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INTRODUCTION 

The increasing longevity of people in the industrialised world has generated a substantial body of new theoretical, policy-oriented and research writing, and there may well be a policy revolution required to deal with consequent societal changes (Markwick 1995, Banks and Fossel 1997, Wetle 1997). There is a call for a renewed vision of the roles and functions of people in what is referred to now as the "Third Age", a time in the life course when the basic work of parenting is done, when individuals leave paid, full-time employment, and when few positive roles are recognised (Cornman 1997). Certainly in the field of health the demands of this growing group are having a powerful impact on health professionals, "changing the mix of patients, conditions treated, and what the profession and society consider acceptable outcomes" (ibid: 856). 

The research reported herein is a first step in the process of documenting the physical health, patterns of health service use, and related social policy implications in a population of New Zealand older adults. Issues of health care for older adults are an important research focus and health care providers need to be well informed about responses of this group to both general and specific health problems (Flett et al. 1994). 

In reporting this data, we were conscious of the importance of avoiding the implicit view of older adults as a homogeneous group. Mizner and Strauss (1981: 462) point out a number of significant myths associated with older adults: the myth of ageing as a pathological process; the myth of progressive mental deterioration; the myth of inevitable physical deterioration; the myth of loss of sexuality and; the myth of social withdrawal and disengagement. They emphasise that "The aged [sic] are our future selves. If we continue to have discriminatory attitudes towards the aged, we ourselves are likely to become the victims of those prejudices." 

BACKGROUND 

The population of New Zealanders aged 65 and older has increased rapidly this century, with the number of older adults more than doubling between 1951 and 1996 (Statistics New Zealand 1998). The latest population projections (1996 base) indicate that the number of older adults is expected to grow by 150 per cent, from 422,667 in 1996 to 1.145 million in 2051. There is a great deal of debate about what such trends might mean for social policy makers and those involved in health service provision and planning. 

Gordon and Singer (1995) note that most countries are looking at ways to reduce health care costs and the older adult population often becomes the focus or the target of such efforts at cost control. However, there are counter-arguments that question the inevitability of spending on health care for older people becoming an unsustainable economic burden. 

Gordon and Singer (1995) review some data on health care spending as a percentage of GDP and its association with population ageing. The United States spends 14% of GDP on health care, but is among the lowest of 12 industrialised nations in its percentage of older adults. In contrast, 17.8% of the Swedish population is over 65 years old and that country spends 7.5% of GDP on health care (one third less than the United States). In Japan, the older adults population increased by 30% from 1980 to 1990 while there was only a 1.6% increase in the proportion of its GDP that went to general health care during that period. In the United States, the increase in the percentage of those aged 65 and over in the same period was about 10% (around one third that of Japan) and health care spending went up by 31.5%. 

Most of the spending data reviewed above refers to the costs associated with acute care, and the issue is potentially very different in regard to the costs of long-term care. In order to place this economic data in perspective, we should emphasise that most older adults are relatively successful at remaining functional in the community. The majority report themselves to be in relatively good health despite frequently reporting the presence of chronic conditions and physical symptoms (Laird and Chamberlain 1990, Neville and Alpass 1999). 

The Ministry of Health notes that less than one in 12 of the older disabled population are cared for in institutions and aged care facilities. The importance of appropriate and well- timed health service access cannot be underestimated in this context, In fact, Ministry of Health proposes that: 

Timely access to health services is important in influencing the health of older people. ..Early recognition and prompt assessment/referral and treatment.. is essential in promoting the health, independence and mobility of all older people. (1997: 28) 

HEALTH SERVICE UTILISATION 

As Adler and Milstein (1979) note, health service planners' views of what people need are often not based on empirical data and there may be an inherent conflict between the planners "I know what you need" and the consumers "I know what I want" views of reality. Thus satisfaction with health service use is a variable that is important to understanding the overall health experience among older adults. Satisfaction is one element among many to be folded into the development of enlightened health care policy. In fact, Campbell et al. (1976: 503) argue that satisfaction must enter into public policy debate, a process that is best accomplished through the generation of empirical data.

