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‘Once | became a pensioner

| became a nobody — a non-entity”:
The story of one woman'’s
experience of the health care system

Moira GREAVES AND CATH RoGERs-CLARK
University of Southern Queensland, Toowoomba, QLD, Australia

ABSTRACT

This article highlights one socially isolated older person’s experiences of ageing in a large metropolitan
Australian location and the problems she encounters in attempting to access appropriate and timely
health care. As society moves into a phase of rapid demographic ageing, this personal account pro-
vides health professionals with an in-depth insight in to what it can be like to live in social isolation
as one ages and needs ever increasing health care. Win is part of a larger study investigating difficul-
ties encountered by socially isolated older people in accessing health care needs, and preferred her real

BACKGROUND
here definitions  and
conceptualisations of social isolation with most

identifying socially isolated individuals as rarely or

never spending time in the company of friends,

are numerous

associates or other people in social groups (Cattan,
White, Bond, & Learmouth, 2005; Findlay, 2003).
Social isolation has been consistently identified as
a significant factor in the development of negative
health outcomes (Dugan & Kivett, 1994; Findlay,
2003; Findlay & Cartwright, 2002; Hensher, 2006;
Machielse, 2006; Wenger, Davies, Shahtahmasebi,
& Scott, 1995) and while a number of issues play
a role in the development of social isolation of
older people, illness and disability appear to be the
most common among risk factors (Grundy, 2006;
Murray, 2001; Schroder-Butterfill & Mariand,
2006; Tanner, 2003, 2007).

name to be used for this article. All other names used are fictitious to preserve anonymity.
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FRAMING THE CASE STUDY

Social isolation is a significant component of the
lives of many older people, particularly those
aged 75 years and older who are living indepen-
dently within the Australian community. While
the impact of social isolation is dependent on
a diversity of socioeconomic, personally adap-
tive, cultural and health influences, descrip-
tions of ‘isolation’ often vary. Several researchers
(Copeland, 2002; Greaves & Farbus, 20006;
Mann, 2000; Victor, Bowling, Bond, & Scambler,
2003) have postulated that social isolation occurs
in the absence of meaningful and sustained
relationships with significant others or when a
person experiences minimal levels of social par-
ticipation and perceived inadequate social inter-
actions. Yet others (Cattan et al., 2005; Findlay,
2003) argue that social isolation, particularly of
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older people, remains a complex phenomenon
involving psychosocial, physiological, economic,
demographic, cultural and religious or spiritual
aspects of a person’s life. A review of the related
literature revealed substantial consideration of
the phenomenon of social isolation and its caus-
ative and contributory factors (Cattan et al.,
2005; Findlay, 2003; Machielse, 2006; Russell
& Schofield, 1999; Victor et al., 2003). These
factors included but were not limited to; long
term illness, age related disabilities, chronic pain,
recent bereavement, geographical isolation, re-
location, living alone, decreased social and family
networks and financial losses related to retire-
ment and loss of income.

Theoretical perspectives on social isola-
tion in older people have evolved over time
(Ebersole, Hess, & Schmidt Luggen, 2003) and
include disengagement, activity, continuity and
gerotranscendence theories; which were devel-
oped in response to varying degrees of with-
drawal by older people from mainstream society.
Disengagement theory, proposed by Cumming
and Henry (1961) argued that withdrawal or
‘disengagement’ was a natural and unavoid-
able occurrence of ageing. Latter researchers
(Berkman, 1995; Dugan & Kivett, 1994; Payton
Fay, 2004) largely debunked this theory assert-
ing that disengagement is often precipitated by
life changes that make it difficult for people to
remain active within a social context which often
led to social isolation. While Cumming and
Henry (1961) proposed disengagement theory,
Havighurst (1961) formalised activity theory
suggesting that people who maintained partici-
patory activity levels and social networks were
less likely to withdraw from social contacts or
become lonely. However, critical debate ensued
as activity theory did not differentiate between
types of activity assuming that any activity could
substitute for significant losses of social involve-
ment. Havighurst subsequently proposed conti-
nuity theory in 1968 in response to discussion
surrounding activity and disengagement. This
theory symbolized a more formal clarification by
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exemplifying a life course perspective to delineate
typical ageing. Atchley (1989) further expanded
continuity theory emphasising the significance
of personality and highlighting the relationship
between past, present and future; and why con-
tinuity of ideologies and lifestyles were central to
processes for coping with the inevitable changes
that ageing brings. While some withdrawal may
be seen, essential aspects of personality and activ-
ities undertaken in younger years were observed
to be maintained (Atchley & Barusch, 2004).
Amidst the evolution of such theories, gerotran-
scendence theory (Tornstam, 1996, 1999) was
offered as an explanation for selective withdrawal
from societal obligations. Its premise was based
on ageing from a positive perspective and does
not imply withdrawal or disengagement but
rather describes a developmental pattern beyond
the dualism of activity and disengagement theo-
ries. Tornstam argued that although the older
individual becomes less occupied, they are more
selective in their choices of social activities. In
addition there may be a decrease in interest in
materialism, an increase in solitary meditation
(positive solitude) and decreased interest in
superficial social interaction.

