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Irish female life expectancy at birth, of 80.3 years, is below that of the EU-15 average of 81.6 years and
also that of the EU-25 average of 81.1 years. Female life expectancy at age 65, of 18.7 years, is below
that of the EU-15 average of 19.9 and the EU-25 average of 19.6 years.

The concepts of the ‘dependent’ population and of old age dependency have been questioned on the
basis that they convey implicit messages serving to devalue the lives and contributions of particular
groups within society, and do not accurately reflect the realities of our society (Arber and Ginn, 2004).

In considering this issue, the same authors have made a series of points in support of a view that trends
based on population age structure are misleading:

the 16-64 years age range no longer reflects the age patterns of paid employment!

young people spend longer in education with few entering the labour market at age 16

most workers leave the labour market well before State pension age. A larger percentage of women
are in paid employment than in the past, offsetting the shorter duration of employment among men

activity that benefits the economy is not confined to paid employment. The example of older people
providing unpaid, informal care to spouses and other family members is cited as an example of this
kind of benefit.

The datasets surveyed for this paper gather data on the ages of participating respondents/clients.
However, age-specific or age-disaggregated data is not always published in resulting reports, thus limiting
their ability to meet the needs of those who require age-specific information about the older population.
The issues are:

presentation of results without any data on age of respondents (acknowledging that such data is
potentially available by special request)

presentation of data about the older population using the single age band of 65 years and over (again
acknowledging that further data may potentially be available by special request). This approach fails to
take account of the heterogeneity of the older population; the reality that the needs of older people
change with advancing age; and the fact that policy-makers cannot take adequate account of those
changing needs if age-band profiles of the older population are not readily available.

Though pointers are available, for example, in terms of high Irish death rates from cardiovascular disease
and strokes, it is acknowledged that not enough is known about the lower life expectancy of the Irish
population, compared with the populations of other developed countries (O’'Shea, 2003).

11 The age range, 16-64 years, is quoted from Arber and Ginn's study.



Shortcomings in the data about prevalence of disability in the Irish population also create problems in
accurately projecting healthy life expectancy for the older Irish population.’ For example, the Mercer
study of the future financing of long-term care in Ireland is based on the central projection that healthy

life expectancy will increase in line with total life expectancy and an estimated reduction in disability
prevalence in the future. Prevalence figures are drawn from a UK study of disability prevalence in that
population which includes four alternative projections based on static, optimistic and pessimistic premises,
all drawn from UK data (Mercer Consulting, 2002).

There were 1,287,958 private households in total in 2002, containing 3,791,316 usual residents. Of these,
1,279,617 were in private households in permanent housing units, while the remaining 8,341 were in
temporary units. The average size of private households fell from 3.14 in 1996 to 2.94 in 2002, thus
continuing the long-term decline.

Between 1996 and 2002, the number of private households increased by 164,700 or 14.7 per cent.
Households comprising childless couples represented the fastest growing category, up 38.7 per cent in
six years, while the number of households consisting solely of couples with children increased by 11.1 per
cent in the same period. Households consisting of lone parents with children increased by 25,800 (24.5
per cent) between 1996 and 2002, while the rate of growth of one person households just exceeded the
overall average increase for this period. Multi-family households continued to decline in number during

the recent intercensal period. See Table 1 in Appendix Three for a breakdown of private households by
composition in 1996 and 2002.

A volume of census findings on household composition and family units also provides tables with data

on the age structure of households. This includes, for example, the numbers of older lone mothers and
older lone fathers living with children of any age, the numbers of older children (65+ years) living with their
parents and the numbers of older parents living with their children (Census 2002).

Older people living alone represent an important component of one-person households. Over one in four
people aged 65 years and over lived alone in 2002, and people aged 65 years and over comprised 41 per
cent of all people living alone in 2002. (See Table 2 in Appendix Three for a breakdown of the figures.)
More detailed data on sex, age group and marital status of older people living alone is also available from
the census reports.

12 Available data for the actual and projected numbers of chronically disabled Americans during the period 1982-1999 shows that the
projections inaccurately predicted a steep rise in the numbers of chronically disabled (WHO, 2002).