While the research area of satisfaction with health care is an extensive one (Smith 1998), there is relatively limited New Zealand data available. Gribben (1992) reports some New Zealand data looking at satisfaction with general practitioner services in South Auckland and found that younger respondents (in the 18-29 age group) were most dissatisfied with these services. 

The Ministry of Health identifies knowledge about the extent and nature of health experiences and health service use as an important research issue: 

…research projects could better inform health service planning and purchase for older people...we have little information about the health service needs of older [adults]...or current levels and trends in disability among older people and Kaumātu. (1997: 65) 

For example, the process of policy analysis, programme development and realistic health outcome target setting for older adults can be enhanced by additional knowledge about the types of health problems and ongoing levels of activity and disability with which older adults present when visiting their family physician. 

Likewise, in terms of developing national policies that might underpin planning and purchase decisions in the area of mental health, there is clearly a need for additional information about the extent and nature of this type of health service use among older adults. While the need for mental health services for older adults and the efficacy of appropriate interventions have been well established in the literature, policies affecting access to services, service system coordination, financing of care, and the training of the professional health service professional have lagged behind need. As a consequence, a substantial proportion of older people whose mental and emotional problems are serious enough to warrant professional care do not receive services. 

With the need for utilisation and satisfaction data in mind, and following on from previous research (Millar 1996, Millar et al. 1999), the present study sought to describe in a sample of New Zealand older adults: 

1. the experience of health (conceptualised and measured in a variety of ways), and reported satisfaction with general practitioner health service provision; 

2. problems in activities of daily living; 

3. difficulties with upper and lower body functioning; and 

4. the use of primary and secondary health care services (general practitioner visits, accident and emergency use, hospital admissions, outpatient service use), as well as other types of health services. 

METHOD

Two hundred and fifty-two New Zealand older adult volunteers completed a structured one-hour interview administered by trained interviewers on behalf of the Massey University research team
 A cross-sectional survey was carried out, using a three-stage cluster design used for a survey of physical and mental health among community- dwelling New Zealanders in 1995 by the School of Psychology, Massey University. The first stage involved the random selection of 150 census enumeration districts (meshblocks) nation-wide,
 the second involved a random selection of households, and the third involved sampling an eligible participant from each household. Of the 3,562 attempted contacts, 972 were not eligible, did not reply, or were otherwise unavailable for an interview. Of the remaining 2,590 contacts, 1,090 refused to be interviewed, giving a valid response rate of 58%. The overall response rate including those who were ineligible or unavailable was 42%. The sub-sample of 252 people examined in the present study represents those respondents who were aged 65 years or more at time of interview. 

In order to investigate reliably the experience of health and health service utilisation in particular subgroups of the population, such as Māori and rural respondents, it was necessary to ensure that the final sample included an adequate proportion of these groups. The sample design allowed for the deliberate oversampling of Māori and rural residents to ensure that the experiences of these groups could be documented with a greater degree of statistical reliability than would otherwise be the case had their proportions in the study sample reflected their proportions in the population of New Zealand as a whole. Readers interested in the differences between ethnic subgroups in this sample are strongly advised to read the report by Hirini et al. (1999), which includes a detailed analysis of ethnicity and the specific health issues for Māori elders. The Hirini et al. (1999) paper is particularly recommended to non-Māori health professionals in mainstream services, from whom 75% of Māori seek health services (Ministry of Health 1999, personal communication.) 

The final sample represented an ethnically diverse section of New Zealand older adults, including those identifying themselves as English or New Zealand European (N = 181), Māori (N = 66), Samoan (N = 2), Cook Island (N = 1), Tongan (N = 1), and Niuean (N = 1). Just under half of the sample (45%) lived with their partner, 37% lived alone, 4% lived with partner and children, 4% lived as single parents, 4% lived with other adults, 3% lived with their spouse and other relatives, and 3% with other relatives (no spouse). The demographic characteristics of the sample are presented in Table 1.