Averting further development of, and alleviat-
ing social isolation and loneliness among older
people has been the topic of much research
(Cattan et al., 2005; Findlay & Cartwright,
2002), particularly over the last decade with
policy makers attempting to ameliorate these
ongoing and pervasive phenomena by develop-
ing community based interventional programs.
However, concern continues regarding the effi-
cacy of these programs (Bartlett, 2003; Cattan
et al., 2005; Findlay, 2003; Sabir et al., 2009),
as reported incidences of social isolation and its
sequelae continue to be problematic for health
care providers and policy makers.

METHOD AND SETTING OF THE WIDER
RESEARCH

Win’s story was sought as part of a larger longitu-
dinal study to explore the experiences of socially
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isolated, frail older people in accessing and navi-
gating the health care system. This research was
conceived as a result of the principal author’s
experiences as a Practice Nurse coordinating care
for ageing people.

In this project, six participants, aged from 78
to 88 years, were recruited from a medical prac-
tice in a Brisbane suburb. Inclusion criteria were:
age 75 years or over, married or single, male or
female with social networks comprising two or
less individuals and limited meaningful contact
per week. Three interviews length ranging from
45 min to one and a half hours with each partici-
pant were conducted over a 2-year period. Echics
clearance was obtained from the University of
Southern Queensland before this research began.
Throughout we were conscious of and observed
the Principles of Ethical Conduct as set out by the
NHMRC National Statement reflecting ‘basic
values of integrity, respect for persons, benefi-
cence and justice'’ htep://www7 .health.gov.au/
nhmrc/publications. Written informed consent
was obtained from all participants. All partici-
pants were contacted by telephone after the initial
interviews to discuss acceptance of pseudonyms
from their narratives. All declined confidentiality
expressing a unanimous preference for their real
first names to be used throughout the research
study to maintain ownership of their stories and
therefore, their identity:

Once youre past 65 youre invisible. Don't
rock the boat, keep out of the way, dont ask
for anything, just be invisible, that’s all they
want, that’s all they want. Well I don’t want to
be invisible. You can use my name, it’s my life,
i’s happening to me and I'm still here. If you
use someone else’s name or no name at all then
—who am I? (Win 86 years: 1st Interview)

A grounded theory approach (Glaser, 1992;
Glaser & Holton, 2004) was adopted to analyse
data in the wider study. Participant interviews
were transcribed and each line of text numbered
followed by sequential line coding. Multiple
readings of each line detected significant and

commonly used descriptive words which were
circled, underlined or highlighted. This resulted
in the identification of interrelated categories and
sub-categories which were grouped into major
themes surrounding the main core category. The
participants’ access and progress within the health
care system were observed and documented over
a 2-year period.

A CASE STUDY OF ONE

Focusing on one person’s story provides a rare
opportunity to isolate one voice and lived expe-
rience. Win is chosen both because of the strik-
ing clarity in her description of the escalating
frustration in negotiating the health care system
and its emphasis on the dilemmas associated
with accessing information and timely appropri-
ate help.

