions of social isolation and power be operationalised?’ The second question
guiding study 2 was: ‘What is the impact of Home and Community Care Program
funded projects on social isolation and power among older people and how can
these constructs be better understood?’ Both studies contained qualitative and
quantitative features, with study 1 being primarily qualitative and study 2 primarily
quantitative.
Study 1, a primarily qualitative exploratory study, aimed to operationalise the
definitions of social isolation and power and revolved around two key themes; how
can the definition of social isolation be operationalised and, how can the definition
of power be operationalised? Study 2, a primarily quantitative study, aimed to
determine the impact of Home and Community Care Program funded projects on
social isolation and power among older people and how these constructs can be
better understood and examined three themes; the impact of HACC services on
social isolation and power, variables that may be associated with and predict social
isolation, and power as a predictor of social isolation.
Study 1
Theme 1- How can the definition of social isolation be operationalised?
From the literature review, the researcher developed a three-dimensional definition
of social isolation. The first dimension is objective social isolation defined as the
reported lack of various types of social participation (which can, in theory, be
independently verified). Two dimensions of subjective social isolation were also
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identified. Subjective social isolation type 1 is defined as the perception of
inadequacy of social activity. Subjective social isolation type 2 is defined as the
frequency of experience of various adverse emotions. One aim of study one was to
construct a reliable and valid measure of social isolation that incorporates these
three dimensions defined from the literature. A mixed qualitative and quantitative
approach was used to address this question. Included in this was a consideration of
which factors to take into account when measuring social isolation.
Theme 2- How can the definition of power be operationalised?
From the literature review, the researcher developed a two-dimensional definition
of power. Power type 1 is defined in terms of the level of control a person has over
their life in general and in important areas of their life, as well as their ability to
plan and initiate action by engaging others. Power type 2 is defined as the balance
between oppressive and liberating discourses in and around a person. The second
aim of study one was to contruct a reliable and valid measure of power that
incorporates these two dimensions defined from the literature. A mixed qualitative
and quantitative approach was used to address this question.
Study 2
Study 2 takes these new measures of social isolation and power and uses them to
answer the question: what is the impact of Home and Community Care Program
funded projects on social isolation and power among older people and how can
these constructs be better understood? This can be framed into three themes which
lead to a series of alternative quantitative hypotheses and qualitative explorations.
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Theme 3- The impact of HACC services on social isolation and power
(longitudinal).
Hypothesis 3a: There is a significant decrease in the level of social isolation postintervention compared to pre-intervention and a further decrease at 6 month followup by those HACC projects that have countering social isolation as a primary
purpose.
Hypothesis 3b: There is a significant decrease in the level of social isolation postintervention compared to pre-intervention and a further decrease at 6 month followup by those HACC projects that do not have countering social isolation as a
primary purpose.
Hypothesis 3c: There is a significant increase in the level of power postintervention compared to pre-intervention and a further increase at 6 month followup by those HACC projects that have countering social isolation as a primary
purpose.
Hypothesis 3d: There is a significant increase in the level of power postintervention compared to pre-intervention and a further increase at 6 month followup by those HACC projects that do not have countering social isolation as a
primary purpose.
Theme 4- Variables that may be associated with and predict social isolation (crosssectional).
Hypothesis 4: There is a significant association between social isolation measured
pre-intervention by HACC funded projects and twelve variables. Social isolation
increases when eleven variables are in the following direction: increasing age,
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being never married divorced or widowed, childlessness, living alone, poor health,
low income, having no pets, transport problems, being on a waiting list for long
periods for HACC services, being of non-English speaking background and caring
for someone. The literature is split for the twelfth variable, gender, so this
hypothesis is exploratory in nature.
Theme 5- Power as a predictor of social isolation (cross-sectional)
Hypothesis 5: People’s level of power will significantly negatively predict their
level of social isolation pre-intervention by HACC funded projects.
An exploration of the various discourses that surround and are contained within
socially isolated older people and the HACC program will take place. Open ended
questions at the end of the questionnaire will explore the influence of the different
discourses of power. Results from reference and focus groups will also be used to
explore this.
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SECTION 2

METHODOLOGY AND RESULTS

Section 2 contains the methodology and results of two studies that examined the
five themes of this thesis. Chapter 1 sets out the general principles of research
design and justification for a mixed qualitative and quantitative approach. Study 1
(addressing Themes 1 and 2) was primarily qualitative and used reference and
focus groups to refine indicators of social isolation and power developed from the
literature in a draft questionnaire into a final questionnaire. Study 2 (addressing
Themes 3, 4 and 5) was primarily quantitative and used this final questionnaire to
test volunteers from various HACC funded projects in a pre and post design to
assess the impact of HACC projects on social isolation and power. Chapter 2
considers the ethical framework that these studies used and discusses issues
surrounding benefit/harm, confidentiality and informed consent. Chapter 3
integrates the methodology and results of study 1 into a single chapter due to its
primarily qualitative nature and the circular process involved in applying aspects of
grounded theory and thematic analysis. The methodology and results of study 2 are
separated into Chapters 4 and 5 due to its primarily quantitative nature.

CHAPTER 1

RESEARCH DESIGN

Principles of research design
At the core of this thesis are two research questions: ‘How can the definitions of
social isolation and power developed be operationalised?’ and ‘What is the impact
of HACC projects on social isolation and power among older people and how can
these constructs be better understood?’ Central to the definition of social isolation
developed in Section 1 Chapter 5 is a two by two figure adapted from Zapf et al’s
(1987) quality of life study which allows for high and low levels of both objective
and subjective dimensions of social isolation. A definition of power is developed in
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Section 1 Chapter 5 consisting of two dimensions and derived from critical social
work theories. The two research questions led to two separate studies.
Study 1- Developing the questionnaire
Study 1 was primarily qualitative and operationalised the definitions of social
isolation and power. The draft questionnaire developed from the literature and
reflecting the two themes of the first research question, namely the new measures
of social isolation and power, was tested and modified into a final questionnaire in
two phases. Phase 1 obtained the responses of reference and focus groups to
questions exploring these two themes. This qualitative data provided a basis for
modifying the draft questionnaire and also provided insights about social isolation
in its own right. Phase 2 of study 1 implemented the findings from reference and
focus groups when reviewing a pre-test and pilot of the questionnaire, as well as
findings from tests of unidimensionality and reliability and a discussion on validity.
Study 2- Implementing the questionnaire
Study 2 was primarily quantitative and examined the impact of HACC projects on
social isolation and power. It commenced with the selection of twenty five
volunteers from each of four HACC funded projects who took part in a study of pre
and post design, where their levels of social isolation, variables that may be
associated with and predict social isolation and power were assessed using the
questionnaire developed from study 1. Testing occurred just before the HACC
project commenced, just after the HACC project concluded and six months after
the second testing to assess the persistence of HACC projects.
The justification for a mixed qualitative and quantitative approach
Both quantitative and qualitative methodologies were used in each study. Hughes et
al. (2004) indicate that quantitative methods are generally more useful when there
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is extensive prior knowledge of the social system, there is considerable theory
construction and testing and when the aim is to establish cause and effect between
variables. By contrast, Hughes et al. (2004) indicate that qualitative methods are
often better when the researcher is entering an unfamiliar environment, where little
theory development has occurred and when the aim is to describe complex social
processes and the meanings given to them by the participants. In the context of this
thesis, and in terms of what has just been discussed, arguments can be advanced to
justify both quantitative and qualitative methodologies.
On the one hand, a quantitative methodology is appropriate because social isolation
is a well researched area where quantitative methods are widely used. For example,
Ross and Leicester (2002) assess community development as an intervention to
counter social isolation, Cacioppo and Hawkley (2003) examine various
mechanisms for increased morbidity as a consequence of social isolation, and
Mookadam and Arthur (2004) ask whether there is an association between social
isolation and myocardial infarction. Although the research questions in the thesis
cannot be precisely characterised as including an investigation of cause and effect,
because participating in HACC funded projects was only one of many possible
causes of a reduction in social isolation, the investigation of an association between
these two suggests a quantitative approach. A quantitative approach is more suited
to assessing validity and reliability.

On the other hand, a qualitative methodology is also appropriate due to the lack of
theoretical clarity about social isolation itself, identified in the review of literature
and the need to ‘borrow’ theoretical approaches from related areas of inquiry.
Putnam (2000) and Bourdieu (1985) are primarily concerned with exploring their
notions of social capital rather than social isolation and reservations are discussed
about the use of Putnam’s social capital. There are no examples of critical social
work theories being used for researching social isolation, despite many other areas
of application (Allan, 2003; Fook, 2002; Healy, 2005; Ife, 1997; Payne, 2005;
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Pease et al., 2003). Ray and Phillips (2002) comment on the lack of theory on
social isolation in older people. Social isolation involves complex social processes
that interact in uncertain ways with limited theoretical explanations where
qualitative methods are useful. Qualitative methods are also widely used by
researchers in the field of social isolation, including Hartigan (1999) considering
the strategies older people use to overcome their social isolation and Russell and
Schofield (1999) exploring the perceptions of service providers to social isolation.
A qualitative approach is required for the thesis to meet its aim of taking into
account the richness of lived experiences of the participants and the flavour of
associated discourses. This is also central to the conception of power applied to
social isolation in Section 1 Chapter 5. Hughes et al. (2004) suggest qualitative
methods have particular application in studies with these features. A qualitative
approach is most suited to developing survey questions.
As there are good reasons for both qualitative and quantitative approaches to the
research of social isolation, a combined quantitative and qualitative methodology is
justified. This combination is also adopted by Gardner et al. (1998) in their large
and widely cited study on social isolation in the Australian Veteran community.
More generally Sarantakos (1998) observes that quantitative methodology sees
reality in objective terms and qualitative methodology sees reality as subjective.
Major contributors to an understanding of social isolation in older people in this
thesis are critical social work theories which require a fusion of these approaches
(Healy, 2005; Ife, 1997; Payne, 2005). The two distinct studies mirrored this
discussion on qualitative and quantitative methodologies and the justifications for a
mixed approach because primarily qualitative data from study 1 was used to
develop an appropriate primarily quantitative test applied in study 2.
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CHAPTER 2

ETHICS

All research needs to be conducted ethically. Permission was obtained from
Charles Sturt University’s Ethics in Human Research Committee and the research
partners to conduct these studies. The research partners were the City of Playford
Home Assist project, the City of Playford Day Activity project, the Town of
Gawler Home Assist project and the Town of Gawler Day Activity project (see
Appendix 1 for relevant clearance letters). In the context of this thesis the
researcher’s duties to do no harm, ensure participant confidentiality and obtain
informed participant consent needed particular consideration as they are key duties
raised in the Australian Association of Social Workers (2002) Code of Ethics and
were concerns of the research partners.
Benefit/Harm
The studies in this thesis exposed participants to a series of possible benefits and
risks of harm and several steps were taken to minimise that harm. Potential benefits
included that if HACC was found to make no significant difference in the level of
social isolation amongst participants it invited consideration of why HACC funded
projects failed to counter what was widely accepted as a social harm. Alternately, if
HACC was found to reduce social isolation it provided one important argument to
justify maintaining or increasing the HACC program.
There were also risks. Administering the proposed test for social isolation could
have raised awareness within participants of their social isolation, and caused
distress, so compromising the researcher’s ethical commitment to do no harm. The
complex and distressing nature of social isolation made this a particular cause of
concern. To minimise this possibility the various precautions were undertaken.
Firstly, the questionnaire used was based on the questionnaire Gardner et al. (1998)
used in their wide ranging survey of Australian war veterans and widows on behalf
of the Department of Veterans’ Affairs, where harm minimisation was a central
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concern. Secondly, both a pre-test and a pilot of the questionnaire were conducted
to provide feedback on the layout of the questionnaire and the clarity of the
questions. Thirdly, as a social worker who was experienced in working with older
people, as well as a family mediator accustomed to the complex emotions that
accompany marital breakdown, the researcher was skilled in asking questions with
sensitivity and tact and was particularly sensitive in detecting distress in
participants in this research. Should this have occurred the researcher would have
debriefed the participant and referred them to a range of appropriate services that
specialised in countering depression and suicide for older people in the
geographical area that the research was conducted in (see Appendix 1).
As well as the above precautions, participants were made aware that they had the
right to terminate their participation in the research at any point in time with no
adverse consequences. Also within the questionnaire questions that tended to
emphasise the negative aspects of a person’s life were balanced by later more
positive questions. Finally ethics clearance was gained from the Charles Sturt
University Ethics in Human Research Committee and the research partners (see
Appendix 1).
Confidentiality
The agencies the researcher worked in conjunction with had a general policy of
client confidentiality. They applied this with particular rigour to older people who
were socially isolated to minimise the risk of harming people who were vulnerable
because of the risk of a range of adverse consequences and reinforcing what many
in society saw as an admission of personal failure (Gardner et al., 1998; Victor et
al., 2000). To ensure confidentiality all data that identified participants directly or
indirectly was secured in locked files and cases and was used exclusively in this
research project for data matching purposes by each participant being given a code.
Identifying data was kept separate from results. Data will be destroyed by
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shredding five years after the research project concludes in accordance with ethical
guidelines.
Informed consent
In order to gain informed consent for participation in reference and focus groups
(study 1 phase 1), potential reference and focus group members received an
information statement detailing, in part, a brief overview of the study, the purposes
of the study, why it was important, how it was to be conducted and how the person
was chosen. Measures protecting confidentiality were outlined and participants
were assured they had the right to end their participation at any point (see
Appendix 1). After discussing any queries with the researcher, reference and focus
group members provided oral consent which was informed by the information and
discussion that had previously been provided. Participants were given the option to
have a confidential discussion, but in all cases opted to discuss the questions in an
open group format.
In relation to the pilot study (study 1 phase 2), participants received an information
statement and had ample opportunity to discuss any queries with the researcher.
Participants provided written consent by completing and signing an agreement to
participate during several planned and timetabled information sessions (see
Appendix 1).
In study 2 some participants provided written informed consent using the same
process in study 1, phase 2 (above). Most were reluctant to sign the consent
protocol, choosing to give oral consent instead. If the participating agency or
researcher had a reasonable suspicion that a potential participant had a disability
that interfered with their ability to give informed consent they did not participate.
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CHAPTER 3

STUDY 1- DEVELOPING THE QUESTIONNAIRE
Overview of study 1

Study 1 developed a final questionnaire by refining a draft questionnaire. Study 1
commenced with the preparation of a draft questionnaire that had two parts
examining the two themes of the first research question and based on the literature
review. These parts were composed of indicators that measured three dimensions of
social isolation (including factors to take into account when measuring social
isolation) (Theme 1), and indicators that measured two dimensions of power
(Theme 2). The refinement of this draft questionnaire occurred in two phases.
Phase 1 used qualitative data from reference and focus groups analysed using
aspects of grounded theory and thematic analysis. Phase 2 applied the
recommendations of reference and focus groups when reviewing a pre-test and
pilot of the questionnaire and considered statistical tests for validity,
unidimensionality and reliability. These are reported on in Appendix 2.
Methodology
Grounded theory
According to Strauss (1990) qualitative data analysis using grounded theory
consists of three steps: data reduction, data organisation and interpretation. Data
reduction is where data is coded, summarised and categorised. Data organisation is
where information is assembled around certain themes. Interpretation is where
patterns and trends are identified leading to conclusions which can be tested by
more data collection. This cyclical process continues until no more insights are
generated, that is, obtaining the same types of information suggests that categories
are saturated and enough people have been interviewed.
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This approach has been used by researchers in the field of social isolation.
Grounded theory is used by Hartigan (1999) who considers the strategies older
people use to overcome their social isolation. Hyden (1994) also acknowledges the
usefulness of grounded theory to analyse the importance of discourse and narrative
in power, an important theme in this thesis, although Hyden (1994) does this in the
context of domestic violence. Royer (2004) uses grounded theory to examine social
isolation as a consequence of chronic illness.
Thematic analysis
Thematic analysis is a general method for qualitative analysis of data from a variety
of sources, including transcripts. Aronson (1994) describes three steps. Firstly,
collect the data. Secondly, identify strings of text that express a single coherent
thought. Thirdly, group all strings of text that express similar thoughts together.
Flick et al (2004) and Alston and Bowles (2003) explain that this ‘coding’ involves
the grouping together of different instances under an umbrella term that enables
them to be regarded as of the same type. Greaves and Rogers-Clarke (2010) refer to
the categorisation of stories into broad themes. Aronson (1994) and Flick et al
(2004) comment that there are overlaps between thematic analysis and grounded
theory as both involve code related analysis. However, thematic analysis lacks the
cyclical aspect of grounded theory. Hence Greaves and Rogers-Clarke (2010) use
of both thematic analysis and grounded theory to explore the challenges of socially
isolated older people when accessing the health system.
Grounded theory and thematic analysis were not applied with rigour in the present
study, but aspects of these approaches were influential. Study 1 developed a final
questionnaire by refining a draft questionnaire. Indicators for social isolation,
possible associations with social isolation and power were entirely theoretically
derived and placed into a draft questionnaire. Reference and focus groups were
then set up and asked several questions. Around these questions responses
coalesced using grounded theory and thematic analysis and used as a basis for
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supporting and, if necessary, modifying indicators in the draft questionnaire. This
led to the final questionnaire that was then used in study 2. For example, some
members of reference and focus groups saw social isolation in objective terms (lack
of various types of social participation) and others in subjective terms (feeling
alone, adverse emotions). Consequently one possible emerging theme was that
social isolation was seen as a combination of objective and subjective dimensions
which each contained a series of indicators.
A major reservation in relation to the current study was that the researcher was a
postgraduate student and experienced social worker who was in partnership with
the provider of HACC services who was seen by members as part of the 'system'
and in possession of part of its power. Various precautions were taken by the
researcher to avoid imposing the researcher’s own narratives, especially his ideas
about the inequalities of power within and between clients and workers (see
below).
Procedure
A draft questionnaire based on the literature review was prepared with two parts
examining the two themes of the first research question. This draft questionnaire
was tested and refined into a final questionnaire in two phases. Phase 1 used
reference and focus groups tasked with developing indicators of social isolation and
power. The researcher then examined how consistent these indicators were with
indicators in the draft questionnaire. Phase 2 used recommendations of reference
and focus groups when reviewing a pre-test and pilot of the questionnaire
conducted on a small group of people and statistical tests for validity,
unidimensionality and reliability.
Reference and focus groups are employed in researching socially isolated older
people (Gardner et al., 1998; Ross & Leicester, 2002). What was novel in this study
into social isolation was the use of qualitative data to build quantitative scales, as
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recommended in general terms by various social research theorists (De Vaus, 2002;
Sarantakos, 2005).
A repeated theme in this thesis is that the person is the expert in their life,
supporting a research approach which begins with the opinions of the group being
researched. This emerges not only from community development principles
(McArdle, 1989) and critical social work theories (Healy, 2005; Ife, 1997; Payne,
2005), but also due to the researcher’s ethical commitment to client diversity,
autonomy and empowerment (Australian Association of Social Workers, 2002).
The development of multiple indicators of multiple dimensions that embrace social
isolation and power from discussions with reference and focus groups is consistent
with these ideas.
A range of observations by a range of individuals in reference and focus groups are
more likely to fully embrace the complex themes in the research question, as well
as having the potential to improve the validity and reliability of their measurement.
With respect to validity having the reactions from different groups of people is a
check of the validity and accuracy of phrases used to describe concepts. For
reliability, multiple observations by a range of people leading to multiple indicators
minimised the effect of one atypical observation (Sarantakos, 2005).
HACC service providers and clients in the local government areas of the City of
Playford and Town of Gawler were canvassed by the researcher. These local
government areas were selected because they in many ways represented a
microcosm of older Australia with some variations. Both have a slightly greater
proportion of people over sixty five than the proportion for South Australia as a
whole which, in turn, has a slightly greater proportion than for Australia overall.
The City of Playford local government area has greater numbers of people of all
ages with indicators of social disadvantage, including lower median individual
incomes, living in rented dwellings, having no qualifications, being unemployed
and having poor health status (Australian Bureau of Statistics, 2007a). The Town of
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Gawler is a regional council (hence the council’s slogan of ‘Gawler- the best of
town and country’) whereas the City of Playford is an urban council (City of
Playford, 2006; Town of Gawler, 2006a).
Reference and four focus groups were recruited on the advice of HACC service
providers, from knowledge of the aged care industry and using ‘snowballing’
techniques (De Vaus, 2002). The one reference group consisted of six key
stakeholders. These included the managers and coordinators from services for older
people and two employees of the Office for the Ageing of the South Australian
Department for Families and Communities. The four focus groups were each
composed of four to six articulate older people. These were ordinary and
management committee members from the Elderly Centre of the Town of Gawler
and Grenville Seniors Community Connections Hub of the City of Playford, two
members of the Council of the Ageing and three who attended the University of the
Third Age. Focus groups members did not participate in study 2.
It is difficult to be precise about the demographics of participants of reference and
focus groups in study 1 because of my aim of maximising responses by adopting an
informal and flexible approach to these groups. Any restraints on this fluidity
would have affected the quality of data collection. The age range was 40 to 70
years of age and gender balance was approximately 66% women and 34% men.
The difference in the number of focus and reference groups was a consequence of
balancing the insights of the people who experienced social isolation with those
who were researchers and practitioners in the field. As well as researchers and
practitioners contributing in both the researcher’s reading and the reference group,
the reference group had a broader role than the focus groups, namely an executive
function of the overall oversight of the project. The focus groups were each
smaller, met less regularly than the reference group and their role was restricted to
involvement in the development of questionnaire and providing feedback about
pilot studies.
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Groups rather than individuals were selected as a source of qualitative data due to
ability of groups to further develop the ideas of individual members in the hope that
the depth and range of discussions were greater than the sum of the individual
members. The major reservation about the use of groups was the risk of one or a
few individuals dominating, hence the precautions discussed subsequently in this
chapter, and the logistical problem of getting most members to meet at a given
place and time. This necessitated the researcher interviewing smaller groups or
individuals and reporting their comments back to the entire group and the creative
use of emails, where permission was sought for responses to be shared with other
members.
In phase 1 of study 1 reference and focus groups were asked several questions by
the researcher that reflected the first two themes of the research question. These
were: ‘What is social isolation?’, ‘What factors need to be taken into account when
measuring social isolation?’ and ‘What is power?’
These questions were open ended to encourage richness in the responses. As well
as providing valuable insights into the two themes of study 1, members’ responses
were used to develop a questionnaire which explored the three themes in study 2. In
the process of exploration several precautions were taken by the researcher.
The researcher avoided the exercise of undue control, providing extensive amounts
of substantive information, or adopting the role of an ‘expert’. The aim was to hear
the voices of the people being written about because they were the experts in their
lives rather than hearing the researcher’s ideas being reflected back. Concerns that
members may have felt somehow unworthy to comment were addressed by the
researcher encouraging and valuing contributions, acknowledging expertise and
providing a non threatening environment to each and every member. The
researcher encouraged clarification, suggested exploration and sought specificity to
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give a fuller meaning to the ideas of members and counter any loss of direction or
confusion.
The researcher ensured that group dynamics did not lead to the domination of the
group by one or a few individuals through a series of strategies. For example, the
researcher encouraged the development of a ground rule by the group that each
member respected the views of every other member. The researcher was
responsible for routine administrative tasks, such as room allocation, time tabling
of groups, and ensuring refreshments were provided to suit the convenience of all
members.
Data was analysed from notes taken by the researcher. No use of a tape recorder or
note taking by another person occurred because of concerns of the participants.
Note taking had its limitations. Whilst every attempt was made to quote members
word for word and to give as full an account as possible of the deliberations of the
groups, this was limited by writing speed and occasional simultaneous
conversations. In study 1 two themes were discussed by groups and around them
coalesced indicators which were placed into a questionnaire to explore three themes
in study 2. The qualitative data of group discussions also added richness to the
discourse on these three complex concepts. A qualitative methodology was
essential if account was to be taken of the richness of lived experiences of the
participants, and if the flavour of the discourses which are so central to the
conception of power this thesis develops were to be fully exposed.
Preparing the draft questionnaire

Principles
Several principles were adopted in developing the draft questionnaire to enhance
simplicity, encourage compliance and minimise the possibility of doing harm. The
questionnaire was kept as short as possible to encourage compliance (Burton &
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Steane, 2004; Hawthorne, 2005; Gardner et al., 1998). Likert scales were used in
the questionnaire wherever possible. Likert scales are widely used for the
measurement of complex variables composed of many indicators, which is how
social isolation and power are measured and are user friendly (De Vaus, 2002). A
Likert scale statement was derived from each indicator and the participant selected
one of five responses to each statement ranging from ‘Strongly agree’ that attracted
a score of 1 to ‘Strongly disagree’ 5. The balancing of questions that may lead to
negative conclusions with questions that may lead to positive ones is an important
aspect of harm minimisation in questionnaire construction in the field of social
isolation (Gardner et al., 1998). In addition, this reduced the possibility of
apparently significant results being obtained from participants who ticked the same
number for each question. Consequently some reverse coding occurred to ensure
each indicator within each dimension was scored in the same direction (De Vaus,
2002) (see Appendix 2 for codebook).
Measuring social isolation
None of the tests of social isolation considered in Section 1 Chapter 5 were able to
incorporate all aspects of the definition of social isolation developed in that chapter.
It was argued that a more comprehensive approach to measuring social isolation is
needed incorporating objective and subjective dimensions. The definition of social
isolation in this thesis suggests one objective and two subjective dimensions each
containing multiple indicators to embrace the complexity of social isolation
identified in the literature (Cattan et al., 2005; Findlay, 2003; Victor et al., 2000).
The challenge is in clarifying and measuring these indicators. De Vaus (2002)
discusses two approaches. The first approach is inductive, and requires that
indicators are derived from the literature (in this case on social isolation and critical
social work theories) which take account of the complexity of social isolation. The
second approach is deductive and is considered subsequently. The inductive
approach is now discussed.

116

The indicators of the objective dimension of social isolation in the present
definition of social isolation are the lack of various types of social participation.
Gardner et al’s (1998) test question thirteen asks ‘How often do you take part in
each of the following activities?’, lists ten activities including the levels of physical
and telephone contact with the family and friends, and allows three responses ‘At
least once a week’ is scored at 1, ‘At least once a month’ 2 and ‘Less than once a
month’ 3. Objective social isolation occurs if the person undertakes in total less
than two of these ten activities a week. The Lubben test also views objective social
isolation as a complex concept requiring multiple indicators (Lubben & Gironda,
1996). The Lubben test has several choices for twelve questions which cover
contact with relatives and friends which overlap with many of Gardner et al’s
(1998) activities. Objective social isolation with the Lubben test occurs with a score
of less than twenty two out of a possible fifty. The approach to developing
objective indicators in the draft questionnaire was to duplicate of Gardner et al’s
(1998) test question thirteen that concerns ten types of participation. Whilst the
complexity and range of participation envisaged is covered by the wide range of
types of participation in both Lubben’s (1996) and Gardner et al’s (1998) tests, the
latter test is specifically developed for older people where harm minimisation is a
central concern.
The indicators of the subjective type 1 dimension of social isolation in the present
definition of social isolation are various perceptions of inadequacy of social
activity. Gardner et al’s (1998) test question fifteen asks the question ‘Would you
say that your usual social activity is?’ and allows three responses. ‘Not enough’ is
scored at 1, ‘About right’ 2 and ‘Too much’ 3. The widely cited, valid and reliable
UCLA Loneliness scale uses twenty questions to cover the same area, including the
perception of not being ‘in tune’ with others, not having enough company and
being alone, shy or distant (Russell, 1996). The number and range of these
questions strongly suggest the need for a more complete examination.
Consequently, subjective type 1 indicators in the draft questionnaire were based on
the UCLA test. To keep the test as short as possible to encourage compliance the
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deliberations of reference and focus groups provided a means of prioritising and
condensing these twenty questions.
The indicators of the subjective type 2 dimension of social isolation in the present
definition of social isolation are the frequent experiences of various adverse
emotions. Gardner et al’s (1998) test questions ten, eleven and twelve ask ‘How
often have you felt unhappy during the past year?’ ‘How often have you felt bored
during the past year?’ and ‘How often have you felt lonely during the past year?’
and provide scales where ‘Never’ attracts a score of 1, ‘Rarely’ 2, ‘Sometimes’ 3,
‘Frequently’ 4 and ‘Very frequently’ 5. The approach to developing subjective type
2 indicators in the draft questionnaire was to include these three questions, along
with questions with a similar format to cover anxiety and frustration because
various commentators associate these emotions with social isolation (Hartigan,
1999; Rosenfeld, 1997; Ross & Leicester, 2002).
Measuring variables that may be associated with and predict social isolation
Twelve variables are commonly associated with social isolation in the literature.
These are gender, increasing age, being never married divorced or widowed,
childlessness, living alone, poor health, low income, having no pets, transport
problems, being on a waiting list for long periods for HACC services, being of nonEnglish speaking background and caring for someone. Gardner et al’s (1998) test
examines five of these variables, namely gender, being never married divorced or
widowed, living alone, poor health and transport problems. Since Gardner et al’s
(1998) test is part of a widely cited, large study where harm minimisation is a
central concern these questions were incorporated into the draft questionnaire.
Similar questions were developed for the other seven variables. Caution was
needed here to avoid participant confusion and distress. Children included children
that might have predeceased the participant and this inquiry needed to be handled
tactfully to minimise the possibility of aggravating unresolved grieving. As with all
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the variables health was participant reported health rather than health as assessed by
health professionals.
Measuring power
Defining and measuring power has many similarities to defining and measuring
social isolation. The definition of power in this thesis is relevant to older people
and takes account of power’s complex, disputed and multifaceted nature. It is
multidimensional where each dimension contains multiple indicators to embrace
this complexity. The challenge is in clarifying and measuring these indicators.
These indicators are derived from the literature, incorporated in the draft
questionnaire, refined by study 1 and incorporated into the final questionnaire (see
Appendix 2) (De Vaus, 2002).
Power type 1 indicators were broadly derived from McArdle’s (1989, 1993)
analysis of empowerment which has links with critical social work theories (Healy,
2005; Ife, 1997; Payne, 2005). Indicators in the draft questionnaire aimed to
measure the degree of control a person had over their life as a whole and the degree
to which a person had a say in the HACC services they used. An indicator of Onyx
and Bullen’s (2000, 2007) social agency was whether a person could turn to
someone in a crisis.
Power type 2 indicators were derived from Ife’s (1997) critical social work theory
perspective of power as the domination of liberating over oppressive discourses at
both the personal and structural levels. In Section 1 Chapter 3 four discourses are
considered that have particular significance for social isolation in older people.
Indicators were included in the draft questionnaire that measured the degree to
which a person agreed or disagreed with statements that encapsulated each of these
four discourses.
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Figure 3: Power type 2 discourses and encapsulating statements
Discourse