Table 1 Demographic Characteristics of Older Adults 

	
	N 
	
	% 

	Gender 
	
	
	

	
Male 
	110 
	
	43.7 

	
Female 
	142 
	
	56.3 

	Age Groups 
	
	
	

	
65-69 years 
	92 
	
	36.5 

	
70-79 years 
	112 
	
	31.6 

	
80-89 years 
	46 
	
	13.0 

	
90-99 years 
	2 
	
	0.6 

	Young-Old (65-74 years) 
	92 
	
	36.5 

	Old-Old (75 years and older) 
	160 
	
	63.5 

	Education 
	
	
	

	
No School Qualification 
	126 
	
	50.0 

	
School Certificate 
	38 
	
	15.1 

	
Sixth Form/ University Entrance 
	14 
	
	5.6 

	
University Bursary/ Scholarship 
	2 
	
	0.8 

	
Trade/ Professional Qualifications 
	37 
	
	14.7 

	Marital Status 
	
	
	

	
Never Married 
	9 
	
	3.6 

	
Married 
	123 
	
	48.8 

	
Separated/Divorced 
	23 
	
	9.1 

	
Widowed 
	97 
	
	38.5 


Methodological Limitations 

The present study had a number of methodological limitations. A sample that was clearly representative of the general New Zealand older adult population incorporating a more objective assessment of physical health are features that would have improved this study substantially. However, most of the time these sorts of "objective" assessments of health status are not possible or practical to obtain and so measures of activity limitation and mobility limitation described here are routinely used as proxies of physician assessments (Flett et al. 1998). Other research confirms these measures of activity and mobility as reliable predictors of health service use in older adults (Wolinsky and Johnson 1991). 

The issue of sample (non-) representativeness must always be acknowledged. It is seldom possible to construct a truly random sample (Aron and Aron 1994) and certain parts of the population (e.g. men) are more difficult to include in the sample than others (Hill 1997, personal communication). However, the heterogeneity of our sample and the fact that it is not systematically unrepresentative of the population in any known way (apart from over- sampling of Māori and rural respondents) are factors that contribute positively to the overall reliability of the findings. Cross-sectional studies of this nature can only provide a limited view of the health and health service related experiences of this group of older New Zealanders. As noted elsewhere (Flett et al. 1998), establishing causal relationships in this area and untangling the inevitable feedback loops represent a thorny methodological challenge. 

Despite these limitations, however, we would argue that the data can, at the very least, be considered instructive about health status and health service use among older adults in New Zealand. 

RESULTS 

Six measures of physical health, health care utilisation, and health care satisfaction were used: 

· perceived health status; 

· Pennebaker Inventory of Limbic Languidness (PILL)
 (physical symptoms); 

· chronic symptoms; 

· limitations in body functioning; 

· health care utilisation; and 

· satisfaction with care received.

Table 2 shows older adults' mean ratings on the measures of physical health and overall satisfaction. 

Perceived general health status was assessed with one question, that asked participants to rate their own health on a four-point scale of "poor" to "excellent". Perception of overall health is one of the most commonly used ratings of health. It shows consistency with physicians' ratings of health (LaRue et al. 1979) and number of physician visits (Ware 1986), and is also predictive of mortality (Idler and Kasl 1991). Older adults tended to describe their general health status as good (52.8%) or excellent (19.8%), with only 5.6% describing their health as poor. As Table 2 shows, health status did not change significantly with age. 