Win's adversarial relationship with
ageing

Win is an 86-year-old fiercely independent woman
who survived World War II and reported a lengthy
marriage marred by domestic violence. She has
not had contact with her seven children for many
years. Despite significant health problems and
gradual deterioration of health she continues her
work as a volunteer making numerous craft items
for the Cancer Fund. Win disclosed her happiest
and saddest times of life but discussed, with obvi-
ous anget, her attempts at obtaining appropriate
and timely health care in recent years. The culmi-
nation of three interviews spanning 2006-2008
resulted in closely similar descriptions of experi-
ences in attempting to access timely and appro-
priate health care. While Win’s responses were
largely negative, comments by several other par-
ticipants in the larger study group were compa-
rable to Win’s personal encounters with the health
system.

Win believes that she has been a victim of age-
ism, and her anger seems to be overwhelming.
She makes particular reference to young people
being more important than older people ‘the old
don’t matter — only the young matter’. Her belief
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in this stems from her perception of years of being
treated unjustly:

People don't treat me like a female, like a
human being. They treat me like a something
that hasn’t got a brain. They don’t treat you
like a human being and you are a human being
and you feel more when you get older. You are
invisible.

Win’s dialogue clearly reveals her bitterness
and anger as she frequently uses the words ‘pen-
sioner’ in self derogatory terms. This term has
taken on significant negative meaning for Win
and now influences her daily activities and inter-
actions with others. Once labelled and categorised
as ‘pensioner’ in this way Win shares complicity
with the ideological definition of herself and the
creation of the binary young and visible/old and
invisible:

You feel more when you get older because you
know jolly well that when you say ‘Oh, I'm a
pensioner’, oh that’s it, you know, youre a pen-
sioner, youre nothing, youre lower than the
lowest. I mean you could crawl under a bloody
snake with a top hat on ... You're angry because
you know jolly well that you can't do anything,
You can talk and you can talk but you might
as well go and talk until your bloody head falls
off. You don’t get anywhere.

She is now reluctant to tell anyone her age and
avoids revealing that she is a ‘pensioner’ wher-
ever possible. Win also reported several cases of
being ignored when she sought medical advice
for health problems. Other such occurrences have
been investigated by Minichiello, Browne, and
Kendig (2000) who found disparity of goals and
less joint decision making between physicians and
their older patients a significant factor in contrib-
uting to stereotypical ageist attitudes:

I went to Dr Knightsbridge three times in one
week gasping for breath, I couldn talk. I was
trying to fill my lungs and I couldntand I knew
I was ill but I didn’t know what was wrong with
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me and in the finish I think he got sick of me
and sent me for x-rays. He looked at the x-rays
and he said, ‘Oh, come and see me one day next
week’ and I said, ‘Do I make an appointment?
‘Oh no, any time’ so I went home.

Later that same day Win rang the ambulance
and was taken to the emergency department of
the Royal Brisbane and Women’s Hospital.

The left lung had completely collapsed and the
right lung had an abscess in it.

Win has experienced protracted waiting
times for elective surgery. She has waited nearly
2 years for a shoulder re-construction operation
and reports constant, severe pain. Prior to being
accepted as a candidate for this surgery she reports
asking her general practitioner (GP) on numer-
ous occasions for referrals to specialists without
success and in frustration and despair she sought
medical opinion from another GP:

I changed doctors and I've been waiting now
for two years, 'm still waiting! I haven’t had
anything — I haven’t had a call, I haven’t had a
letter, I've had nothing and I mean it’s just not
good enough.

Win expresses anger and frustration that her
current G, who unlike the previous one, con-
tacted the hospital on Win’s behalf, was given the
same negative responses as Win. However, Win
recognises and appreciates the efforts of her GP to
obtain appropriate and timely health care:

I mean the doctor was as damn frustrated as
I was. She got absolutely nowhere. But Dr
Hinchcliffe tried and tried and tried and I give
her first prize for trying. Waste of time, waste
of breath, a waste of a phone call because she
got nowhere!