Almost 149,000 persons aged 15 years and over (4.8 per cent of the total population in that age range)
indicated that they provide regular unpaid personal help for a friend or family member with a long-term
illness, health problem or disability in April 2002. Women accounted for over 91,000 (or 61 per cent) of the
total and over half of them were in their forties or fifties. Proportionately more females than males were
carers in all age groups up to and including the 60-64 years group. The highest proportions were amongst
the middle aged, with over one in ten women aged 40-59 years being reported as a carer. The proportions
of male and female carers change for the older age groups, with males predominating in the 80-84 years
group and 85+ years group (CSO, 2004d).

Just over 40,000 people, representing more than one in four carers, provide regular unpaid help for 43 or
more hours each week (i.e. on average more than six hours per day throughout the week). Two thirds of
these heavily committed carers are women. There are 16,571 carers aged 65 years and over, that is 11
per cent of the total number of carers enumerated. A half of all older carers spend more than 43 hours
each week providing help to others.

The census results also provide useful data on the occupational status of carers which should enable
further analysis of the effects of labour force participation on women's involvement in the provision of care.

Secondary analysis of the 2002 SLAN surveys, conducted on behalf of the NCAOP and based on the
responses of 1,754 participants aged 55 years and over, provides data on perceived levels of ‘support’
received from spouses, children and friends; and ‘social engagement’ measured by participation in a range
of clubs, societies and other activities.

The majority of participants reported high levels of support from spouses, children and friends. Higher
percentages reported support from spouses and friends rather than from their children.™

In terms of social engagement, the largest proportion (31 per cent) of participants were involved in
religious/voluntary groups and the smallest proportion (8.2 per cent) were involved in political parties.

The HeSSOP study has also reported on respondents’ social supports and quality of life (Garavan et al.,
2001); the findings of a follow-up study with the original participants, a randomly selected sample of 937
older people in two health board areas, one rural and one urban, are to be published in 2005.

Patterns of voter participation and abstention in the May 2002 General Election were examined in a QNHS
special module. The results showed significant differences between the patterns of younger and older
voters. Of those aged 20-24 years, 53 per cent voted, with voter participation increasing with age to reach
a peak of almost 90 per cent for those aged 65-74 years. Of those aged 65+ years who did not vote, the
largest proportion (37.9 per cent) attributed this to illness or disability. Other reasons given included: no
interest (11 per cent); disillusioned (9.6 per cent); and lack of transport (8.3 per cent).

13 87 per cent of respondents received ‘a lot of support’ from spouses; 66.8 per cent ‘a lot of support from children’; and 76.9 per cent ‘a lot
of support’ from friends (Shiely and Kelleher, 2004).



The kind of data that is gathered for the main datasets reflects mainstream concerns with labour market
participation, and education and training oriented towards labour market participation. These are forms of
participation in, and contribution to, our society that are valued, measured and recognised.

Measures and indicators designed to assess other forms of contribution to societal well-being are much
less well developed. Day-to-day experience in families, communities and public life may indicate to us
that older people, the majority of whom are not labour force participants, make a valuable contribution to
societal well-being in their myriad roles as individuals, family members and citizens. However, the means
of systematically naming and measuring the types of social contribution made by older people (and other
groups that are not primarily labour force participants) have yet to be developed.

In considering the future care needs of an ageing population, marital status has been used as a proxy for
the availability of family carers. The expectation is that the older single and older ever-married will enjoy
differing levels of support in old age. However, marital patterns and family forms are changing and data
held in national datasets will need to track these changes. Data about, for example, family and other
relationships between care givers and care recipients, the functioning of the family and social networks
of older people, particularly at points of crisis and transition in the life of the older person, and the family
status of older people in long-stay care is necessary to enable effective planning on an evolving basis in
response to older people in need of care.

Under the Employment Equality Act 1998 and the Equal Status Act 2000, discrimination in employment,
vocational training, advertising, collective agreements, the provision of goods and services and other
opportunities to which the public generally have access, is outlawed on nine grounds: gender, marital
status, family status, age, disability, race, sexual orientation, religious belief and membership of the

Traveller community.

|deally, the main datasets should support the need for information about all sectors of the population,
including the older population, in relation to any or all of the grounds on which discrimination is illegal. At

the moment, they do not do so nor do they enable the kind of linkage across datasets which would facilitate
the identification of sectors of the population experiencing multiple discrimination. The mortality data, for
example, does not record ethnic status which is an issue given the age profile of the Traveller population.
The National Cancer Registry’s report highlights the need for the development of clinical guidelines and
treatment protocols targeting older cancer patients (National Cancer Registry Board, 2001). Census 2002
incorporated data on the travel patterns of school-goers and workers. Comparable data about the travel
patterns of the older population has not been gathered in that dataset. Relevant data about older people is
dispersed throughout a series of datasets, and the collation of that data represents a considerable challenge.