Table 2 Mean Self-Rated Health, Physical Symptoms, Chronic Health Symptoms, Limitations in Bodily Functioning, and Overall Satisfaction with GP Service Among Older Adults

	
	Self-Rated Health
	Physical Symptoms
	Chronic Symptoms
	Limitations in Functioning
	Overall Satisfaction

	Gender
	
	
	
	
	

	
Male
	2.15 (0.80)
	37.80 (8.10)
	2.75 (1.85)
	0.92 (1.85)
	32.07 (5.65)

	
Female
	2.12 (0.79)
	39.47 (9.87)
	2.87 (1.96)
	1.06 (1.62)
	32.71 (6.11)

	Age Groups
	
	
	
	
	

	
Young-Old
	2.13 (0.81)
	37.99 (8.91)
	2.73 (1.94)
	0.90 (1.63)
	32.07 (6.13)

	
Old-Old
	2.14 (0.77)
	40.03 (9.46)
	2.97 (1.86)
	1.16 (1.86)
	33.10 (5.53)


Note: Standard deviations are included in parentheses. 

Older adults demonstrated considerable variability in the number of physical symptoms identified on the PILL measure. They reported a range of 28 to 77 physical symptoms. Their mean score of 38.75 (standard deviation (SD) = 9.16), which is a reflection of both the number and severity of symptoms, represents a relatively low rate of symptom reporting. As shown in Table 2, females reported a higher number and greater severity of physical symptoms than males, but (like general health status) physical symptoms did not increase significantly with age. 

Chronic symptoms were also assessed. Participants were asked whether they had experienced any of a list of 17 chronic medical problems for a duration of six months or more using a modified version of the Checklist of Serious Medical Conditions (Breslau 1998). Additional questions were asked about several chronic medical conditions (e.g. diabetes, epilepsy). Figure 1 shows the different types of chronic health conditions experienced by this sample of older adults. Arthritis, hearing and sight impairments, and hypertension were the most commonly reported conditions. From the list of 17 conditions, the average number of chronic conditions was 2.82 (SD = 1.91), but some older adults experienced no chronic conditions, whereas others experienced up to 10 different conditions. Nonetheless, the vast majority (73.4%) of older adults reported between two and four chronic health conditions. 

Figure 1 Chronic Health Conditions Among Older Adults 
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Chronic limitations in activities of daily functioning (i.e. inability to carry out daily activities) were assessed with 12 items similar to those used to assess chronic limitations in prior research (e.g. Ullman and Segal 1994), This list included activities such as bathing and dressing. Summed responses to these questions comprise a measure of chronic limitations in daily functioning (Ware 1986). Older adults reported a lack of difficulty with activities of daily living, with 73.7% experiencing no restrictions in basic activities, 94.1% problem free in relation to cognitive activities, and 74% not limited by household activities. Figure 2 displays the number of difficulties associated with difficulties of daily living, and shows that the most frequently reported areas of difficulty were walking (N = 57; 22.6%) and heavy housework (N = 62; 24.6%). 

Figure 2 Difficulties in Daily Living Among Older Adults
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The study further explored the nature of functional limitations for the adult sample by identifying limitations on upper and lower body functions.
 Upper body functions comprised lifting or carrying 10 kilos, sitting for two hours, reaching overhead, reaching out as if to shake hands, and using fingers to grasp objects. Lower body comprise walking 500 meters; walking up 10 steps without rest; standing or being on their feet for two hours; stooping, crouching, or kneeling. 

While only a small proportion (31.6%) of the sample reported having an upper body limitation, 62.5% of the sample indicated having a lower body limitation. The most commonly reported functional limitation was stooping, crouching or kneeling (N = 113; 44.8%), and standing for two or more hours (N = 110; 43.7%). Fewer than one in three older adults said that they could not walk 500 meters without difficulty (N = 74; 29.4%), or were not able to walk up 10 steps without rest (N = 68; 27%). Substantial variation between genders can be seen in Table 3. Overall, men were far less likely than women to report limitations in bodily functioning. 

The advantage of the Young-Old over the Old-Old subgroups in performing every activity can be seen in Table 4, although age differences were more marked for lower body limitations. 