On two occasions Win phoned the ambulance
as the pain her shoulder became unbearable. She
was taken to the emergency department of a major
Brisbane hospital where she was told by a doctor
that she was unable to help:



The story of one woman’s experience of the health care system

I can’t help you, were only doing life
threatening operations’, and I said ‘Oh, pain
doesn’t matter’, and she said ‘No’. The doctor
at the emergency told me that. There’s a waiting
list — you get to the top and they bring you to
the bottom again and so it goes, ring-a-rosy.
You get nowhere, absolutely nowhere. I had to
get two buses home; I was in agony, agony! I
don’t know how I did it, I had no one to help
me and I couldn’t afford a taxi.

The world of Win’s immediate experience of
pain contrasts with the objective world of medi-
cal science. The apparent lack of recognition of
the authenticity of her pain reinforces her sense
of being invisible, ‘a nobody’. Even though Win
complained to the doctors, spoke up about the
waiting times to hospital staff and co-incidentally
the lack of care provided by hospital personnel;
she felc largely ignored.

The ability to continue living in her own home
and maintain her independence is paramount
to Win. According to Whelan, Langford, Oxley,
Koppel, and Charlton (2006), transport concerns
play a significant role in accessing health care for
mobility impaired or frail aged people. Win has
significant mobility issues due to painful arthritic
knees, both requiring total knee replacements.
Getting on and off a bus has become increasingly
problematic and there have been several occasions
when she has almost fallen. Maintaining a vehicle is
a significant financial expense for Win however, she
views having a car as a necessity for several reasons:

I drive because there is no public transport
[close to her home]. I couldn’t walk down here
[to the medical centre]. I get to the bottom of
the damn street which isn’t far and I'd be sit-
ting down on the ground. But, you are just so
in fear of your life when you go out and that’s
why I can’t do without a car. Well at one time I
could go out, I could get on a bus and go into
town and go to the pictures or we used to go
to the dances at the English UK Club and you
never wortied about being mugged or knifed
or anything of the like.

-

Moore and Shepherd (2007) argue that fear
of crime is a primary cause of social isolation
amongst older people with the most likely affected
being female (Killias & Clerici, 2000), and those
living alone. The physical, fiscal, environmental
and societal factors associated with ageing can
influence the impact of feelings of victimisation
as does the necessity of relying on public transport
or walking to facilities for essential food require-
ments or health care. Win’s concerns regarding
her physical safety reflect these findings and fore-
ground the influence this has on avoidance of
using public transport. Such perceived threats are
often seen as too great a risk for some older people
and as a consequence an ever increasing pattern of
social isolation occurs.

Furthermore, many older people without their
own transport feel uncomfortable about accept-
ing offers of transportation, especially when they
cannot reciprocate (Davey, 2007). This unwill-
ingness to be a burden on, or beholden to friends
and family often results in fewer acceptances
of lifts and consequently fewer social interac-
tions thus potentiating the development social
isolation:

Because you don’t want to bother anybody
because you know that you are bothering
them. They don’t want — they say, “Well, you
know if you've got any problems let us know’.
But they don’t really want to know. They really
don't.

Win’s neighbour is a well meaning person
who has taken a keen interest in Win’s health.
However, Win finds her seemingly parental, over-
bearing attitude upsetting:

Rosemary, she’s trying to dominate me which
I don’t take lightly because I'm a very inde-
pendent person. She said she will do this for
me, she will do that but [sic] I'd like her to
do a few things but I cant ask her. I won’t ask
her because 'm not going to let her think I'm
dependent on her and she’s over stepped the
mark by so many things, getting me these
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books and leaflets and that on going into an
aged home and first thing I looked at was this
leaflet that said “Who will look after me when I
go into an aged care home’? 'm not going into
an aged care home, not yet!

Win is aware of several community services,
such as Chermside Community Health and
Burnie Brae Respite Centre, and uses the tele-
phone directory in an effort to find out about
home services. At times she has utilised contact
numbers on pamphlets she has picked up at the
medical centre or hospital:

I got these leaflets, ‘Ring HACC, ring
CHATS’. That's Home Assist. Home Assist is
good. And I've rung, I don’t know how many
HACC’s that [sic] are — you get nowhere,
absolutely nowhere. I can probably get a lot
of help from different sources, but they need
paying for it and I havent got the money.
Some of them will do two hours housework
for you for so much but then what do you
take it from, your food bill? I'd been to see
Dr. Gaythorne [specialist] and he said to
me, Are you in a health fund?” And I said
‘No why?” He said, ‘Oh, pity, I could have
done that [shoulder reconstruction] for you
tomorrow.” Money, money, it comes down
to money. If you've got the money they will
operate. If you've got the money they will do
your mowing. If you've got the money they
will do everything for you!