Due to the inclusion of new questions about carers in Census 2002, useful data on the proportion of the
population providing informal and unpaid care to others is now available. It is worth noting that this data is
available from the perspective of care givers rather than care recipients.

What the census data does not provide is answers regarding the following:

how many of those to whom care is provided are in the 65+ years group

the specific needs, concerns and preferences of older carers of whom, according to the census
findings, there are substantial numbers (15,682 i.e. 11 per cent).

the existing supports accessed by carers of older people, older people who are carers and the sources
of such supports

what the relationships are, whether they are relatives, neighbours, friends or volunteers, between care
providers and care recipients.

the nature and range of tasks undertaken by those providing informal care to others including personal
care, help with shopping and correspondence

how the families and social networks of older people function at times of crisis/transition in the lives
of older people such as discharge from hospital with a new level of disability or dependency. This is

of critical importance since it is at these points that the autonomy of older people and their capacity
to remain living in their own homes are most severely challenged. The HeSSOP study, for example,
found that half of the older people interviewed wanted family and friends to be their principal care
givers. Approximately one fifth had a preference for care from professionals and more than a quarter
were happy to receive care either from family or professionals (Garavan et al., 2001). The perspectives
of families and friends on this caring role in changing circumstances are the other side of the coin.

Data on the family status of older people in long-stay care is not recorded in the main national dataset on
this theme, the Long-Stay Activity Statistics 2002 (DoHC, 2003b).

In 2002, 12.8 per cent of older people enumerated in the Long-Stay Activity Statistics were reported to be
in long-stay care ‘for social reasons’. No data is available on what those social reasons are.

Beyond figures on voting patterns in elections, available from one QNHS module, and the SLAN data on social
engagement referred to above, data on the participation of older people in society is not systematically gathered.

The existing datasets do not enable the examination of relationships between generations. \What kind

of interaction do children and younger people have with older people in families and communities? How
are older people involved in the lives of families and communities? Similarly, the datasets do not enable
examination of interdependence within families, for example, care of grandchildren by grandparents or
transfers of resources to younger family members to enable the purchase of a first home or other assets.



The causes of mortality in the older population are known since mortality data for the population is
compiled by the CSO and published quarterly and annually.

The physical health status of the ‘'young old" and the ‘old old" differs, but profiles of the health status of
successive age groups within the 65+ years sector of the population are not available from the datasets
surveyed.

Almost 324,000 people, representing 8.3 per cent of the total population, reported a long-lasting health
problem or disability in Census 2002. The occurrence of disability was higher among females than males
(8.7 per cent compared with 7.8 per cent) and was age related. For people aged 15 years and over, the
proportion who indicated that they had a long-lasting health problem or disability increased for every five-
year age group from 15-19 years up to 80-84 years for both males and females.

The proportion of people aged 65 years and over who reported a disability is 31.1 per cent. The proportion
of disabled people who are over 65 is 41.9 per cent. The proportion of the total population who are older
and disabled is 3.4 per cent. The proportion of the older population who are disabled and living alone is 8.2
per cent.

Existing sources of population-based morbidity data are the National Cancer Registry and the NDSC
which tracks notifiable infectious diseases in Ireland. The CHAIR has been running on a pilot basis in the
Southern Health Board on behalf of the DoHC since 2002. At the time of writing, decisions have yet to
be made about the adoption of CHAIR or Cardiology Audit Registration Datasets (CARDS) as the relevant
dataset for Ireland. The SLAN surveys also include some data on older people's experiences of illness,
disability, levels of visual and hearing impairment, and dental health.

The National Cancer Registry used the completion of five years of data from 1994 to 1998 as an occasion
to produce a summary report for that period (National Cancer Registry Board, 2001). In terms of the
incidence of cancer in the population, the Registry’s own analysis showed that older people were much
more likely to develop cancer, with the risk doubling in every successive decade of life. Most patients

(60 per cent) were aged over 65 at the time of diagnosis and the majority of deaths (72 per cent) also
occurred in those aged over 65.