Table 3 Upper and Lower Body Limitations by Gender 
(% Identifying a Problem with Performing Function) 

	Functions 
	Males (N = llO)
	Female (N = 142) 

	Upper body functions 
	
	

	
lift or carry 10 kilos 
	21.8%
	48.6% 

	
sit for two hours 
	14.5%
	15.5% 

	
reach overhead 
	15.5%
	23.9% 

	
reach out as if to shake hands 
	3.6%
	2.1% 

	
use fingers to grasp objects 
	7.3%
	12.7% 

	Lower body functions 
	
	

	
walk 500 meters 
	21.8%
	35.2% 

	
walk up 10 steps without rest* 
	22.0%
	31.2% 

	
stand or be on feet for 2 hours 
	38.2%
	47.9% 

	
stoop, crouch, or kneel 
	40.0%
	48.6% 


*Note: For males, available N = 109; for females, available N =141.

Table 4 Upper and Lower Body Limitations By Grouping 
 (% Identifying a Problem with Performing Function)

	Functions 
	Young-Old (N = 92)
	Old-Old (N = 160) 

	Upper body functions 
	
	

	
lift or carry 10 kilos 
	33.7%
	38.8% 

	
sit for two hours 
	13.0%
	16.3% 

	
reach overhead 
	18.5%
	21.3% 

	
reach out as if to shake hands 
	2.2%
	3.1% 

	
use fingers to grasp objects 
	6.5%
	12.5% 

	Lower body functions 
	
	

	
walk 500 meters 
	18.5%
	35.6% 

	
walk up 10 steps without rest* 
	22.0%
	30.2% 

	
stand or be on feet for 2 hours 
	40.2%
	45.6% 

	
stoop, crouch, or kneel 
	35.9%
	50.0% 


*Note: For young-old, available N = 91; for old-old, available N = 159. 

Health care utilisation was assessed using a number of measures as recommended by prior researchers (Strain 1991). These included: 

1. the number of days spent in bed due to illness over the preceding 12 months; 

2. the number of visits to a general medical practitioner over the preceding 12 months; 

3. how many prescription items they purchased in the preceding 12 months; 

4. hospital visits and admissions in the preceding 12 months; and 

5. the range of 12 health professionals they had visited in the preceding 12 months (of optician, chiropractor, psychologist, medical specialist other than general practitioner, dentist or dental nurse, physiotherapist, psychiatrist, occupational therapist, counselor, social worker, and naturopath).

The results of these measures are summaried in Table 5.

Table 5 Health Care Utilisation Measures

	Measure
	% of sample

	visited a general medical practitioner
	89.3%

	spent time in bed sick
	33.0%

	visited a ward or clinic as an outpatient
	29.4%

	had been admitted as an inpatient for overnight stay at a hospital
	21.0%

	used the accident and emergency department of a public hospital
	9.5%

	once only  
	7.1%

	twice only  
	2.0%

	purchased prescription medicine in the preceding 12 months
	85.3%

	purchased 1-4 items  
	25.4%

	purchased 5-9 items  
	15.9%

	purchased 10-14 items  
	13.9%

	purchased 15 or more items  
	28.2%


The vast majority of older adults (89.3%) had visited a general medical practitioner during the preceding 12 months. One third of the sample had spent time in bed sick, with most of these people (77.5%) spending a week or less in bed. A total of 29.4% had visited a ward or clinic as an outpatient, 21% had been admitted as an inpatient for overnight stay at a hospital, and 9.5% had used the accident and emergency department of a public hospital (typically only once). Most older adults (85.3%) had purchased prescription medicine from a chemist in the preceding 12 months. 

Figure 3 shows the types of other health professionals visited by this sample of older adults, and highlights that a large proportion (37.7%) had visited a medical specialist or optician in the past year. 

Finally, participants responded to questions about the quality of care they received from their general practitioner and their satisfaction with it. Summed responses to these items provided an index of overall satisfaction. Overall satisfaction increased slightly with age but did not differ by gender.
 Women in the Old-Old age range reported the highest level of overall satisfaction with services provided by their general medical practitioners.