Type

Neo-liberalism

Oppressive
disempowering
Liberating empowering

Social
democracy
Ageism

Oppressive
disempowering

Positive ageing

Liberating empowering

Statements encapsulating
discourse
(Dalton et al., 1996; Howe, 1997;
Fine, 2007; Ozanne,1997; Tapper,
1990)
‘The poor’ deserve to be poor.
People deserve a decent standard
of living regardless of their
background.
It is generally believed older
people inevitably decline and
become worthless once they stop
working.
Older people are sources of
wisdom and experience. The
ageing of Australia is an
opportunity not a burden.
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Qualitative data from reference and focus groups
Please note that the quotations used in this part are illustrative alone. A fuller
account of the responses of reference and focus groups is provided in Appendix 2
Figures 4-15.
Social isolation
Paralleling the literature, reference and focus groups had many different and
complex ideas about how social isolation should be defined. These ideas have been
placed into objective and subjective categories, where the objective category was
essentially the number of social contacts in a range of activities and the subjective
category was both the perception of inadequacy of social activity and frequent
adverse emotions, as included in the definition of social isolation this thesis
develops. One member of Focus Group Three suggested the need for both objective
and subjective dimensions in the definition of social isolation when they observed
‘Some people don’t feel lonely even though they seldom have contact with others.’
A Reference Group member was clearer when saying ‘Social isolation has two
parts, loss of connection with others and the feeling of being lonely.’
Variables that may be associated with and predict social isolation
The causes of social isolation identified in the literature were also reflected in the
deliberations of reference and focus groups. Some members concentrated on causes
outside the person, such as a hostile environment encountered by one Focus Group
One member who said ‘Look at me! I can’t even get to the bus stop with all those
steps up and down.’ Others concentrated on causes within the person. All reference
and focus groups emphasised physical infirmities, perhaps best summed up by one
Focus Group Four member who said ‘If you have bad health you’re often alone.’
Another Focus Group Three member who was a psychologist and used somewhat
technical language went further ‘The circumstances that give rise to social isolation
are dependent on the personality of the person. There might be a personality type
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that is prone to social isolation.’ To which another added ‘I agree. There may be
similar causes to social isolation in older people to social isolation in younger
people. There are certain personality characteristics that predispose a person to be
socially isolated.’ One Reference Group member suggested an element of choice or
even blame and an ageist discourse when she said ‘There are plenty of
opportunities for old people to meet others. [There are] loads of outings, clubs and
social events. It’s just that older people expect everyone to come to them’
The importance of the social consequences of illness was commented on. When
asked ‘What is associated with social isolation?’ one Focus Group Four member
volunteered, ‘I have good days and bad days with the waterworks’, to which
another replied, ‘And when you can smell yourself it’s so embarrassing.’ These
comments are consistent with the suggestion that the social consequences of a
certain disabilities, such as incontinence, may be as or more important in restricting
social contact than the physical consequences.
Difficulties with transport were a frequent topic of discussion for reference and
focus groups. Whilst the focus groups made some comments about public transport
they made more comments about private transport. The loss of a Driver’s license
was identified as a major problem. The reaction in Focus Group One was typical
where one member commented ‘They won’t let me drive!’ This prompted another
who added ‘I lost my license a year ago and I’ve never got over it.’ And another
who said ‘You’ve got to be able to drive. It’s all about independence.’ A member
of Focus Group Three agreed ‘Losing your driving license prevents you from
visiting friends and relatives’ as did a member of Focus Group Four ‘Once you’ve
lost your license it’s almost impossible to get it back. Whatever happened to my
rights? I’m a second class citizen!’ Another Focus Group Four member referred to
the cost of petrol ‘The cost of petrol prevents me from using the car much.’ Recent
increases in the price of petrol may have worsened this. To licensing and the cost of
petrol were added the considerable expenses of registration, insurance, special
adaptations, maintenance and the need for periodic replacement. All of these
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expenses were formidable obstacles to the many older people on a limited income,
as discussed in Section 1 Chapter 4.
The Reference Group confined their comments to public transport summed up by
one member who asked ‘How does social isolation happen? Many reasons
including…lack of community transport’. By contrast, the emphasis of the focus
groups was on private transport, although they did discuss public transport. One
Focus Group One member questioned the appropriateness of modifications to the
public transport itself ‘Yeah, the steps are too high for me to use even in the special
buses.’ A member in Focus Group Three, located in the more regional area of
Gawler, made a point that would have applied to many regional and rural areas
‘…There aren’t many buses in Gawler.’ Another Focus Group Three member
reinforced this when he referred to ‘…particular problems of rural
areas…difficulties with transport…contraction of meeting places due to the closing
of banks and retail outlets…’ Others were concerned with the frequency and timing
of public transport. One Focus Group Three member commented ‘Transport is
always important. It’s especially important that not only the frequency of buses, but
that the timetable be sensitive to people’s needs.’ Another Focus Group Three
member raised the issue of safety when she stated ‘People don’t feel safe at the bus
stop.’
There were mixed messages about the Internet. One member of Focus Group Three
pondered whether the Internet countered or caused social isolation. On the one
hand, it can be argued that the Internet provides an opportunity for people to have
contact with others when they might otherwise have difficulty due to, for example,
physical disability or geographical isolation. On the other hand, the type of contact
provided by the Internet may be a somehow inadequate substitute for personal
contact. All of this is especially important because the Internet is advocated by
some researchers as an intervention to counter social isolation (Nahm et al., 2004;
Swindell, 2001; White et al., 2002).
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The association between social isolation, poverty and gambling needs further
research. Saunders et al. (2006) contends that poverty is caused by a lack of income
and high expenses, including gambling. The problem of gambling was only
referred to once by one member of Focus Group Four and then only in the context
of poker machines ‘Playing the pokies only makes things [social isolation] worse.’
This may well have understated the significance of this social harm amongst older
people because an open discussion of this topic probably required a level of trust
between members and the researcher that was beyond that envisaged.
The importance of pets as a counter to social isolation came up on several
occasions in the deliberations of the focus groups, but, interestingly, not at all by
the Reference Group. Dogs and cats were the only pets mentioned, with the
exception of one Focus Group Three member who suggested ‘Dogs and cats may
be better at reducing social isolation than a goldfish because you can cuddle dogs
and cats, but even a goldfish has to be looked after and so gives a person a reason
to go on.’ A member of Focus Group Four suggested reasons other than direct
companionship when they commented ‘Just getting out and about, even if its
walking the dog, helps you meet new people.’
On a number of occasions the Reference Group personalised the experiences of
social isolation. ‘The ‘singles scene’ is like a meat market. There aren’t many
opportunities to meet someone special.’, ‘When was the last time I went to a hotel
and had a few beers with my friends?’ and ‘When I have worries there is no one I
can turn to.’ There are various possible explanations for this personalisation. A
personal perspective by members was used to illustrate the circumstances and
empathise with clients. Despite the meetings of the Reference Group being meant
to be about clients, they were seen by some members as an opportunity to seek
relief by sharing personal experiences of social isolation. This is not surprising
bearing in mind the widespread nature of social isolation that was discussed at the
start of this thesis.
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Power
Of particular importance to this thesis was the extent with which the responses of
reference and focus groups were consistent with critical social work theories as
contributors to an understanding of social isolation in older people. In particular,
both reference and focus groups spent a considerable amount of time developing
notions of power that were consistent with Ife’s (1997) formulation of power as
existing in a changing mix of discourses and structures of oppression and
liberation. For much of the time group discussion was consistent with the
oppressive discourses of neo-liberalism and ageism. One focus Group One member
commented ‘A lot of old people are poor because they spend unwisely.’ Another
stated ‘Some older people are very wise, but most are like children.’ Occasional
links were made to ideas surrounding social democracy and positive ageing. A
Focus Group Four member observed ‘…I believe everyone should be looked after.
There is more than enough to go around.’ Another added ‘…Older people make all
sorts of valuable contributions. A lot of things would collapse without them. ‘
The potential for the domination of oppressive and disempowering discourses to
aggravate social isolation is discussed in Section 1 Chapter 3.
Integrating qualitative results with the draft questionnaire
Full details of how the draft indicators were modified as a consequence of the input
from reference and focus groups are provided in Appendix 2 (Figures 4 to 9). The
reference and focus groups identified all the draft indicators of the three dimensions
of social isolation, variables that may have been associated with and predict social
isolation and two dimensions of power most frequently identified in the literature
and included in the draft questionnaire. For objective social isolation, power type 1
and power type 2 the wording of the questions was changed to be more inclusive,
overlaps were removed and a few new indicators were added. For subjective social
isolation type 1 the twenty UCLA questions (Russell, 1996) were condensed to five
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to keep the questionnaire as short as possible, as recommended by Gardner et al.
(1998). For subjective social isolation type 2 and variables that may be associated
with and predict social isolation no changes were made.
Pilot testing
Reference and focus groups provided feedback on the layout of the questionnaire
and the clarity of the questions after reviewing the results of a pre-test and pilot of
the questionnaire completed by ten older people from the Town of Gawler HACC
funded Share and Care activity group who self selected by volunteering to become
participants. Participants in the pilot completed the questionnaire with the
researcher on a one to one basis. Gardner et al. (1998) uses a similar activity group
for their pilot involving twenty older people. Full details of how questions were
modified are provided in Appendix 2 (Figures 10 to 15).
The principles of brevity, Likert scales and balancing of negative and positive
questions were endorsed. Apart from removing inconsistencies, providing spaces
for participant’s comments and other minor changes detailed in Appendix 2
(Figures 10 to 15), there were several major changes. For variables that may be
associated with and predict social isolation participants in the pilot were reluctant
to state their age and income. For age, Australian Bureau of Statistics (2007b)
categories were adopted. For gross weekly income three categories were adopted:
less than or equal to the Centrelink Age Pension rates for single and married people
during the period the research was conducted (Centrelink, 2006), intermediate, and
≥ $500pw, the upper 10% of incomes of older people (Australian Bureau of
Statistics, 2005a ‘Ageing Well’ surveys). For power type 2 two questions were
added to give participants the opportunity to give broader details of discourses,
structures and power: ‘What can be done to reduce social isolation amongst older
people?’ and ‘What advice would you give older people on how to have a happy
and productive older age?’ For objective social isolation the response category of
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‘At least once a week’ altered to ‘At least once a fortnight’ to make the gaps
between the times consistent.
Psychometrics of the pilot study
Each indicator of each scale has to be valid, unidimensional and reliable. Validity is
established by the identification of the various indicators in the literature on social
isolation, which were confirmed and extended by the deliberations of reference and
focus groups. For unidimensionality De Vaus (2002) recommends that for an
indicator to be retained the indicator-to-scale coefficient needs to be greater than
0.3. For reliability De Vaus (2002) suggests Cronbach’s alpha needs to be greater
than 0.7. Sarantakos (2005) requires that responses correlate highly on two
temporally close, but distinct occasions. All indicators/ questions for the three
dimensions of social isolation and two dimensions of power in the pilot study
satisfied these criteria and are included in Appendix 2 (Tables 24-28).
Summary
A draft questionnaire was prepared with two parts examining the two themes of the
first research question and based on the literature review. These parts were
composed of indicators that measured three dimensions of social isolation
(including factors to take into account when measuring social isolation) (Theme 1),
and two dimensions of power (Theme 2). Power type 2 operationalised the concept
of discourse. The draft questionnaire was refined into a final questionnaire in two
phases. Phase 1 used qualitative data from reference and focus groups analysed
using aspects of grounded theory and thematic analysis. Phase 2 integrated the
recommendations of reference and focus groups when discussing a pre-test and
pilot which led to the final questionnaire which, finally, was tested for validity,
unidimensionality and reliability.
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CHAPTER 4

STUDY 2- METHOD

Overview of study 2
Study 2 delivered the final questionnaire developed in study 1 to participants in a
range of Home and Community Care funded projects. This chapter outlines the
methodology of study 2. It commences with a discussion of the selection of
participants, the measures used to examine themes 3, 4 and 5 of the second research
question and the design and procedure. It concludes with an outline of the data
analysis used. The results of study 2 are reported in Chapter 5.
Participants
Projects selected
The four projects selected were the City of Playford Day Activity project, the City
of Playford Home Assist project, the Town of Gawler Day Activity project and the
Town of Gawler Home Assist project, which, at the time the study was conducted,
had thirty eight, forty two, forty eight and forty five participants respectively.
The reason for selecting the local government areas of the City of Playford and
Town of Gawler was that they were in many ways representative of broader older
Australia, as discussed in Section 2 Chapter 3. The selection of the particular
HACC funded projects offered by these local governments in study 2 is explained
by reference to the research question. Amongst other things the research question
requires an examination of whether there is a significant decrease in the level of
social isolation after intervention by those HACC projects that have countering
social isolation as a primary purpose and those HACC projects that do not have
countering social isolation as a primary purpose. The Day Activity HACC projects
selected in this study had countering social isolation as their primary purpose by
developing new supplementary and enhancing established social links between
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participants, families, friends and other groups (Weiss, 1973). This occurred by
assisting the group to set up a range of social activities, such as afternoon teas,
barbecues, dances, art classes and outings. Home Assist HACC projects did not and
instead had improving independence as a primary purpose, by providing
maintenance and housekeeping services, including workers who performed minor
plumbing repairs and did the laundry. This improvement in independence may
encourage people to engage more.
These four projects shared many features. All were financed from HACC. All
targeted older people in the northern suburbs of Adelaide, South Australia. The
waiting times for all projects were minimal. The Office for the Ageing of the South
Australian Department for Families and Communities evaluated all of these
projects through the ‘Minimum Data Set’ which listed clients and the number of
hours of various categories of services provided to them. All the projects received
clients who either self-referred, were referred by family or friends, or other
agencies.
Finally, all of these projects shared a community development/ community capacity
building focus, namely building within the community the ability for people to
collaboratively enhance social links by using their own existing resources to help
themselves. Work occurred more with groups than individuals and clients were
accorded a significant role in development, delivery and evaluation. Workers
delivered services in a way that enhanced people's autonomy, self-respect, and their
ability to work things out for themselves. Outside experts provided input, but
control was located firmly within the community. For example, workers in the City
of Playford Day Activity project encouraged participants to make use of existing
contacts that some had with the ex service community to foster links between their
programme and the Vietnam Veterans Association (City of Playford, 2006; Town
of Gawler, 2006a, 2006b; B. Brooker (personal communication, June 9, 2006); A.
Greening (personal communication March 26, 2006)).
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Sample size and recruitment
For statistical reasons it is desirable that a reasonable number of participants in the
sample commence and persist through the study. Sarantakos (2005) suggests that
an overall sample size of fifty is reasonable for inferential statistical testing for a
study of pre post design of the type in this thesis. Fifty exceeded the overall sample
size of many of the studies that Findlay (2003) cites when evaluating the
effectiveness of a range of interventions that aim to counter social isolation in older
people. As a lower limit, Cowling (Charles Sturt University personal statistics
consultation, September 21, 2006) indicates that twenty in each group is
acceptable, but not less than ten. Twenty five in each of four groups at
commencement was adopted in the present study. Please note that demographic
details of the participants are outlined at the start of Chapter 5.
At the commencement of the study the researcher recruited by attending at several
specifically allocated times to explain the purposes of the study, what was involved
and answer any questions. Individual clients then self selected by volunteering to
become participants. There was no pressuring or selection by workers or the
researcher of ‘suitable’ participants. Recruitment was found to be challenging.
Many complained of too many intrusive and time consuming surveys in the past.
Greater informality was clearly favoured. The researcher responded by adopting an
increasingly flexible approach to recruitment. He attended various activities at the
centres (morning teas and lunches were especially popular), engaged participants in
general conversation and then tactfully provided information and asked whether
they were interested in completing a questionnaire. Participants also frequently
recruited others leading to a ‘snowballing’ effect. This preference for greater
informality also occurred with obtaining consent. Some provided written informed
consent. Most clearly wanted to contribute, were reluctant to sign the consent
protocol and gave oral consent.
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A related concern was the fall off of participants in study 2 over time. One hundred
participants were recruited just before the intervention. Seventy three (73%)
remained six months after the end of the intervention. From the City of Playford
Day Activity project 25 fell to 19 (76%). From the City of Playford Home Assist
project, Town of Gawler Day Activity project and Town of Gawler Home Assist
project 25 in each fell to 18 (72%) as reported on in Appendix 3 (Table 29). This
fall-off did not appear unreasonable compared to other similar studies (Gardner et
al. 1998; Ross & Leicester 2002). There were many reasons. Some participants
became too ill to continue, some moved and some attended spasmodically
preventing their full participation in the study. Whilst the researcher made every
reasonable attempt to contact those who had moved and was available at the centres
on many occasions, great care needed to be exercised to avoid any impression of
harassment of a particularly vulnerable group of people understandably protected
by care givers. In the end the process was terminated because of diminishing
returns relative to effort undertaken.
Measures
Participants completed a final questionnaire developed from study 1 (see Appendix
2). This examined the three themes. These were how HACC services impact on
social isolation and power, variables that may be associated with and predict social
isolation and power as a predictor of social isolation. Multiple choice questions
elicited quantitative data on these three themes. The questionnaire included five
subscales, three for the three dimensions of social isolation and two for the two
dimensions of power. Objective social isolation was measured with twelve multiple
choice questions with a Cronbach’s alpha of 0.831. Subjective social isolation type
1 was measured with five multiple choice questions with a Cronbach’s alpha of
0.863. Subjective social isolation type 2 was measured by five multiple choice
questions with a Cronbach’s alpha of 0.827. Power type 1 was measured with seven
multiple choice questions with a Cronbach’s alpha of 0.876. Power type 2 was
measured with four multiple choice questions with a Cronbach’s alpha of 0.870
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reported on in Appendix 2 (Tables 24 to 28). Where necessary reverse coding
occurred to ensure each indicator within each dimension was scored in the same
direction (De Vaus, 2002) (see Appendix 2 for codebook). Queries and comments
of participants and their responses to the final two open ended questions constituted
further data on these three themes. These questions were ‘What could be done to
reduce social isolation amongst older people?’ and ‘What advice would you give
older people about how to have a happy and productive older age?’
Design and procedure
Study 2 was of pre and post design where participants completed the same
questionnaire on three occasions, just before intervention by the project, just after
and six months after.
The pre and post design
Both Sarantakos (1998) and Runyon et al. (1994) describe pre and post design as
being one where an assessment of the same participant is taken before and after the
introduction of the experimental variable. Runyon et al (1994) argue that correlated
sample designs (which include before and after designs) are more likely to lead to a
null hypothesis being rejected when it is false compared to independent sample
designs. More specific support for the adoption of a before and after design is
provided by its use by other researchers who assess interventions for socially
isolated older people, including two Canadian studies conducted by Stewart et al.
(2001).
A caution arose during consultations with the co-ordinators of the HACC funded
projects selected (B. Brooker (personal communication, June 9, 2006); A. Greening
(personal communication March 26, 2006)). From an experimental perspective
conducting the first test before the intervention would provide a better baseline by
avoiding early effects of the intervention. Ultimately this argument proved
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decisive, but various concerns needed addressing. Firstly, was the need for
sensitivity in the period before HACC providers had an opportunity to establish a
positive relationship with the participants. The beginning was a very delicate time
where the precautions taken against harm had especial importance. Secondly,
questions concerning having a say, being treated with respect and feeling heard by
HACC providers were not premature because participants had an opportunity to
assess these aspects at an orientation meeting. The orientation meeting occurred
before being tested by the researcher which occurred before the intervention.
Concern is expressed about the possible lack of persistence of interventions that
aim to counter social isolation (Findlay, 2003; Stewart et al., 2001). Several testing
times over an extended time after the intervention would have been ideal. The
overall timetable for this thesis and the long period of time over which participants
presented restricted testing to just before the intervention by the HACC funded
project, just after and 6 months after the second.
Conditions for testing
Posted questionnaires were considered, but past experience by the researcher in
working with older people at Helping Hand raised concerns about many not
completing a posted questionnaire. Originally it was envisaged that the tests were
to be completed by participants on an individual basis with the presence of the
researcher at a place and time that suited the participants. The role of the researcher
was to provide a respectful, relaxed and friendly atmosphere so encouraging the
full involvement by the participant. The emphasis was always to be on assistance
rather than control. Many participants insisted on completing tests in small groups
individually, but with discussion. This may have compromised the obtaining of
individual responses due to a few dominating, but it was demanded by many
participants, clearly encouraged participation and avoided the perception that
participants were being treated disrespectfully or, as one participant put it ‘being
treated like children doing a test’.
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Data analysis
The summation of indicators within each dimension of social isolation and power
There are various justifications for summing indicators within each of the three
dimensions of social isolation and two dimensions of power. One justification is
based on the origins of the indicators in the three dimensions of social isolation in
the literature on social isolation. The definition of social isolation developed in
Section 1 Chapter 5 is based on Gardner et al’s (1998) definition. The indicators in
the dimension of objective social isolation were, with a few small modifications,
similar to those Gardner et al. (1998) use and sum in their questionnaire. The
indicators in the dimension of subjective social isolation type 1 were a selection of
those the UCLA loneliness scale uses and sums (Russell, 1996).
Another justification is based on analogies (De Vaus, 2002). On the one hand, it
can be argued that summing different dimensions of social isolation that are related,
but distinct, is inappropriate just as summing the various characteristics of an
individual, such as height and weight, is inappropriate. On the other hand, it can be
argued that summing the indicators in a single dimension of social isolation is
appropriate just as summing a student’s assessments within a subject to indicate the
student’s understanding of the subject is appropriate. In De Vaus’ (2002) terms the
main difference between these analogies is that height and weight are derived from
no single underlying concept, whereas a student’s marks in various assessments in
a subject are derived from a single underlying concept, namely the student’s grasp
of the subject.
A further justification rests on De Vaus’ (2002) and Cowling’s (Charles Sturt
University personal statistics consultation, September 21, 2006) recommendation
that before a preliminary ‘rough’ scale of indicators derived from the literature can
be summed these indicators need to be refined by the deliberations of reference and
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focus groups, pre testing and piloting and using tests for unidimensionality and
reliability. These refinements were carried out in the two phases of study 1.
Summing between dimensions was not carried out. It is central to the definition of
social isolation in this thesis that the three dimensions of social isolation may not
correlate. For example, despite reporting numerous social contacts a person could
see themselves as socially isolated. Gardner et al. (1998) and Ross and Leicester
(2002) avoid summing their objective and subjective dimensions of social isolation.
Hawthorne (2005) and Cowling (Charles Sturt University personal statistics
consultation, September 21, 2006) advise against summation of dimensions of
social isolation. De Vaus (2002) avoids the summation of the various dimensions of
the similarly complex concept of religiousness.
Selection of inferential statistical tests
Theme 3- The impact of HACC services on social isolation and power
(longitudinal)
Mixed between-within ANOVAs for social isolation.
Serial mixed between- within subjects ANOVAs indicated whether there were
significant differences in the mean scores of the three dependent dimensions of
social isolation (three separate tests for objective social isolation, subjective social
isolation type 1 and subjective social isolation type 2) across three times (within
subjects variable, just before the intervention, just after and six months after the
second) for four interventions (between subjects variable, Day Activity Playford,
Home Assist Playford, Day Activity Gawler, Home Assist Gawler) (Pallant, 2005).
Mixed between-within subjects ANOVAs also enabled an examination of whether
the changes in social isolation scores over time were significantly different for the
various interventions (interaction effect). The three dimensions of social isolation
were considered in three separate mixed between-within subjects ANOVAs. The
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risk of an inflated Type 1 error from performing serial ANOVAs was reduced by a
Bonferroni adjustment of dividing the alpha value (0.05) by the number of tests
intended to be performed (three for the three dimensions of social isolation) which
led to a value of 0.017 (Pallant, 2005).
MANOVA was also performed. The variable settings were identical to those used
with ANOVAs, with the exception that the three dimensions of social isolation
were considered in one MANOVA. Pallant (2005) and Tabachnick and Fidell
(2007) indicate that MANOVA compared to ANOVAs has advantages and
disadvantages. On the one hand under certain conditions MANOVA can detect
what ANOVAs cannot and the problem serial ANOVAs have with inflated type 1
errors is avoided. On the other, MANOVA is more complex, ambiguous and makes
many more assumptions. Furthermore, it was found that MANOVA said much the
same thing as serial ANOVAs. On balance, only serial ANOVAs are reported on,
although MANOVA results are included in the Appendix 3 (Tables 55 to 57).
Pallant (2005) recommends the use of analysis of covariance rather than analysis of
variance when dependent variable scores are influenced by additional variables
(called covariates). Analysis of covariance was not used because only four changes
in the twelve variables were recorded in one hundred participants over the three
time periods included in Appendix 3 (Figure 16).
Mixed between- within ANOVAs for power.
Serial mixed between- within ANOVAs were used to explore whether there were
significant differences in the mean scores of the two dependent dimensions of
power (two separate tests for power type 1 and power type 2) across three times
(within subjects variable, just before the intervention, just after and six months after
the second) for four interventions (between subjects variable, Day Activity
Playford, Home Assist Playford, Day Activity Gawler, Home Assist Gawler). The
two dimensions of power were examined in two separate mixed between-within
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subjects ANOVAs. The risk of an inflated Type 1 error from performing of serial
ANOVAs was reduced by a Bonferroni adjustment of dividing the alpha value
(0.05) by the number of tests intended to be performed (two for the two dimensions
of power) which led to a value of 0.025 (Pallant, 2005). As with the dimensions of
social isolation a MANOVA was also performed for the dimensions of power and
reported on in Appendix 3 (Tables 58 to 60). For the same reasoning as with social
isolation covariance was not analysed.
Theme 4- Variables that may be associated with and predict social isolation (crosssectional).
Correlations.
Twelve variables are associated with social isolation in the literature (see Section 1
Chapter 4). For Pearson product-moment correlation coefficients and multiple
regressions the dependent variable must be continuous, although independent
variables can be dichotomous (De Vaus, 2002; Pallant, 2005). The three
dimensions of social isolation were the summation of ordinal indicators and so
were effectively continuous (De Vaus, 2002). Gender, having no pets, transport
problems and being of non English speaking background were already
dichotomous variables. For increasing age, Pearson’s R was selected because, with
the exception of 85 plus, the age ranks were of equal size so age was treated as a
continuous variable. No participant reported being less than 65 years of age. For
low income no participant reported a gross income in the third category of greater
than or equal to $500 per week so this variable became dichotomous. Whilst it was
anticipated that some of the participants could have been on a waiting list for long
periods for HACC services none were found to be so this was not reported on. For
caring for someone, cross tabulations were used because it was found that caring
for grandchildren was associated with low levels of social isolation, whereas caring
for a spouse or sibling was associated with high levels of social isolation
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Being never married, divorced or widowed, childlessness, living alone and poor
health were recoded by having categories collapsed into dichotomous variables as
outlined in the codebook (see Appendix 2) in accord with the literature (Section 1
Chapter 4). This is a substantive approach to recoding where the closeness of ‘fit’
to the findings in the literature outweighed the loss of data that collapsing entailed
(De Vaus, 2002; Pallant, 2005).
Cross tabulations.
Other than being on a waiting list for long periods for HACC services where none
were found, cross tabulations were performed for the variables. With these cross
tabulations the three dimensions of social isolation were collapsed into three
approximately equal groups of high, medium and low levels using the SPSS visual
bander (Pallant, 2005).
Multiple regressions.
Multiple regressions were used to explore the interrelationship between various
dichotomous independent variables that may predict the level of three continuous
dependent variables/ dimensions of social isolation (De Vaus, 2002; Pallant, 2005;
SPSS, 2007).
Theme 5- Power as a predictor of social isolation (cross-sectional).
Correlations and multiple regressions.
After correlations were performed multiple regressions explored the
interrelationship between two continuous independent variables (power type 1,
power type 2) that may predict the level of three continuous dependent variables
(objective social isolation, subjective social isolation type 1 and subjective social
isolation type 2).
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Open-ended questions
The responses of participants to the two open ended questions at the end of the
questionnaire were analysed as follows. The responses to each question were
grouped into meaningful categories. The continuous variables of objective social
isolation, subjective social isolation type 1 and subjective social isolation type 2
were collapsed into three approximately equal groups of high, medium and low
levels of social isolation using the SPSS visual bander (Pallant, 2005). The SPSS
cross tabs procedure was performed to determine the numbers of participants that
had high, medium and low levels of a particular dimension of social isolation (three
columns) and various responses (rows). Interpretation of these tables occurred and
included an examination of how the responses of participants with high, medium
and low levels of social isolation fell into the four discourses discussed in Section 1
Chapter 3.
Summary
Study 2 delivered the final questionnaire developed in study 1 to participants in a
range of Home and Community Care funded projects. This chapter outlined the
methodology of study 2. Individual clients of four Home and Community Care
funded projects self selected by volunteering to become participants. Participants
completed a final questionnaire developed from study 1 on three occasions, just
before intervention by the project, just after and six months after. Results were used
to examine themes 3, 4 and 5 of the research question.
Data analysis commenced with summing indicators within each of the three
dimensions of social isolation and two dimensions of power. Mixed between-within
ANOVAs were selected for theme 3 (The impact of HACC services on social
isolation and power), and Pearson product-moment correlation coefficients, cross
tabulations and multiple regressions for theme 4 (Variables that may be associated
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with and predict social isolation) and theme 5 (Power as a predictor of social
isolation). Cross tabulations were also used to analyze the open-ended questions in
the questionnaire. The results of study 2 are reported in Chapter 5.
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CHAPTER 5

STUDY 2- RESULTS

At the start of this chapter descriptive statistics are used to provide a picture of the
participants in study 2 as a whole and this is compared to national data. Differences
between the four groups used are considered. Data screening is outlined and
includes a discussion on data accuracy, missing data, normality, outliers, linearity,
homoscedasticity and multicollinearity. Inferential statistics are then used to
examine the various hypotheses raised in Section 1 Chapter 6, including mixed
between-within ANOVAs, correlations and multiple regressions. This chapter
concludes with the outlining of data obtained from open-ended questions.
Descriptive statistics
Overall description of the participants in study 2.
Tables 1 and 2 outline the overall characteristics of the 100 participants of study 2.
There were slightly more women than men. Age was divided into five groups of
five years each from 65 to greater than or equal to 85. The largest group was 65 to
69. For marital status the largest group were those who reported being widowed
followed by those who were married or living with their partner. Most had children.
Almost half reported living alone (Table 1).
For health more participants reported very good, good or fair health than poor or
very poor health. Consistent with the eligibility criteria for the services from which
the sample members came, most participants (85%) reported having an income of
less than or equal to the Age Pension. None reported an income of $500 or more
per week. The majority reported that they owned no pet. Most people who owned a
pet owned a dog. More than half the sample (61%) reported having no problems
with transport. Transport problems that were identified included a lack of frequency
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of public transport, a lack of adaptations of public transport, that public transport
was too expensive, a lack of adaptations of private transport and that private
transport was too expensive. There were no participants on HACC waiting lists and
none used private services during the waiting period. Most reported speaking
mostly English at home, with a few speaking Italian and Greek. The majority
reported they did not care for others (73%). Of those who reported that they cared
for someone most cared for their spouse, followed by grandchildren, other(s) and a
sibling (Table 2).
Table 1: Demographic characteristics
Pre-intervention %
(N=100)
Gender
- Male : Female
Age
- 65-69
- 70-74
- 75-79
- 80-84
- ≥85
Marital Status
- Married
- Widowed
- Separated or divorced
- Never married
Number of children
-0
-1
-2
-3
-4
-5
Living with someone
- Living alone
- Living with spouse or partner only
- Living with spouse or partner and other(s)
- Other(s)

42: 58
48
24
9
9
10
32
44
18
6
16
20
34
20
5
5
43
33
2
22
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Table 2: Sample characteristics
Pre-intervention %
(N=100)
Reported health
- Very good
- Good
- Fair
- Poor
- Very poor
Income
- ≤ Age Pension
- Between Age Pension and $500pw
Pets
- No pet
- Dog
- Cat
- Bird
- Fish
Transport problem
- No problem
- Public transport lack frequency
- Public transport lack adaptations
- Public transport too expensive
- Private transport lack adaptations
- Private transport too expensive
Language spoken mostly at home
- English
- Italian
- Greek
Caring for someone
- Not a carer
- Caring for spouse
- Caring for grandchildren
- Caring for sibling
- Caring for other(s)

11
27
25
24
13
85
15
66
15
9
3
7
61
9
9
7
6
8
92
6
2
73
15
6
1
5
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Comparison to national data
The demographic characteristics of this sample was compared to available
Australian Institute of Health and Welfare (2007b) and Australian Bureau of
Statistics (2007a) data as described in Table 3.
Table 3: Demographic characteristics of participants in study 2 compared to Australian
Institute of Health and Welfare (2007b) and Australian Bureau of Statistics (2007a)
studies
Variable
Gender Increasing % Never
%
% % Poor % Low
%
age
married, Childlessness Living
health income
women
% ≥85 divorced or
alone
widowed

a

%
% No
pets Transport

% Non
English % Caring for
problems
speaking
someone
background

% Participants
of study 2

58

10

68

16

43

37

85

66

39

8

27

Participants in
other studies

55a

12a

57a

11b

29b

33a

70a

52b

21a

14a

19a

AIHW (2007b), bABS (2007a)

The demographic characteristics of participants in study 2 appeared similar to Australian
wide surveys.

Differences between the four groups of participants in study 2.
The one hundred participants in study 2 were divided into four groups with twenty five in
each who were clients of four HACC funded projects. Mixed between-within subjects
ANOVAs assume that the participants are randomly allocated to different interventions
(Pallant, 2005). This did not occur. Workers referred people to the Day Activity projects
who they saw as socially isolated because these projects had reducing social isolation as a
primary purpose. Workers referred people to the Home Assist projects who they saw as
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needing improved independence. Consequently it was necessary to ask whether there
were significant differences between the groups undergoing different interventions just
before those interventions occurred. Cross tabulations of eleven of the twelve variables
identified as possibly being associated with social isolation were performed. The first is
presented in Table 4. The others are included in Appendix 3 (Tables 30-46). Chi square
tests for independence were conducted and are presented in Table 5.
Table 4: Intervention: gender
Intervention
Home Assist Day Activity
Playford %
Gawler %

Gender

Day Activity
Playford %

Male

44.0

40.0

Female

56.0

100.0
(N=25)
Pearson chi-square: = 0.164

Total

Home Assist
Gawler %

Total
%

44.0

40.0

42.0

60.0

56.0

60.0

58.0

100.0
(N=25)

100.0
(N=25)

100.0
100.0
(N=25) (N=100)

Significance: p= 0.983 (Not sig)
Table 5: Pearson chi-squares and significances for intervention: variable
Variable

Pearson chi-square

Significance

Gender
0.164
0.983
Increasing age
5.900
0.921
Never married,
1.571
0.997
divorced or widowed
Childlessness
8.100
0.920
Living alone
3.870
0.920
Poor health
11.873
0.456
Low income
0.235
0.972
No pets
6.797
0.871
Transport problems
0.462
0.927
Non English speaking
0.000
1.000
background
Caring for someone
5.041
0.957
Being on a waiting list for HACC services was not included as none of the participants
indicated they were on a waiting list when asked.
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Chi square tests for independence and significances of these cross tabulations indicated
that the distributions of each of the twelve variables identified as possibly being
associated with social isolation were similar in groups undergoing different interventions
just before the intervention. When these same analyses were repeated on recoded data
still no significances were found between the groups. These cross tabulations are
included in Appendix 3 (Tables 30-46).
For each dimension of social isolation and power ANOVAs were conducted between the
means in groups undergoing different interventions just before the intervention. There
was no statistically significant difference between the means of:
Objective social isolation of four groups before undergoing four different interventions
F(3,96) =0.078, p= 0.972.
Subjective social isolation type 1 of four groups before undergoing four different
interventions F(3,96) =0.046, p = 0.987.
Subjective social isolation type 2 of four groups before undergoing four different
interventions F(3,96)= 0.307, p = 0.820.
Power type 1 of four groups before undergoing four different interventions F(3,96)
=0.530, p = 0.663.
Power type 2 of four groups before undergoing four different interventions F(3,96)=
0.872, p= 0.459 (Table 47).
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Data screening
Data accuracy
Data accuracy was checked by selecting eight questionnaires at random and comparing
these against data base entries. No differences were found.
Multivariate analysis, the basis of the inferential statistics used in this chapter, requires
data to be in a certain form and makes a series of assumptions which need further
examination.
Missing data

Missing data was handled by pairwise deletion which is frequently used in multivariate
analysis (De Vaus, 2002). Cases were only excluded if they were missing the data
required for the specific analysis. All the participants who attempted the questionnaire
completed all the questions so there were no systematic (intentional) or random
(unintentional) missing values. The SPSS procedure involved the ‘Options’ button in the
statistical procedure (Pallant, 2005; SPSS, 2007).
Normality
With the exception of dichotomous independent variables in multiple regressions, the
parametric tests used in this data analysis were based on the assumption that variables
were normally distributed in the population and measured at interval or ratio levels (De
Vaus, 2002; Pallant, 2005; Runyon et al., 1994; Sarantakos, 2005). Dimensions of social
isolation and power were treated as being at interval level because they were based on a
series of summated ordinal indicators (De Vaus, 2002).