Win’s conversation indicates her desire and
willingness to accept assistance however she per-
ceives that she cannot afford any extra expenses
on her limited income. The comments expressed
by the specialist reinforce Win’s financial ineq-
uity when compared to those who maintain
private health membership and are financially
secure.

DiscUSSION — FINDING A WAY FORWARD
This article provides an opportunity for one
socially isolated older person to reveal the
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difficulties experienced in her attempts to gain
appropriate and timely health care. It also high-
lights gaps in health care strategies that continue
to impact negatively on socially isolated older
people. Win’s fierce independence and determi-
nation are clearly seen as she fights for respect and
acceptance from seemingly less than empathetic
health care professionals and service providers in
the wider community.

Loss of family networks, transportation costs,
fear and physical mobility problems are significant
issues that Win attempts to deal with while liv-
ing within the boundaries of being a ‘pensioner’.
While studies over a decade ago (Berkman, 1995;
Hall & Havens, 1998; Reid, 1994) identified
causative phenomena for the development of
social isolation, in more recent years there has
been an increase in research encompassing psy-
chosocial aspects of ageing (Greaves & Farbus,
2006; Machielse, 2006; Victor, Scambler, &
Bond, 2008). This is of major significance as his-
torically, the majority of research has been of a
quantitative nature.

While statistical information can be useful
for predicting trends and ascertaining demo-
graphic data, qualitative research embraces an
epistemological and ontological perspective
which provides rich and vibrant information
not obtainable by quantitative methods alone.
Despite the diversity of information gathered
by these methods, there are still areas of ageing
that are under researched and where qualitative
methodologies like this may provide much valu-
able information on which to base policy mak-
ing in an ageing society.

Win’s story highlights her frustration and
anger with some health care professionals and
a system who she perceives is unwilling to help
her. This frustration and bewilderment is evi-
dent in her recounting of being turned away
from the emergency department of a major hos-
pital. Despite community based health care pro-
grams, socially isolated older people still remain
a marginalised group whose needs remain
mostly unmet by such initiatives. Findlay and
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Cartwright (2002), Findlay (2003), Cattan
et al. (2005), Machielse (2006) and Greaves
and Farbus (2006) have illustrated that social
isolation has a significant negative impact on
the health of older people. Evidently current
health policies are proving largely inadequate
to address this insidious and prevalent phenom-
enon in westernised society.

In discussing aged care services Bartlett (2003)
focused attention on the fragmentation and lack
of coordination across health policy which has
remained problematic despite the development,
implementation and extension of specific com-
munity services for older people. Win’s testimony
foregrounds a persistent paucity of easily accessible,
relevant information regarding linked community
services and eligibility criteria despite extensive
community based programs designed to amelio-
rate these issues. Essendally, close family mem-
bers continue to be the major providers of direct
care while social support networks comprising
extended family and friends provide vital links to
accessing appropriate health care for older people.
Where these networks are not in evidence, socially
isolated older people continue to experience poor
health outcomes influenced by lack of awareness
of health services and how to access them.

ConcLusioN

This article explored the experiences of a socially
isolated older woman as she attempted to
access health care requirements in metropolitan
Brisbane. Though the views stated in this article
are of one frustrated and angry individual, other
participants in the larger study reported similar
experiences and feelings.

Difficulties in accessing appropriate and
timely health care continue to be an ongo-
ing issue for a number of socially isolated older
people despite research spanning several decades
and the establishment of community based pro-
grams catering for the older persons health needs.
While we can’t generalise from a case of one,
Win’s story illustrates the problems that many
socially isolated older people may experience in

-

accessing and navigating the health care system.
It also raises the issue of professional medical and
associated care increasingly becoming imbued by
discourses of scientific expertise and the world
of business where patients become clients, dehu-
manised and rendered invisible by age, poverty
and social isolation.