Figure 3 Visits to Other Health Professionals Among Older Adults
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Discussion

The conceptual and methodological underpinnings of our study reflect widely cited models of current "best practice" concerning health and health services utilisation research among older adults (Andersen 1995, Cafferata 1987, Eve 1988, Millar 1996, Wolinsky and Johnson 1991, Wolinsky et al. 1994). We did not carry out the study with the aim of supplying detailed information for any current or pending policy programmes, and the notion of policy relevance (narrowly conceived as immediate demonstrable use in answering special purpose questions) is not without its own critics. Campbell et al. (1976) refer to this as a shallow and short-term understanding of what makes information relevant to policy. 

Nonetheless, Biderman (1970) makes the distinction between three uses of social data: 

information for immediate operational purposes, intelligence for overall administration and management purposes, and enlightenment or more far-reaching and basic contributions to public understanding relevant to the formulation of public policy. We would argue for an enlightenment role for the data reported in this paper. The process of informing and transforming health care practice and health service delivery for older adults is likely to be a slow process, but data such as ours can play an important informing role in such a process. The aggregation of the lived experience of health, health service use and associated satisfactions into vigorous political demands is itself an intricate and challenging socio-political process. The virtue of our type of study is that it can claim to show a patterning of such experiences as they stand, before the processes of political aggregation lend emphasis to some issues and minimise others. 

A significant proportion of our sample tended to regard their health positively, despite considerable variability in the numbers of physical symptoms and chronic conditions that were present. This is in line with previous New Zealand research by the Ministry of Health (1997), as well as Neville and Alpass (1999), and Te Pumanawa Hauora (1996), but the meaning of this finding is not clear on the basis of the available data. The Ministry of Health (1997) argues that this reflects the fact that what older people think of as "good health" is quite different from the more biomedical approaches and reflects an emphasis on "feeling" good and having a positive sense of psychological or emotional wellbeing. 

The ability to view one's health positively may also be a function of the availability and utilisation of social support networks. The beneficial effects of social support have become increasingly evident in studies of health and psychological adjustment (e.g. Flett 1986). The respondents in the Neville and Alpass study were in many instances embedded within the support framework of the Age Concern organisation. Similarly the older adults in the Te Pumanawa Hauroa study were "closely connected to their marae, culturally secure and active in their Kaumātua role" (Ministry of Health 1997: 14). The availability of these and other forms of instrumental and affective supports may be an important coping resource for older adults that allow them to deal more effectively with the practical problems associated with their accumulating physical health difficulties. 

The finding that older women report the highest levels of satisfaction with general practitioner services is an interesting one that requires further replication. Why older women might report higher levels of GP satisfaction is unclear. A recent New Zealand general population survey (Ministry of Health 1999a) noted that around 90% of respondents reported being "very satisfied" or "satisfied" with their last visit to see a GP and with their overall health care. While there were significant age effects and ethnic differences in satisfaction, that research did not identify a gender effect. Other New Zealand studies of women (Olaman 1997, Smith 1998) as well as overseas findings (e.g. Verbrugge 1980, 1985) have documented higher rates of medical service use by women (compared to men). 

One explanation suggests that the higher levels of satisfaction with GP care among women may have its origins in some type of mere exposure effect (Zajonc 1968) associated with women's higher rates of health service use. Women may form a more positive attitude towards their GP care simply because they have more frequent exposure to such care and have more opportunity to establish rapport and build a satisfying relationship with the health service provider. 

At a more philosophical level, these sorts of findings emphasise the importance of focusing on the specific needs of older women. Several commentators have argued for women's health to be bought to the forefront of the research agenda. Smith (1998) notes that women have been excluded from much of the health care research that guides policy development, and some would argue that much of what is known in medical research is characterised by a "gender blindness" (Payne 1991). A focus on gender provides an important window for studying all aspects of health and "Ōresearch design and analysis must [conceptualize] gender as a dynamic construct that itself varies across ethnic groups and social classes and works in complex interactions with other physiological and social factors" (Russo 1987: 54). 