14 The DoHC and Departments of Public Health make use of the Public Health Information System (PHIS) in the preparation of regional and
national public health reports. This system has been in existence for eight years and is described by the Information Management Unit of
the DoHC as ‘a common minimum dataset to bring together data disaggregated by age, gender, area of residence and mortality/morbidity
across a range of information sources (including Census, Vital Statistics, HIPE, National Cancer Registry, NPIRS) and over time'. It is
disseminated on CD-ROM and work on the PHIS to include further data sources, such as NDSC and SLAN, is ongoing.



There were 2,457 adults aged b5 years and over registered with the NIDD in 2002. Though date of birth
is recorded for the database, results are published for the age band ‘55 years and over’ without further
disaggregation of the older age group.

The age profile of the population with intellectual disabilities is changing; there are increasing proportions
of people aged 35 years and over, from 29 per cent in 1974 to 45 per cent in 2002, based on those with
moderate, severe and profound intellectual disabilities.

Of the 2,457 adults aged 55 years and over registered with the NIDD, the majority are living in residential
centres (794) or community group homes (508). A significant proportion (432) are living in home settings
and more than half of these adults are living at home with siblings. 130 are living in independent or semi-
independent settings. Of the remainder in residential settings, 238 are in psychiatric hospitals and 28 are
in nursing homes (Mulvany and Barron, 2003).

The NPIRS is a national database which provides detailed information on all admissions to and discharges
from in-patient psychiatric services in Ireland.

Of 2,039 people aged 65-74 years who were admitted to psychiatric hospitals in 2000, 505 were first
admissions. Of 1,189 aged 75 years and over, 426 were first admissions (Daly and Walsh, 2001).

Diagnoses for the 65-74 years group in 2000 included: depressive disorders, 909; schizophrenia, 367,
alcoholic disorders, 235; and organic psychoses, 174. For the 75 years and over group, diagnoses were as
follows: depressive disorders, 517; schizophrenia, 111; alcoholic disorders, 57; and organic psychoses, 353
(Daly and Walsh, 2001).

Of 1,965 patients aged 65-74 years admitted to psychiatric units in 2002, the diagnosis for 16 patients was
‘mental handicap’. Of 1,157 patients aged 75 years and over, the diagnosis for six patients was ‘mental
handicap’ (Daly and Walsh, 2003).

The Psychiatry of Old Age is a psychiatric speciality which, broadly, deals with two groups of people: older
people developing functional psychiatric disorders for the first time over the age of 65 years; and dementia
sufferers with behavioural or psychological problems for which psychiatric intervention is required. (In the
65 years and over population, 5 per cent of people are likely to suffer from dementia and this increases to
20 per cent of those aged over eighty years.)



There are 18 public old age psychiatry services in Ireland, two private services and two new public
services starting in 2004. The thrust of such services is to adopt a community-oriented approach, offering
domiciliary assessment and treatment where practical (Section for the Psychiatry of Old Age, 2003).

In the Republic of Ireland in 2002, the numbers of hospital treated episodes of parasuicide for older men
and women respectively were as follows: 30 for men, 43 for women in the 65-69 years group; 11 for men
and 23 for women in the 70-74 years group; 13 each for men and women in the 75-79 years group; 2 for
men and 3 for women in the 80-84 years group; and 2 each for men and women in the 85+ years group.'
The total number of male parasuicide episodes treated in hospital that year was 3,513 and, for female
episodes, the number was 4,788 (National Suicide Research Foundation, 2003).

The annual rate of suicide in the Republic of Ireland was as follows: 18 per 100,000 men and 6 per
100,000 women aged 65-69 years; 16 per 100,000 men and 4 per 100,000 women aged 70-74 years;

15 per 100,000 men and 5 per 100,000 women aged 75-79 years; 12 per 100,000 men and 4 per 100,000
women aged 80-84 years; and 14 per 100,000 men and 2 per 100,000 women aged 85+ years (National
Suicide Research Foundation, 2003).

The NPSDD does not systematically register older people experiencing disability. Currently inclusion on the
database is limited to those who are less than 66 years of age. The rationale for this decision is as follows:

Information is only being collected until the age of 66 as this is the group funded by Physical and
Sensory Disability Services. There would automatically be a percentage of people over the age of
65 who would have a physical or sensory disability arising from their age as opposed to a disease,
disorder or trauma. This group is more appropriately funded by Services for Older People. Including
this group on the database and in requests for funding would result in the funding allocated for
physical and sensory disability (in persons under 66 years) being unnecessarily reduced.