147

Each of these dimensions was examined overall and for the four interventions over the
three times for the fit between the distribution of their scores and the assumption of
normality. An examination of the histograms and normal Q-Q plots revealed possible
problems with normality in some variables. These were further investigated using
normality statistics of skewness and kurtosis which are outlined in Table 6.
Given the results of these normality statistics, the literature points to a couple of
approaches. The data can be allowed to stand, but this may lead to a violation of
assumptions. The data can be transformed to more closely resemble a normal distribution,
but transformations are not always recommended because they can increase the difficulty
of interpretation (Pallant, 2005; Tabachnick & Fidell, 2007). The data was allowed to
stand because either the skewness was less than four whilst the Kolmogorov-Smirnov
statistic was not significant or the skewness was less than four and the KolmogorovSmirnov statistic was significant, but the former outweighed the latter (Table 6)
(Tabachnick & Fidell, 2007). Another reason for letting it stand was that in the Normal
Probability Plot the points lay in a reasonably diagonal line from bottom left to top right
suggesting normality.
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Table 6: Skewness, kurtosis, Kolmogorov-Smirnov statistic and significance for
dimensions of social isolation and power: intervention: time

Dimension of social
isolation and power
Objective social
isolation
Day Activity- Playford
Home Assist- Playford
Day Activity- Gawler
Home Assist- Gawler
Overall

Just before intervention
Skew Kurtosis K S

Time
Just after intervention
Skew Kurtosis K S

Skew

-0.460
-0.288
-0.503
-0.794
-0.496

-0.480
-0.416
-0.455
0.104
-0.447

0.310
0.141
0.149
0.147
0.128 ***

-0.393
-1.126
-1.799
-2.035
-1.310

1.003
0.456
2.733
5.824
1.594

0.132
0.232 **
0.274 ***
0.269 ***
0.206 ***

-0.825
-0.736
-1.073
-1.272
-0.799

-0.076
-1.107
0.262
2.263
-0.264

0.158
0.246 **
0.237 **
0.201
0.201 ***

-0.331
-0.034
-0.543
-0.317
-0.296

-0.363
-1.115
0.071
-0.858
-0.608

0.128
0.145
0.224 **
0.157
0.152 ***

-0.294
-0.138
-0.189
-0.613
-0.309

-0.010
-1.129
-1.044
-0.491
-0.726

0.121
0.137
0.176
0.175
0.153 ***

-0.547
-0.109
-0.306
-0.199
-0.129

-0.458
-1.486
-1.235
-1.210
-1.124

0.166
0.201
0.184
0.188
0.151 ***

0.192
0.075
-0.161
-0.144
0.000

-0.394
-0.408
0.052
-0.006
-0.337

0.091
0.147
0.180 *
0.195 *
0.145 ***

0.674
-0.269
0.381
0.137
0.381

0.527
1.005
-0.112
-0.924
0.051

0.113
0.151
0.157
0.133
0.127 **

0.491
0.135
0.876
0.183
0.365

-0.0508
-1.154
0.982
-0.138
-0.180

0.153
0.230 *
0.192
0.147
0.134 **

0.650
0.092
0.472
0.452
0.454

-0.427
-0.636
0.446
0.440
-0.053

0.158
0.209 **
0.189 *
0.192 *
0.140 ***

0.022
-0.126
0.163
0.364
0.184

-1.166
-0.742
-1.177
0.437
-0.828

0.126
0.136 .
0.144 .
0.148
0.096

0.495
-0.112
0.104
0.690
0.222

-1.197
-0.936
-1.419
0.907
-0.825

0.221 *
0.147
0.137
0.158
0.101

-0.348
-0.163
0.325
0.362
0.041

-0.549
-0.539
-1.215
-1.013
-1.033

0.139
0.100
0.136
0.139
0.103 *

-0.496
-0.167
-0.047
-0.247
-0.238

-0.503
-0.171
-0.139
-0.669
-0.529

0.157
0.107
0.128
0.135
0.027

-0.437
-0.631
-0.611
-0.125
-0.340

-0.991
0.030
0.647
-1.035
-0.616

0.150
0.171
0.182
0.148
0.122 **

Six months after second
Kurtosis
KS

Subjective social
isolation type 1
Day Activity- Playford
Home Assist- Playford
Day Activity- Gawler
Home Assist- Gawler
Overall

Subjective social
isolation type 2
Day Activity- Playford
Home Assist- Playford
Day Activity- Gawler
Home Assist- Gawler
Overall

Power type 1
Day Activity- Playford
Home Assist- Playford
Day Activity- Gawler
Home Assist- Gawler
Overall

Power type 2
Day Activity- Playford
Home Assist- Playford
Day Activity- Gawler
Home Assist- Gawler
Overall

*p<0.05, ** p<0.01, *** p<0.001
Skewness < 4 suggests adequately normal distributions
K-S statistic significance > 0.05 suggests normality
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Outliers
Outliers can be removed entirely, allowed to stand or changed to less extreme values
(Pallant, 2005). SPSS Box plots were used to identify univariate outliers for the three
dimensions of social isolation and two dimensions of power, but where they occurred
they were allowed to stand because they were not defined as ‘extreme’ by SPSS in the
Box plots, where extreme is more than 3 box lengths from the edge of the box containing
50% of cases, and the mean and 5% trimmed mean were very similar (Pallant, 2005)
(Table 48).
Multiple regressions were also checked for multivariate outliers using the p < .001
criterion for the Mahalanobis distances (Tabachnick & Fidell, 2007; Pallant, 2005). None
of the Mahalanobis distances were greater than the critical value of χ2 (5) = 20.52 for the
five variables that may be associated with social isolation and χ2 (2) = 13.82 for the two
dimensions of power that may be associated with social isolation. Cases were also
assessed for influence of outliers over the regression models by examination of the
Cook’s distance values. Since none of these exceeded one, no cases were identified as
having undue influence (Tabachnick & Fidell, 2007) (Table 49).
Linearity, Homoscedasticity and Multicollinearity
Examination of both normal and residual scatterplots showed adequate linearity between
variables. In the Scatterplot of standardised residuals the residuals roughly formed a
rectangle which indicated homoscedasticity. There was adequate homoscedasticity
because in all cases the width surrounding the plots of the residuals was approximately
equal at all values of the predicted variable (Tabachnick & Fidell, 2007).
The correlation matrixes and collinearity statistics of regressions predicting scores for the
dependent variables/ dimensions were assessed for multicollinearity and singularity. The
relationship between the independent variables is outlined in Table 7.
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Table 7: Pearson Correlations between variables associated with social isolation
Independent variable

1.

2.

1. Gender
2. Increasing age

-.033
-.033

3.
-.024
-.252 *

Independent variable
5.
6.
7.

4.
.071

.120

-.274 ** -.241*
.124

-.107

.017

-.363 *** -.256 *

8.

9.

-.074

-.182

-.102

-.220 *

-.235*

.074

3. Never married, divorced or widowed -.024

-.252 *

4. Childlessness

.071

-.274 **

.124

5. Living alone

.120

-.241 *

.596 **

6. Poor health

-.107

7. Low income

.017

-.256 *

.432 *** .183

.365*** .264 **

8. No pets

-.074

-.220 *

.277 **

.198 *

.197*

.244 *

.526 ***

9. Transport problems

-.182

-.235 *

.109

.210 *

.134

.237 *

.336 **

.401 **

10. NESB

-.102

.074

.044

-.033

.003

.124

.134

-.363 *** .348 **

.596** .348 ** .432 ***

.277 **

.109

.044

.172

.198 *

.210*

-.028

.197 *

.134

-.033

.244 *

.237*

.003

.172
.231 *

-.028

10.

.231 *

.183

.338 ** .365 ***
.338**

.264 **

.526 *** .336**

.124

.401*** .134

* p<0.05, **p<0.01, *** p<0.001
The relationship between the independent variables should not be so strong as to suggest
singularity (Pearson correlation > 0.7) (Pallant, 2005). These criteria were satisfied
(Table 7). The Pearson correlation between power type 1 and power type 2 was 0.467.
Since there were no tolerance values less than 0.1 and variances exceeding 10, no
multicollinearity problems were evident (Pallant, 2005).
Psychometrics of study 2
Each indicator of each scale has to be unidimensional and reliable. As previously
discussed, for unidimensionality De Vaus (2002) recommends that the indicator-to-scale
coefficient needs to be greater than 0.3 and for reliability Cronbach’s alpha needs to be
greater than 0.7. All indicators/ questions for the three dimensions of social isolation and
two dimensions of power in study 2 over the three time periods satisfied these criteria and
are included in Appendix 3 (Tables 50-54). Cronbach’s alphas are outlined in Table 8.
The test-retest reliability is good.
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.067
.067

Table 8: Cronbach’s alpha: subscale: time
Dimension of social isolation and
power
Objective social isolation
Subjective social isolation type 1
Subjective social isolation type 2

Cronbach’s alpha
just before
intervention
0.821
0.918
0.890

Cronbach’s alpha
just after
intervention
0.822
0.893
0.874

Cronbach’s alpha
six months after
intervention
0.819
0.914
0.845

Power type 1
Power type 2

0.899
0.917

0.903
0.928

0.925
0.852

Inferential statistics
Theme 3- The impact of HACC services on social isolation and power (longitudinal)
Hypotheses 3a and 3b
A single mixed between-within subjects ANOVA for each dimension of social isolation
was used to test hypotheses 3a and 3b. Hypothesis 3a is that there is a significant
decrease in the level of social isolation post-intervention compared to pre-intervention
and a further decrease at 6 month follow-up by those HACC projects that have countering
social isolation as a primary purpose. Hypothesis 3b is similar, but concerns those HACC
projects that do not have countering social isolation as a primary purpose.
Descriptive statistics are outlined in Table 9. Compared to the mean scores of the three
dimensions of social isolation just before the commencement of each intervention, there
was a significant decrease at just after the intervention and another significant decrease
six months after the second (Table 9).
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Table 9: Means for dimensions of social isolation: intervention: time
Dimension of social isolation

Objective social isolation

Subjective social isolation type 1

Subjective social isolation type 2

Mean just before
intervention

Mean just after
intervention

Mean six months
after second

Significance

Intervention
Day Activity- Playford

30.79

27.32

25.53

*

Home Assist- Playford

30.06

27.22

26.22

*

Day Activity- Gawler

30.78

28.33

26.89

*

Home Assist- Gawler

31.00

28.44

26.39

*

Overall

30.66

27.82

26.25

*

Day Activity- Playford

16.95

16.79

14.63

*

Home Assist- Playford

15.11

13.67

12.22

*

Day Activity- Gawler

16.61

15.28

13.61

*

Home Assist- Gawler

16.61

15.39

13.39

*

Overall

16.33

15.30

13.48

*

Day Activity- Playford

15.00

13.89

12.79

*

Home Assist- Playford

12.78

11.28

10.06

*

Day Activity- Gawler

13.67

12.44

10.89

*

Home Assist- Gawler

14.22

12.61

11.50

*

Overall

13.93

12.58

11.33

*

*p<0.05
The means in this table involve pairings.
Statistically significant effects over time were detected for the three dimensions of social
isolation. There was a significant main effect of time for objective social isolation. This
was indicated by a Wilk’s Lambda = 0.220, F(2,68) = 120.5, p= 0.000, partial eta² =
0.780. There was a significant main effect of time for subjective social isolation type
1.This was indicated by a Wilk’s Lambda = 0.337, F(2,68) = 66.864, p= 0.000, partial
eta² = 0.663. There was a significant main effect of time for subjective social isolation
type 2.This was indicated by a Wilk’s Lambda = 0.318, F(2,68) = 73.059, p= 0.000,
partial eta² = 0.682.
There was no interaction effect. No statistically significant differences over time were
detected in the groups receiving different interventions for the three dimensions of social
isolation. There was no interaction effect for objective social isolation. This was indicated
by a Wilk’s Lambda = 0.891, F(6,136) = 1.346, p= 0.241, partial eta² = 0.056. There was
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no interaction effect for subjective social isolation type 1. This was indicated by a Wilk’s
Lambda = 0.924, F(6,136) = 0.913, p= 0.488, partial eta² = 0.039. There was no
interaction effect for subjective social isolation type 2. This was indicated by a Wilk’s
Lambda = 0.952, F(6,136) = 0.566, p= 0.757, partial eta² = 0.024.
No statistically significant effects over time for different interventions were detected for
the three dimensions of social isolation. No statistically significant effects over time for
different interventions were detected for objective social isolation. This was indicated by
F(3,69) = 0.477, p = 0.700, partial eta² = 0.020. No statistically significant effects over
time for different interventions were detected for subjective social isolation type 1. This
was indicated by F(3,69) = 1.413, p = 0.246, partial eta² = 0.058. No statistically
significant effects over time for different interventions were detected for objective social
isolation. This was indicated by F(3,69) = 1.980, p = 0.125, partial eta² = 0.079.
There were statistically significant overall decreases in the means of the three dimensions
of social isolation over time in all interventions. Although there were differences between
the different interventions they were not significant (Bonferroni adjustments performed).
Hypotheses 3c and 3d
A single mixed between-within subjects ANOVA for each dimension of power was used
to test hypotheses 3c and 3d. Hypothesis 3c is that there is a significant increase in the
level of power post-intervention compared to pre-intervention and a further increase at 6
month follow-up by those HACC projects that have countering social isolation as a
primary purpose. Hypothesis 3d is similar, but concerns those HACC projects that do not
have countering social isolation as a primary purpose
Descriptive statistics are outlined in Table 10.
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Table 10: Means for dimensions of power: intervention: time
Dimension of power

Power type 1

Power type 2

Mean just before
intervention

Mean just after
intervention

Mean six months
after second

Significance

Intervention
Day Activity- Playford

19.16

21.58

23.00

*

Home Assist- Playford

18.61

20.72

23.06

*

Day Activity- Gawler

18.11

19.33

20.94

*

Home Assist- Gawler

18.50

19.28

20.22

*

Overall

18.60

20.25

21.82

*

Day Activity- Playford

11.16

13.00

14.21

*

Home Assist- Playford

12.50

13.72

15.39

*

Day Activity- Gawler

10.06

12.17

13.50

*

Home Assist- Gawler

10.28

12.83

13.78

*

Overall

11.00

12.93

14.22

*

*p<0.05
The means in this table involve pairings.
Compared to the mean scores of the two dimensions of power just before the
commencement of each intervention, there was a significant increase at just after the
intervention and another significant increase six months after the second (Table 10).
Statistically significant effects over time were detected for the two dimensions of power.
There was a significant main effect of time for power type 1. This was indicated by a
Wilk’s Lambda = 0.433, F(2, 68) = 44.539, p= 0.000, partial eta² = 0.567. There was a
significant main effect of time for power type 2. This was indicated by a Wilk’s Lambda
= 0.428, F(2, 68) = 45.452, p= 0.000, partial eta² = 0.572.

There was no interaction effect. No statistically significant differences over time were
detected in the groups receiving different interventions for the two dimensions of power.
There was no interaction effect for power type 1. This was indicated by a Wilk’s Lambda
= 0.874, F(6,136) = 1.582, p= 0.157, partial eta² = 0.065. There was no interaction effect
for power type 2. This was indicated by a Wilk’s Lambda = 0.951, F(6,136) = 0.574, p=
0.750, partial eta² = 0.025.

155

No statistically significant effects over time for different interventions were detected for
the two dimensions of power. No statistically significant effects over time for different
interventions were detected for power type 1. This was indicated by F(3,69) = 0.871, p =
0.461, partial eta² = 0.036. No statistically significant effects over time for different
interventions were detected for power type 2. This was indicated by F(3,69) = 1.351, p =
0.265, partial eta² = 0.055.
There were statistically significant overall increases in the levels of the two dimensions
of power over time in all interventions. Although there are differences between the
different interventions they were not significant (Bonferroni adjustments performed).
The varied journey of individual participants
Correlations were performed between the three dimensions of social isolation just before
the intervention and are shown in Table 11.
Table 11: Pearson correlations between the three dimensions of social isolation
Dimension of social isolation
Dimension of social isolation

Objective
social
isolation

Objective social isolation

Subjective social
isolation type 1

0.559**

Subjective social isolation type 1

0.559**

Subjective social isolation type 2

0.491**

Subjective social
isolation type 2

0.491**
0.594**

0.594**

**p< 0.01 (2-tailed).
Although the three dimensions of social isolation just before the intervention were
significantly correlated, they were not highly correlated (r ≥ 0.9) so did not show
multicollinearity (Pallant, 2005) (Table 11). Furthermore, although there were
statistically significant decreases in the levels of social isolation over time in all
interventions, there were variations for individual participants.
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It was found that several participants did not have continuous changes in the dimensions
of social isolation. A full table of these movements is included in the Appendix 3 (Table
61). In terms of the definition of social isolation this thesis develops, just before the
intervention participants 43, 50 and 94 were ‘adapted’ because they had high levels of
objective, but low levels of subjective dimensions of social isolation according to the
SPSS visual bander (Pallant, 2005). Just after the intervention participants 43 and 94
were ‘deprived’ because they had high levels of both objective and subjective dimensions
of social isolation. These participants were not available after 6 months to assess whether
they achieved ‘well-being’ with low levels of both objective and subjective dimensions of
social isolation. The ramifications of this will be discussed in Section 3.
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Theme 4- Variables that may be associated with and predict social isolation (crosssectional).
Hypothesis 4
Correlations, cross tabulations and multiple regressions were used to test hypothesis 4.
Hypothesis 4 is that there is a significant association between social isolation measured
pre-intervention by HACC funded projects and twelve variables.
Correlations
Correlation statistics were conducted between ten of the twelve variables associated with
social isolation in the literature (Section 1 Chapter 4) and the three dimensions of social
isolation and presented in Table 12. No one was on a waiting list for long periods for
HACC services. Caring for someone is discussed in a cross tabulation shortly (Table 16).
Table 12: Pearson Correlations for variables with dimensions of social isolation
Independent variable
Dimension Gender Increasing Never
Childlessness Living
Poor
Low
of social
age
married,
alone
health
income
isolation
divorced
or
widowed

No pets Transport
problems

Non English
speaking
background

Objective
social
isolation

0.136

0.540 *** -0.507 ***

-0.340 **

-0.409*** -0.539 *** -0.596 *** -0.623 *** -0.511***

-0.022

Subjective
social
isolation
type 1

0.003

0.276 **

-0.196

-0.294 **

-0.270** -0.321 *** -0.384 *** -0.395 *** -0.451***
.

-0.073

Subjective
social
isolation
type 2

0.004

0.329 **

-0.270 **
.

-0.343 *** -0.183

-0.399 *** -0.364 *** -0.323 **

-0.352***

*p<0.05, **p<0.01, ***p<0.001 Sample size for all comparisons 100
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-0.137

Six variables were significantly correlated with three dimensions of social isolation.
There was a statistically significant strong positive correlation between increasing age
and the three dimensions of social isolation. Increasing age was associated with increases
in the three dimensions of social isolation. There was a statistically significant strong
negative correlation between childlessness, poor health, low income, no pets and
transport problems and the three dimensions of social isolation. Bearing in mind the
coding in the questionnaire and recoding, childlessness, poor health, low income, no pets
and transport problems were associated with increases in the three dimensions of social
isolation (Table 12).
Two variables were significantly correlated with two dimensions of social isolation.
There was a statistically significant strong negative correlation between being never
married, divorced or widowed and both objective social isolation and subjective social
isolation type 2. Never married, divorced or widowed was associated with increased
objective social isolation and subjective social isolation type 2. There was a statistically
significant strong negative correlation between living alone and both objective social
isolation and subjective social isolation type 1. Living alone was associated with
increased objective social isolation and subjective social isolation type 1 (Table 12).
Two variables were not significantly correlated with any of the dimensions of social
isolation: gender and being of non English speaking background (Table 12).
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Cross tabulations
Cross tabulations for the ten variables used for correlations and the three dimensions of
social isolation were performed. The first is presented in Table 13. The others are
included in the Appendix 3 (Tables 62 to 80). Chi square tests for independence were
conducted and are outlined in Table 14. There was no recoding performed for gender,
increasing age, low income, having no pets, transport problems and being of non English
speaking background. Recoding of being never married, divorced or widowed,
childlessness, living alone and poor health only slightly affected the significance levels of
the tests so only the results for recoded variables are included.
Table 13: Objective social isolation time 1 (banded): gender
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Gender

<29 Low
%

Male

50.0

42.1

36.8

42.0

Female

50.0

57.9

63.2

58.0

100.0
(N=24)
Pearson chi-square: = 1.046

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.593 (Not sig)
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Table 14: Chi squared tests for independence for variables with dimensions of social
isolation banded into high medium and low levels
Increasing
age

Independent variable
Never
Childlessness Living
Poor
married,
alone
health
divorced
or
widowed

Dimension
of social
isolation

Gender

Objective
social
isolation

1.046

33.312 *** 29.010 ***

Subjective
social
isolation
type 1

0.263

29.957 *** 0.946

9.935 **

6.142* 19.683*** 14.559 ** 14.292 **

Subjective
social
isolation
type 2

0.298

16.069 *

9.427 **

2.682

3.529

Low
income

No pets

Transport
problems

Non
English
speaking
background

11.222 *** 21.980***31.510*** 31.269 *** 33.458 *** 22.990***

12.159*** 14.795 ** 10.872 **

0.005

19.918***

0.546

9.962**

0.623

*p< 0.05, **p<0.01, ***p<0.001
The chi square tests were in accordance with the Pearson R’s, with the exception of
caring for someone where a Pearson R was not conducted (Tables 12 and 14).
Transport problems and caring are broken down into type. Caution is warranted in
interpreting the results in these tables due to the small numbers in many of the
cells.
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Type of transport problem.
Three cross tabulations between the three dimensions of social isolation and the six
categories of type of transport problem were performed. The cross tabulation for
objective social isolation is presented in Table 15.
Table 15: Objective social isolation time 1 (banded): type of transport problem
Type of transport problem
No transport problem
Public transport lack frequency
Public transport lack adaptations
Public transport too expensive
Private transport lack adaptations
Private transport too expensive
Total

Objective social isolation (banded)
<29 Low 29 - 31 Medium
≥32 High
%
%
%
100.0
.0
.0
.0
.0
.0
100.0
(N=24)

57.9
15.8
7.9
5.3
.0
13.2
100.0
(N=38)

39.5
7.9
15.8
13.2
15.8
7.9
100.0
(N=38)

Pearson chi-square= 34.123.
Significance: p= 0.000.
None of the participants with low levels of objective social isolation reported a
transport problem. Most of those with high levels reported transport problems. In
decreasing order these were a lack of adaptations in public transport, a lack of
adaptations in private transport, public transport being too expensive, private
transport being too expensive and the lack of frequency of public transport (Table
15). Whilst provision was made in the data file for multiple responses for transport
problems, there were a limited number of second and still fewer third comments
and when this did occur these comments were by and large consistent with the first.
The cross tabulations for subjective social isolation types 1 and 2 show similar
trends and are included in Appendix 3 (Tables 75 and 76).
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Caring for someone.
The relationship between caring for someone and the three dimensions of social
isolation was examined using non parametric cross tabulations because there were
five categories of caring for someone. The cross tabulation for objective social
isolation is presented in Table 16.
Table 16: Objective social isolation time 1 (banded): caring for someone
Caring for someone
No
Spouse
Grandchildren
Sibling
Other
Total

Objective social isolation (banded)
<29 Low 29 - 31 Medium
≥32 High
%
%
%
83.3
8.3
8.3
.0
.0
100.0
(N=24)

86.8
.0
7.9
.0
5.3
100.0
(N=38)

52.6
34.2
2.6
2.6
7.9
100.0
(N=38)

Pearson chi-square: = 23.906
Significance: p= 0.002 (Sig)
Caring for their spouse was reported by more than a third of those with high levels
of objective social isolation, none with medium levels and less than a tenth with
low levels. The percentages who reported caring for grandchildren were much
lower and reversed (Table 16). The cross tabulations for subjective social isolation
types 1 and 2 show similar trends and are included in Appendix 3 (Tables 79 and
80).
Multiple regressions
Twelve variables are derived from the literature as predictors of social isolation.
Four were excluded due to a lack of a significant relationship with social isolation
leaving eight independent variables. In a multiple regression the independent
variables should show at least some relationship with the dependent variable. These
163

criteria were largely satisfied. Increasing age and childlessness with subjective
social isolation type 1 and never married, divorced or widowed and living alone
with subjective social isolation types 1 and 2 were on the border (Tables 12 and
18). However, Pallant (2005) argues that multiple regressions are appropriate as
long as most of the variables satisfy these criteria.
A critical consideration with multiple regressions is the sample size needed to
examine the number of independent variables. There were eight variables for one
hundred participants. The literature suggests a number of approaches.
Pallant (2005) and Tabachnick and Fidell (2007) mention the N≥ 50 + 8m formula.
For multiple regressions the sample size has to be greater than fifty plus eight times
the number of independent variables. Since one hundred people participated in
study 2 this criteria allowed for six independent variables. Maxwell (2000) includes
other rules, such as the 10:1 rule, which would make eight variables possible.
Using two multiple regressions each with four variables raises the concern of the
criteria for which variable goes into which MR. A point that is repeatedly made in
the literature is the need for some sort of theoretical justification, as distinct from a
statistical justification, behind variable selection (Pallant, 2005; Tabachnick and
Fidell, 2007). There is a justification for using the eight variables because these are
derived from the literature. However, there is no justification for a specific order or
allocation. Using strategies within multiple regressions raises issues. Tabachnick
and Fidell (2007, p. 123, 139) warn that using stepwise MR, in which the order of
entry of variables is based solely on statistical criteria, is ‘controversial’ due to the
lack of a theoretical basis and, in any event, they caution that an even larger sample
than that specified by the ‘8m’ formula is required. Sequential/hierarchical MR
requires the researcher to assign the order of entry of variables, but there needs to
be a theoretical basis for doing this. Eliminating two additional variables is a
possibility, but there is no justification for eliminating any of the eight variables.
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On balance it was decided to examine how well eight variables predicted the three
dimensions of social isolation before any HACC intervention commenced using a
single multiple regression for each dimension of social isolation. The 10:1 rule
provided some support for this strategy, but the results needed to be interpreted
with caution.
The model that included the eight variables discussed explained 72.1% of the
variance of objective social isolation, R2 = 0.744, adjusted R2 = 0.721, F(8,91) =
32.978, p = 0.000. The model that included the eight variables discussed explained
28.4% of the variance of subjective social isolation type 1, R2 = 0.342, adjusted R2
= 0.284, F(8,91) = 5.910, p = 0.000. The model that included the eight variables
discussed explained 27.0% of the variance of subjective social isolation type 2, R2
= 0.329, adjusted R2 = 0.270. F(8,91) = 5.585, p = 0.000.
Standardised betas and significances are shown in Table 17. Further information,
including t statistics, the confidence intervals and the SEB are outlined in Appendix
3 (Tables 81-83).
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Table 17: Standardised betas as a measure of the statistically significant unique
contribution of the eight independent variables to the three dimensions of social isolation
Dimension of
social
isolation

Increasing age

Objective
social
isolation

0.245 ***

Subjective
social
isolation
type 1
Subjective
social
isolation
type 2

Never
married,
divorced or
widowed

Childlessness

Independent variable
Living
Poor
alone
health

Low
income

No pets

Transport
problems

-0.184*

-0.072

-0.017

-0.203 **

-0.163*

-0.286***

-0.199**

0.056

0.079

-0.129

-0.127

-0.120

-0.134

-0.146

-0.271**

0.104

-0.104

-0.195*

0.100

-0.223 *

-0.151

-0.053

-0.164

*p<0.05, **p<0.01, ***p<0.001
Increasing age, never married, divorced or widowed, poor health, low income, no
pets and transport problems made statistically significant strong unique
contributions for objective social isolation. Transport problems made statistically
significant strong unique contributions for subjective social isolation type 1.
Childlessness and poor health made statistically significant strong unique
contributions for subjective social isolation type 2 (Table 17).
Theme 5- Power as a predictor of social isolation (cross-sectional)
Hypothesis 5
Correlations and multiple regressions for each dimension of social isolation were
used to test hypothesis 5. Hypothesis 5 is that people’s level of power will
significantly negatively predict their level of social isolation pre-intervention by
HACC funded projects.
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Correlations
Correlations were calculated between the dimensions of social isolation and
dimensions of power and are given in Table 18.
Table 18: Pearson Correlations for dimensions of social isolation with dimensions
of power
Dimension of social
isolation

Dimension of power
Power type 1
Power type 2

Objective social
isolation

-0.609 ***

-0.728***

Subjective social
isolation type 1

-0.490 ***

-0.511***

Subjective social
isolation type 2

-0.415 ***

-0.486***

***p< 0.001 (2 tailed).
Both dimensions of power were significantly correlated with the three dimensions
of social isolation (Table 18).
Multiple regressions
These three multiple regressions examined how well the two dimensions of power
(power type 1 and power type 2) predicted the three dimensions of social isolation
(objective social isolation, social isolation type 1 and social isolation type 2) before
any HACC funded intervention commenced (Pallant, 2005).
The model that included the two dimensions of power explained 61.5% of the
variance of objective social isolation, R2 = 0.622, adjusted R2 = 0.615, F(2, 97) =
79.926, p = 0.000. The model that included the two variables discussed explained
32.8% of the variance of subjective social isolation type 1, R2 = 0.342, adjusted R2
= 0.328, F(2,97) = 25.182, p=0.000. The model that included the two variables
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discussed explained 26.7% of the variance of subjective social isolation type 2, R2
= 0.282, adjusted R2 = 0.267, F(2,97) = 19.034, p = 0.000.
Standardised betas and significances are shown in Table 19. Further information,
including t statistics, the confidence intervals and the SEB are outlined in Appendix
3 (Tables 84-86).
Table 19: Standardised Betas as a measure of the statistically significant unique
contribution of the two dimensions of power to the three dimensions of social
isolation
Dimension of social
isolation

Dimension of power
Power type 1
Power type 2

Objective social
isolation

-0.344 ***

-0.568***

Subjective social
isolation type 1

-0.321 **

-0.361***

Subjective social
isolation type 2

-0.241 *

-0.374***

*p< 0.05, **p<0.01, ***p<0.001
Both dimensions of power made statistically significant strong contributions to the
three dimensions of social isolation. Power type 2 made a consistently greater
strong unique contribution than power type 1 to the three dimensions of social
isolation (Table 19).
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Open ended questions
As outlined in the methodology section, some open-ended questions were included
in the questionnaire to elaborate on themes 4 and 5. Responses to these open ended
questions, which were administered just before the intervention, were analysed
using quantitative methodology. This approach yielded surprising results. Two
open ended questions were asked:
What can be done to reduce social isolation amongst older people?
What advice would you give older people on how to have a happy and
productive older age?
Thirty nine and thirty four participants answered each question respectively. Whilst
provision was made in the data file for more than one response to be recorded, there
were a limited number of second and still fewer third responses to each question
and when this did occur these responses were generally consistent with the first.
Thus only the first response was analysed for each participant.
There were two phases to the analysing the data for each question. Firstly,
responses were grouped into meaningful categories. The consistency of
participants’ wording was high, making categorisation a relatively simple task.
Then, for each question the grouped responses were cross-tabulated with the three
dimensions of social isolation banded into ‘high’, ‘medium’ and ‘low’ to explore
any relationships (Tables 20 and 22).
Secondly, once the initial cross tabulations were complete, the grouped responses
in each question were recoded according to whether they were congruent with
empowering or disempowering discourses. In Section 1 Chapter 3 the discourses of
positive ageing and social democracy were characterised as empowering and the
discourses of neo-liberalism and ageism disempowering. Those statements
identifying social isolation as being located within the older person, or being the
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responsibility of the individual, were classed as disempowering, while those
responses that identified external resources, such as income, services or transport,
were identified as empowering. In tables 20 and 22, statements aligned with
empowering discourses are indicated with an ‘a’ and statements aligned with
disempowering discourses are indicated with a ‘b’. The tables 21 and 23 recoded
results were cross tabulated with the three dimensions of social isolation. The
results from these cross tabulations were quite unexpected.
As the results were much the same for all three dimensions, only the results for
objective social isolation are reported in this section. The results for subjective
dimensions are in Appendix 3 (Tables 87 to 90) and are consistent with the results
for objective social isolation. Caution is warranted in interpreting the results in the
following tables due to the small numbers in many of the cells.
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What could be done to reduce social isolation amongst older people?
Table 20: Objective social isolation time 1 (banded): what could be done to reduce
social isolation amongst older people?
What could be done to reduce social isolation amongst
older people?

Objective social isolation (banded)
<29
29 - 31
≥32
Low Medium
High
Total
%
%
%
%

It’s up to the personb

.0

36.4

29.4

23.1

Some old people are just like thatb

9.1

27.3

58.8

35.9

There should be more free activities like thisa

18.2

18.2

.0

10.3

Pull yourself together and cheer up!b

.0

9.1

5.9

5.1

It’s the lack of money that leads to lonelinessa

18.2

9.1

.0

7.7

It’s all a question of attitudeb

.0

.0

5.9

2.6

Need for cheap and accessible transport for everyonea

27.3

.0

.0

7.7

The Age Pension should be raiseda

27.3

.0

.0

7.7

Total

100.0
(N=11)

100.0
(N=11)

100.0
(N=17)

100.0
(N=39)

Pearson chi-square: = 30.125
Significance: p= 0.007 (Sig)
a

Possible empowering discourses, bPossible disempowering discourses

When the dimensions of social isolation were low four responses dominated in
response to this question. In decreasing frequency these were: ‘The Age Pension
should be raised’; ‘Need for cheap and accessible transport for everyone; ‘It’s lack
of money that leads to loneliness’; ‘There should be more free activities like this’
(Table 20). These responses were consistent with the discourses of social
democracy and positive ageing because they emphasised that many social problems
and solutions lay within the community.
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When the dimensions of social isolation were high four responses dominated. In
decreasing frequency these were: ‘Some old people are just like that’; ‘It’s up to the
person’; ‘Pull yourself together and cheer up’; ‘It’s all a question of attitude’ (Table
20). These responses were consistent with the discourses of neo-liberalism and
ageism because they emphasised the individual whether defective and undeserving
or able and deserving.
Table 21: Objective social isolation time 1 (banded): what could be done to reduce
social isolation amongst older people recoded?
What could be done to reduce social isolation amongst
older people?

Objective social isolation (banded)
<29
29 - 31
≥32
Low Medium
High
Total
%
%
%
%

Empowering discourses

90.9

27.3

.0

33.4

Disempowering discourses

9.1

72.7

100.0

66.6

Total

100.0
(N=11)

100.0
100.0
(N=11) (N= 17)

100.0
(N=39)

Pearson chi-square: = 21.478
Significance: p= 0.000 (Sig)
As can be seen from Table 21, all the participants with high levels of objective
social isolation responded with discourses characterised as disempowering. Over
90% of participants with low levels of objective social isolation responded with
discourses characterised as empowering (Table 21).
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What advice would you give older people about how to have a happy and
productive older age?
Table 22: Objective social isolation time 1 (banded): what advice would you give
older people on how to have a happy and productive older age?
What advice would you give older people on how to
have a happy and productive old age?