We would argue for the importance of including the concept of satisfaction when considering consumers' views of health services received. There is a burgeoning literature on the antecedents and consequences of satisfaction with health/mental health service delivery (Hall et al. 1993, Huxley and Mohammad 1991, Zastowny et al. 1989). Assessing the outcome of service delivery from a client's perspective is an important aspect of service provision to the community (Flett et al. 1998) but how this type of satisfaction data might best be fed into the social policy "mix" remains open to considerable debate (Campbell et al. 1976). 

In the broader sense, the finding that older adults tend to report being more satisfied with their lives is relatively well documented. This finding raises the question of why the popular stereotype of youth as energetic, healthy, physically attractive and therefore inevitably happy and contented is so persistent when "...the appearance of youth is often more positive than the psychological realities that accompany it" (Campbell 1981: 179). 

Common chronic conditions reported by our community-dwelling sample included arthritis, hearing and sight impairments and hypertension, and this is a useful complement to the data on leading causes of hospitalisation and major illnesses leading to death for these groups, documented by the Ministry of Health. On the other hand, our findings on activity problems and bodily limitations further underscore the point that many older adults, even with increased levels of disability, function well in the community and look positively on their own health. Kasper (1990) notes that this type of activity and mobility data can have broad-ranging policy implications. 

Ability to perform "activities of daily living" was the central basis for legislation concerning eligibility for coverage for home and community based long term health care services in the 100th US Congress. The Pepper Commission deliberated on similar criteria when they made their recommendations to the 101st US congress concerning the provision of long-term care. (Providing services to older adults in the community in need of long-term care continues to be a major focus of health policy in the US.) 

While the findings obtained in the present study were consistent with the Government's 

Medium Term Strategy for Health and Disability Support Services (Ministry of Health 

1999b), it is notable that little reference is made to the mental health needs of older adults 

in that health and mental health policy. 

Implementation of the National Drug Policy and the New Zealand Youth Suicide Prevention Strategy are particular areas where the Government seeks progress. Other key areas for progress are Māori mental health, Pacific people's mental health and child and youth services. (p.10) 

Our data on health service utilisation suggest that community-based older adults are not an "inordinate burden" on primary and secondary health services. Claims that older adults use of health services may be inappropriate or that they may in some circumstances "chronically overuse" health services (Eve 1988) are not supported by our data. 

Our sample tended not to use mental health services a great deal. In that sense they are not especially different from the rest of the New Zealand population. A Ministry of Health (1993) study notes that 2% of the general population reported having seen a psychologist, counsellor, or social worker in the past four weeks. The 1999 Ministry of Health data reported that under 10% of adults had reported seeing a psychologist, counsellor or social worker in the past 12 months. 

There are at least four explanations for the apparently low level of use of mental health services among older adults. Firstly, older adults with a mental health problem may not recognise the problem or seek appropriate care. Many older adults may be afraid to seek mental health care. They may feel that people who admit to needing therapy or counselling are stigmatised in some way (Knight and Kaskie 1995). 

A second possible reason relates to the availability of mental health treatment facilities. The Mental Health Compulsory Assessment and Treatment Act 1992 worked to achieve the goal of de-institutionalisation of long-term inpatient residents, as well as the prevention of unnecessary new admissions. Although the 1992 Act emphasised comprehensive care to the public in the least restrictive environment possible, regardless of age, little attention seems to have been given to older adults. 

A third possible reason for older adults' under-utilisation of mental health services relates to awareness and training among primary health providers. Outside the extremely limited number of health professionals specialising in services for older adults, the burden falls on the general health service system, in which few professionals have sufficient training, sensitivity and orientation to the mental health needs of older adults. 