On a positive note, the trend towards com-
munity based preventative health care has seen
the appointment of an increasing number of
nurses in general practice in an effort to more
easily identify those in need of specific health
care interventions. Through the undertaking of
health assessments and health management plans
by nurses, risk factors can be identified, and
strategies formulated and implemented for those
people who may not otherwise access health care
relevant to their specific needs. Unfortunately,
there are still too few GPs willing to increase
expenses by hiring these ‘experts’ or keeping
abreast of services available. This preoccupation
with treatable illness marks the medical model.
By increasing awareness of the issues surrounding
accessibility and navigation of health care services
by this woman and the cohort of the wider study,
nurses in general practice may be able to provide
increased opportunities for the socially isolated
older person.

References

Atchley, R. (1989). A continuity theory of normal
aging. The Gerontologist, 29(2), 183-190.

Atchley, R., & Barusch, A. (2004). Social forces
and aging: An introduction to social gerontology
(10th ed.). Belmont, CA: Wadsworth/Thomson
Learning.

Bartlett, H. (2003). An ageing perspective.
Foresight: The Journal of Future Studies, Strategic
Thinking and Policy, 5(6), 26-33.

Berkman, L. (1995). The role of social relations
in health promotion. Yale University School
of Medicine, Department of Epidemiology
and Public Health, CT06520, USA American
Psychosomatic Society. Retrieved May 28, 2006,
from http://www.psychosomaticmedicine.org/
cgi/content/abstract/57/3/245

Volume 37, Issue 2, February 2011 C]\/

v
~

“N



Cj\/ Moira Greaves and Cath Rogers-Clark

Cattan, M., White, M., Bond, J., & Learmouth, A.

(2005). Preventing social isolation and loneli-
ness among older people: A systematic review
of health promotion interventions. Ageing &
Society Cambridge University Press, 25, 41-67.

Copeland, M. (2002). Dealing with depression
in later life. Mental Health Recovery.com.
Retrieved May 5, 2006, from http://www.men-
talhealthrecovery.com/art_laterlife.html

Cumming, E., & Henry, W. (1961). Growing old,
the process of disengagement (1st ed.). New York:
Basic Books.

Davey, ]. (2007). Older people and transport:
Coping without a car. Ageing & Society
Cambridge University Press, 27(1), 49-65.

Dugan, E., & Kivett, V. (1994). The importance
of emotional and social isolation to loneliness
among very old rural adults. 7he Gerontologist,
34(3), 340-346.

Ebersole, P, Hess, P, & Schmidt Luggen, A.
(2003). Toward healthy aging human needs
and Nursing response (6th ed.). St. Louis, MO:
Mosby.

Findlay, R. (2003). Interventions to reduce social
isolation amongst older people: Where is the
evidence? Ageing & Society, 23, 647-658.

Findlay, R., & Cartwright, C. (2002). Social
isolation & older people: A literature review.
Queensland, Australia: Australasian Centre on
Ageing, University of Queensland.

Glaser, B. (1992). Buasics of grounded theory analysis.
Mill Valley, California: Sociology Press.

Glaser, B., & Holton, ]J. (2004). Remodeling
grounded theory [80 paragraphs]. Forum
Qualitative Sozialforschung/Forum: Qualitative
Social Research [On-line Journal], 5(2), 4.

Greaves, C. J., & Farbus, L. (2006). Effects of
creative and social activity on the health and
well-being of socially isolated older people:
Outcomes from a multi-method observational
study. Journal of the Royal Society for Promotion
of Health, 126(3), 126-134.

Grundy, E. (2006). Ageing and vulnerable elderly
people: European perspectives. Ageing ¢ Society,
26, 105-134.

Hall, M., & Havens, B. (1998). The effect of
social isolation and loneliness on the health of
older women. Prairie Women’s Health Centre
of Excellence. Retrieved April 16, 2006, from

Cy\[ Volume 37, Issue 2, February 2011

htep://www.uwinnipeg.ca/admin/vh_external/
pwhece/effectSociallsolation.htm

Havighurst, R. J. (1961). Successful aging. 7he
Gerontologist, 1(1), 8-13.