Objective social isolation (banded)
<29
29 - 31
≥32
Low Medium
High
Total
%
%
%
%

You need to get out more and meet peopleb

.0

25.0

26.7

17.6

Part of getting older is mixing lessb

.0

50.0

26.7

23.5

Take part in protests and petitions and pressure
politiciansa

45.5

.0

.0

14.7

Use your wisdom and experience. Do not
underestimate older peoplec

.0

12.5

.0

2.9

Everyone is different. It all depends on the
circumstancesc

.0

.0

13.3

5.9

It’s important to be as fit as you can bec

.0

12.5

.0

2.9

Join the local bowls clubc

.0

.0

6.7

2.9

It’s up to all of us not just mea

54.5

.0

.0

17.6

A lot of older people just like being miserableb

.0

.0

26.7

11.8

Total

100.0
(N=11)

100.0
(N=8)

100.0
(N=15)

100.0
(N=34)

Pearson chi-square: = 46.278
Significance: p= 0.000 (Sig)
a

Possible empowering discourses, bPossible disempowering discourses, cUncertain

discourses
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When the dimensions of social isolation were low two responses dominated in
response to this question. In deceasing frequency these were: ‘It’s up to all of us
not just me’; ‘Take part in protests and petitions and pressure politicians’ (Table
22). These responses were consistent with the discourses of social democracy and
positive ageing because they emphasised that many social problems and solutions
lay within the community and the importance of participatory democracy.
When the dimensions of social isolation were high there was a domination of three
responses. In equal frequency these were: ‘You need to get out more and meet
people’; ‘Part of getting older is mixing less’ and ‘A lot of old people just like
being miserable’ (Table 22). These responses were consistent with the discourses
of neo-liberalism and ageism because they emphasised the individual whether
defective and undeserving or able and deserving.
It was surprising how many of the participants responses were consistent with the
four discourses. Only the responses of five participants were left as uncertain
because they could not be readily allocated without making many assumptions. The
responses were: ‘Use your wisdom and experience. Don’t underestimate older
people’, ‘Everyone is different. It depends on the circumstances’, ‘It’s important to
be as fit as you can be’ and ‘Join the local bowls club’ (Table 22).
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Table 23: Objective social isolation time 1 (banded): what advice would you give
on how to have a happy and productive older age recoded?
What advice would you give older people on how to
have a happy and productive old age?

Objective social isolation (banded)
<29
29 - 31
≥32
Low Medium
High
Total
%
%
%
%

Empowering discourses

100.0

.0

.0

32.4

Disempowering discourses

.0

75.0

80.0

52.9

Uncertain discourses

.0

25.0

20.0

14.7

Total

100.0
(N=11)

100.0
100.0
(N=8) (N= 15)

100.0
(N=34)

Pearson chi-square: = 34.113
Significance: p= 0.000 (Sig)
Once the data was recoded according to the type of discourse, most of the
participants with high levels of objective social isolation responded with discourses
characterised as disempowering. All of the participants with low levels of objective
social isolation responded with discourses characterised as empowering (Table 23).
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Summary of the results of study 2
Theme 3- The impact of HACC services on social isolation and power
(longitudinal)
The outstanding feature of the results for this theme was the similar effect on social
isolation and power for each of the four groups undergoing different HACC funded
interventions. Just before the intervention there were no significant differences
between the groups in the frequencies of variables that are associated with social
isolation in the literature and by the reference and focus groups. Similarly there
were no significant differences between the mean scores for the three dimensions of
social isolation and two dimensions of power that this thesis develops. Regardless
of the intervention or location, all groups underwent a similar significant decrease
in all three dimensions of social isolation and a significant increase in
empowerment just after the intervention compared to their scores on these variables
just before the intervention. This increase in power and decrease in social isolation
continued six months after the intervention for all groups. Because there were no
significant differences between the groups, or changes in identified interfering
variables over the course of the study, the decrease in social isolation and increase
in power that were observed point to the conclusion that these HACC projects do
reduce social isolation and empower participants. However further research is
needed to clarify whether other variables could account for this change.
Results for changes in social isolation experienced by individuals as opposed to
groups were more complex. In terms of Zapf et al’s table (1987) categorisation
applied to social isolation (see Section 1 Chapter 5), for some participants the
journey involved a smooth decrease in each of the dimensions of social isolation,
but for others the journey was incomplete or more complex with one dimension
changing before another.
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Theme 4- Variables that may be associated with and predict social isolation (crosssectional)
Eight variables showed a significant relationship with at least two, and mostly
three, dimensions of social isolation developed in this thesis. These were increasing
age, being never married divorced or widowed, childlessness, living alone, poor
health, low income, no pets and transport problems. The four other variables
showed varying results. No one reported being on a waiting list for long periods for
HACC services. Caring for someone showed a dichotomy. Cross tabulations
indicated that caring for a spouse was associated with high levels of social
isolation, whereas caring for grandchildren low levels. Gender and being of non
English speaking background showed no significant correlations.
These eight variables that were significantly associated were selected as
independent variables for three multiple regressions for each of the dependant three
dimensions of social isolation measured before the HACC funded intervention took
place. The models explained 72.1%, 28.4% and 27.0% respectively of the variance
of the three dimensions of social isolation (objective social isolation, subjective
social isolation type 1 and subjective social isolation type 2). Increasing age, never
married, divorced or widowed, poor health, low income, no pets and transport
problems made statistically significant strong unique contributions for objective
social isolation. Childlessness and living alone did not. Transport problems made
statistically significant strong unique contributions for subjective social isolation
type 1. Childlessness and poor health made statistically significant strong unique
contributions for subjective social isolation type 2
Theme 5- Power as a predictor of social isolation (cross-sectional)
Consistent with the hypothesis that people’s level of power will significantly
negatively predict their level of social isolation was the result that models which
included power type 1 and power type 2 explained 61.5%, 32.8% and 26.7%
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respectively of the variance in the three dimensions of social isolation measured
before any HACC funded intervention took place. Power type 2 made a greater
statistically significant unique contribution than power type 1.
Open-ended questions
Just before the intervention took place participants were asked ‘What could be done
to reduce social isolation amongst older people?’ and ‘What advice would you give
older people about how to have a happy and productive older age?’ Cross
tabulations indicated that the higher the level of the three dimensions of social
isolation the greater the frequency of responses that could be derived from the
oppressive discourses of neo-liberalism and ageism. The lower the level of the
three dimensions of social isolation the greater the frequency of responses that
could be derived from the liberating discourses of social democracy and positive
ageing.
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SECTION 3

DISCUSSION AND CONCLUSION

In the first chapter of this section, the results are discussed in relation to the
hypotheses. The second chapter examines the limitations of the research. Chapter 3
outlines the implications of the research. The final chapter concludes the thesis.

CHAPTER 1

DISCUSSION OF RESULTS

Study 1- Developing the questionnaire
All of the indicators of objective and subjective social isolation and variables that
may be associated with social isolation that were derived from the theoretical
perspectives in Section 1 were confirmed in the results of the discussions of
reference and focus groups in study 1. Reference group and focus group discussion
also confirmed the choice of indicators of power.
Theme 1- How can the definition of social isolation be operationalised?
Having reviewed existing measures of social isolation, (Gardner et al., 1998;
Hartigan, 1999; Hawthorne, 2005; Lee & Robbins, 1995; Lubben & Gironda, 1996;
Rokach, 2000; Ross & Leicester, 2002; Russell, 1996; Sarason et al., 1987;
Sherbourne & Stewart, 1991; WHOQoL Group, 1998) this thesis develops a new
more effective measure, embracing what is best in other measures and making a
number of improvements. The development took into account debates raised in
Section 1, qualitatively testing in focus and reference group discussions variables
from the literature measuring social isolation.
The new measure of social isolation is based on Gardner et al’s (1998) well
established measure which is widely cited. As with Gardner et al, the new measure
includes one objective and two subjective dimensions. Objective social isolation is
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determined by the reported lack of various types of social participation. Subjective
social isolation is determined by the perception of inadequacy of social activity
(subjective social isolation type 1) and the experience of various adverse emotions
(subjective social isolation type 2). Gardner et al’s measure is refined to better cater
for the complexity of social isolation acknowledged in the literature (Cattan et al.,
2005; Findlay, 2003; Victor et al., 2000). There is an extension of open categories
of multiple indicators for each dimension. The assessment of subjective social
isolation in Gardner et al’s measure is based on limited questioning. Subjective
type 1 indicators in the questionnaire are instead based on the more comprehensive
UCLA Loneliness scale (Russell, 1996). An innovation in how the dimensions are
understood is that Zapf et al’s (1987) method of relating subjective and objective
dimensions of quality of life has been adapted to relate subjective and objective
dimensions of social isolation. This enables the new measure to incorporate the ‘at
risk’ categories previously separately identified by Ross and Leicester (2002) and
Gardner et al. (1998) into one measure.
The use of focus and reference groups is not novel in researching socially isolated
people (Gardner et al., 1998; Ross & Leicester, 2002), but what is new is that these
groups were used to refine indicators for each of the three dimensions of social
isolation derived from the literature and assembled into a questionnaire. Integration
of themes that emerged from discussions with reference and focus groups and
application of their recommendations when reviewing a pre-test and pilot of the
questionnaire occurred. All the indicators of social isolation for the three
dimensions of social isolation derived from the literature were confirmed by the
focus and reference groups.
Statistical tests for validity, unidimensionality and reliability of dimensions of the
new measure of social isolation produced results that were within acceptable ranges
for both study 1 and study 2 (De Vaus, 2002; Sarantankos, 2005) and are outlined
in Appendix 2 (Tables 24 to 26) and Appendix 3 (Tables 50 to 52). Nahm et al.
(2004) report that the Lubben Social Network Scale is a reliable and valid measure
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of social isolation, but it only measures objective social isolation. Cacioppo and
Hawkley (2003) report in similar terms for the UCLA Loneliness Scale, but it only
measures subjective social isolation. An assessment of validity, unidimensionality
and reliability did not occur in the development of Gardner et al’s (1998) or Ross
and Leicester’s (2002) tests. The measure developed in this thesis is the first
theoretically based scale known to the author that measures both objective and
subjective social isolation.
What factors should be taken into account when measuring social isolation?
All twelve variables frequently mentioned in the literature as being associated with
social isolation in the literature (Section 1 Chapter 4) arose in the deliberations of
reference and focus groups in study 1 (Appendix 2 Figure 7). These were gender,
increasing age, never married divorced or widowed, childlessness, living alone,
poor health, low income, no pets, transport problems, on a waiting list for long
periods for HACC services, non-English speaking background and caring for
someone. Detailed explanations in the literature for these associations are provided
in Section 1 Chapter 4.
Whilst there is widespread agreement in the literature that gender is associated with
social isolation, there is disagreement as to whether men and women tend to be
more isolated. Some commentators suggest that women are more at risk of social
isolation than men (Percival, 2006; Rosenfeld, 1997; Williams, 1996). Others
suggest the opposite (Gardner et al., 1998; Vecchio & Jackson, 2002). This
controversy also existed in the reference and focus groups. Reflecting this one
focus group member said ‘…older women are lonelier than older men…They
outlive their husbands’, but another commented ‘Men often go to pieces when their
wives die. I’ve seen it happen lots of times’.
Ross and Leicester (2002) comment that as age increases physical isolators, such as
illness causing difficulties with mobility and social isolators, such as the death of
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relatives, tend to increase. Hartigan (1999) argues that ageing increases the risk of
social isolation due to its impact on relationships between the generations, the size
and composition of households and the incidence of chronic illness. The reference
and focus groups came to the same conclusions.
There is widespread agreement in the literature that being never married, divorced
or widowed is associated with social isolation (Choi, 1996; Gardner et al., 1998;
Victor et al., 2000; Wenger et al., 1996). The reference and focus groups agreed
and this was best summed up by one reference group member who simply said
‘Being single, divorced or a widow doesn’t help.’
Victor et al. (2000) and Choi (1996) found that childlessness in older people is
associated with social isolation. A conversation between two focus group members
adds an important condition. ‘If you’re lucky with your children they can be a great
help’, ‘Yeah, but not if you never see them.’
Many researchers suggest that older people living alone are prone to social
isolation (Cartwright, 1988; Eitzen, 2003; Ross & Leicester, 2002; Victor et al.,
2000). The reference and focus groups concurred. As one focus group member
observed, ‘I live in an empty house not a home.’
Gardner et al. (1998) state that poor health is a major factor associated with social
isolation and this association was a frequent topic in reference and focus groups.
Firstly, poor health restricts travel, mobility and the ability to communicate. In the
words of one focus group member ‘Health is the key. If you’re unhealthy you can’t
get out, even though you want to’ Secondly, there can be a reaction to and an
embarrassment associated with the illness. As one focus group member commented
about incontinence ‘And when you can smell yourself it’s so embarrassing.’
Thirdly, poor health can act synergistically with other variables associated with
social isolation.
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The association of poverty with social isolation amongst older people is well
established by researchers (Krause & Borawski-Clark, 1995; South Australian
Council of Social Service, 2005; Victor et al., 2000) and the inadequacy of the Age
pension and the association of a low income with social isolation was discussed by
reference and focus groups on many occasions. As one focus group member
observed ‘Being poor is being lonely’.
Rose and Rowntree (2006) suggest that pets can counter social isolation. The
importance of pets in countering social isolation was discussed on a number of
occasions by the focus groups, although not at all by the reference group. It is
interesting to speculate whether animals a person can cuddle, such as dogs and cats,
are more effective than those a person cannot, such as fish and birds, but perhaps
one focus group member best summed things up by saying ‘…even a goldfish has
to be looked after and so gives a person a reason to go on.’ In any event, the choice
of pet is an expression of personal preference.
Cartwright (1988) and Ross and Leicester (2002) contend that poor proximity,
accessibility and the high cost of transport may lead to social isolation. Difficulties
with transport were the most frequently discussed causes of social isolation by
reference and focus groups. The reference group made only a few comments
confined to public transport, whereas the focus groups made many more comments
emphasising private transport. Difficulties with private transport included loss of
license and expenses in maintaining and fuelling a car. Difficulties with public
transport included inappropriate timetabling and routing and insensitive or absent
adaptations in both the vehicle and ancillary items, such as curbs and shelter at the
bus stop.
Shankar (2006) suggests that long waiting periods for services may be associated
with social isolation. The reference group had the same concern. However, one
reference group member indicated that most of the HACC services she was
involved with had no waiting list and no focus group members raised this.
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Depending on the circumstances language and culture can restrict or enhance social
links (Colic-Peisker & Walker, 2003; Liamputtong et al., 2003). Only one reference
group member commented ‘Social isolation seems to be less in certain cultures
because of a greater sense of community.’
The significant amount of time that many older people spend caring for a spouse
may lead to social isolation (DHHLGCS, 1991; Vecchio and Jackson, 2002). The
reference and focus groups also commented on this.
Theme 2- How can a definition of power be operationalised?
There are many definitions of power in the literature, but none specifically
concerning socially isolated older people (Heywood, 2000; Onyx et al., 2007;
Saunders et al., 2006). The importance of lack of power as a cause of social
isolation is suggested by Bourdieu’s idea of social capital and critical social work
theories (Bourdieu, 1985; Healy, 2005; Ife, 1997; McArdle, 1989; Onyx & Bullen,
2000; Onyx et al., 2007; Payne, 2005). This thesis defines and measures power in a
way that is relevant to older people who are socially isolated so enabling an
exploration of the link between social isolation and disempowerment. A start is
made to the journey of putting power and discourse into an empirical perspective.
Power is defined by two dimensions in this thesis. The degree of control and social
agency that people have over their lives (Power type 1) is derived from McArdle’s
(1989, 1993) and Onyx and Bullen’s (2000) work. The second dimension, termed
Power type 2, is derived from the postmodernist origins of critical social work
theories (Healy, 2005; Ife, 1997; Payne, 2005) and is seen as the balance of the
liberating discourses of positive ageing and social democracy and oppressive
discourses of ageism and neo-liberalism that surround and permeate people. These
discourses are selected because they are frequently referred to in the literature and
have particular relevance for socially isolated older people (Healy, 2005; Howe,
1997; Fine, 2007; Nelson, 2004; Ozanne, 1997; Payne, 2005). Neo-liberalism’s
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emphasis on individualism and ageism’s contentions that social isolation is
inevitable for older people is contrasted with social democracy’s and positive
ageing’s emphases on community and participatory democracy, which is at the core
of social inclusion. As with social isolation, multiple indicators for each dimension
of power were developed that embrace the complexity of power acknowledged in
the literature (Heywood, 2000; Onyx et al., 2007; Saunders et al., 2006).
All of the indicators for the two dimensions of power derived from the literature
were confirmed by the focus and reference groups. Proposals by these groups for
the primary causes of social isolation also reflected the discourses selected as cause
was either located primarily within the person, often with a sense of blame, which
is consistent with the discourses of neo-liberalism and ageism, or within the
broader environment, where personal blame was absent, which is consistent with
the discourses of social democracy and positive ageing.
Statistical tests for validity, unidimensionality and reliability of dimensions of the
new measure of power produced results that were within acceptable ranges for both
study 1 and study 2 (De Vaus, 2002; Sarantankos, 2005) and are outlined in
Appendix 2 (Tables 27 to 28) and Appendix 3 (Tables 53 to 54). To the author’s
knowledge, this is the first theoretically based scale measuring power in relation to
social isolation to be developed.
Study 2- Implementing the questionnaire
Theme 3- The impact of HACC services on social isolation and power
(longitudinal)
Four hypotheses in theme 3 evaluated the impact of four HACC services on
participants’ experience of social isolation and power. The hypotheses were:
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Hypothesis 3a: There is a significant decrease in the level of social isolation postintervention compared to pre-intervention and a further decrease at 6 month followup by those HACC projects that have countering social isolation as a primary
purpose.
Hypothesis 3b: There is a significant decrease in the level of social isolation postintervention compared to pre-intervention and a further decrease at 6 month followup by those HACC projects that do not have countering social isolation as a
primary purpose.
Hypothesis 3c: There is a significant increase in the level of power postintervention compared to pre-intervention and a further increase at 6 month followup by those HACC projects that have countering social isolation as a primary
purpose.
Hypothesis 3d: There is a significant increase in the level of power postintervention compared to pre-intervention and a further increase at 6 month followup by those HACC projects that do not have countering social isolation as a
primary purpose.
The results of this study support all four hypotheses. In all services experiences of
social isolation decreased, and experiences of power increased, regardless of
whether the HACC funded projects had countering social isolation as their primary
purpose and regardless of location in regional or urban areas. This increase in
power and decrease in social isolation continued six months after the intervention
compared to immediately after it. It is likely that these changes were due to the
projects themselves because there were no significant differences between the
groups or other changes in interfering variables over time, as reported on in
Appendix 3 (Figure 16). However it is acknowledged that there could have been
other variables that were not controlled for.
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Thus, this study goes some way to addressing findings, such as Findlay (2003) in
Australia and Cattan and White (1998) and Cattan et al. (2005) in England, that
there is little evidence about whether interventions that aim to counter social
isolation actually do so. This study addresses this gap in relation to HACC funded
services. Additionally, power is defined and measured in a way that is relevant to
social isolation in older people and applies the concept of discourse. The findings
indicate that the HACC services studied are also successful in empowering their
participants over time.
Whilst the HACC funded projects that participated in study 2 shared many
similarities perhaps a major reason for their success in countering social isolation in
older people was in their community development and community capacity
building focus. These projects mainly worked with groups of ‘at risk’ or isolated
older persons rather than using an individual case work model as is the norm (Ross
& Leicester, 2002). They accorded clients significant power because clients had a
pivotal role in project development, delivery and evaluation and utilised existing
resources to build community capacity.
This acknowledgement of the citizen being the expert in their life is consistent with
various ideas (Australian Association of Social Workers, 2002; Ife, 1997; Ife and
Tesoriero, 2006). There is wide endorsement by researchers of social isolation in
older people for this approach to intervention (Buys, 2001; Cacioppo & Hawkley,
2003; Cattan et al., 2005; Cattan & White, 1998; Findlay, 2003; Hopman-Rock &
Westhoff, 2002; Nahm et al., 2004; Stevens, 2001; Stewart et al., 2001; Swindell,
2001; White, 2002). The theoretical perspectives adopted in this thesis are also
consistent with the need for empowerment. (Bourdieu, 1985; Healy, 2005; Ife,
1997; McArdle, 1989; Onyx & Bullen, 2000; Payne, 2005). One member of the
reference group highlighted this point in the comment: ‘It is especially important
that clients of HACC services have control over those services’.
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The present research reinforces the literature indicating that people who are
socially isolated are not a homogenous group. Socially isolated older people are
complex and diverse (Cattan et al., 2005; Findlay, 2003; Victor et al., 2000).
Consequently whilst there were trends in the present study, the journey of
participants towards social inclusion was varied. The new measure of social
isolation caters for this complexity. Firstly, it identifies different types of social
isolation. For example, just before the intervention many participants were in the
‘deprivation’ category because they had high levels of objective and subjective
social isolation (adapted from Zapf et al (1987)) and several participants were in
the ‘adaptation’ category because they had high levels of objective, but low levels
of subjective dimensions of social isolation. Secondly, the journey of socially
isolated people over time from the three different categories of social isolation to
‘well-being’ did not always occur in a single step. The implications this has for
policy are discussed in Chapter 3.
Theme 4- Variables that may be associated with and predict social isolation (crosssectional)
The fourth hypothesis concerned twelve variables associated with social isolation
in the literature. This hypothesis was:
Hypothesis 4: There is a significant association between social isolation measured
pre-intervention by HACC funded projects and twelve variables.
Hypothesis 4 is upheld for eight of the twelve variables. Six variables were
significantly correlated with three dimensions of social isolation. There was a
statistically significant strong positive correlation between increasing age and the
three dimensions of social isolation. Increasing age was associated with increases
in the three dimensions of social isolation. There was a statistically significant
strong negative correlation between childlessness, poor health, low income, no pets
and transport problems and the three dimensions of social isolation. Bearing in
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mind the coding in the questionnaire and recoding, childlessness, poor health, low
income, no pets and transport problems were associated with increases in the three
dimensions of social isolation. Two variables were significantly correlated with two
dimensions of social isolation. There was a statistically significant strong negative
correlation between being never married, divorced or widowed and both objective
social isolation (the reported lack of various types of social participation) and
subjective social isolation type 2 (the experience of various adverse emotions).
Never married, divorced or widowed was associated with increased objective social
isolation and subjective social isolation type 2. There was a statistically significant
strong negative correlation between living alone and both objective social isolation
and subjective social isolation type 1 (perceiving social activity as inadequate).
Living alone was associated with increased objective social isolation and subjective
social isolation type 1.
Six variables made statistically significant strong unique contributions to predicting
objective social isolation (the reported lack of various types of social participation),
namely increasing age, never married, divorced or widowed, poor health, low
income, no pets and transport problems. Childlessness and living alone did not.
This model accounted for 72.1% of the variance in objective social isolation.
Accounting for three quarters of the variance of this measure was unexpected and
strongly indicates that these six variables should be included in measures of
objective social isolation.
Of the all the factors associated with subjective social isolation type 1 (perceiving
social activity as inadequate), only transport problems made a statistically
significant strong predictive contribution and the model accounted for 28.4% of the
variance. In relation to subjective social isolation type 2 (the experience of various
adverse emotions), both childlessness and poor health made statistically significant
strong predictive contributions and the model accounted for 27.0% of the variance.
On the one hand, predictability of around 1/3 is an important result for subjective
measures of social isolation which could be affected by so many things. On the
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other, the search for what additional variables may improve predictability needs to
continue.
The findings in this study are consistent with commentators arguing that these
variables are associated with and predict social isolation (Choi, 1996; Gardner et
al., 1998; Hartigan, 1999; Rosenfeld, 1997; Ross & Leicester, 2002; South
Australian Council of Social Service, 2005; Victor et al., 2000). Individual
explanations for the role of these variables are provided in the literature and have
been examined when discussing study 1, but there is no single unifying theory that
accounts for all of these variables being associated with social isolation.
It was not expected that the predictors of objective social isolation (the reported
lack of various types of social participation) did not predict subjective social
isolation type 1 (perceiving social activity as inadequate) or subjective social
isolation type 2 (the experience of various adverse emotions) more closely, or that
the predictors for subjective social isolation types 1 and 2 differed. Poor health
being a strong predictor for subjective social isolation type 2 (the experience of
various adverse emotions) is validated by previous research (Victor et al., 2000),
but the reason why childlessness is a strong predictor is unclear. More research is
needed to explore this.
Hypothesis 4 was not upheld for four variables. No one reported being on a waiting
list for long periods for HACC services. Caring for someone showed a dichotomy.
Cross tabulations indicated that caring for a spouse was associated with high levels
of social isolation, whereas caring for grandchildren low levels. This is consistent
with the finding in the literature that caring for a spouse puts a person at risk of
social isolation (DHHLGCS, 1991; Vecchio & Jackson, 2002). There are a number
of possible explanations for this. Caring for grandchildren might enable an older
person to increase their participation by taking part in a wide variety of activities
associated with children, including playgroups, parenting cooperatives and
extracurricular activities. In older people it is more likely that a spouse being cared
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for has health issues that prevent social interaction. Gender and being of non
English speaking background showed no significant association with the three
dimensions of social isolation. The association of gender with social isolation is a
controversial one with some commentators suggesting women are more at risk of
social isolation than men (Percival, 2006; Rosenfeld, 1997; Williams, 1996) and
others suggesting the opposite is the case (Gardner et al., 1998; Vecchio & Jackson,
2002). Whether language and culture restrict or enhance social links depends on the
circumstances. Language and culture may enhance participation with others who
share those characteristics, but restrict participation with those who do not (ColicPeisker & Walker 2003; Liamputtong et al. 2003).
Theme 5- Power as a predictor of social isolation (cross-sectional)
Open-ended questions
The fifth hypothesis concerns the ability of a lack of power to predict social
isolation:
Hypothesis 5: People’s level of power will significantly negatively predict their
level of social isolation pre-intervention by HACC funded projects.
Hypothesis 5 was upheld. Power type 1 (the level of control a person has over their
life in general and in important areas and social agency) and power type 2 (the
balance between oppressive and liberating discourses in and around a person) had
significant negative associations with three dimensions of social isolation. Both
dimensions of power explained 61.5% (objective social isolation), 32.8%
(subjective social isolation type 1) and 26.7% (subjective social isolation type 2)
respectively of the variance in the three dimensions of social isolation measured
before any HACC funded intervention took place.
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Both dimensions of power made statistically significant strong unique predictive
contributions to the three dimensions of social isolation. In all dimensions of social
isolation the balance of discourses made a consistently greater statistically
significant unique contribution than the level of control and social agency
experienced. This finding supports the importance placed in this thesis on critical
social work theories as a useful theoretical framework from which to conceptualise
social isolation. (Healy, 2005; Ife, 1997; Payne, 2005).
The importance of the balance of discourses was reflected in the responses of
participants to the open ended questions ‘What could be done to reduce social
isolation amongst older people?’ and ‘What advice would you give older people
about how to have a happy and productive older age?’ Cross tabulations indicated
that the higher the level of the three dimensions of social isolation the greater the
frequency of responses that could be derived from the disempowering discourses of
neo-liberalism and ageism. The lower the level of the three dimensions of social
isolation the greater the frequency of responses that could be derived from the
empowering discourses of social democracy and positive ageing.
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CHAPTER 2

LIMITATIONS OF THE RESEARCH AND AREAS
FOR FUTURE RESEARCH
Limitations in the sampling

Logistical and time restrictions limited the duration of and number of participants
in study 1 and study 2. The selection of members for reference and focus groups in
study 1 relied on ‘snowballing’ where members recruited other members by word
of mouth. Snowballing is self selected and not random (Sarantakos, 2005). It was
possible that like recruited like and that these groups were not representative of
older people as a whole, let alone socially isolated older people. Indeed socially
isolated older people were unlikely candidates for these groups because the central
feature of social isolation is a lack of social contacts. The possibility of more
dominant members of groups skewing results and the precautions taken are
discussed in Section 2 Chapter 3.
A major restriction on the inferences that could be drawn from study 2 was the non
randomness of the sample. Even though the demographic characteristics of
participants in study 2 appeared similar to Australian wide surveys, the issue of
generalisability remains. Four groups of twenty five consenting older persons who
participated in certain HACC funded projects offered by two local governments in
the northern suburbs of Adelaide is unlikely to be representative sample of the
population of older Australians. There are two levels of non randomness. The first
level is people who never got to the HACC services. Those who were severely
socially isolated may not have attended the HACC projects surveyed due to the
very nature of their social isolation. This is a limitation for theme 3 because the
effect of the intervention of HACC funded projects on people with severe social
isolation could not be measured. It is also an issue for themes 4 and 5 which are
concerned with which variables are associated with and predict social isolation and
the influence of power on social isolation before the HACC funded projects
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intervened. This difficulty is shared by all research projects in this area and in any
case the aim of HACC funded projects is not to assist those who are the most
severely socially isolated. The Department of Health and Ageing (2005) comments
that, as well as difficulties in detecting people who are severely socially isolated,
the complexity of interventions required would be beyond the resources of most
HACC services. The second level of non-randomness relates to those who attended
the HACC projects in study 2 who declined to be part of the study. Similarly to the
first group discussed, for at least some of these people, the very nature of the social
isolation may have interfered with their participation. This level of non randomness
constitutes an issue for all three themes. Taking these limitations into account, it
can be concluded that the HACC services examined did address social isolation for
the people who participated in the study, but may not assist people with severe
social isolation, or those who did not participate in the study.
The distributions of the twelve variables identified in the literature and in study 1 as
being associated with social isolation in these groups were similar to each other and
the distributions of these variables in large surveys of older people performed by
the ABS. Nevertheless that similarity was not exact and these groups may have
differed from each other and larger surveys with respect to some variable that
affects social isolation that was not examined. The twelve most frequently cited
variables in the literature were used, but researchers have advanced many others
that were not used, including neighbourhood friendliness, retirement and entry into
care (Hawthorne and Griffith, 2002; Queensland Department of Communities,
2000; Victor et al., 2000). The level of support that could be given to the various
alternative hypotheses decreased the further the observer moved back from the
sample (Sarantakos, 2005). A statistically significant result in the sample may have
strong implications for older people in the various Gawler and Playford HACC
funded projects surveyed, but these implications weaken for older people in these
council areas as a whole, further weaken for older people in South Australia and
still further for older Australians as a whole. Further research could investigate
more or less successful HACC interventions to counter social isolation. From the
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perspective of research it would have been interesting to compare projects that were
more successful with projects that were less so. From the perspective of practice it
was good to see such success in alleviating social isolation.
Several important groups of people were not considered because they did not occur
in sufficient numbers. Long periods on waiting lists for HACC funded projects
might well aggravate social isolation (Shankar, 2006), but the exploration of this
could not occur because the projects studied had no waiting lists at the time study 2
was conducted. Similarly an exploration of how different cultures effected social
isolation is an important area of research in social isolation (Colic-Peisker &
Walker, 2003; Liamputtong et al., 2003), but very few of the participants came
from CALD backgrounds. Another important group not occurring and hence not
questioned were the 10% of relatively well off older people with an income of
greater than or equal to $500 per week (Australian Bureau of Statistics, 2005a).
Could wealth ameliorate some of the effects of social isolation? The interaction
between gambling, poverty and social isolation deserves further investigation, but
was only referred to once in the focus groups. More generally, high expenses are
just as capable of leading to poverty as low income (Saunders et al., 2006). Areas
for further research could include an examination of social isolation for other
groups and in society generally, services apart from HACC funded projects and the
prevention of social isolation.
Limitations in the assessment tools
The assessment tools for quantitatively measuring social isolation and power
contained within the questionnaire developed in study 1 and implemented in study
2 may have been deficient for many reasons. Whilst the literature review was
extensive, there were limitations. The approach of adopting useful ideas from many
rather than searching for one theoretical framework may be useful, but the
selection, interpretation and application of these frameworks to developing
definitions of social isolation and power may be flawed. This thesis starts the
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journey of putting power and discourse into an empirical perspective, but like all
first steps, it is uncertain and deserves further research.
While the results reported here support the measure of social isolation developed,
there may be other variables that would strengthen the measurement of social
isolation even further. The same applies to variables that may be associated with
social isolation. In study 1 the framing of the questions asked by the researcher that
reflected the first two themes of the research question is open to debate. For
example, instead of asking ‘What is social isolation?’ it may have been more
relevant to ask ‘Can you tell me, in your own words, what social isolation means to
you?’ Although reasons for not using a tape recorder or separate note taker were
advanced in the methodology section, this could be seen as a limitation. In study 2
there was some confusion amongst the participants about children who predeceased
the participant, the differences between reported health and health assessed by
health professionals and the difference between marital status and who participants
were living with. In study 2 it would have been preferable to have individual
participation, but many participants insisted on completing tests in small groups.
The study may have itself reduced social isolation or the perception of social
isolation by emphasising the number of social contacts a participant had or
encouraging the perception of adequacy of social activity. The Hawthorne effect
may have occurred where the change in the participant’s behaviour was caused by
their awareness of being studied (Macionis & Plummer, 2005). On the other hand,
it was unlikely that three short test sessions would have reversed a problem that so
many found difficult to counter. If the test itself had changed the level of social
isolation it would have compromised the evaluation of whether the HACC funded
projects being considered changed the level of social isolation.
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Limitations in the analysis
Participants in HACC funded projects were interviewed just before the intervention
commenced, just after the intervention was completed and six months after the
second. This gave rise to various concerns. Firstly, whilst the reactions of
participants during the HACC project may have been significant, contact was
avoided during this time to minimise the risk of interfering with the intervention
and harming the participants. Secondly, even with the third interview six months
after the completion of the intervention, this study was essentially a short term one
due to timetabling restraints. It remains the subject of speculation whether the
effect of some HACC projects in reducing social isolation persist in the long term.
This is particularly important because an improvement in social isolation in the
short term is an important first step, but needs to be sustained in the long term.
The twelve most frequently cited variables associated with social isolation in the
literature were used in study 2, but many more were mentioned by participants.
Whilst there were few changes in these twelve variables over time, changes in
unexplored variables in at least some of the participants might have caused the
changes in social isolation rather than the interventions. There are many different
ways to measure these variables. Certain categories were set up in the multiple
choice questions. For example, the reported income of participants was placed into
three categories, namely less than or equal to the Age Pension, between the Age
Pension and $500pw and greater than or equal to $500pw, but a different number of
categories with different boundaries could have been used. I decided on a
dichotomous recoding for being never married, divorced or widowed,
childlessness, living alone and poor health, but other researchers may choose a
different way. Increasing age was not recoded and treated as a continuous variable
because the age ranks were of equal size other than greater than or equal to 85 years
of age.
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Quantitative analysis made use of ANOVAs, Pearson R’s, Cross tabulations with
Chi square tests and multiple regressions that made assumptions about the data.
Whilst these assumptions were checked there was always room for uncertainty and
error. Multiple regressions relied on a series of assumptions, including those
regarding sample size, multicollinearity, singularity, outliers, normality, linearity,
homoscedasticity and independence of residuals (Pallant, 2005). Eight variables
selected for each multiple regression may have been too many variables for one
hundred participants and may not have been the most important ones. Whilst the
multiple regressions performed took account of the interrelationships of variables
selected, they took no account of those excluded.
The overall image that emerged from study 2 was that six variables strongly
predicted objective measures of social isolation, but only a three predicted variance
in subjective measures and to a much less degree. Since objective measures tend
not to be associated with subjective measures (Sen, 1992) this result might be
expected (see Section 1 Chapter 5). These results indicate that further research to
explore the nature of subjective social isolation is required, including investigating
what other factors help explain this experience.
The relationships between twelve variables and three dimensions of social isolation
were investigated. The complex interrelationships between these variables in the
context of multicollinearity and singularity are commented on in Section 2 Chapter
5 (p. 151) referring to Table 7. Further examination of these interrelationships is an
important area for further research. For example, the suggestion that older old
people may tend to have higher levels of social isolation may have links to being
female, widowhood and living alone. The consequent use of non parametric
statistics was less sensitive than parametric statistics.
With study 1 and the open ended questions in study 2 the attempts at the
categorisation of the responses may have been more a reflection of the researcher’s
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biases than the true feelings of the members of reference and focus groups or the
participants in the groups receiving different interventions.
An intriguing link was found between empowering discourses and reducing social
isolation, but whether discourse is a cause or an effect or there is a complex
interplay needs further exploration. Discourses other than the four identified in this
thesis could also be the subject of further research.
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CHAPTER 3