A fourth explanation for the low levels of mental health service use by older adults has its origins in the stereotypes about ageing noted earlier in this paper (Mizner and Strauss 1981). The unremarkable levels of primary and secondary health service use reported here reflect the fact that ageing is not necessarily a pathological process involving inevitable physical deterioration. Likewise, the levels of mental health service use may also reflect the fact that ageing is not a time of inevitable progressive mental deterioration. 

...those older people who are living in their own households seem to be a remarkably satisfied and undisturbed group of people...Old age seems to be a time of contentment.. .Aside from the difficulties associated with their accumulating problems of health, however, these people are not a lost generation, they have come to terms with life. (Campbell 1981: 179,180) 

CONCLUSION 

In the final analysis, the most important outcome of the research and findings reviewed in this paper is that the concept of health among older adults becomes a little more comprehensible and, in that sense, the groundwork for future research initiatives has been laid. Those who are involved in policy formulation and who would lay some claim to expertise regarding what is "best" or "feasible" at that level, would agree that an understanding of the profile of the older adult population is clearly important here. 

An "older-people-friendly environment" is one in which income adequacy issues are acknowledged and health and community support services are carefully planned and targeted. A greater understanding of health and health-related concerns among older adults could only positively influence overall policy development and professional practice in health service delivery. Although the present study did not obtain findings that were at variance with current Ministry of Health policy with regard to older people, recent policy statements make little reference to the health needs of older adults. 

A.O. Hirschman (1970), in a book entitled Exit, Voice and Loyalty, asked what market mechanisms prevent deterioration in the quality of goods or services being offered to a client. In a fully competitive market the classic mechanism is exit, involving the switch to another brand. Where government goods and services are concerned (e.g. health services) the market is not that competitive and the exit option, to private health care or emigration, is not an easy one for many older adults to take. We would argue that one of the most important functions of research such as ours is that it provides a mechanism for older adults to give voice to their concerns about health, health services and issues of quality. 
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� A complete copy of the interview questions and administration procedure is available upon request from the second author.


� Geographic distribution of meshblocks (N = 150) were as follows: Northland (n = 16); Auckland (n = 23); Waikato (n 19); Bay of Plenty (n 28); Gisborne (n = 16); Hawkes Bay (n = 7); Taranaki (v 5); Manawatu-Wanganui (n = 8); Wellington (n = 10); Nelson—Marlborough (n = 2); West Coast (n = 2); Canterbury (n = 7); Otago (n = 4)


� The analyses of the findings by age involved a split of the data into Young—Old (ages 65 to 74 years) and Old—Old (ages 75 years upwards) categories, as outlined in Knight and Kaskie (1995). There were 92 Young—Old, and 160 Old-Old in the sample.


� The PILL is a measure of the number and severity of current physical symptoms that has strong criterion-related validity with health-related work absences. High scores on the PILL are associated with more physician and health care centre visits. Despite this, previous studies have demonstrated that a number of list items on the full 54-item version of the PILL are highly correlated and do not contribute independently to the physical symptom total (MacDonald et al. 1996). Highly correlated items were combined to form the 28-item version for use in the present study, and participants were asked to indicate their experience of the 28 physical symptoms and complaints over the past month, using a 5-point scale. 


� Respondents were asked to indicate the extent to which they agreed or disagreed with several statements regarding their overall level of care on a six-item scale ranging from 1 (strongly agree) to 6 (strongly disagree). Summed responses to these items provided an index of overall satisfaction. The scale derives from the work of Robbins et al. (1993). 


� This method of assessing limitations in body functioning was used to evaluate older adults' perceived needs in 


� Age and gender differences in health and satisfaction were tested using the Multivariate Analysis of Variance (MANOVA) procedure within a 2 x 2 (Gender x Age) between-groups factorial design. As might be expected, given the small mean differences in Table 2, all multivariate tests of main and interactive effects did not achieve statistical significance. However, tests of between-subjects effects revealed a significant Gender x Age interaction for overall satisfaction F (1, 221) = 4.22, p < .05. 