Hensher, D. (2000). Aging — Coming your way
sooner or later: Social Exclusion — Informed
Reality Thinking on Accessibility and Mobility
in an Aging Population: A perspective on western
societies. version: 22a March 2006. Sydney: The
University of Sydney, Institute of Transport and
Logistics Studies (ITLS).

Killias, M., & Clerici, C. (2000). Different mea-
sures of vulnerability in their relation to differ-
ent dimensions of fear of crime. British Journal
of Criminology, 40(3), 437—450.

Machielse, A. (20006). Social isolation and the
elderly: Causes and consequences. Shanghai:
Utrecht University.

Mann, D. (2000). Strong social ties reduce seniors
risk of dementia. Medscape from WEBMD
Retrieved April 27, 2006, from htep://www.
medscape.com/viewarticle/517981

Minichiello, V., Browne, J., & Kendig, H. (2000).
Perceptions and consequences of ageism: Views
of older people. Ageing and Society, 20(3),
253-278.

Moore, S., & Shepherd, J. (2007). The ele-
ments and prevalence of fear. British Journal of
Criminology, 47(1), 154—162.

Murray, S. (2001). Cumulative trivia syndrome
linked to elderly dependency. University of
Edinburgh Research News 29 November No. 36.
Edinburgh: University of Edinburgh. Retrieved
May 28, 2006, from http://www.scottish-
research.com/WhatsNew/News/Older/tcm-26-
39714

Payton Fay, V. (2004). Theories of ageing. UMES.
Retrieved June 10, 20006, from http://fac-
staffwebs.umes.edu/sdeviney/gerontology/
quadagno3_ppt

Reid, R. (1994). Caring for older people: A resource
book for Australian carers. NSW, Australia: Allen
& Unwin Pty Ltd.

Russell, C., & Schofield, T. (1999). Social isolation
in old age: A qualitative exploration of ser-
vice providers perceptions. Ageing & Society
Cambridge University Press, 19, 69-91.

Sabir, M., Wethington, E., Breckman, R.,
Meador, R., Reid, M., & Pillemer, K. (2009).



The story of one woman’s experience of the health care system C N

A community-based participatory critique

of social isolation intervention research for

community-dwelling older adults. journal of

Applied Gerontology, 28(2), 218-234.
Schroder-Butterfill, E., & Marianti, R. (2006). A

framework for understanding old-age vulner-

abilities. Ageing & Society, 26(1), 9-35.

Tanner, D. (2003). Older people and access to care.

British Journal of Social Work, 33(4), 499-515.
Tanner, D. (2007). Starting with lives: Supporting
older people’s strategies and ways of coping.

Journal of Social Work, 7(1), 7-30.

Tornstam, L. (1996). Caring for elderly.
Introducing the theory of gerotranscendence
as a supplementary frame of reference for the
care of elderly. Scandinavian Journal of Caring
Sciences, 10, 144—150.

Tornstam, L. (1999). Gerotranscendence and the
functions of reminiscence. Journal of Aging and

Identity, 4(3), 155-166.

Victor, C., Bowling, A., Bond, J., & Scambler,
S. (2003). Loneliness, social isolation and
living alone in later life. Mental Health
Foundation.

Victor, C., Scambler, S., & Bond, J. (2008). The
social world of older people: Understanding loneli-

ness and social isolation in later life (1st ed.).

ED2

England: Open University Press.

Wenger, G., Davies, R., Shahtahmasebi, S., &
Scott, A. (1995). Social isolation and loneli-
ness in old age: Review and model refinement.
Ageing & Society Cambridge University Press,
16(3), 333-358.

Whelan, M., Langford, J., Oxley, ]., Koppel, S.,
& Charlton, J. (2006). The elderly and mobil-
ity: A review of the literature, #255. Victoria:
Monash University Accident Research Centre
(MUARC).

Received 09 October 2009 Accepted 22 August 2010

Volume 37, Issue 2, February 2011 Cj\/ 9



Queries

ED1  Please confirm whether the inclusion of Short Running Title “The story of one woman’s expe-
rience of the health care system” is fine.
ED2  Please provide publisher location for Mental health Foundation.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages false
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages false
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages false
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