IMPLICATIONS OF THE RESEARCH
Theoretical implications

Social isolation is a widely reported social harm that affects every age group.
Social isolation causes personal problems, such as increased morbidity and
mortality, and structural problems, such as decreased neighbourhood safety and
economic prosperity. This is best summed up by Putnam’s (2001) assertion that
people who are socially disconnected are between two to five times more likely to
die from all causes, compared with people who have close ties with family, friends
and community.
Due to a range of physical, psychological, emotional, economic and social factors
ranging from physical illness to ageist and neo-liberal discourses the literature
identifies older people as being prone to social isolation and its adverse
consequences. These factors interact in complex ways to be both a cause and be a
consequence of social isolation (Cattan et al., 2005; Findlay, 2003; Victor et al.,
2000). Social isolation affects around 10% of older people with the prospects of
further increases due to the ageing of Australia (Gardner et al., 1998; Victor et al.,
2000). In recognition of this the Home and Community Care Program, which is a
principal funding mechanism for community services for older Australians, funds
large numbers of projects aiming to counter social isolation, but there is a lack of
evidence of their success (Cattan et al., 2005; Findlay, 2003). Hence the two
research questions: ‘How can the definitions of social isolation and power be
operationalised?’ and ‘What is the impact of Home and Community Care Program
funded projects on social isolation and power among older people and how can
these constructs be better understood?’
A major reason for the lack of evidence is that there is little theoretical discussion
in the literature on social isolation in older people leading to uncertainty as to how
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social isolation is defined, its causes, consequences and what interventions may
counter it and how they can be evaluated (Cattan et al., 2005; Findlay, 2003; Victor
et al., 2000). This thesis adopts a pluralist theoretical position drawing together
complementary ideas from three perspectives. These include Putnam’s (2000,
2001) understanding of how reciprocal social networks of shared norms are
fundamental to inclusion in society; Bourdieu’s (1985) emphasis on the importance
of capital and the power needed to attract and control that capital; and critical social
work’s reinforcement of empowerment and its use of discourse in understanding
social phenomena (Healy, 2005; Ife, 1997; Payne, 2005).
This pluralist theoretical framework enables an integration of various approaches to
definitions, causes, consequences and interventions to counter social isolation in
older people. Thus, the definition of social isolation in this thesis incorporates one
objective dimension (reported lack of various types of social participation) and two
subjective dimensions (the perception of inadequacy of social activity and
experience of adverse emotions).
The postmodernist origins of critical social work theories enable them to see power
as the balance of liberating and oppressive discourses that surround and permeate
people and structures in society (with discourse understood as being how people
make sense of the world). Social isolation and power have objective and subjective
dimensions and there are different experiences of oppression. In particular, this
thesis develops and provides a means of measuring two dimensions of power. The
first measures control and social agency. The second measures the relative
importance of the empowering discourses of positive ageing and social democracy
over the disempowering discourses of ageism and neo-liberalism. This is a practical
application of the theoretical concept of discourse. Using these definitions of social
isolation and power this thesis evaluates and makes suggestions about how HACC
funded interventions can counter social isolation in older people.
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Policy and practice implications
The present research has several policy and practice implications:
Theme 1- How can the definition of social isolation be operationalised?
The effectiveness of the new measures of social isolation and power are
demonstrated in Chapter 1 of Section 3. These measures were used in Study 2 to
evaluate the impact that HACC projects had on participants’ experience of social
isolation and power and to develop a better understanding of these constructs. The
findings suggest that these measures are useful in identifying people who are
socially isolated and in evaluating interventions that aim to counter social isolation.
Further evaluation of other interventions concerned with social isolation is needed
to establish whether the success found in this study is replicated more generally
across the sector.
In Chapter 1 of this section, two instances are outlined of how the new measure
accounts for the complexity of social isolation. Firstly, some individuals are in the
equivalent of Zapf et al’s (1987) ‘adaptation’ category. Those who report high
objective social isolation, but perceive low subjective social isolation may be
correct in perceiving the adequacy of their social activity, but equally they may be
mistaken and be exposed to the risks of social isolation. The application of critical
social work theories offers guidelines for negotiating this potential impasse. Using
Ife’s (1997) approach, worker and citizen could discuss the differences in their
perceptions of social isolation as equal partners. If mutually agreed to, the citizen
could to be empowered by seeing the connection between their individual
powerlessness and broader political questions and their own discourses of
oppression. Both worker and citizen may need to modify their stance. The level of
social isolation then needs to be reassessed. However, since the argument in this
thesis is that the person is the expert in their life, whilst it is appropriate for a
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worker to encourage a client to reflect on their circumstances and develop
interventions that might address deficiencies in their social networks, it is definitely
not appropriate for a worker to label a client as socially isolated and impose
interventions on them. To do so is to further disempower someone who is already
disempowered.
Secondly, the journey of socially isolated people in the equivalent of Zapf et al’s
(1987) ‘dissonance’, ‘deprivation’ and ‘adaptation’ categories to ‘well-being’ does
not always occur in one step. Although a first step might be the beginning of an
effective counter to social isolation, unless the services provide effective ongoing
support, such as respectful listening, effective advocacy to address service gaps,
adequate income and appropriate transport, there is a risk of continuing social
isolation and its many consequences. The critical social work perspective of worker
and citizen as partners seeking empowerment through personal and structural
change makes an important contribution to a theoretical understanding of social
isolation in older people and offers directions for policy and practice (Healy, 2005;
Ife, 1997; Payne, 2005).
Theme 2- How can the definition of power be operationalised?
The idea that disempowerment is an important cause of social isolation and
empowerment is an important counter is consistent with Bourdieu’s notion of social
capital and critical social work theories (Bourdieu, 1985; Healy, 2005; Ife, 1997;
McArdle, 1989; Onyx & Bullen, 2000; Payne, 2005). This thesis offers a way of
defining and measuring power that substantiates this theoretical position and could
be further developed by others. Power type 1 is seen as personal control and social
agency (McArdle, 1989; Onyx & Bullen, 2000). As the experts in their lives older
people need real power to make changes both individually and as a group. And that
power requires access to good health services, adequate income and transport and,
if the person wishes, the opportunity to own a pet. For example, it is very difficult
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for an older person to have an active membership of a decision making body if they
are ill, impoverished and have no transport.
Power type 2 measures the relative ascendancy of the empowering discourses of
social democracy and positive ageing over the disempowering discourses of neoliberalism and ageism. Power type 2 is about making the concept of discourse
practical. These discourses surround and permeate the structural level of HACC
policy, discussed in Section 1, and at the personal level, discussed in Section 2. The
importance of the balance of discourses was reinforced by the responses of
participants to open ended questions. The linked discourses of neo-liberalism and
ageism in Australian society are associated with high levels of social isolation. The
web of associations between social isolation, older age and poverty puts these
people at risk of being labelled and labelling themselves as less worthy and as those
whose social isolation is perceived as natural, inevitable and deserved. In the words
of two of the focus groups members ‘A lot of older people are poor because they
spend unwisely’ and ‘Some older people are wise, but most are like children’.
However, people and structures in society were found to contain a mix of
discourses and which discourses dominate changed with place and time. Islands of
empowering discourses of social democracy and positive ageing can be expanded.
They exist in HACC at its best and are the origins of its encouragement of diversity
and innovation so that more appropriate matching can occur between the diverse
needs of older people and resources.
Theme 3- The impact of HACC services on social isolation and power
(longitudinal).
Results from studying experiences of clients of four HACC funded projects (Day
Activity Playford, Home Assist Playford, Day Activity Gawler, Home Assist
Gawler) revealed similar statistically significant decreases in the three dimensions
of social isolation and statistically significant increases in the two dimensions of
power over time across all four services. These encouraging findings begin to
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address the concern that there is a lack of evidence about the effectiveness of
interventions aiming to counter social isolation (Cattan et al., 2005; Findlay, 2003).
In Section 3 Chapter 1 it was suggested the reason for the HACC projects’ success
was the community development and community capacity building focus of these
projects. These projects empowered clients by providing them with a pivotal role in
project development, delivery and evaluation. This role moves beyond consultation
to include participating in decision-making about the structure of the projects.
Other HACC funded projects to counter social isolation in older people would do
well to adopt this strategy. More broadly, this could have application for
community interventions with other groups. In essence it is about the importance of
the greater inclusion of older people in decision making to reinforce the link
between community development and their human rights (Ife, 2010).
Theme 4- Variables that may be associated with and predict social isolation (crosssectional).
These implications are not unique to the present study, but are important.
Notwithstanding the methodological and analytical limitations in this study, eight
variables were found to be significantly associated with social isolation. These
were increasing age, never married, divorced or widowed, childlessness, living
alone, poor health, low income, no pets and transport problems. As discussed, this
finding is consistent with the literature.
The association and predictability of increasing age with social isolation is
important from a policy perspective because of the widely reported ageing of
Australia (Australian Bureau of Statistics, 2005b, 2007b; Australian Institute of
Health and Welfare, 2005b). Interventions to counter social isolation need to be
inclusive of older and ‘older older’ people and this need will increase in the future.
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The policy implications of the association of being never married, divorced or
widowed and childlessness with social isolation lies in ensuring services are
inclusive of people in these circumstances. The caution is that people with these
risk factors are not necessarily socially isolated and people without them are not
necessarily socially included, as noted in the discussion of results.
Living alone is of concern because the number of older Australians living alone is
increasing (Australian Bureau of Statistics, 2007a). The appropriate policy response
is to encourage services to be accessible to people living alone, rather than
pressuring people to live with others. Living with others in a harsh and segregated
institutional environment only serves to aggravate social isolation
All people have the right to optimal health. Consequently policy needs to ensure
that there are effective health services to maximise the health of everyone,
including older people. The caution is that chronic illness and impaired function are
not inevitable consequences of increasing age. This study’s finding is that poor
health is associated with social isolation. Empowering older people to make
decisions both about their personal health and more general health policy would
reinforce pre existing health initiatives. The trend in health policy towards
increasing the resources allocated to preventative community based health services
with clients serving on management boards is a positive development for older
people (Department of Health and Ageing, 2007).
There is a strong link between low income and social isolation. Government needs
to consider the cost of an increase in retirement income verses the cost of social
isolation. Social isolation is the denial of a basic human right that leads to
expensive interventions, particularly expensive medical interventions (Department
of Health and Ageing, 2008b; Moodie, 2003). Mirroring critical social work’s aim
of integration, ensuring older people have a decent rather than a bare subsistence
income moves beyond personal responsibility to sound social and economic policy.
The media preoccupation with wealthy ‘baby boomers’, ‘new aged’ and
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superannuation reforms leading to a blossoming of well to do ‘independent retirees’
ignores the reality that the majority of older Australians are heavily or entirely
dependent on a frugal government funded Age Pension (Australian Bureau of
Statistics, 2003, 2005a).
The fusion of personal with structural occurs with the simple act of supporting an
older person to have a pet. This does not imply that owning a goldfish counters
social isolation. What is proposed is that assisting people who own pets, even a pet
as humble as a goldfish, may well be part of a strategy to counter social isolation.
The cost of purchasing and maintaining a pet is far less than the cost and suffering
associated with social isolation in older people. It is concerning that many
institutional carers discourage pet ownership in older people, with the exception of
a token single communal dog or cat, and that there is no government assistance
available to subsidise the feeding and veterinary bills that older people often cannot
afford (Ross & Leicester, 2002).
Transport problems were found to affect social isolation at personal and structural
levels. Older people who used their own car were confronted with difficulties in
keeping their license and escalating costs for fuel, registration, insurance, special
adaptations, maintenance and periodic replacement. Older people who used public
transport faced lack of frequency of service and inappropriate timetabling, as well
as inadequate adaptations both in the transport itself and ancillary facilities, such as
steep curbs at bus stops. Escalating fare costs and lack of safety were also concerns.
Modifications to bus shelters can give people using wheelchairs and walking
frames better access and better protection from the sun, wind and rain. Curbs can be
smoothed. Timetables can be adapted. The rationing of access cab vouchers can be
relaxed and the subsidy can be made more generous. Assistance can be provided to
those who use private transport, such as concessions on motor registration. More
broadly, the message is that rather than attributing expertise solely to engineers,
accountants and social workers and subjecting older people to endless tokenistic
surveys (of which this thesis is hopefully not an example), there needs to be an
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acknowledgement of the expertise of older people in transport specifically and in
countering social isolation more generally. Their election or appointment and paid
membership to appropriate government and non government bodies, where there is
real power to make change, such as public transport and taxi boards, needs to be
encouraged.
The association of caring for a spouse with high levels of social isolation
emphasises the importance of support for carers, including the availability of
respite care and financial assistance.
Theme 5- Power as a predictor of social isolation (cross-sectional)
Power type 1 (the level of control a person has over their life in general and in
important areas and social agency) and power type 2 (the balance between
oppressive and liberating discourses in and around a person) had significant
association with three dimensions of social isolation pre-intervention by HACC
funded projects. The importance of the balance of discourses measured by power
type 2 was reflected in the responses of participants to the open ended questions.
This confirms the policy implication of theme 3 of the importance of the greater
inclusion of older people in decision making to facilitate their empowerment.
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CHAPTER 4

CONCLUSION

At the core of social work is Mills’ (1959) contention that private troubles are
linked to public issues. A socially isolated person is a tragic private trouble with
many adverse consequences. Some conclude that there is little that can be done to
counter social isolation because there are always a few victims. The problem is that
there are not a few, but hundreds of thousands of Australians at risk of social
isolation. Whilst the personal dimension is important, blaming the victim and
denying the role of society’s structures is not helpful because it leads to the
conclusion that nothing can be done. On the contrary, this thesis has demonstrated
that some things can be done.
All the HACC funded projects that took part in this thesis were associated with a
persistent progressive reduction in three dimensions of social isolation and parallel
increases in two dimensions of power. The fact that there was little change
measured in extraneous variables over time that could have affected social isolation
provides further support for the impact of the HACC services. These projects
empowered older people by giving them a central and influential role in project
development, delivery and evaluation associated with positive and empowering
discourses of social democracy and positive ageing. This suggests that in
government policy generally, in the provision of services to older people, and
particularly in interventions that aim to counter social isolation, there is the need to
encourage people to exercise control and foster the dominance of empowering
discourses.
Several important developments emerge in this thesis. Firstly, a tool is produced to
define and measure social isolation in older people which could be used to identify
people who are socially isolated and gauge the effectiveness of services that aim to
counter social isolation. Secondly, an empirical measure of power is developed. It
has been demonstrated that decreasing social isolation is related to empowerment.
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This thesis starts the journey of putting power and discourse into an empirical
perspective. The highly theoretical concept of discourse is applied in a practical
way and its importance in people’s experience of social isolation is demonstrated.
Thirdly, the importance of the greater inclusion of older people in decision making
is emphasised. Fourthly, the important associations of certain variables, such as
poor health, low income and transport problems, with social isolation indicated in
other studies is confirmed.
The pathways for countering social isolation in older people are highly
individualised and require a multidimensional approach that takes account of
personal experience and broader social structures. The achievements of the present
research have been previously outlined. It was an attempt to apply the concept of
discourse to the issue of social isolation, so creating a bridge between an abstract
concept and a real world application. Overall, in addition to developing reliable and
valid measures of social isolation and power, is the optimistic finding that HACC
funded projects are contributing to reducing social isolation and empowering older
people.
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APPENDIX 1: DOCUMENTS
Gardner et al’s (1997) questionnaire
GARDNER ET AL’S (1998) TEST OF SOCIAL ISOLATION USED IN THEIR
SURVEY OF VETERANS AND WAR WIDOWS

Lincoln Gerontology Centre
La Trobe University
Bundoora
Vic

3083

SURVEY OF VETERANS AND WAR WIDOWS
Please place a tick in the answer box [__] that fits you best.
Q. 1

Are you?
Male .................................................................. [__] 1
Female............................................................... [__] 2

Q. 2

Which of these best describes your marital status?
Married/living with partner .............................. [__] 1
Widowed ........................................................... [__] 2
Separated/divorced ........................................... [__] 3
Never married ................................................... [__] 4

Q. 3

Who else lives with you in this household?
No one............................................................... [__] 1
Spouse/partner only .......................................... [__] 2
Spouse/partner and other(s) .............................. [__] 3
Other(s).............................................. ............... [__] 4
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Q. 4

Which of the following best describes where you live now?
Separate, semi-detached or terrace house ......... [__] 1
Home unit, flat or apartment ............................. [__] 2
Caravan or mobile home ................................... [__] 3
Hostel or nursing home..................................... [__] 4
Retirement village ............................................. [__] 5
Other ................................................................. [__] 6

Q. 5

Which of these best describes your health?
Very good ......................................................... [__] 1
Good ................................................................. [__] 2
Fair .................................................................... [__] 3
Poor ................................................................... [__] 4
Very poor .......................................................... [__] 5

Q. 6

Did you ever serve in the armed services in any of the

following?
Yes

Q. 7

No

(a) World War I? ............................................................................ [__] 1

[__] 2

(b) World War II? .......................................................................... [__] 1

[__] 2

(c) Korea? ........................................................................................ [__] 1

[__] 2

(d) Malaya?...................................................................................... [__] 1

[__] 2

(e) Vietnam? .................................................................................... [__] 1

[__] 2

(f) Other service? ............................................................................ [__] 1

[__] 2

Have you changed your usual place of residence since 1992?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2
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Q. 8

Please tick if you have difficulty with any of the following activities.
Yes

Q. 9

No

(a) Using public transport? ............................................................. [__] 1

[__] 2

(b) Moving 200 metres or more outside your home?.................... [__] 1

[__] 2

(c) Moving around the home? ......................................................... [__] 1

[__] 2

Please tick if you need help with any of the following activities.
Yes

Q. 10

No

(a) Household shopping (e.g. groceries)? ....................................... [__] 1

[__] 2

(b) Cooking or meal preparation?.................................................. [__] 1

[__] 2

(c) Bathing or washing?................................................................... [__] 1

[__] 2

How often have you felt unhappy during the past year?
Never................................................................. [__] 1
Rarely................................................................ [__] 2
Sometimes......................................................... [__] 3
Frequently ......................................................... [__] 4
Very frequently ................................................. [__] 5

Q. 11

How often have you felt bored during the past year?
Never................................................................. [__] 1
Rarely................................................................ [__] 2
Sometimes......................................................... [__] 3
Frequently ......................................................... [__] 4
Very frequently ................................................. [__] 5
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Q. 12

How often have you felt lonely during the past year?
Never................................................................. [__] 1
Rarely................................................................ [__] 2
Sometimes......................................................... [__] 3
Frequently ......................................................... [__] 4
Very frequently ................................................. [__] 5

Q. 13 How often do you take part in each of the following activities?
At least

At least

Less than

once a

once a

once a

week

month

month

(a) Spend time with family you don’t live with?

[__] 1

[__] 2

[__] 3

(b) Telephone family you don’t live with?

[__] 1

[__] 2

[__] 3

(c) Spend time with or care for young children?

[__] 1

[__] 2

[__] 3

(d) Spend time with friends?

[__] 1

[__] 2

[__] 3

(e) Go to restaurants or hotels?

[__] 1

[__] 2

[__] 3

(f) Go on excursions or sightseeing activities?

[__] 1

[__] 2

[__] 3

(g) Attend church or other religious activities?

[__] 1

[__] 2

[__] 3

(h) Go walking for recreation or exercise?

[__] 1

[__] 2

[__] 3

(i) Play sports?

[__] 1

[__] 2

[__] 3

(j) Visit social, recreational or sports clubs?

[__] 1

[__] 2

[__] 3

Q. 14 Would you like to change any of the following activities in the future?
Yes

No

(a) Participating in more social clubs/activities?

[__] 1

[__] 2

(b) Spend more time with family you don’t live with?

[__] 1

[__] 2

(c) Meeting other people?

[__] 1

[__] 2
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Q. 15

Would you say that your usual social activity is?
Not enough........................................................ [__] 1
About right ........................................................ [__] 2
Too much .......................................................... [__] 3

Q. 16

Compared to about five years ago are you?
More socially active now .................................. [__] 1
About the same now ......................................... [__] 2
Less socially active now ................................... [__] 3
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Draft questionnaire
SOCIAL ISOLATION QUESTIONNAIRE BASED ON GARDNER ET AL’S
(1998) SURVEY OF VETERANS AND WAR WIDOWS
The following questionnaire is designed to help us understand more about social
isolation. Any information gathered from this questionnaire will be anonymous and your
name will only be used for matching purposes. Please read the following carefully and
place a tick in the answer box [__] that fits you best.
Name:……………………………………………...
Q. 1

Are you?
Male .................................................................. [__] 1
Female............................................................... [__] 2

Q. 2

What is your age? ............................................................................

Q. 3

Which of these best describes your marital status?
Married/living with partner .............................. [__] 1
Widowed ........................................................... [__] 2
Separated/divorced ........................................... [__] 3
Never married ................................................... [__] 4

Q. 4

How many children did you have? ................................................
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Q. 5

Who else lives with you in your household?
No one............................................................... [__] 1
Spouse/partner only .......................................... [__] 2
Spouse/partner and other(s) .............................. [__] 3
Other(s).............................................. ............... [__] 4

Q. 6

Which of these best describes your health?
Very good ......................................................... [__] 1
Good ................................................................. [__] 2
Fair .................................................................... [__] 3
Poor ................................................................... [__] 4
Very poor .......................................................... [__] 5

Q. 7
Q. 8

What is your weekly gross income? ..............................................
Do you own a pet?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 9(a)

Do you have a current Driver’s License?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 9(b)

Do you own a registered car?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2
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Q. 9(c)

Do you have problems with transport?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 10(a)

How long did you wait for this ….service to be provided?…………

Q. 10(b)

Did you use private services during this waiting period?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 11(a)

Are you of non English speaking background?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 11(b) What language do you mostly speak at home? ...........................
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Q. 12 How often do you take part in each of the following activities?
At least

At least

Less than

once a

once a

once a

week

month

month

(a) Spend time with family you don’t live with?

[__]

[__]

[__]

(b) Telephone family you don’t live with?

[__]

[__]

[__]

(c) Spend time with or care for grandchildren?

[__]

[__]

[__]

(d) Spend time with friends?

[__]

[__]

[__]

(e) Go to restaurants and hotels?

[__]

[__]

[__]

(f) Go on excursions or sightseeing activities?

[__]

[__]

[__]

(g) Attend church or other religious activities?

[__]

[__]

[__]

(h) Go walking for recreation or exercise?

[__]

[__]

[__]

(i) Play sports?

[__]

[__]

[__]

(j) Visit social, recreational or sports clubs?

[__]

[__]

[__]

236

Q. 13

How strongly do you agree or disagree with the following statements?

Subjective type 1 indicators in the draft questionnaire are based on the UCLA test. To
keep the test as short as possible to encourage compliance the deliberations of reference
and focus groups provide a means of prioritising and condensing these twenty questions
Q. 13 continued. How strongly do you agree or disagree with the following
statements?
Strongly

Agree Undecided

Disagree

Agree

Strongly
disagree

(f) I frequently feel happy.

[__]

[__]

[__]

[__]

[__]

(g) I frequently feel anxious.

[__]

[__]

[__]

[__]

[__]

(h) I frequently feel lonely.

[__]

[__]

[__]

[__]

[__]

(i) I do not usually feel bored.

[__]

[__]

[__]

[__]

[__]

(j) I frequently feel frustrated.

[__]

[__]

[__]

[__]

[__]

Q. 14 How strongly do you agree or disagree with the following statements?

Strongly

Agree Undecided Disagree Strongly

Agree

disagree

(a) I am in charge of my life.

[__]

[__]

[__]

[__]

[__]

(b) I have a say in this HACC

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

service.
(c) There is someone I can turn to
in a crisis.
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Q. 15 Here are some statements that some people believe. How strongly do you
agree or disagree with the following?
Strongly

Agree Undecided Disagree Strongly

Agree

disagree

(a) ‘The poor’ deserve to be poor.

[__]

[__]

[__]

[__]

[__]

(b) People deserve a decent

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

standard of living regardless of
their background.
(c) It is generally believed older
people inevitably decline and
become worthless once they stop
working.
(d) Older people are sources of
wisdom and experience. The
ageing of Australia is an
opportunity not a burden.
Thank you for filling in this questionnaire.
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Information statement

Social isolation in older Australians and the Home and Community
Care Program
Information statement
The researchers
Investigator- Charles Tant, Student, Charles Sturt University, Telephone
(08) 8255 6826
Supervisors- Dr Wendy Bowles, Senior Lecturer, School of Humanities and Social
Sciences, Charles Sturt University, Telephone (02) 6933 2695
Dr Janki Shankar, School of Humanities and Social Sciences, Charles
Sturt University, Telephone (02) 6933 2676
Dr Gene Hodgins, School of Humanities and Social Sciences, Charles
Sturt University, Telephone (02) 6933 2746

What do we want to find out?
As part of my PhD studies, I am researching social isolation in older Australians. Social
isolation is when people feel alone, cut off from others and/or are unable to get out and
about. I am interested to find out what you think about social isolation amongst older
Australians, and whether being part of the Home and Community Care Program has any
effect on social isolation.
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How do we find out?
If you are interested in being part of this study, I would like to conduct three interviews
with you. The first interview will be just before you use this service, the second shortly
after the service ends and the third one six months later. Each interview will take about
one hour and will involve you filling in a questionnaire with me. I can conduct this
interview at any mutually convenient time and a place you nominate and I will travel to
you.
During each interview I will write up some notes of what happened (which I will show
you so you can check it for accuracy) and keep the questionnaire you filled in. When the
three interviews are complete I will analyse the notes and questionnaires, being careful to
keep your information private and confidential. At all times the questionnaires and notes
will be stored in a locked filing cabinet and transported in a locked bag. Once the whole
process ends I will destroy notes and questionnaires by shredding them. No information
about you as an individual will be reported or published – results will be about the group
as a whole, not individuals.
Please note that if at any time you begin to feel uncomfortable or distressed with the
questions, I will stop immediately and discuss with you what needs to be done to help.
Being part of this project is voluntary. You can decide not to participate or withdraw at
any time and for any reason. If you decide not to participate in the study you will not be
penalised any way by this service.
You are welcome to ask me any questions you want about the work I am doing . Any
suggestions you make will be taken very seriously.
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Charles Sturt University’s Ethics in Human Research Committee has approved this
project. If you have any complaints or reservations about the ethical conduct of this
project, you may contact the Committee through the Executive Officer:
The Executive Officer
Ethics in Human Research Committee
Academic Secretariat
Charles Sturt University
Private Mail Bag 29
Bathurst NSW 2795
Tel: (02) 6338 4628
Fax: (02) 6338 4194
.
Any issues you raise will be treated in confidence and investigated fully and you will be
informed of the outcome.
If you decide to participate in this project it will be greatly appreciated and may lead to
improvements for you and for other people using this service. If you would like to be part
of the project, please provide your written consent on the attached consent form.
Yours sincerely,
Charles Tant, Charles Sturt University Research Student
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Agreement to participate

Social isolation in older Australians and the Home and Community
Care Program
Agreement to Participate
Investigator- Charles Tant Telephone (08) 8255 6826
Supervisors- Dr Wendy Bowles, Telephone (02) 6933 2695
Dr Janki Shankar, Telephone (02) 6933 2676
Dr Gene Hodgins, Telephone (02) 6933 2746

I……………………………………. agreeThe purpose of the research has been explained to me, including the potential
risks/discomforts associated with the research, and I have read and understood the
information sheet given to me.
I understand that any information or personal details gathered in the course of this
research about me are confidential and that neither my name nor any other identifying
information will be used or published without my written permission.
I understand that I am free to withdraw my participation in the research at any time, and
that if I do I will not be subjected to any penalty or discriminatory treatment.
Charles Sturt University’s Ethics in Human Research Committee has approved this study.
I understand that if I have any complaints or concerns about this research I can contact:
The Executive Officer, Ethics in Human Research Committee, Academic
Secretariat, Charles Sturt University, Private Mail Bag 29, Bathurst NSW 2795
Telephone:

(02) 6338 4628 Fax: (02) 6338 4194
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Name (block letters please): ..........................................................
Signature:

..........................................................

Date:

..........................................................
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Ethical clearance from Charles Sturt University’s Ethics in Human Research Committee
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Research approval from the City of Playford HACC coordinator
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Research approval from the Town of Gawler HACC coordinator
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Appropriate services that specialise in countering depression for older people in the
Northern suburbs of Adelaide, South Australia
John Leicester, Helping Hand’s Towards Community Inclusion Project, 568-572 Port Rd
ALLENBY GARDENS SA 5009, Telephone (08) 8241 9011 Mob. 0405 446 975.
Peter Dowling, Relationships Australia, 3/25 Philip Highway, ELIZABETH SA 5113,
Telephone (08) 8287 5055.
Playford Community Health Centre, 50 Peachey Road, DAVOREN PARK SA 5113,
Telephone (08) 8252 9900.
Karen Hobson, Gawler Health Service, GAWLER SA 5118, Telephone (08) 8521 2080.
Gawler Health Service Bereavement Support Group, Gawler Health Service, GAWLER
SA 5118, Telephone 8522 3890.
Gawler Counselling Service, Gawler Neighbourhood House, 3 Scheibener Tce,
GAWLER SA 5118, Telephone (08) 8523 1733.
Janette Hall, Lyn Porter and Valerie Paltridge, Professional Counselling Services,
Adelaide Road Clinic, 24A Adelaide Road, GAWLER SA 5118, Telephone 8522 1466
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APPENDIX 2: RESULTS OF STUDY 1
Deliberations of reference and focus groups in study 1 phase 1
Figure 4: Parallels between indicators of objective social isolation derived from the
literature and those derived from reference and focus groups in study 1
Indicators of objective social
isolation in draft questionnaire
derived from the literature on
social isolation

Supporting evidence from
reference and/or focus groups

Modified indicators of
objective social isolation

How often do you take part in
each of the following activities?
12(a) Spend time with family
you don’t live with? (Gardner et
al., 1998; Lubben & Gironda,
1996).

12(a) Unchanged.
Five spontaneous comments on
contact with family members not
in household.
My sister lives interstate and that’s
the only living relative I have
contact with. (RG)
Three of my four daughters visit
me regularly. They’re a great help.
(FG1)
The visits of my sons are very
important to me. (FG2)
My [second husband] has a large
closely knit family of his own.
(FG4)
We never were a very close
family. (FG4)

12(b) Telephone family you
don’t live with? (Gardner et al.,
1998).

Four comments on telephoning
family members not in household.
One comment extends this idea to
telephoning friends.

12(b) Telephone family or
friends you don’t live
with?
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Indicators of objective social
isolation in draft questionnaire
derived from the literature on
social isolation

Supporting evidence from
reference and/or focus groups

Modified indicators of
objective social isolation

People often think the odd phone
call to their parents is enough.
(RG)
The grandchildren are always on
the phone to me. (FG1)
I’m on the phone to my friends all
the time. (FG2)
My son phones me once a month
and that’s it. (FG3)
My son’s very busy with his
family and he only phones me
once a week. (FG4)
12(c) Spend time with or care for
young children? (Gardner et al.,
1998)

Four comments on spending time
with and caring for young
children.

12(c) Unchanged.

Grandparents can care for the
children, but this can be abused.
(RG)
I look after my daughter’s two
children at least twice a week.
(FG1)
For me it’s spoiling the
grandchildren. We’re a big family.
(FG2)
I never get enough time with my
grandchildren. (FG4)
12(d) Spend time with friends?
(Gardner et al., 1998; Lubben &
Gironda, 1996).

Four comments on spending time
with friends.

12(d) Unchanged.
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Indicators of objective social
isolation in draft questionnaire
derived from the literature on
social isolation

Supporting evidence from
reference and/or focus groups

Modified indicators of
objective social isolation

It’s important that older people
have plenty of close friends. (RG)
Friendships prevent social
isolation. (FG2)
I hardly ever see my friends.
(FG3)
You have to keep your social
contacts up. It’s an effort, but as
friends die you have to find new
ones. (FG4)
12(e) Go to restaurants or hotels? Two comments on visiting
(Gardner et al., 1998).
restaurants and hotels. One
comment from the focus groups
extends this idea to eating or
drinking socially.

12(e) Go out to eat or
drink socially?

When was the last time I went to a
hotel and had a few beers with my
friends? (RG)
I prefer to catch up with my mates
at the Downs Hotel. (FG1)
I like to go out to have a bite to eat
and a drink or two. (FG2)
12(f) Go on excursions or
sightseeing activities? (Gardner
et al., 1998).

Three comments on going on
excursions and sightseeing
activities.

12(f) Unchanged.

There are plenty of opportunities
for older people to meet others.
Loads of outings, clubs and social
events… (RG)
The outings they organise here
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Indicators of objective social
isolation in draft questionnaire
derived from the literature on
social isolation

Supporting evidence from
reference and/or focus groups

Modified indicators of
objective social isolation

help me make new friends. (FG1)
I’m a member of the Central
Districts Football Club and the bus
trips they organise make all the
difference. (FG2)
12(g) Attend church or other
religious activities? (Gardner et
al., 1998)

Four comments on attending
church and other religious
activities.

12(g) Unchanged.

Older people often make a lot of
contacts at the church they attend.
(RG)
I make a lot of new friends at
church or at social events. (FG1)
I used to attend church every
week. (FG3)
I go to church, but very few people
do. (FG4)
12(h) Go walking for recreation
or exercise? (Gardner et al.,
1998)

Two comments about walking for
recreation or exercise.

12(h) Unchanged.

I walk to the shops and back every
day. There’s always someone to
have a chat with. (FG3)
Just getting out and about, even if
its walking the dog, helps you
meet new people. (FG4)
12(i) Play sports? (Gardner et al., Three comments on playing sports. 12(i) Unchanged.
1998).
There aren’t enough sports clubs
for active older men. (FG3)
And that’s even more so for active
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Indicators of objective social
isolation in draft questionnaire
derived from the literature on
social isolation

Supporting evidence from
reference and/or focus groups

Modified indicators of
objective social isolation

older women. All they think you
want to do is play bowls. (FG3)
I find golf is a great way to meet
new people and make friends.
(FG4)
12(j) Visit social, recreational or
sports clubs? (Gardner et al.,
1998).

Three comments on visiting social, 12(j) Unchanged.
recreational or sports clubs.
There are plenty of opportunities
for older people to meet others.
Loads of outings, clubs and social
events… (RG)
A few of us get together at the
RSL. (FG2)
The bowling club is more like a
social than a sports club. (FG4)

Significant amount of time that
many older people spend caring
for others (DHHLGCS, 1991;
Shankar, 2006; Vecchio and
Jackson, 2002).

Two comments on caring for
spouse.
And many older people can’t get
out because they are caring for an
ill partner. (RG)
Most of my time is taken up by
caring for my husband who has
Alzheimer’s. (FG1)

12(k) Caring for others
that are not children, for
example, spouse, other
relatives etc?
Reverse coded as
associated with social
isolation

Reference Group recommended
that preliminary Q12 caring for
others be split into existing 12(c)
caring for children and new 12(k)
not children which they associated
with social isolation.
Two comments on medical and
other appointments.

12(l) Medical and other
appointments?
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Indicators of objective social
isolation in draft questionnaire
derived from the literature on
social isolation

Supporting evidence from
reference and/or focus groups

Modified indicators of
objective social isolation

In fact just visiting a range of
doctors can take up appreciable
amounts of time. (RG)
When I do get out it’s mainly to
visit the doctor. (FG3)
Figure 5: Parallels between indicators of subjective social isolation type 1 derived from
the literature and those derived from reference and focus groups in study 1
Indicators of subjective social
isolation type 1 from the
UCLA Loneliness Scale
(Version 3) (Russell 1996)

Supporting evidence from
reference and/or focus groups

Modified indicators of
subjective social isolation
type 1

Four spontaneous comments on
feeling ‘in tune’ with others.

13(a) I am ‘in tune’ with
others

I feel different from others and this
job doesn’t help. (RG)

.

Now I am going to ask you
about how you see your level of
social activity. How strongly do
you agree or disagree with the
following statements?
1. How often do you feel that
you are ‘in tune’ with the
people around you?

It’s the frustrating feeling of being
apart and not being able to do
anything about it.(FG4)
It’s when you feel separate from
others. (FG4)
I feel like a stranger in the street
I’ve lived in for thirty years. (FG4)
2. How often do you feel that
you lack companionship?

Three comments on having or
lacking companionship.

13(b) I have enough
company in my life.
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Indicators of subjective social
isolation type 1 from the
UCLA Loneliness Scale
(Version 3) (Russell 1996)

Supporting evidence from
reference and/or focus groups

Modified indicators of
subjective social isolation
type 1

I’m new here and most of my
friends were work mates from my
last job at the hospital. (RG)
Everyone is so busy. Whatever
happened to friendship? (RG)
I feel I have no friends, no one I
can confide in (FG4).
4. How often do you feel alone?

Four comments on having or
lacking companionship.

13(c) I often feel alone

The only time we ever go out it’s
for the children. I get so lonely I
could just scream! (RG)
Ever since my husband died I feel
so alone. (FG1)
The feeling of being lonely in a
crowd. (FG2)
Loneliness is like you’re invisible.
(FG3)
9. How often do you feel
outgoing and friendly?

Five comments on feeling outgoing, 13(d) I am a shy person
friendly or shy.

17. How often do you feel shy?

I seldom feel friendly (RG).
I keep myself to myself (RG).
…Shyness. (FG1)
I’m not the pushy type. I tend to be
reserved. (FG2)
I’m a shy person. (FG4)

6. How often do you feel that

Four comments on feeling you have 13(e) I have someone in
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Indicators of subjective social
isolation type 1 from the
UCLA Loneliness Scale
(Version 3) (Russell 1996)
you have a lot in common with
the people around you?

Supporting evidence from
reference and/or focus groups

18. How often do you feel there
are people around you, but not
with you?

Socially isolated older people are
often frustrated because they sense
they are drifting away from others.
(RG)

Modified indicators of
subjective social isolation
type 1

a lot in common with or are close to which I can confide.
others.

I’m lonely because the other
residents are worse [nursing home
residents]. It’s like there is a wall
between us. (FG2)
I feel apart from everyone else
(FG3).
It’s more a question of not being
close to anyone. (FG4)

Figure 6: Parallels between indicators of subjective social isolation type 2 derived from
the literature and those derived from reference and focus groups in study 1
Indicators of subjective social
isolation type 2 in the draft
questionnaire derived from
the literature

Supporting evidence from
reference and/or focus groups

Modified indicators of
subjective social isolation
type 2

Now I am going to ask you
some questions about how you
feel inside. How strongly do
you agree or disagree with the
following statements?
13(f) I frequently feel happy
(Gardner et al., 1998)

13(f) Unchanged.

Three comments on feeling happy
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Indicators of subjective social
isolation type 2 in the draft
questionnaire derived from
the literature

Supporting evidence from
reference and/or focus groups

Modified indicators of
subjective social isolation
type 2

or unhappy.
Loneliness, unhappiness and
boredom all go together. (RG)
How can you be happy when
you’re alone? (FG2)
I get out a bit, but I feel so lonely
and unhappy. (FG3)
I frequently feel anxious
(Hartigan, 1999; Rosenfeld,
1997; Ross & Leicester, 2002).

Three comments on feeling
anxious.

13(g) Unchanged.

…add anxiety to that. (RG)
When a person’s partner dies they
often feel anxious and lonely.
(FG3)
When I’m alone I feel anxious.
(FG4)
13(h) I frequently feel lonely
(Gardner et al., 1998)

Four comments on feeling lonely.

13(h) Unchanged.

Loneliness, unhappiness and
boredom all go together. (RG)
The only time we ever go out it’s
for the children. I get so lonely I
could just scream! (RG)
Its loneliness. (FG1)
I get out a bit, but I feel so lonely
and unhappy (FG3).
13(i) I do not usually feel bored
(Gardner et al., 1998)

Four comments on feeling bored.

13(i) Unchanged.

Older people often say they feel
bored. (RG)
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Indicators of subjective social
isolation type 2 in the draft
questionnaire derived from
the literature

Supporting evidence from
reference and/or focus groups

Modified indicators of
subjective social isolation
type 2

Loneliness, unhappiness and
boredom all go together. (RG)
Loneliness and boredom go
together. (FG2)
I don’t know what is worse. The
loneliness or the boredom. (FG3)
13(j) I frequently feel frustrated
(Hartigan, 1999; Rosenfeld,
1997; Ross & Leicester, 2002)

Three comments on feeling
frustrated.

13(j) Unchanged.

Socially isolated older people are
often frustrated because they sense
they are drifting away from others.
(RG)
It’s all very frustrating. (FG3)
It’s the frustrating feeling of being
apart and not being able to do
anything about it. (FG4)
Social isolation is a complex
concept (Findlay, 2003; Victor
et al., 2000). Complex concepts
often have many dimensions
where each dimension contains
a series of ‘indicators’ to
embrace this complexity (De
Vaus, 2002).

Two comments on the complexity
of the concept of social isolation
Social isolation has lots of partsloss of connection with others and
the feeling of being lonely (RG)
Social isolation is complicated.
Some people don’t feel lonely even
though they seldom have contact
with others (FG3)
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Figure 7: Parallels between factors should be taken into account when measuring social
isolation derived from the literature and those derived from reference and focus groups
in study 1
Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation
Gender: 1. Are you male or
female? (Gardner et al., 1998)

Modified variables that
may be associated with
social isolation

There was considerable controversy 1. Unchanged.
in reference and focus groups as to
whether men or women tended to
be were more socially isolated.
There were seven comments on
gender and social isolation.
Men make friends more easily than
women. Women tend to look for
fault in each other. (RG)
I think it’s more that older women
are often lonely because they
outlive their husbands (RG).
Men often go to pieces when their
wives die. I’ve seen it happen lots
of times. (FG1)
Well I’ve seen it the other way
around. (FG1)
Men are better at making friends.
Women tend to keep themselves to
themselves. (FG2)
Older men are lonelier than older
women…because men don’t make
close friends as easily. (FG3)
No, older women are lonelier than
older men…They outlive their
husbands. (FG3)

Increasing age: 2. What is your
age? (Hartigan, 1999;

There were four comments on age
and social isolation.

2. Unchanged.
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Variables that may be
associated with social isolation
in the draft questionnaire
derived from the literature on
social isolation
Rosenfeld, 1997; Ross &
Leicester, 2002; Victor et al.,
2000)
.

Supporting evidence from
reference and/or focus groups.

Modified variables that
may be associated with
social isolation

The older people get the lonelier
they get because more and more of
their friends die. (RG)
Age. As you get older all your
friends pass on. (FG1)
When you get older you can’t get
out as much as you’d like and all
your friends move away or die.
(FG2)
The older people get the less of
others they see and the more they
feel alone. (FG3)

Never married, divorced or
widowed: 3. Which best
describes your marital status?
(Gardner et al., 1998)

Nine comments on marital status
and social isolation.

3. Unchanged.

Being single, divorced or a widow
doesn’t help. (RG)
And it’s the same if you’re an old
bachelor or you’ve been divorced.
(FG1)
Being happily married helps. I
wouldn’t want to lose my husband.
(FG2)
Single, divorced and widowed old
people are lonelier because they
tend to live alone. (FG2)
People who have never married or
always lived alone. (FG3)
Widowed individuals moving to be
close to sons and daughters…(FG3)
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Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation
When a person’s partner dies they
often feel anxious and lonely.
(FG3)

Modified variables that
may be associated with
social isolation

People who have always been
single and had no children. (FG3)
Marriage is the best preventative,
especially a good marriage (a close
marriage, when your partner is
more like a friend) (FG4).
Childlessness: 4. How many
children did you have?
(Choi, 1996; Victor et al., 2000)

Five comments on having no
children and social isolation.

4. Unchanged.

…Nor does having no children.
(RG)
If you’re lucky with your children
they can be a great help. (FG1)
Yeah, but not if you never see
them. (FG1)
I’m so glad I had a big family. I
don’t know what people without
children do. (FG2)
People who have always been
single and had no children. (FG3)
Living alone: 5. Who else lives
with you in this household?
(Gardner et al., 1998)

Five comments on living alone and
social isolation.

5. Unchanged.

I live in an empty house not a
home. (FG1)
I agree, living by yourself is lonely.
(FG1)
Single, divorced and widowed old
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Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation
people are lonelier because they
tend to live alone. (FG2)

Modified variables that
may be associated with
social isolation

Because I never married I’ve
always lived alone. (FG3)
Once there were the two of us in
the house, but ever since I lost B
[my pet dog] I’ve been alone.
(FG4)
Poor health: 6. Which of these
best describes your health?
(Gardner et al., 1998)

Nine comments on health and
social isolation.

6. Unchanged.

If someone is very sick they can’t
get out and meet people (RG).
You don’t even have to be that ill.
Just a bit of arthritis in an older
person’s knees is enough to prevent
them getting to the bus stop. (RG)
It can also mean that an individual
loses interest in their own health.
(RG)
Physical health can deteriorate, but
also emotional and psychological
health. (RG)
Health is the key. If you’re
unhealthy you can’t get out, even
though you want to. (FG2)
Problems with walking due to
arthritis. (FG3)
If you have bad health you’re often
alone. (FG4)
I have good days and bad days with
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Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation
the waterworks. (FG4)

Modified variables that
may be associated with
social isolation

And when you can smell yourself
its so embarrassing. (FG4)
Low income: 7. What is your
weekly gross income?
(Krause & Borawski-Clark,
1995; South Australian Council
of Social Service, 2005; Victor
et al., 2000)

Five comments on income and
social isolation.

7. Unchanged.

…the Age Pension just covers the
basics of life. There’s nothing left
for anything else. (RG)
Being poor is being lonely. (FG1)
Being short of money doesn’t help.
All those visits and outings cost
money. (FG2)
By the time people on the pension
have got the food, paid the rent and
all the other bills there is nothing
left for going out. (FG3)
The cost of petrol prevents me from
using the car much. (FG4)

No pets: 8. Do you own a pet?
(Rose & Rowntree, 2006)

Five comments on having pets and
social isolation. Interestingly the
Reference Group made no
comments about pets and social
isolation

8. Unchanged.

…dogs and cats make good
companions. (FG1)
Dogs and cats may be better at
reducing social isolation than a
goldfish because you can cuddle
dogs and cats, but even a goldfish
has to be looked after and so gives
a person a reason to go on. (FG3)
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Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation

Modified variables that
may be associated with
social isolation

Not having any pets makes things
[social isolation] worse [widespread
agreement]. (FG3)
Once there were the two of us in
my house, but ever since I lost B
[my pet dog] I’ve been alone.
(FG4)
Just getting out and about, even if
it’s walking the dog, helps you
meet new people. (FG4)
Transport problems:
9(a) Do you have a current
Driver’s license?
9(b) Do you own a registered
car?

Seventeen comments on transport
and social isolation.

9. Unchanged

For the Reference Group the
emphasis was on the provision of
appropriate public transport.

There just isn’t enough specialised
9(c) Do you have problems with public transport around. Without
transport?
that a person’s friends may as well
live in another country. (RG)
(Ross & Leicester, 2002).
How does social isolation happen?
Many reasons including…lack of
community transport. (RG)
…accessible community transport.
(RG)
Whilst the focus groups
acknowledged the importance of
public transport they clearly
favoured private transport and the
loss of a driving licence was a
frequent topic.
Having your own car beats any
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Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation
kind of a bus. (FG1)

Modified variables that
may be associated with
social isolation

They won’t let me drive! (FG2)
I lost my license a year ago and
I’ve never got over it. (FG2)
You’ve got to be able to drive. It’s
all about independence. (FG2)
Losing your driving license
prevents you from visiting friends
and relatives. (FG3)
Once you’ve lost your license it’s
almost impossible to get it back.
Whatever happened to my rights?
I’m a second class citizen! (FG4)
The cost of petrol prevents me from
using the car much (FG4)
Older people feel safer in their own
car [widespread agreement]. (FG3)
Look at me! I can’t even get to the
bus stop with all those steps up and
down. (FG1)
Yeah, the steps are too high for me
to use even in the special buses.
(FG1)
…There aren’t many buses in
Gawler. (FG3)
…particular problems of rural
areas…difficulties with
transport…contraction of meeting
places due to the closing of banks
and retail outlets…(FG3)
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Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation

Modified variables that
may be associated with
social isolation

Transport is always important. It’s
especially important that not only
the frequency of buses, but that the
timetable be sensitive to people’s
needs. (FG3)
People don’t feel safe at the bus
stop. (FG3)
Waiting times:
10(a) How long did you have to
wait for this service?
10(b) Did you use private
services in the waiting period?
(Shankar, 2006).

Three comments on waiting times
for HACC services.

10. Unchanged.

And ‘doing something about it’ is
often dependent on there not being
a huge waiting list for services.
(RG)
Waiting for HACC services
certainly doesn’t help. Fortunately
most of our HACC services do not
have a waiting list. However,
gardening, which is in high demand
and not all HACC providers offer
gardening, can be a 2-4 week wait.
(RG)
At the moment our agency [Town
of Gawler] doesn't have waiting
list, but this may change from week
to week. (RG)

Language and culture:
11(a) Are you of non English
speaking background?
1(b) What language do you
mostly speak at home?

One comment on possible effect of
language and culture.

11. Unchanged.

Social isolation seems to be less in
certain cultures because of a greater
sense of community. (RG)

(Colic-Peisker & Walker, 2003;
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Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation
Liamputtong et al,. 2003).

Modified variables that
may be associated with
social isolation

Caring for others: (DHHLGCS,
1991; Shankar, 2006; Vecchio
and Jackson, 2002)

See Figure 3

See Figure 3 Question
12(c) & (k)

A controversy exists as to where
the main causes of social
isolation lay on the scale where
problems originate from within
the person at one extreme and in
the structures of society at the
other.

There are plenty of opportunities
for older people to meet others.
Loads of outings, clubs and social
events. It’s just that older people
expect everyone to come to them
(RG)
The circumstances that give rise to
social isolation are dependent on
the personality of the person. There
might be a personality type that is
prone to social isolation. (FG3)
I agree. There may be similar
causes to social isolation in older
people to social isolation in
younger people. There are certain
personality characteristics that
predispose a person to be socially
isolated. (FG3)

The Internet is an effective
intervention to counter social
isolation
(Nahm et al., 2004; Swindell,
2001; White et al., 2002).

I don’t know whether the Internet
helps making friends. (FG3)

The association of social
isolation, poverty and gambling
(Saunders et al., 2006).

Playing the pokies only makes
things [social isolation] worse.
(FG4)

Social isolation amongst service
providers.

The ‘singles scene’ is like a meat
market. There aren’t many
opportunities to meet someone
special. (RG)
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Variables that may be
Supporting evidence from
associated with social isolation reference and/or focus groups.
in the draft questionnaire
derived from the literature on
social isolation

Modified variables that
may be associated with
social isolation

When was the last time I went to a
hotel and had a few beers with my
friends? (RG)
When I have worries there is no one
I can turn to. (RG)

Figure 8: Parallels between indicators of power type 1 derived from the literature and
those derived from reference and focus groups in study 1
Indicators of power type 1 in
the draft questionnaire
derived from the literature

Supporting evidence from
reference and/or focus groups

Modified indicators of
power type 1

How strongly do you agree or
disagree with the following
statements?
Q14(a) I am in charge of my life Five comments on being in charge
(McArdle, 1989, 1993).
of my life.

Q14(a) Unchanged.

Older people need to be in control
of their lives. (RG)
It’s my life and I should get the
final say. (FG3)
Older people lose control of their
lives if they allow others to take
over. (FG4)
It’s important that we are in charge
of where and how we live. (FG4)
…I still like to call the shots. (FG4)
Q14(b) I have a say in this
HACC service (McArdle, 1989,
1993).

Three comments on having control
over this …service.

Q14(b) I have a say in this
HACC service.
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Indicators of power type 1 in
the draft questionnaire
derived from the literature

Supporting evidence from
reference and/or focus groups

Modified indicators of
power type 1

It’s especially important that clients
of HACC services have control
over those services. (RG)

Q14(c) I feel that I am
treated with respect by the
providers of this HACC
service.

A lot of older people in nursing
homes lose control because they
just accept things. They should
stick up for themselves more like
we do here. (FG3)

Q14(d) I feel heard by the
providers of this HACC
service.

That goes for all the services we
receive, including HACC services.
(FG4)

Q14(e) While I receive
help from HACC services,
family and friends also
provide various kinds of
help.
The number of questions in
this section is a reflection
the need for inquiry into a
major theme of this thesis,
namely power and social
isolation in HACC.

Q14(c) There is someone I can
turn to in a crisis (Onyx &
Bullen, 2000).

Six comments on having someone
to discuss important decisions with.
By…taking action…This may
include talking to caring people
around them. (RG)
Yes, but that all depends on
whether those caring people listen
and have the will and power to do
something about it. (RG)

Q14(f) When I have an
important decision to make
I usually have someone I
can discuss it with if I need
to.
The participant may choose
to make an important
decision with or without
consulting others.

It’s talking to others that achieves
results. (FG1)
Talking and doing something about
it! (FG1)
And it depends who you talk to.
(FG1)
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Indicators of power type 1 in
the draft questionnaire
derived from the literature

Supporting evidence from
reference and/or focus groups

Modified indicators of
power type 1

And encourage others to help them
take control of their lives rather
than order them around. (FG3)
Q14(c) There is someone I can
turn to in a crisis (Onyx &
Bullen, 2000).

Three comments on having
someone to turn to in a crisis.

Q14(g) When a crisis
occurs I usually have
someone to turn to.

That’s [talking to people] especially
important when things are going
very wrong in your life. (FG1)
Having friends who can ‘pull
strings’ is very important when you
are in a jam. (FG2)
And that’s even more important
when a something bad happens
suddenly, like the death of one of
your children. You need someone
to turn to. (FG3)

Figure 9: Parallels between indicators of power type 2 from the literature and those
derived from reference and focus groups
Indicators of power type 2 in
the draft questionnaire
derived from the literature

Supporting evidence from
reference and/or focus groups

Modified indicators of
power type 2

Power exists in a changing mix
of discourses of oppression and
liberation (Ife, 1997, 2002).
Two opposing pairs of
discourses have particular
relevance for socially isolated
older people (Section 1 Chapter
3) (Dalton et al., 1996; Howe,
1997; Fine, 2007; Ozanne,1997;
Tapper, 1990)
How strongly do you agree or
disagree with the following
statements?
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Indicators of power type 2 in
the draft questionnaire
derived from the literature
Neo-liberalism: Q15(a) The
poor deserve to be poor.

Supporting evidence from
reference and/or focus groups

Modified indicators of
power type 2

Five comments suggesting poor
people deserve to be poor.

Q15(a) Poor people are
lazy and deserve to be
poor.

A lot of old people are poor
because they spend unwisely.
(FG1)
You should aim to be old and rich
because if you’re just on the
pension you’re a ‘loser’. (FG3)
Spend a penny save a penny. (FG3)
I don’t believe in charity! (FG4)
If you invest wisely you deserve to
be rewarded. (FG4)
Social democracy: Q15(b)
People deserve a decent
standard of living regardless of
their background.

Three comments suggesting
everyone has the right to a decent
standard of living.

Q15(b) Rich or poor,
everyone is entitled to a
decent standard of living.

…We should have the same rights
as everyone else. (FG1)
People have the same rights and
deserve the same things. (FG2)
…I believe everyone should be
looked after. There is more than
enough to go around. (FG4)
Ageism: Q15(c) Older people
inevitably decline and become
worthless once they stop
working.

Seven comments suggesting older
people decline.
There are plenty of opportunities
for old people to meet others. Loads
of outings, clubs and social events.
It’s just that older people expect
everyone to come to them. (RG)

Q15(c) It is generally
believed that once older
people stop working they
are worthless.

Some older people are very wise,
but most are like children. (FG1)
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Indicators of power type 2 in
the draft questionnaire
derived from the literature

Supporting evidence from
reference and/or focus groups

Modified indicators of
power type 2

The world is set up for the young
and that’s the way it should be.
(FG3)
People try to trick old people and
some are stupid enough to fall for
it. (FG4)
A lot of old people need protecting
for their own good. (FG4)
They [older people] take ages at the
check out fumbling around for
change. (FG4)
You’re not as good as you used to
be. (FG4)
Positive ageing: Q15(d) Older
people are sources of wisdom
and experience. The ageing of
Australia is an opportunity not a
burden.

Three comments suggesting older
people can contribute valuable
experience and wisdom.

Q15(d) An ageing
Australia is an opportunity
to take advantage of
wisdom and experience.

Some older people are very wise,
but most are like children. (FG1)
Rubbish! It’s the other way around.
(FG1)
Well since I’ve retired I’ve never
been so busy. Its ‘Elizabeth’s time’
[name changed to protect
confidentiality] now! (FG1)
Not everyone is prejudiced though.
Older people make all sorts of
valuable contributions. A lot of
things would collapse without
them. (FG4)
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Pilot testing in study 1 phase 2
Figure 10: Recommendations of reference and focus groups for indicators of objective
social isolation when reviewing a pre-test and pilot of the questionnaire
Indicators of objective social
isolation in the draft
questionnaire

Gardner et al. (1998) provides
for three responses
‘At least once a week’,
‘At least once a month’ and
‘Less than once a month’

Recommendations from
reference and/or focus groups.

Indicators of objective
social isolation in the
final questionnaire

Reference group reviewing the
pilot suggested that a space be
provided for the participant’s
comments about any of the
activities asked about. For
example, the participant may wish
to identify who they are caring for.

A space was provided for
participant’s comments.

Focus groups reviewing the pilot
‘At least once a fortnight’,
questioned different time periods
‘At least once a month’ and
and suggested ‘At least once a
‘Less than once a month’
week’ be altered to ‘At least once
a fortnight’
The reference group commented
that some of the activities
described in question 12 may be
inappropriate in some cultures. For
example, when asking about
playing sports at question 12(i)
account needed to be taken that
people from certain cultural
backgrounds may not have played
sports due to the effect of their
culture rather than their level of
social isolation. Should this have
become an issue a separate
analysis might have been
appropriate.

272

Figure 11: Recommendations of reference and focus groups for indicators of subjective
social isolation type 1 when reviewing a pre-test and pilot of the questionnaire
Indicators of subjective social
isolation type 1 in the draft
questionnaire

Recommendations from
reference and/or focus groups.

Indicators of subjective
social isolation type 1 in
the final questionnaire

The twenty UCLA questions
(Russell, 1996) were condensed
to five to keep the questionnaire
as short as possible

Five questions endorsed

Unchanged

Figure 12: Recommendations of reference and focus groups for indicators of subjective
social isolation type 2 when reviewing a pre-test and pilot of the questionnaire
Indicators of subjective social
isolation type 2 in the draft
questionnaire

Recommendations from
reference and/or focus groups.

Indicators of subjective
social isolation type 2 in
the final questionnaire

Reference group reviewing the
pilot suggested that a space be
provided for the participant’s
comments. For example, the
participant may provide a fuller
picture of their experiences of
adverse emotions.

A space was provided for
participants’ comments.

On first appearances question
13(c) ‘I often feel alone’ overlaps
with question 13(h) ‘I frequently
feel lonely’. However, the former
is an aspect of ‘How you see your
level of social activity’, whereas
the latter is about ‘How you feel
inside’.

To emphasise this two
explanatory statements
were included at the start
of each of these two groups
of questions.
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Figure 13: Recommendations of reference and focus groups for variables that may be
associated with and predict social isolation when reviewing a pre-test and pilot of the
questionnaire
Variables that may be
associated with and predict
social isolation in the draft
questionnaire

Recommendations from
reference and/or focus groups.

Variables that may be
associated with and
predict social isolation in
the final questionnaire

What is your age?

Participants in the pilot were
reluctant to state their age.
Reference and focus groups
widely felt that questions about
age could be seen as intrusive.
Categories were seen as less
intrusive.

What is your age?

What is your weekly gross
income?

Participants in the pilot were
reluctant to state their income.
Reference and focus groups
widely felt that questions about
income could be seen as intrusive.
Categories were seen as less
intrusive.

Australian Bureau of
Statistics (2007b)
categories of age were
adopted with the following
modification. The less than
sixty five years of age
categories were combined
as this thesis concerns
people over sixty five years
of age. This also has the
advantage of allowing
comparisons with other
ABS surveys that use a
similar age categories.
What is your weekly gross
income?
Whilst acknowledging the
complexities and
reservations to measuring
income levels, discussed in
Section 1 Chapter 4, three
categories were used to
minimise intrusion and
reduce confusion:
less than or equal to
Centrelink Age Pension
rates for single and married
people during the period
the research was conducted
(Centrelink 2006),
intermediate, and
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Variables that may be
associated with and predict
social isolation in the draft
questionnaire

Recommendations from
reference and/or focus groups.

Reference group reviewing the
pilot suggested that a space be
provided for the participant’s
comments. For example, the
participant may provide details of
the problems they experience with
various types of transport.

Variables that may be
associated with and
predict social isolation in
the final questionnaire
income ≥ $500pw, the
upper 10% of incomes of
people over sixty five years
of age (Australian Bureau
of Statistics, 2005a
‘Ageing Well’ surveys).
In order to balance the
requirements for brevity
with desirability of detail,
questions about transport,
pets and use of other
services were modified
with either requests for
more detail and/or spaces
for comments.

Figure 14: Recommendations of reference and focus groups for indicators of power type
1 when reviewing a pre-test and pilot of the questionnaire
Indicators of power type 1 in
the draft questionnaire

Recommendations from
reference and/or focus groups.

Indicators of power type 1
in the final questionnaire

References to ‘this HACC
service’

Needs clarification as many
participants were unaware as to
what the term meant

Specific service named.

Figure 15: Recommendations of reference and focus groups for indicators of power type
2 when reviewing a pre-test and pilot of the questionnaire
Indicators of power type 2 in
the draft questionnaire

Recommendations from
reference and/or focus groups.
Reference and focus groups
reviewing the pilot commented
that participants should be given
the opportunity to give broader
details of discourses, structures
and power and end the
questionnaire on an empowering

Indicators of power type
2 in the final
questionnaire
Q16 What could be done
to reduce social isolation
amongst older people?
Q17 What advice would
you give older people
about how to have a happy
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Indicators of power type 2 in
the draft questionnaire

Recommendations from
reference and/or focus groups.

Question 15(c) It is generally
believed that once older people
stop working they are worthless.

and positive note.
This caused confusion as the other
questions referred to personal
beliefs rather than what the person
believed others believed.

Indicators of power type
2 in the final
questionnaire
and productive older age?
Question 15(c) Once older
people stop working they
are worthless

Unidimensionality and reliability for pilot group in study 1 phase 2
Table 24: Corrected indicator to total correlation, Cronbach’s alpha and Pearson r
correlation on two occasions for objective social isolation
Indicators of objective social isolation
Question 12
(a) Spend time with family you don’t
live with?
(b) Telephone family or friends you
don’t live with?
(c) Spend time with or care for
grandchildren?
(d) Spend time with friends?
(e) Go out to eat or drink socially?
(f) Go on excursions or sightseeing
activities?
(g) Attend church or other religious
activities?
(h) Go walking for recreation or
exercise?
(i) Play sports?
(j) Visit social, recreational or sports
clubs?
(k) Caring for others that are not
children, for example, spouse, other
relatives etc?
(l) Medical and other appointments?

Corrected item to total
correlation
0.833

Pearson r correlation on
two occasions
0.925

0.839

0.822

0.899

0.926

0.875
0.827
0.845

0.823
0.855
0.911

0.890

0.899

0.845

0.910

0.830

0.939

0.890

0.928

0.821

0.982

Cronbach’s alpha

0.831

All the correlations are
significant at the 0.01 level
(2 tailed)
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Table 25: Corrected indicator to total correlation, Cronbach’s alpha and Pearson r
correlation on two occasions for subjective social isolation type 1
Indicators of subjective social isolation
type 1 Question 13
(a) I am ‘in tune’ with others
(b) I have enough company in my life
(c) I often feel alone
(d) I am a shy person
(e) I have someone in which I can
confide

Corrected item to total
correlation
0.840
0.835
0.819
0.845
0.830

Pearson r correlation on
two occasions
0.958
0.950
0.959
0.822
0.939

Cronbach’s alpha

0.863

All the correlations are
significant at the 0.01 level
(2 tailed)

Table 26: Corrected indicator to total correlation, Cronbach’s alpha and Pearson r
correlation on two occasions for subjective social isolation type 2
Indicators of subjective social isolation
type 2 Question 13
(f) I frequently feel happy
(g) I frequently feel anxious
(h) I frequently feel lonely
(i) I do not usually feel bored
(j) I frequently feel frustrated

Corrected item to total
correlation
0.529
0.489
0.712
0.728
0.701

Pearson r correlation on
two occasions
0.899
0.828
0.922
0.829
0.950

Cronbach’s alpha

0.827

All the correlations are
significant at the 0.01 level
(2 tailed)
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Table 27: Corrected indicator to total correlation, Cronbach’s alpha and Pearson r
correlation on two occasions for power type 1
Indicators of power type 1 Question 14
(a) I am in charge of my life.
(b) I have a say I this …service.
(c) I am treated with respect by the
providers of this …service.
(d) I feel heard by the providers of this
…service.
(e) While I receive help from this
…service, family and friends also
provide various kinds of help.
(f) When I have an important decision to
make I usually have someone I can
discuss it with if I need to.
(g) When a crisis occurs I usually have
someone to turn to.
Cronbach’s alpha

Corrected item to total
correlation
0.573
0.754
0.615

Pearson r correlation on
two occasions
0.974
0.948
0.964

0.689

0.974

0.838

0.970

0.653

0.972

0.538

0.974

0.876

All the correlations are
significant at the 0.01 level
(2 tailed)

Table 28: Corrected indicator to total correlation, Cronbach’s alpha and Pearson r
correlation on two occasions for power type 2
Indicators of power type 2 Question 15

Corrected item to total
correlation
(a) Poor people are lazy and deserve to be 0.738
poor.
(b) Rich or poor, everyone is entitled to a 0.887
decent standard of living.
(c) Once older people stop working they
0.597
are worthless.
(d) An ageing Australia is an opportunity 0.689
to take advantage of wisdom and
experience.

Pearson r correlation on
two occasions
0.982

Cronbach’s alpha

All the correlations are
significant at the 0.01 level
(2 tailed)

0.870

0.934
0.940
0.976
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Final questionnaire given in study 2
SOCIAL ISOLATION QUESTIONNAIRE BASED ON GARDNER ET AL’S
(1998) SURVEY OF VETERANS AND WAR WIDOWS
The following questionnaire is designed to help us understand more about social
isolation. Any information gathered from this questionnaire will be anonymous and your
name will only be used for matching purposes. Please read the following carefully and
place a tick in the answer box [__] that fits you best.
Name:……………………………………………...
Q. 1

Are you?
Male .................................................................. [__] 1
Female............................................................... [__] 2

Q. 2

What is your age?
Less than 65 ...................................................... [__] 1
65 to 69 ............................................................. [__] 2
70 to 74 ............................................................. [__] 3
75 to 79 ............................................................. [__] 4
80 to 84 ............................................................. [__] 5
85 plus............................................................... [__] 6

Q. 3

Which of these best describes your marital status?
Married/living with partner .............................. [__] 1
Widowed ........................................................... [__] 2
Separated/divorced ........................................... [__] 3
Never married ................................................... [__] 4
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Q. 4

How many children did you have?……………………………………

Q. 5

Who else lives with you in your household?
No one............................................................... [__] 1
Spouse/partner only .......................................... [__] 2
Spouse/partner and other(s) .............................. [__] 3
Other(s).............................................. ............... [__] 4

Q. 6

Which of these best describes your health?
Very good ......................................................... [__] 1
Good ................................................................. [__] 2
Fair .................................................................... [__] 3
Poor ................................................................... [__] 4
Very poor .......................................................... [__] 5

Q. 7

What is your weekly gross income?
Age Pension ...................................................... [__] 1
Age Pension to $499 weekly ............................ [__] 2
$500 or more weekly ........................................ [__] 3

Q. 8

Do you own a pet?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Comments about pets……………………………………………………………………
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Q. 9(a)

Do you have a current Driver’s License?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 9(b)

Do you own a registered car?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 9(c)

Do you have problems with transport?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Comment about transport………………………………………………………………
Comment about transport………………………………………………………………
Comment about transport………………………………………………………………
Q. 10(a)

How long did you wait for this ….service to be provided?…………

Q. 10(b)

Did you use private services during this waiting period?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 11(a)

Are you of non English speaking background?
Yes .................................................................... [__] 1
No ..................................................................... [__] 2

Q. 11(b)

What language do you mostly speak at home?………………
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Q. 12 How often do you take part in each of the following activities?
At least

At least

Less than

once a

once a

once a

fortnight

month

month

(a) Spend time with family you don’t live with?

[__]

[__]

[__]

(b) Telephone family or friends you don’t live with?

[__]

[__]

[__]

(c) Spend time with or care for grandchildren?

[__]

[__]

[__]

(d) Spend time with friends?

[__]

[__]

[__]

(e) Go out to eat or drink socially?

[__]

[__]

[__]

(f) Go on excursions or sightseeing activities?

[__]

[__]

[__]

(g) Attend church or other religious activities?

[__]

[__]

[__]

(h) Go walking for recreation or exercise?

[__]

[__]

[__]

(i) Play sports?

[__]

[__]

[__]

(j) Visit social, recreational or sports clubs?

[__]

[__]

[__]

(k) Caring for others that are not children, for example,

[__]

[__]

[__]

[__]

[__]

[__]

spouse, other relatives etc?
(l) Medical and other appointments?

Comments on caring……………………………………………………………………...
Comments on any of the above…………………………………………………………...
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Q. 13

Now I am going to ask you about how you see your level of social activity.

How strongly do you agree or disagree with the following statements?
Strongly

Agree Undecided

Disagree

Agree

Strongly
disagree

(a) I am ‘in tune’ with others.

[__]

[__]

[__]

[__]

[__]

(b) I have enough company in my

[__]

[__]

[__]

[__]

[__]

(c) I often feel alone.

[__]

[__]

[__]

[__]

[__]

(d) I am a shy person.

[__]

[__]

[__]

[__]

[__]

(e) I have someone in whom I can

[__]

[__]

[__]

[__]

[__]

life.

confide.

Q. 13 continued. Now I am going to ask you some questions about how you feel
inside. How strongly do you agree or disagree with the following statements?
Strongly

Agree Undecided

Disagree

Agree

Strongly
disagree

(f) I frequently feel happy.

[__]

[__]

[__]

[__]

[__]

(g) I frequently feel anxious.

[__]

[__]

[__]

[__]

[__]

(h) I frequently feel lonely.

[__]

[__]

[__]

[__]

[__]

(i) I do not usually feel bored.

[__]

[__]

[__]

[__]

[__]

(j) I frequently feel frustrated.

[__]

[__]

[__]

[__]

[__]

Comments………………………………………………………………………………….
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Q. 14 How strongly do you agree or disagree with the following statements?
Strongly

Agree Undecided Disagree

Agree

Strongly
disagree

(a) I am in charge of my life.

[__]

[__]

[__]

[__]

[__]

(b) I have a say in this….service.

[__]

[__]

[__]

[__]

[__]

(c) I feel that I am treated with

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

respect by the providers of this ….
service.
(d) I feel heard by the providers
of this …. service.
(e) While I receive help from this
… service, family and friends also
provide various kinds of help.
(f) When I have an important
decision to make I usually have
someone I can discuss it with if I
need to.
(g) When a crisis occurs I usually
have someone to turn to.
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Q. 15 Here are some statements that some people believe. How strongly do you
agree or disagree with the following?
Strongly

Agree Undecided Disagree Strongly

Agree
(a) Poor people are lazy and

disagree

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

[__]

deserve to be poor.
(b) Rich or poor, everyone is
entitled to a decent standard of
living.
(c) Once older people stop
working they are worthless.
(d) An ageing Australia is an
opportunity to take advantage of
wisdom and experience.
Q. 16 What could be done to reduce social isolation amongst older people?
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
Q. 17

What advice would you give older people about how to have a happy and

productive older age?……………………………………………………………………
………………………………………………………………………………………….
………………………………………………………………………………………….
Thank you for filling in this questionnaire.
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The codebook for the final questionnaire
Question in questionnaire

Old variable name
and codes

Intervention

Intervention

Recoded variable
name and modified
codes
Not recoded

1=Home Assist
Playford
2=Day Care
Playford
4=Home Assist
Gawler
5=Day Care Gawler
Location

Location

Not recoded

0=Urban
1=Rural
1. Gender: Are you male or
female?

Gender1

Not recoded

0=Male
1=Female
2. Increasing age: What is your
age?

Age1

Not recoded

1=< 65
2=65-69
3=70-74
4=75-79
5=80-84
6=≥85
3. Never married, divorced or
widowed: Which of these best
describes your marital status?

4. Childlessness: How many
children do you have?

Maritalstatus1
1=Married/living
with partner
2=Widowed
3=Separated/divorc
ed
4=Never married
Children1

Maritalstatusrec1
Never married, divorced
or widowed
0=Yes
1=No
Childrenrec1
Childlessness
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Question in questionnaire

Old variable name
and codes

Recoded variable
name and modified
codes
0=Yes
1=No

5. Living alone: Who else lives
with you in your household?

Livewith1

Livewithrec1
Living alone

6. Poor health: Which of these
best describes your health?

7. Low income: What is your
weekly gross income?

8. No pets: Do you own a pet?

0=No one
1=Spouse/ partner
only
2=Spouse/ partner
and others(s)
3=Other(s)
Health1
1=Very good
2=Good
3=Fair
4=Poor
5=Very poor
Income1

0=Yes
1=No

Healthrec1
Poor health
0= Very poor or poor
1=Very good, good or
fair

Not recoded as no
participant had a weekly
1≤ Age Pension
gross income of $500 or
2> Age Pension and more
≤ $499pw
3≥ $500pw
Nopet1
Not recoded
0=No
1=Yes

Comments about type of pet

Pet1

Not recoded

0=No pets
1=Dog
2=Cat
3=Bird
4=Fish
5=Other
9. Transport problems
9(a) Do you have a current
Driver’s License?

License1

Not recoded

0=No
1=Yes
287

Question in questionnaire

Old variable name
and codes

Recoded variable
name and modified
codes

9(b) Do you own a registered car?

Registcar1

Not recoded

0=No
1=Yes
9(c) Do you have problems with
transport?

Transprob1

Not recoded

0=No
1=Yes
Comments about problems with
transport

Transprobtype1a

Not recoded

0=No problem
1=Public transport
lack frequency
2=Public transport
lack adaptation
3=Public transport
too expensive
4=Private transport
lack adaptation
5=Private transport
too expensive
Comments about problems with
transport
Comments about problems with
transport

Transprobtype1b

Not recoded

As for
Transprobtype1a
Transprobtype1c

Not recoded

As for
Transprobtype1a
10. On waiting list for long
periods for HACC services
10(a) How long did you wait for
this…service to be provided?

Haccwait1

Not used
Whilst it was anticipated
that some of the
participants could have
been on a waiting list for
long periods for HACC
services none were
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Question in questionnaire

Old variable name
and codes

Recoded variable
name and modified
codes
found to be so this was
not reported on.

10(b) Did you use private services
during this waiting period?

Privwait1

Not used

NESB1

Not recoded

0=Yes
1=No
Language1

Not recoded

11. Non English speaking
background
11(a) Are you of non English
speaking background?
11(b) What language do you
mostly speak at home?

1=English
2=Italian
3=Greek
4=Mandarin
5=Cantonese
6=Vietnamese
7=Arabic
8=Other
12. Caring for someone
Comments about who cared for

Carecomment1
Caring for:
0= No one
1=Spouse
2= Grandchildren
3=Sibling
4=Other

Spacer 1
Objective social isolation
12(a) How often do you spend
time with family you don’t live
with?

Family1

12(b) How often do you telephone

Telephone1

Not recoded

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
Not recoded
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Question in questionnaire
family or friends you don’t live
with

12(c) How often do you spend
time with or care for children?

Old variable name
and codes

Recoded variable
name and modified
codes

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
Childcare1

Not recoded

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
12(d) How often do you spend
time with friends?

Friends1

Not recoded

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
12(e) How often do you go out to
eat or drink socially?

Eatout1

Not recoded

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
12(f) How often do you go on
excursions or sightseeing
activities?

Excursion1

Not recoded

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
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Question in questionnaire

Old variable name
and codes

Recoded variable
name and modified
codes

12(g) How often do you attend
church or other religious
activities?

Church1

Not recoded

12(h) How often do you go
walking for recreation or exercise?

Walking1

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
Not recoded

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
12(i) How often do you play
sports?

Sports1

Not recoded

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
12(j) How often do you visit
Clubs1
social, recreational or sports clubs?
1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month

Not recoded

12(k) How often do you care for
others that are not children, for
example spouse, other relatives
etc?

Reverse coding

Caring1
1=At least one a
fortnight
2=At least once a
month
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Question in questionnaire

Old variable name
and codes

Recoded variable
name and modified
codes

3=Less than once a
month
12(l) How often do you attend
medical and other appointments

Medical1

Not recoded

1=At least one a
fortnight
2=At least once a
month
3=Less than once a
month
Comments about caring

Carecomment1

Not recoded

0=Not a carer
1=Caring for
spouse
2=Caring for
grandchildren
3=Caring for
sibling
4=Caring for other
Total of scores of 12 indicators to
measure objective social isolation
= Reported low level of various
types of social participation

Spacer 2
Subjective social isolation type 1
13(a) I am ‘in tune’ with others

Objective1

Not recoded
Objectiveband1 was
Objective1 collapsed
into three approximately
equal groups of high,
medium and low levels
using the SPSS visual
bander.

Intune1

Not recoded

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
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Question in questionnaire

Old variable name
and codes

Recoded variable
name and modified
codes

Disagree
13(b) I have enough company in
my life

Company1

Not recoded

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
13(c) I often feel alone

Alonerc1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
13(d) I am a shy person

Shyrc1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
13(e) I have someone in whom I
can confide

Confide1

Not recoded

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
Total of scores of 5 items to
measure subjective social isolation
type1 = Perception of inadequacy
of social activity

SubjectiveA1

Not recoded
SubjectiveAband1:
SubjectiveA1 collapsed
into three approximately
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Question in questionnaire

Spacer 3
Subjective social isolation type 2
13(f) I frequently feel happy

Old variable name
and codes

Recoded variable
name and modified
codes
equal groups of high,
medium and low levels
using the SPSS visual
bander

Happy1

Not recoded

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
13(g) I frequently feel anxious

Anxiousrc1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
13(h) I frequently feel lonely

Lonelyrc1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
13(i) I do not usually feel bored

Notbored1

Not recoded

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
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Question in questionnaire

Old variable name
and codes

13(j) I frequently feel frustrated

Frustratrc1

Recoded variable
name and modified
codes
Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
Total of scores of 5 items to
measure subjective social isolation
type 2 = Experience of frequent
adverse emotions

Spacer 4
Power type 1
14(a) I am in charge of my life.

SubjectiveB1

Not recoded
SubjectiveBband1:
SubjectiveB1 was
collapsed into three
approximately equal
groups of high, medium
and low levels using the
SPSS visual bander

Inchargerc1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
14(b) I have a say in this
…service.

Sayhaccrc1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
14(c) I feel I am treated with
respect by the providers of this
…service.

Resphaccrc

Reverse coding

1=Strongly Agree
2=Agree
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Question in questionnaire

Old variable name
and codes

Recoded variable
name and modified
codes

3=Undecided
4=Disagree
5=Strongly
Disagree
14(d) I feel heard by the providers
of this …service.

Hearhaccrc1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
14(e) While I receive help from
this …service, family and friends
also provide various kinds of help

Outhelprc1

14(f) When I have an important
decision to make I usually have
someone I can discuss it with if I
need to.

Discussrc1

14(g) When a crisis occurs I
usually have someone to turn to.

Crisisrc1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
Total of scores of 7 items to
measure power type 1 = Control

PowerA1

Not recoded
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Question in questionnaire
and social agency
Spacer 5
Power type 2
15(a) Poor people are lazy and
deserve to be poor.

Old variable name
and codes

Recoded variable
name and modified
codes

Poorlazy1

Not recoded

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
15(b) Rich or poor, everyone is
entitled to a decent standard of
living.

Decentliverc1

15(c) Once older people stop
working they are worthless.

Worthless1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
Not recoded

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
15(d) An ageing Australia is an
opportunity to take advantage of
wisdom and experience.

Wisdomrc1

Total of scores of 4 items to
measure power type 2 =
Domination of liberating over
oppressive discourses

PowerB1

Reverse coding

1=Strongly Agree
2=Agree
3=Undecided
4=Disagree
5=Strongly
Disagree
Not recoded
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Question in questionnaire
16 What could be done to reduce
social isolation amongst older
people?
16(a) What could be done to
reduce social isolation amongst
older people?

16(b) What could be done to
reduce social isolation amongst
older people?
16(c) What could be done to
reduce social isolation amongst
older people?
17 What advice would you give
older people about how to have a
happy and productive older age?
17(a) What advice would you give
older people about how to have a
happy and productive older age?

Old variable name
and codes

Recoded variable
name and modified
codes

Prevention1a

Not recoded

1=Its up to the
person
2=Some old people
are just like that
3=There should be
more activities like
this
4=Pull yourself
together and cheer
up!
5=Its lack of money
that leads to
loneliness
6= Its all a question
of attitude
7=Need for cheap
and accessible
transport
8=The Age Pension
should be raised
Prevention1b

Not recoded

As for Prevention1a
Prevention1c
Not recoded
As for Prevention1a

Advice1a

Not recoded

1=You need to get
out and meet people
2=Part of getting
older is mixing less
3=Take part in
protests and
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Question in questionnaire

Old variable name
and codes

Recoded variable
name and modified
codes

petitions to pressure
politicians
4=Use your
wisdom and
experience. Don’t
underestimate older
people.
5=Everyone is
different. It depends
on the
circumstances
6=Its important to
be as fit as you can
7=Join the local
bowls club
8=Its up to all of us
not just me
9=A lot of old
people just like
being miserable
17(b) What advice would you give
older people about how to have a
happy and productive older age?
17(c) What advice would you give
older people about how to have a
happy and productive older age?
Spacer 6
Spacer 7

Advice1b

Not recoded

As for Advice1a
Advice1c

Not recoded

As for Advice1a

Time 1 just before the intervention
Time 2 just after the intervention
Time 3 six months after Time 2
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APPENDIX 3: RESULTS OF STUDY 2
Descriptive statistics
Table 29: Valid cases: intervention: time

Intervention
Day Activity- Playford
Home Assist- Playford
Day Activity- Gawler
Home Assist- Gawler
Total

Just before intervention
N
%
25
25
25
25
100

100.0
100.0
100.0
100.0
100.0

Cases
Just after intervention Six months after second
N
%
N
%
20
22
20
21
83

80.0
88.0
80.0
84.0
83.0

19
18
18
18
73

Figure 16: Changes in the twelve variables that may be associated with social isolation
over the three times
In the period between questioning just before the intervention and just afterwards three
changes occurred.
Participant 6 changed age from 65-69 to 70-84.
Participant 49 changed age from 75-79 to 80-84
Participant 78 became widowed
In the period between questioning just after the intervention and six months after this
Participant 69 became widowed.
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76.0
72.0
72.0
72.0
73.0

For tables 30, 31, 33, 34, 35, 37, 39, 40, 42, 44, 45, 46 the assumption in chi-square that
at least 80% of cells have expected frequencies of 5 or more is violated (Pallant, 2005).
Table 30: Intervention: increasing age
Intervention
Home Assist Day Activity
Playford %
Gawler %

Age

Day Activity
Playford %

Home Assist
Gawler %

Total
%

65-69

44.0

40.0

48.0

60.0

48.0

70-74

20.0

32.0

24.0

20.0

24.0

75-79

8.0

12.0

12.0

4.0

9.0

80-84

16.0

4.0

8.0

8.0

9.0

≥85

12.0

12.0

8.0

8.0

10.0

100.0
(N=25)
Pearson chi-square: = 5.900

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.921 (Not sig)
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Table 31: Intervention: marital status
Marital status
Married or living
with partner

Day Activity
Playford %

Intervention
Home Assist Day Activity
Playford %
Gawler %

Home Assist
Gawler %

Total
%

28.0

28.0

36.0

36.0

32.0

Widowed

44.0

48.0

44.0

40.0

44.0

Separated or
divorced

20.0

20.0

16.0

16.0

18.0

Never married

8.0

4.0

4.0

8.0

6.0

100.0
(N=25)
Pearson chi-square: = 1.571

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.997 (Not sig)
Table 32: Intervention: never married, divorced or widowed
Intervention
Home Assist Day Activity
Playford %
Gawler %

Never married,
divorced or
widowed

Day Activity
Playford %

Yes

72.0

72.0

No

28.0

100.0
(N=25)
Pearson chi-square: = 0.735

Total

Home Assist
Gawler %

Total
%

64.0

64.0

68.0

28.0

36.0

36.0

32.0

100.0
(N=25)

100.0
(N=25)

100.0
100.0
(N=25) (N=100)

Significance: p= 0.865 (Not sig)
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Table 33: Intervention: number of children
Intervention
Home Assist Day Activity
Playford %
Gawler %

Number of
childrena

Day Activity
Playford %

Home Assist
Gawler %

Total
%

0

20.0

16.0

16.0

12.0

16.0

1

16.0

24.0

16.0

24.0

20.0

2

28.0

44.0

40.0

24.0

34.0

3

24.0

12.0

16.0

28.0

20.0

4

4.0

4.0

4.0

8.0

5.0

5

8.0

.0

8.0

4.0

5.0

100.0
(N=25)
Pearson chi-square: = 8.100

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.920 (Not sig)
a

including predeceased

Table 34: Intervention: childlessness
Childlessness

Day Activity
Playford %

Home Assist
Playford %

Intervention
Day Activity
Gawler %

Home Assist
Gawler %

Total
%

Yes

20.0

16.0

16.0

12.0

16.0

No

80.0

84.0

84.0

88.0

84.0

100.0
(N=25)
Pearson chi-square: = 0.595

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.898 (Not sig)
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Table 35: Intervention: living with someone
Intervention
Home Assist Day Activity
Playford %
Gawler %

Living with
someone

Day Activity
Playford %

Home Assist
Gawler %

Total
%

Living alone

48.0

36.0

40.0

48.0

43.0

Living with
spouse or
partner only

28.0

32.0

36.0

36.0

33.0

Living with
spouse or
partner and
other(s)

4.0

4.0

.0

.0

2.0

Other(s)

20.0

28.0

24.0

16.0

22.0

100.0
(N=25)
Pearson chi-square: = 3.870

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.920 (Not sig)
Table 36: Intervention: living alone
Intervention
Home Assist Day Activity
Playford %
Gawler %

Living alone

Day Activity
Playford %

Yes

48.0

36.0

No

52.0

100.0
(N=25)
Pearson chi-square: = 1.102

Total

Home Assist
Gawler %

Total
%

40.0

48.0

43.0

64.0

60.0

52.0

57.0

100.0
(N=25)

100.0
(N=25)

100.0
100.0
(N=25) (N=100)

Significance: p= 0.777 (Not sig)
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Table 37: Intervention: reported health
Intervention
Home Assist Day Activity
Playford %
Gawler %

Reported
health

Day Activity
Playford %

Home Assist
Gawler %

Total
%

Very good

8.0

8.0

4.0

24.0

11.0

Good

24.0

32.0

24.0

28.0

27.0

Fair

32.0

20.0

36.0

12.0

25.0

Poor

28.0

28.0

16.0

24.0

24.0

Very poor

8.0

12.0

20.0

12.0

13.0

100.0
(N=25)
Pearson chi-square: = 11.873

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.456 (Not sig)
Table 38: Intervention: poor health
Intervention
Home Assist Day Activity
Playford %
Gawler %

Poor health

Day Activity
Playford %

Yesa

36.0

40.0

Nob

64.0

100.0
(N=25)
Pearson chi-square: = 0.129

Total

Home Assist
Gawler %

Total
%

36.0

36.0

37.0

60.0

64.0

64.0

63.0

100.0
(N=25)

100.0
(N=25)

100.0
100.0
(N=25) (N=100)

Significance: p= 0.988 (Not sig)
a

Poor or very poor, b Very good, good or fair
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Table 39: Intervention: low income
Intervention
Home Assist Day Activity
Playford %
Gawler %

Low income

Day Activity
Playford %

Yesa

88.0

84.0

Nob

12.0

100.0
(N=25)
Pearson chi-square: = 0.235

Total

Home Assist
Gawler %

Total
%

84.0

84.0

85.0

16.0

16.0

16.0

15.0

100.0
(N=25)

100.0
(N=25)

100.0
100.0
(N=25) (N=100)

Significance: p= 0.972 (Not sig)
a

≤ Age Pension, b Between the Age Pension and $500pw, No participant ≥ $500pw

Table 40: Intervention: type of pet owned
Type of pet
owned

Day Activity
Playford %

Home Assist
Playford %

Intervention
Day Activity
Gawler %

Home Assist
Gawler %

Total

No pets

64.0

68.0

64.0

68.0

66.0

Dog

20.0

12.0

20.0

8.0

15.0

Cat

12.0

4.0

8.0

12.0

9.0

Bird

4.0

4.0

.0

4.0

3.0

Fish

.0

12.0

8.0

8.0

7.0

100.0
(N=25)
Pearson chi-square: = 6.797

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.871 (Not sig)
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Table 41: Intervention: no pets
Intervention
Home Assist Day Activity
Playford %
Gawler %

No pets

Day Activity
Playford %

Yes

64.0

68.0

No

36.0

100.0
(N=25)
Pearson chi-square: = 0.178

Total

Home Assist
Gawler %

Total

64.0

68.0

66.0

32.0

36.0

32.0

34.0

100.0
(N=25)

100.0
(N=25)

100.0
100.0
(N=25) (N=100)

Significance: p= 0.981 (Not sig)
Participants were asked what (if any) was the type of transport problem(s) they had
(Table 39). Whilst provision was made in the data file for multiple responses with respect
to transport problems there were a limited number of second and still fewer third
comments and when this did occur these comments were by and large consistent with the
first.
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Table 42: Intervention: type of transport problem
Intervention
Home Assist Day Activity
Playford %
Gawler %

Type of
transport
problem

Day Activity
Playford %

Home Assist
Gawler %

Total

No problem

60.0

64.0

64.0

56.0

61.0

Public
transport lack
of frequency

8.0

12.0

8.0

8.0

9.0

Public
transport lack
adaptations

8.0

8.0

8.0

12.0

9.0

Public
transport too
expensive

8.0

4.0

8.0

8.0

7.0

Private
transport lack
adaptations

8.0

8.0

.0

8.0

6.0

Private
transport too
expensive

8.0

4.0

12.0

8.0

8.0

100.0
(N=25)
Pearson chi-square: = 4.276

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.997 (Not sig)
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Table 43: Intervention: transport problems
Intervention
Home Assist Day Activity
Playford %
Gawler %

Transport
problems

Day Activity
Playford %

Yes

40.0

36.0

No

60.0

100.0
(N=25)
Pearson chi-square: = 0.462

Total

Home Assist
Gawler %

Total

36.0

44.0

39.0

64.0

64.0

56.0

61.0

100.0
(N=25)

100.0
(N=25)

100.0
100.0
(N=25) (N=100)

Significance: p= 0.927 (Not sig)
No participant reported as being on a HACC waiting list and no participant used private
services during this waiting period.
Table 44: Intervention: language mostly spoken at home
Intervention
Home Assist Day Activity
Playford %
Gawler %

Language
spoken mostly
at home

Day Activity
Playford %

Home Assist
Gawler %

Total

English

92.0

92.0

92.0

92.0

92.0

Italian

4.0

8.0

4.0

8.0

6.0

Greek

4.0

.0

4.0

.0

2.0

100.0
(N=25)
Pearson chi-square: = 2.667

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.849 (Not sig)
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Table 45: Intervention: non English speaking background
Intervention
Home Assist Day Activity
Playford %
Gawler %

Non English
speaking
background

Day Activity
Playford %

Yes

8.0

8.0

No

92.0

100.0
(N=25)
Pearson chi-square: = 0.000

Total

Home Assist
Gawler %

Total

8.0

8.0

8.0

92.0

92.0

92.0

92.0

100.0
(N=25)

100.0
(N=25)

100.0
100.0
(N=25) (N=100)

Significance: p= 1.000 (Not sig)
Table 46: Intervention: caring for someone
Caring for

Day Activity
Playford %

Home Assist
Playford %

Intervention
Day Activity
Gawler %

Home Assist
Gawler %

Total

No one

72.0

76.0

72.0

72.0

73.0

Spouse

16.0

12.0

12.0

20.0

15.0

Grandchildren

8.0

8.0

4.0

4.0

6.0

Sibling

.0

.0

4.0

.0

1.0

Others

4.0

4.0

8.0

4.0

5.0

100.0
(N=25)
Pearson chi-square: = 5.041

100.0
(N=25)

100.0
(N=25)

Total

100.0
100.0
(N=25) (N=100)

Significance: p= 0.957 (Not sig)
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Table 47: One way ANOVAs between interventions for the dimensions of social isolation
and power
Dimension of social
isolation or power

Intervention

Sum of
Squares

Mean
Square

df

F

Sig.

Objective social isolation
Between Groups
Within Groups
Total

2.360
963.680
966.040

3
96
99

0.787
10.038

0.078

0.972

Between Groups
2.430
Within Groups
1677.360
Total
1679.790

3
96
99

.810
17.473

0.046

0.987

Between Groups
12.880
Within Groups
1342.480
Total
1355.360

3
96
99

4.293
13.984

0.307

0.820

Between Groups
37.150
Within Groups
2243.040
Total
2280.190

3
96
99

12.383
23.365

0.530

0.663

Between Groups
42.030
Within Groups
1542.720
Total
1584.750

3
96
99

14.010
16.070

0.872

0.459

Subjective social
isolation type 1

Subjective social
isolation type 2

Power type 1

Power type 2
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Data screening
Table 48: Outliers, means and 5% trimmed means for dimensions of social isolation and
power: intervention: time
Intervention
Dimensions of
social isolation or
power
Objective social
isolation

Subjective social
isolation type 1

Subjective social
isolation type 2

Power type 1

Power type 2

Cases
Just before intervention
Outliers Mean & 5%
Trimmed
mean

Day ActivityPlayford
Home AssistPlayford
Day ActivityGawler
Home AssistGawler
Overall
Day ActivityPlayford
Home AssistPlayford
Day ActivityGawler
Home AssistGawler
Overall
Day ActivityPlayford
Home AssistPlayford
Day ActivityGawler
Home AssistGawler
Overall
Day ActivityPlayford
Home AssistPlayford
Day ActivityGawler
Home AssistGawler
Overall
Day ActivityPlayford

Just after intervention
Outliers Mean & 5%
Trimmed
mean

Six months after second
Outliers Mean & 5%
Trimmed
mean

0

30.08, 30.18

0

27.45, 27.50

0

25.53, 25.70

1

30.24, 30.31

0

27.59, 27.87

0

26.22, 26.41

0

29.92, 30.01

2

28.25, 28.56

0

26.89, 27.10

1

30.32, 30.46

1

28.57, 28.90

1

26.39, 26.60

4

30.14, 30.24

5

27.96, 28.21

4

26.25, 26.42

0

15.76, 15.83

0

16.80, 16.83

0

14.63, 14.76

0

15.40, 15.39

0

14.05, 14.05

0

12.22, 12.25

0

15.76, 15.91

0

15.35, 15.39

0

13.61, 13.51

0

15.52, 15.64

0

15.95, 16.16

0

13.39, 13.49

0

15.61, 15.70

0

15.51, 15.59

0

13.48, 13.50

0

14.32, 14.29

0

13.70, 13.50

0

12.79, 12.71

0

13.36, 13.28

0

11.68, 11.76

0

10.06, 10.01

0

13.88, 13.84

0

12.75, 12.67

0

10.89, 10.77

0

14.12, 14.13

0

12.71, 12.68

0

11.50, 11.44

0

13.92, 13.88

1

12.69, 12.61

0

11.33, 11.25

0

19.76, 19.58

0

21.85, 21.89

0

23.00, 22.94

0

18.12, 18.02

0

20.55, 20.55

0

23.06, 23.06

4

19.40, 19.24

0

20.00, 19.94

0

20.94, 20.94

0

19.08, 18.93

3

18.71, 18.58

1

20.22, 20.08

0

19.09, 18.92

0

20.27, 20.21

0

21.82, 21.79

0

12.24, 12.27

0

13.10, 13.17

0

14.21, 14.29
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Intervention

Cases
Just before intervention
Outliers Mean & 5%
Trimmed
mean

Dimensions of
social isolation or
power
Home AssistPlayford
Day ActivityGawler
Home AssistGawler
Overall

Just after intervention
Outliers Mean & 5%
Trimmed
mean

Six months after second
Outliers Mean & 5%
Trimmed
mean

0

12.00, 12.04

0

13.36, 13.45

0

15.39, 15.49

0

11.40, 11.33

0

12.35, 12.39

0

13.50, 13.61

0

10.56, 10.46

0

12.29, 12.32

0

13.78, 13.75

0

11.55, 11.53

0

12.78, 12.84

0

14.22, 14.27

Table 49: Maximum Mahalanobis and Cook’s distances in multiple regressions for
dimensions of social isolation: themes 4 & 5
Dimensions of social
isolation
Objective social
isolation
Subjective social
isolation type 1
Subjective social
isolation type 2

Theme 4
Mahalanobis distance
Cook’s distance

Theme 5
Mahalanobis distance
Cook’s distance

18.6482

0.06640

11.4588

0.22764

18.6482

0.06640

11.4588

0.34053

15.7707

0.05540

11.4588

0.17361

Outliers suggested if maximum Mahalanobis distance > χ2 (8) = 26.13 for theme 4 and >
χ2 (2) = 13.82 for theme 5 and/or maximum Cook’s distance > 1
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Psychometrics of study 2
Table 50: Corrected indicator to total correlation and Cronbach’s alpha on three
occasions in study 2 for objective social isolation
Indicators of objective social
isolation Question 12
(a) Spend time with family you
don’t live with?
(b) Telephone family or friends you
don’t live with?
(c) Spend time with or care for
grandchildren?
(d) Spend time with friends?
(e) Go out to eat or drink socially?
(f) Go on excursions or sightseeing
activities?
(g) Attend church or other religious
activities?
(h) Go walking for recreation or
exercise?
(i) Play sports?
(j) Visit social, recreational or sports
clubs?
(k) Caring for others that are not
children, for example, spouse, other
relatives etc?
(l) Medical and other appointments?
Cronbach’s alpha

Corrected item to
total correlation just
before intervention
0.810

Corrected item to
total correlation just
after intervention
0.805

Corrected item to total
correlation six months
after intervention
0.815

0.830

0.845

0.809

0.850

0.842

0.824

0.888
0.839
0.812

0.834
0.827
0.865

0.802
0.859
0.847

0.858

0.820

0.833

0.895

0.860

0.851

0.889
0.842

0.850
0.822

0.829
0.847

0.856

0.841

0.852

0.835

0.824

0.826

0.821

0.822

0.819
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Table 51: Corrected indicator to total correlation, Cronbach’s alpha on three occasions
in study 2 for subjective social isolation type 1
Indicators of subjective social
isolation type 1 Question 13
(a) I am ‘in tune’ with others
(b) I have enough company in my
life
(c) I often feel alone
(d) I am a shy person
(e) I have someone in which I can
confide
Cronbach’s alpha

Corrected item to
total correlation just
before intervention
0.805
0.753

Corrected item to
total correlation just
after intervention
0.660
0.770

Corrected item to total
correlation six months
after intervention
0.769
0.782

0.760
0.807
0.832

0.707
0.775
0.793

0.795
0.763
0.799

0.918

0.893

0.914

Table 52: Corrected indicator to total correlation and Cronbach’s alpha on three
occasions in study 2 for subjective social isolation type 2
Indicators of subjective social
isolation type 2 Question 13
(f) I frequently feel happy
(g) I frequently feel anxious
(h) I frequently feel lonely
(i) I do not usually feel bored
(j) I frequently feel frustrated

Corrected item to
total correlation just
before intervention
0.787
0.655
0.761
0.698
0.783

Corrected item to
total correlation just
after intervention
0.734
0.697
0.732
0.729
0.637

Corrected item to total
correlation six months
after intervention
0.646
0.604
0.717
0.685
0.613

Cronbach’s alpha

0.890

0.874

0.845
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Table 53: Corrected indicator to total correlation and Cronbach’s alpha on three
occasions in study 2 for power type 1
Indicators of power type 1 Question
14
(a) I am in charge of my life.
(b) I have a say I this …service.
(c) I am treated with respect by the
providers of this …service.
(d) I feel heard by the providers of
this …service.
(e) While I receive help from this
…service, family and friends also
provide various kinds of help.
(f) When I have an important
decision to make I usually have
someone I can discuss it with if I
need to.
(g) When a crisis occurs I usually
have someone to turn to.
Cronbach’s alpha

Corrected item to
total correlation just
before intervention
0.678
0.707
0.772

Corrected item to
total correlation just
after intervention
0.720
0.732
0.597

Corrected item to total
correlation six months
after intervention
0.657
0.805
0.856

0.697

0.723

0.727

0.719

0.773

0.779

0.694

0.740

0.769

0.673

0.714

0.760

0.899

0.903

0.925

Table 54: Corrected indicator to total correlation and Cronbach’s alpha on three
occasions in study 2 for power type 2
Indicators of power type 2 Question
15

Corrected item to
total correlation just
before intervention
(a) Poor people are lazy and deserve 0.832
to be poor.
(b) Rich or poor, everyone is
0.776
entitled to a decent standard of
living.
(c) Once older people stop working 0.778
they are worthless.
(d) An ageing Australia is an
0.873
opportunity to take advantage of
wisdom and experience.

Corrected item to
total correlation just
after intervention
0.809

Corrected item to total
correlation six months
after intervention
0.745

0.802

0.703

0.848

0.735

0.869

0.602

Cronbach’s alpha

0.928

0.852

0.917
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Inferential statistics
Table 55: Multivariate tests for social isolation

Between Subjects

Effect
Intercept

Intervention

Within Subjects

Time

Time *
Intervention

a

Pillai's Trace

Value
.991

F
2482.245a

Hypothesis
df
3.000

Error df
67.000

Sig.
.000

Partial Eta
Squared
.991

Wilks' Lambda

.009

2482.245a

3.000

67.000

.000

.991

Hotelling's Trace 111.145
Roy's Largest Root 111.145

2482.245a

3.000

67.000

.000

.991

a

3.000

67.000

.000

.991

Pillai's Trace

.150

1.212

9.000

207.000

.289

.050

Wilks' Lambda

.853

1.225

9.000

163.211

.283

.052

Hotelling's Trace

.169

1.231

9.000

197.000

.278

.053

Roy's Largest Root

.143

3.295b

3.000

69.000

.026

.125

Pillai's Trace

.872

72.628

a

6.000

64.000

.000

.872

Wilks' Lambda

.128

72.628a

6.000

64.000

.000

.872

Hotelling's Trace

6.809

72.628

a

6.000

64.000

.000

.872

Roy's Largest Root

6.809

72.628a

6.000

64.000

.000

.872

.272

1.096

18.000

198.000

.358

.091

Wilks' Lambda

.749

1.087

18.000

181.505

.368

.092

Hotelling's Trace

.309

1.076

18.000

188.000

.379

.093

Roy's Largest Root

.185

2.030b

6.000

66.000

.074

.156

Pillai's Trace

2482.245

Exact statistic

b

The statistic is an upper bound on F that yields a lower bound on the significance level.

Both Wilk’s Lambda and Pillai’s Trace for ‘Time’ (recommended for small sample size
and/or violation of assumptions) had significances 0.000 which showed that overall there
was a significant change in social isolation over the course of the study. Wilk’s Lambda
for ‘Intervention’ had a significance of 0.283 and Pillai’s Trace 0.289 which showed
there was no significant difference between the interventions. Wilk’s Lambda for
‘Time*Intervention’ had a significance of 0.368 and Pillai’s Trace 0.358 which showed
there was no significant interaction (Table 55).
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Table 56: Tests of within-subjects contrasts for social isolation
Source
Time

Measure
Objective social
isolation
Subjective social
isolation type 1
Subjective social
isolation type 2

Time *
Intervention

Objective social
isolation
Subjective social
isolation type 1
Subjective social
isolation type 2

Error(Time)

Objective social
isolation
Subjective social
isolation type 1
Subjective social
isolation type 2

Time
Level 1 vs. Level 2

Type III Sum
of Squares
582.990

df
1

Mean Square
582.990

F
94.400

Sig.
.000

Partial
Eta
Squared
.578

Level 2 vs. Level 3

180.382

1

180.382

91.151

.000

.569

Level 1 vs. Level 2

78.834

1

78.834

14.541

.000

.174

Level 2 vs. Level 3

240.943

1

240.943

107.279

.000

.609

Level 1 vs. Level 2

134.877

1

134.877

88.065

.000

.561

Level 2 vs. Level 3

113.733

1

113.733

65.878

.000

.488

Level 1 vs. Level 2

11.902

3

3.967

.642

.590

.027

Level 2 vs. Level 3

11.289

3

3.763

1.901

.137

.076

Level 1 vs. Level 2

19.863

3

6.621

1.221

.309

.050

Level 2 vs. Level 3

5.714

3

1.905

.848

.472

.036

Level 1 vs. Level 2

3.061

3

1.020

.666

.576

.028

Level 2 vs. Level 3

2.439

3

.813

.471

.704

.020

Level 1 vs. Level 2

426.126

69

6.176

Level 2 vs. Level 3

136.547

69

1.979

Level 1 vs. Level 2

374.082

69

5.421

Level 2 vs. Level 3

154.971

69

2.246

Level 1 vs. Level 2

105.678

69

1.532

Level 2 vs. Level 3

119.123

69

1.726

The contrasts for objective social isolation, subjective social isolation type 1 and
subjective social isolation type 2 had significances of 0.000 indicating that interventions
had an effect on the three dimensions of social isolation (Table 56).
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Table 57: Intervention by time for social isolation
95% Confidence Interval
Measure
Objective social
isolation

Intervention
Day Activity- Playford

Home Assist- Playford

Day Activity- Gawler

Home Assist- Gawler

Subjective social
isolation type 1

Day Activity- Playford

Home Assist- Playford

Day Activity- Gawler

Home Assist- Gawler

Subjective social
isolation type 2

Day Activity- Playford

Home Assist- Playford

Day Activity- Gawler

Home Assist- Gawler

Time
1

Mean

Std. Error

Lower Bound

Upper Bound

30.789

.659

29.475

32.104

2

27.316

.758

25.803

28.828

3

25.526

.699

24.133

26.920

1

30.056

.677

28.705

31.406

2

27.222

.779

25.668

28.776

3

26.222

.718

24.790

27.654

1

30.778

.677

29.427

32.128

2

28.333

.779

26.779

29.887

3

26.889

.718

25.457

28.321

1

31.000

.677

29.649

32.351

2

28.444

.779

26.890

29.998

3

26.389

.718

24.957

27.821

1

16.947

.844

15.264

18.631

2

16.789

.904

14.986

18.593

3

14.632

.913

12.811

16.452

1

15.111

.867

13.382

16.840

2

13.667

.929

11.814

15.519

3

12.222

.938

10.352

14.093

1

16.611

.867

14.882

18.340

2

15.278

.929

13.425

17.130

3

13.611

.938

11.740

15.482

1

16.611

.867

14.882

18.340

2

15.389

.929

13.536

17.241

3

13.389

.938

11.518

15.260

1

15.000

.862

13.280

16.720

2

13.895

.771

12.356

15.434

3

12.789

.630

11.533

14.046

1

12.778

.886

11.011

14.545

2

11.278

.793

9.697

12.859

3

10.056

.647

8.764

11.347

1

13.667

.886

11.900

15.434

2

12.444

.793

10.863

14.026

3

10.889

.647

9.598

12.180

1

14.222

.886

12.455

15.989

2

12.611

.793

11.030

14.192

3

11.500

.647

10.209

12.791
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For all four interventions there was a steady downward progression from initial
dimensions of social isolation to final ones six months after the intervention ended (Table
57), as indicated when discussing serial ANOVAs (Table 9).
Table 58: Multivariate tests for power

Between
Subjects

Intercept

Intervention

Within Subjects

Time

Time *
Intervention

a

Effect

Value

Pillai's Trace
Wilks' Lambda
Hotelling's Trace
Roy's Largest Root
Pillai's Trace
Wilks' Lambda
Hotelling's Trace
Roy's Largest Root
Pillai's Trace
Wilks' Lambda
Hotelling's Trace
Roy's Largest Root
Pillai's Trace
Wilks' Lambda
Hotelling's Trace
Roy's Largest Root

.966
.034
28.685
28.685
.079
.922
.083
.062
.745
.255
2.929
2.929
.186
.818
.218
.193

Partial Eta
Squared

F Hypothesis df Error df Sig.
9.753E2
9.753E2
9.753E2
9.753E2
.951
.942a
.932
1.416b
48.333a
48.333a
48.333a
48.333a
1.124
1.151
1.175
3.289b

2.000
2.000
2.000
2.000
6.000
6.000
6.000
3.000
4.000
4.000
4.000
4.000
12.000
12.000
12.000
4.000

68.000
68.000
68.000
68.000
138.000
136.000
134.000
69.000
66.000
66.000
66.000
66.000
204.000
174.911
194.000
68.000

.000
.000
.000
.000
.461
.467
.474
.246
.000
.000
.000
.000
.342
.322
.303
.016

.966
.966
.966
.966
.040
.040
.040
.058
.745
.745
.745
.745
.062
.065
.068
.162

Exact statistic

b

The statistic is an upper bound on F that yields a lower bound on the significance level.

Both Wilk’s Lambda and Pillai’s Trace for ‘Time’ (recommended for small sample size
and/or violation of assumptions) had significances 0.000 which showed that overall there
was a significant change in power over the course of the study. Wilk’s Lambda for
‘Intervention’ had a significance of 0.467 and Pillai’s Trace 0.461 which showed there
was no significant difference between the interventions. Wilk’s Lambda for ‘Time*
Intervention’ had a significance of 0.322 and Pillai’s Trace 0.342 which showed there
was no significant interaction (Table 58).
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Table 59: Tests of within-subjects contrasts for power

Source

Measure

Time

Time

Power type 1

Level 1 vs. Level 2
Level 2 vs. Level 3
Level 1 vs. Level 2
Level 2 vs. Level 3
Level 1 vs. Level 2
Level 2 vs. Level 3
Level 1 vs. Level 2
Level 2 vs. Level 3
Level 1 vs. Level 2
Level 2 vs. Level 3
Level 1 vs. Level 2
Level 2 vs. Level 3

Power type 2
Time *
Intervention

Power type 1
Power type 2

Error(Time)

Power type 1
Power type 2

Type III Sum
of Squares
194.571
181.558
272.543
121.176
32.108
17.982
16.798
4.857
1254.632
147.854
479.860
212.102

df
1
1
1
1
3
3
3
3
69
69
69
69

Mean Square
194.571
181.558
272.543
121.176
10.703
5.994
5.599
1.619
18.183
2.143
6.954
3.074

F

Sig.

10.701
84.729
39.190
39.420
.589
2.797
.805
.527

.002
.000
.000
.000
.625
.047
.495
.665

The contrasts for power type 1 and power type 2 had significances of 0.000 indicating
that interventions had an effect on power type 1 and power type 2 (Table 59).
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Partial
Eta
Squared
.134
.551
.362
.364
.025
.108
.034
.022

Table 60: Intervention by time for power
95% Confidence Interval
Measure

Intervention

Time

Power type 1

Day Activity- Playford

1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3
1
2
3

Home Assist- Playford

Day Activity- Gawler

Home Assist- Gawler

Power type 2

Day Activity- Playford

Home Assist- Playford

Day Activity- Gawler

Home Assist- Gawler

Mean
19.158
21.579
23.000
18.611
20.722
23.056
18.111
19.333
20.944
18.500
19.278
20.222
11.158
13.000
14.211
12.500
13.722
15.389
10.056
12.167
13.500
10.278
12.833
13.778

Std. Error
1.016
1.144
1.201
1.044
1.175
1.234
1.044
1.175
1.234
1.044
1.175
1.234
.839
.826
.679
.862
.849
.698
.862
.849
.698
.862
.849
.698

Lower Bound

Upper Bound

17.131
19.297
20.604
16.529
18.377
20.594
16.029
16.989
18.483
16.418
16.933
17.761
9.483
11.352
12.855
10.780
12.029
13.996
8.335
10.474
12.108
8.557
11.140
12.385

21.185
23.861
25.396
20.693
23.067
25.517
20.193
21.678
23.406
20.582
21.623
22.684
12.832
14.648
15.566
14.220
15.415
16.781
11.776
13.860
14.892
11.998
14.526
15.170

For all four interventions there was a steady upward progression from initial dimensions
of power isolation to final ones six months after the intervention ended (Table 60), as
indicated when discussing serial ANOVAs (Table 10).
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Table 61: Dimension of social isolation: participant
Objective social isolation
Participant

Pre

Post

Post six
months

1
2b
3
4
5
6
7
8
9
10 b
11
12
13b
14
15
16b
17
18
19b
20b
21
22
23
24
25

34
29
25
32
34
29
31
28
26
35
31
32
32
23
35
29
26
32
33
31
25
28
30
30
32

27
27

28
25

28
29
25
29

27
25
23
28

24
28

22
27

28
29

28
28

28
26
21
30
33
25
25

26
23
20

27
30
30

25
27
26

26
27
28
29
30b
31
32
33
34
35
36
37
38
39
40
41
42
43a b
44
45

26
31
31
24
25
27
30
29
29
30
26
33
29
31
32
35
31
34
35
34

23

22

31
22
18
20
28
25
29

28
21
19
20
27
22
27

30
30
29
30
30
31
26
32
30

28
26
23

29
29
30
30
28

Dimension of social isolation
Subjective social isolation
Subjective social isolation
type 1
type 2
Pre
Post
Post six Pre
Post
Post six
months
months
20
15
10
18
21
13
18
11
18
16
16
18
23
6
24
8
10
18
19
16
14
11
17
14
20

19
19

18
16

17
20
13
18

16
17
10
14

16
18

14
16

15
24

13
20

22
10
9
17
21
15
14

20
7
8

17
13
19

15
10
17

13
17
17
12
16
17
21
15
13
18
11
22
16
11
17
18
19
11
13
21

13

12

16
12
7
8
19
15
12

15
10
6
7
18
14
10

10
20
15
10
17
18
21
17
11

19
16
12

18
9
15
16
9

16
17
16
13
19
10
13
9
18
22
14
16
14
7
20
11
9
12
15
12
13
15
15
11
21

14
18

12
17

13
18
8
11

12
17
9
12

15
23

13
18

15
12

13
10

16
10
9
10
13
14
12

15
9
10

15
10
18

13
11
15

9
10
15
8
7
10
17
13
12
16
12
16
17
11
15
16
15
12
16
22

9

8

13
7
8
9
15
11
10

12
6
7
8
12
10
11

12
14
16
10
13
15
15
11
14

12
14
11

12
8
11
15
12
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Objective social isolation
Participant

Pre

Post

46
47
48b
49
50a

31
30
29
30
34

30
27
32
29
25

Post six
months
30
28
30
29
23

51
52
53
54
55
56
57
58
59
60b
61
62
63
64b
65
66
67
68
69
70
71
72
73
74
75

30
32
24
35
35
23
26
33
34
29
32
25
32
31
26
29
28
30
32
31
29
32
27
32
31

31
30
22
30
30

29
30
21
28
28

30
30
29
27
28

30
29
25

30
26

30
24

29

27

30
30

27
28

25
28
20
30
30

23

76
77
78
79
80
81
82
83
84
85
86
87
88
89b
90
91
92
93b

28
25
34
32
30
32
33
31
26
32
31
33
32
31
35
30
29
33

27

20
28
30

29
30
30
30
30
30

25
28
27
30
27
30

28
29
30
30
26
30
27
25
33

28
28
26
28
25
23
28

Dimension of social isolation
Subjective social isolation
Subjective social isolation
type 1
type 2
Pre
Post
Post six Pre
Post
Post six
months
months
10
10
8
10
10
8
18
17
16
17
15
13
11
16
15
13
10
8
19
17
15
18
14
13
9
8
7
7
6
7
22
17
12
13
13
6
11
22
21
15
18
10
17
19
18
13
11
18
18
17
13
18
17
18
17
11
10
21
18
18
17
22
10
10
18
18
22
20
19
13
17
13
19

20
17
12
11
11

21
15
10
9
9

10
20
20
15
17

11
11
17

17
21

15
18

12

10

16
17

14
19

13
17
9
17
15

10

16

8
19
13

20
17
16
17
20
10

17
19
14
15
18
8

15
18
20
19
21
11
17
13
21

13
14
17
9
15
10
19

22
15
8
16
16
7
12
16
19
17
13
16
15
15
18
12
15
16
12
15
10
13
7
12
10
15
16
19
12
16
15
16
10
16
16
13
16
21
15
16
15
10
15

20
13
7
14
14

18
11
6
12
12

12
14
18
18
13

10
10
17

13
15

11
13

10

11

14
10

12
8

8
13
9
10
10

9

18
10
14
13
14
10

17
8
12
11
12
8

15
11
14
18
15
14
15
8
13

13
12

12

8
8
8

15
12
13
9
12
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Objective social isolation
Participant
94a b
95
96b
97
98
99
100
a

Pre

Post
34
32
25
29
23
29
29

Post six
months

32
30
18
29

26
19
27

25
29

23
27

Dimension of social isolation
Subjective social isolation
Subjective social isolation
type 1
type 2
Pre
Post
Post six Pre
Post
Post six
months
months
11
17
12
11
20
19
17
21
18
15
16
7
6
7
8
7
13
12
10
12
10
11
6
7
13
13
10
10
8
9
13
12
10
12
10
11

= pre-intervention adaptation as high objective and low subjective social isolation type 1

and 2.
b

= Post-intervention increases in subjective social isolation type 1 or 2.
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For tables 62, 63, 65, 67, 69, 72, 75, 76, 77, 78, 79, 80 the assumption in chi-square that
at least 80% of cells have expected frequencies of 5 or more is violated (Pallant, 2005).
Table 62: Objective social isolation time 1 (banded): increasing age
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Age

<29 Low
%

65-69

83.3

44.7

28.9

48.0

70-74

12.5

31.6

23.7

24.0

75-79

.0

15.8

7.9

9.0

80-84

4.2

7.9

13.2

9.0

≥85

.0

.0

26.3

10.0

100.0
(N=24)
Pearson chi-square: = 33.312

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
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Table 63: Objective social isolation time 1 (banded): marital status
Marital status
Married or living
with partner

<29 Low
%

Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Total
%

75.0

26.3

10.5

32.0

Widowed

16.7

50.0

55.3

44.0

Separated or
divorced

8.3

15.8

26.3

18.0

Never married

.0

7.9

7.9

6.0

100.0
(N=24)
Pearson chi-square: = 21.912

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Significance: p= 0.000 (Sig)
Table 64: Objective social isolation time 1 (banded): never married, divorced or widowed
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Never married,
divorced or
widowed

<29 Low
%

Yes

25.0

73.7

89.5

68.0

No

75.0

26.3

10.5

32.0

100.0
(N=24)
Pearson chi-square: = 29.010

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
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Table 65: Objective social isolation time 1 (banded): number of children
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Number of
childrena

<29 Low
%

0

4.2

7.9

31.6

16.0

1

4.2

31.6

18.4

20.0

2

62.5

26.3

23.7

34.0

3

29.2

7.9

26.3

20.0

4

.0

13.2

.0

5.0

5

.0

13.2

.0

5.0

100.0
(N=24)
Pearson chi-square: = 43.477

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
a

including predeceased

Table 66: Objective social isolation time 1 (banded): childlessness
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Childlessness

<29 Low
%

Yes

4.2

7.9

31.6

16.0

No

95.8

92.1

66.4

84.0

100.0
(N=24)
Pearson chi-square: = 11.220

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.004 (Sig)
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Table 67: Objective social isolation time 1 (banded): living with someone
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Living with
someone

<29 Low
%

Living alone

8.3

39.5

68.4

43.0

Spouse or
partner only

70.8

28.9

13.2

33.0

Spouse or
partner and
other(s)

4.2

.0

2.6

2.0

Other(s)

16.7

31.6

15.8

22.0

100.0
(N=24)
Pearson chi-square: = 31.662

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
Table 68: Objective social isolation time 1 (banded): living alone
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Living alone

<29 Low
%

Yes

8.3

39.5

68.4

43.0

No

91.7

60.5

31.6

57.0

100.0
(N=24)
Pearson chi-square: = 21.980

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
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Table 69: Objective social isolation time 1 (banded): reported health
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Reported
health

<29 Low
%

Very good

16.7

15.8

2.6

11.0

Good

45.8

42.1

.0

27.0

Fair

29.2

21.1

26.3

25.0

Poor

8.3

15.8

42.1

24.0

Very poor

.0

5.3

28.9

13.0

100.0
(N=24)
Pearson chi-square: = 41.982

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
Table 70: Objective social isolation time 1 (banded): poor health
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Poor health

<29 Low
%

Yesa

8.3

21.1

71.1

37.0

Nob

91.7

78.9

28.9

63.0

100.0
(N=24)
Pearson chi-square: = 31.510

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
a

Poor or very poor, b Very good, good or fair
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Table 71: Objective social isolation time 1 (banded): low income
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Low income

<29 Low
%

Yesa

50.0

92.1

100.0

85.0

Nob

50.0

7.9

.0

15.0

100.0
(N=24)
Pearson chi-square: = 31.269

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
a

≤ Age Pension, b Between the Age Pension and $500pw, No participant ≥ $500pw

Table 72: Objective social isolation time 1 (banded): type of pet owned
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Type of pet
owned

<29 Low
%

No pet

20.8

68.4

92.1

66.0

Dog

37.5

13.2

2.6

15.0

Cat

12.5

13.2

2.6

9.0

Bird

12.5

.0

.0

3.0

Fish

16.7

5.3

2.6

7.0

100.0
(N=24)
Pearson chi-square: = 40.110

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
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Table 73: Objective social isolation time 1 (banded): no pets
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

No pets

<29 Low
%

Yes

20.8

68.4

92.1

66.0

No

79.2

31.6

7.9

34.0

100.0
(N=24)
Pearson chi-square: = 33.458

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
For objective social isolation time 1 (banded) cross tabulated by type of transport
problem see Table 9.
Table 74: Objective social isolation time 1 (banded): transport problems
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Transport
problems

≤29 Low
%

Yes

.0

42.1

60.5

39.0

No

100.0

57.9

39.5

61.0

100.0
(N=24)
Pearson chi-square: = 22.990

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.000 (Sig)
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Table 75: Subjective social isolation type 1 time 1 (banded): type of transport problem
Type of transport problem
No transport problem
Public transport lack frequency
Public transport lack adaptations
Public transport too expensive
Private transport lack adaptations
Private transport too expensive
Total

Subjective social isolation type 1 (banded)
≤13 Low 14 - 18 Medium
≥19 High
%
%
%
81.1
10.8
.0
2.7
5.4
.0
100.0
(N=24)

63.4
9.8
4.9
7.3
7.3
7.3
100.0
(N=38)

22.7
4.5
31.8
13.6
4.5
22.7
100.0
(N=38)

Pearson chi-square: = 36.778
Significance: p= 0.000 (Sig)
Table 76: Subjective social isolation type 2 time 1 (banded): type of transport problem
Type of transport problem
No transport problem
Public transport lack frequency
Public transport lack adaptations
Public transport too expensive
Private transport lack adaptations
Private transport too expensive
Total

Subjective social isolation type 1 (banded)
≤12 Low 13 - 16 Medium
≥17 High
%
%
%
81.1
8.1
.0
.0
8.1
2.7
100.0
(N=24)

48.9
11.1
13.3
8.9
4.4
13.3
100.0
(N=38)

50.0
5.6
16.7
16.7
5.6
5.6
100.0
(N=38)

Pearson chi-square: = 18.538
Significance: p= 0.047 (Sig)
No participant reported as being on a HACC waiting list and no participant used private
services during this waiting period.
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Table 77: Objective social isolation time 1 (banded): language spoken mostly at home
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Language
spoken mostly
at home

<29 Low
%

English

91.7

92.1

92.1

92.0

Italian

8.3

5.3

5.3

6.0

Greek

.0

2.6

2.6

2.0

100.0
(N=24)
Pearson chi-square: = 0.919

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.922 (Not sig)
Table 78: Objective social isolation time 1 (banded): non English speaking background
Objective social isolation (banded)
29 - 31 Medium
≥32 High
%
%

Non English
speaking
background

<29 Low
%

Yes

8.3

7.9

7.9

8.0

No

91.7

92.1

92.1

92.0

100.0
(N=24)
Pearson chi-square: = 0.005

100.0
(N=38)

100.0
(N=38)

100.0
(N=100)

Total

Total
%

Significance: p= 0.998 (Not sig)
For objective social isolation time 1 (banded) cross tabulated by caring for someone see
Table 10.
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Table 79: Subjective social isolation type 1 time 1 (banded): caring for someone
Caring for
someone

Subjective social isolation type 1 (banded)
≤13 Low 14 - 18 Medium
≥19 High
%
%
%

No
Spouse
Grandchildren
Sibling
Other
Total

73.0
13.5
8.1
.0
5.4
100.0
(N=24)
Pearson chi-square: = 4.645

73.2
14.6
7.3
2.4
2.4
100.0
(N=38)

72.7
18.2
.0
.0
9.1
100.0
(N=38)

Total
%
73.0
15.0
6.0
1.0
5.0
100.0
(N=100)

Significance: p= 0.795 (Not sig)
Table 80: Subjective social isolation type 2 time 1 (banded): caring for someone
Caring for
someone

Subjective social isolation type 2 (banded)
≤12 Low 13 - 16 Medium
≥17 High
%
%
%

No
Spouse
Grandchildren
Sibling
Other
Total

75.7
10.8
8.1
.0
5.4
100.0
(N=24)
Pearson chi-square: = 3.555

68.9
17.8
6.7
2.2
4.4
100.0
(N=38)

77.8
16.7
.0
.0
5.6
100.0
(N=38)

Total
%
73.0
15.0
6.0
1.0
5.0
100.0
(N=100)

Significance: p= 0.895 (Not sig)
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Table 81: Multiple regression statistics of the eight independent variables predicting
objective social isolation
Independent

Unstandardized

Standardized

95.0% Confidence

variable

coefficients

coefficient

Interval for B

B

Increasing age

Std. Error

Beta

t

Sig.

Lower

Upper

bound

Bound

0.564

0.137

0.245

4.109

0.000

0.291

0.837

- 1.225

0.470

- 0.184

- 2.607

0.011

-2.158

- 0.292

Childlessness

- 0.611

0.481

- 0.072

- 1.272

0.207

-1.566

0.343

Living alone

- 0.107

0.427

- 0.017

- 0.249

0.804

-0.955

0.742

Poor health

- 1.310

0.394

- 0.203

- 3.323

0.001

-2.093

- 0.527

Low income

- 1.420

0.596

- 0.163

- 2.383

0.019

-2.604

- 0.236

No pets

- 1.874

0.431

- 0.286

- 4.349

0.000

-2.730

- 1.018

Transport problem

- 1.268

0.384

- 0.199

- 3.305

0.001

-2.030

- 0.506

Never married,
divorced or widowed

Table 82: Multiple regression statistics of the eight independent variables predicting
subjective social isolation type 1
Independent

Unstandardized

Standardized

95.0% Confidence

variable

coefficients

coefficient

Interval for B

B

Std. Error

Beta

t

Sig.

Lower

Upper

bound

Bound

Increasing age

0.170

0.290

0.056

0.585

0.560

-0.406

0.746

Never married,

0.696

0.993

0.079

0.701

0.485

-1.276

2.667

Childlessness

-1.442

1.015

- 0.129

- 1.421

0.159

-3.459

0.574

Living alone

-1.050

0.903

- 0.127

- 1.163

0.248

-2.843

0.743

Poor health

-1.019

0.833

- 0.120

- 1.224

0.224

-2.673

0.634

Low income

-1.541

1.259

- 0.134

- 1.224

0.224

-4.042

0.960

No pets

-1.263

0.910

- 0.146

- 1.387

0.169

-3.071

0.545

Transport problem

-2.274

0.811

- 0.271

- 2.806

0.006

-3.884

- 0.664

divorced or widowed
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Table 83: Multiple regression statistics of the eight independent variables predicting
subjective social isolation type 2
Independent

Unstandardized

Standardized

95.0% Confidence

variable

coefficients

coefficient

Interval for B

B

Increasing age

Std. Error

Beta

t

Sig.

Lower

Upper

bound

Bound

0.284

0.263

0.104

1.082

0.282

-0.238

0.807

-0.824

0.900

- 0.104

- 0.915

0.363

-2.612

0.964

Childlessness

-1.956

0.921

- 0.195

- 2.125

0.036

-3.784

- 0.127

Living alone

0.745

0.819

0.100

0.910

0.365

-0.881

2.371

Poor health

-1.697

0.755

- 0.223

- 2.248

0.027

-3.197

- 0.198

Low income

-1.560

1.142

- 0.151

- 1.366

0.175

-3.827

0.708

No pets

-0.409

0.825

- 0.053

- 0.495

0.622

-2.048

1.231

Transport problem

-1.234

0.735

- 0.164

- 1.679

0.097

-2.694

0.226

Never married,
divorced or widowed

Table 84: Multiple regression statistics of two dimensions of power predicting objective
social isolation
Independent

Unstandardized

Standardized

95.0% Confidence

variable

coefficients

coefficient

Interval for B

B

Std. Error

Beta

t

Sig.

Lower

Upper

bound

Bound

Power type 1

-0.224

0.046

- 0.344

- 4.873

0.000

-0.315

- 0.133

Power type 2

-0.443

0.055

- 0.568

- 8.045

0.000

-0.552

- 0.334
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Table 85: Multiple regression statistics of two dimensions of power predicting subjective
social isolation type 1
Independent

Unstandardized

Standardized

95.0% Confidence

variable

coefficients

coefficient

Interval for B

B

Std. Error

Beta

t

Sig.

Lower

Upper

bound

Bound

Power type 1

-0.276

0.080

- 0.321

- 3.450

0.001

-0.434

- 0.117

Power type 2

-0.372

0.096

- 0.361

- 3.875

0.000

-0.562

- 0.181

Table 86: Multiple regression statistics of two dimensions of power predicting subjective
social isolation type 2
Independent

Unstandardized

Standardized

95.0% Confidence

variable

coefficients

coefficient

Interval for B

B

Std. Error

Beta

t

Sig.

Lower

Upper

bound

Bound

Power type 1

-0.186

0.075

- 0.241

- 2.477

0.015

-0.335

- 0.037

Power type 2

-0.346

0.090

- 0.374

- 3.842

0.000

-0.524

- 0.167
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Open-ended questions
For tables 75 to 78 the assumption in chi-square that at least 80% of cells have expected
frequencies of 5 or more is violated (Pallant, 2005).
Table 87: Subjective social isolation type 1 time 1 (banded): what could be done to
reduce social isolation amongst older people?

What could be done to reduce social isolation amongst
older people?

Subjective social isolation type 1
(banded)
≤13
14 - 18
≥19
Low Medium
High
Total
%
%
%
%

It’s up to the personb

.0

31.6

28.6

20.5

Some old people are just like thatb

15.4

47.4

42.9

35.9

There should be more free activities like thisa

15.4

10.5

14.3

12.8

Pull yourself together and cheer up!b

.0

5.3

14.3

5.1

It’s the lack of money that leads to lonelinessa

23.1

.0

.0

7.7

It’s all a question of attitudeb

7.7

.0

.0

2.6

Need for cheap and accessible transport for everyonea

23.1

.0

.0

7.7

The Age Pension should be raiseda

15.4

5.3

.0

7.7

Total

100.0
(N=11)

100.0
(N=11)

100.0
(N=17)

100.0
(N=39)

Pearson chi-square: = 23.990
Significance: p= 0.046 (Sig)
a

Possible empowering discourses, bPossible disempowering discourses

339

Table 88: Subjective social isolation type 2 time 1 (banded): what could be done to
reduce social isolation amongst older people?

What could be done to reduce social isolation amongst
older people?

Subjective social isolation type 2
(banded)
≤12
13 - 16
≥17
Low Medium
High
Total
%
%
%
%

It’s up to the personb

6.7

27.8

33.3

20.5

Some old people are just like thatb

20.0

50.0

33.3

35.9

There should be more free activities like thisa

26.7

5.6

.0

12.8

Pull yourself together and cheer up!b

6.7

.0

16.7

5.1

It’s the lack of money that leads to lonelinessa

13.3

5.6

.0

7.7

It’s all a question of attitudeb

.0

5.6

.0

2.6

Need for cheap and accessible transport for everyonea

13.3

5.6

.0

7.7

The Age Pension should be raiseda

13.3

.0

16.7

7.7

Total

100.0
(N=11)

100.0
(N=11)

100.0
(N=17)

100.0
(N=39)

Pearson chi-square: = 16.891
Significance: p= 0.262 (Not sig)
a

Possible empowering discourses, bPossible disempowering discourses
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Table 89: Subjective social isolation type 1 time 1 (banded): what advice would you give
older people on how to have a happy and productive older age?

What advice would you give older people on how to
have a happy and productive old age?

Subjective social isolation type 1
(banded)
≤13
14 - 18
≥19
Low Medium
High
Total
%
%
%
%

You need to get out more and meet peopleb

.0

18.8

30.0

17.6

Part of getting older is mixing lessb

.0

37.5

20.0

23.5

Take part in protests and petitions and pressure
politiciansa

37.5

12.5

.0

14.7

Use your wisdom and experience. Do not
underestimate older peoplec

12.5

.0

.0

2.9

Everyone is different. It all depends on the
circumstancesc

.0

.0

20.0

5.9

It’s important to be as fit as you can bec

.0

6.2

.0

2.9

Join the local bowls clubc

.0

.0

10.0

2.9

It’s up to all of us not just mea

50.0

12.5

.0

17.6

A lot of older people just like being miserableb

.0

12.5

20.0

11.8

Total

100.0
(N=11)

100.0
(N=8)

100.0
(N=15)

100.0
(N=34)

Pearson chi-square: = 29.750
Significance: p= 0.019 (Sig)
a

Possible empowering discourses, bPossible disempowering discourses, cUncertain

discourses
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Table 90: Subjective social isolation type 2 time 1 (banded): what advice would you give
older people on how to have a happy and productive older age?

What advice would you give older people on how to
have a happy and productive old age?

Subjective social isolation type 2
(banded)
≤12
13 - 16
≥17
Low Medium
High
Total
%
%
%
%

You need to get out more and meet peopleb

.0

26.7

18.2

17.6

Part of getting older is mixing lessb

.0

20.0

45.5

23.5

Take part in protests and petitions and pressure
politiciansa

37.5

13.3

.0

14.7

Use your wisdom and experience. Do not
underestimate older peoplec

12.5

.0

.0

2.9

Everyone is different. It all depends on the
circumstancesc

.0

.0

18.2

5.9

It’s important to be as fit as you can bec

.0

6.7

.0

2.9

Join the local bowls clubc

.0

.0

9.1

2.9

It’s up to all of us not just mea

37.5

20.0

.0

17.6

A lot of older people just like being miserableb

12.5

13.3

9.1

11.8

Total

100.0
(N=11)

100.0
(N=8)

100.0
(N=15)

100.0
(N=34)

Pearson chi-square: = 25.444
Significance: p= 0.062 (Not sig)
a

Possible empowering discourses, bPossible disempowering discourses, cUncertain

discourses
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