(Gallagher, 2001)

Arising from discussion of this point, the decision has been made that individuals who are already
registered with the database and who then reach the age of 66 will not be removed from it. However,
those who acquire disability in older age are not currently added to the database though the proportion
of the population experiencing disability increases with advancing age. For example, Census 2002 results
show 23.3 per cent of the population aged 70-74 years reporting a disability and 33.7 per cent of those
aged 75-79 years doing so.

15 The National Parasuicide Registry's definition of parasuicide is ‘an act with non-fatal outcome in which an individual deliberately initiates
a non-habitual behaviour that, without intervention from others will cause self-harm, or deliberately ingests a substance in excess of the
prescribed or generally recognised therapeutic dosage, and which is aimed at realising changes that the person desires via the actual or
expected physical consequences’ (National Suicide Research Foundation, 2003).



HIPE records generate some data on morbidity in the population, but their primary purpose is to facilitate
analysis of hospital activity rather than incidence or prevalence of disease. HIPE data is frequently cited

in terms of, for example, the number of bed days used by different age groups within the population and
the number of bed days used in the treatment of different types of disease. Issues in relation to HIPE data
include the following:

they track hospital activity rather than individual patients

occupational status of patients is not recorded

discharge status of patient is recorded in terms of their public/private status rather than their health
status

waiting times, between GP referral and meeting with consultant(s), and between meeting with
consultant(s) and admission to hospital, are not recorded. (The SPAR report has suggested that
the HIPE system might gather this data [CSO, 2003c])

The Information Management Unit of the DoHC points out that ‘the purpose of HIPE is to track hospital
activity and not to track patient activity. Ideally, it could do both but the lack of a UPI number hinders this’
(DoHC, 2003a).

Commenting on HIPE data, one geriatrician consulted in the course of this survey indicated that he and
many of his colleagues would be keen to take a fresh look at the coding of HIPE data with a view to
enabling the dataset to provide a more complete picture of the patterns of iliness of older people in acute
hospitals. Features of these patterns are: non-specific presentation of illness; length of time needed to
arrive at a diagnosis; presence of co-morbidities; and development of other symptoms such as confusion
or reduced mobility emerging during the course of the hospital stay, possibly in response to medication.

Finally, a comment on the Diagnosis Related Group (DRG) case-mix classification scheme which has been
adopted as the national standard for Ireland by the DoHC since 1993 and which draws on data from the
HIPE system: The DRG system may be summarised ‘as the identification in the acute care setting of a
set of case types, each representing a class of patients with similar processes of care and a predictable
package of services (or product) from an institution’ (Wiley, 1995). The system is used to measure
hospital workload and to determine the allocation of Departmental funds to hospitals on the basis of that
measurement. An analysis of the implications of this system for older patients within acute hospitals is
necessary, but is beyond the scope of the present study.

In terms of a national information framework, there is a lack of contextual information to support analysis
and interpretation of trends in hospital activity identified through HIPE data. HIPE data, however, records
the destination of patients on discharge from hospital and this is useful data in itself.’®

16 The discharge codes used are as follows: self-discharge; home; nursing home, convalescent home or long-stay accommodation; transfer
to hospital in HIPE listing or any acute hospital not specified in HIPE listing (emergency); transfer to hospital in HIPE listing or transfer to
any acute hospital not specified in HIPE listing (non-emergency); transfer to psychiatric hospital/unit; died with post mortem; died no post
mortem; transfer to non-acute hospital not in HIPE listing (emergency); transfer to non-acute hospital not in HIPE hospital listing (non-
emergency); rehabilitation facility (not in HIPE hospital listing); hospice (not in HIPE hospital listing); prison; absconded; other (e.g. foster
care) (HIPE, 2004).



Information issues remain in relation to the gathering of contextual data of a kind which is outside the remit
of HIPE. Such information might include: data on the outcomes of treatment; treatment plans; follow-up
needs and support requirements. Data on the time lag between patient readiness for discharge and doctors'
inability to discharge due to lack of availability of suitable step-down facilities or home situation for patients
would also be extremely useful, particularly in light of periodic discussion of older patients as ‘bed-blockers’.

The data available from the DoHC’s Long-Stay Activity Statistics are limited by the fact that they do not
enable:

tracking of individual residents, including triggers for admission to and discharge from long-stay care

contextual information about residents such as family status and socio-economic status.

The DoHC points out that ‘long-stay units are the unit of analysis in this survey and not the individual
patients within the units’ (DoHC, 2003b).

The usefulness of the data on health services in the DoHC's report, Health Statistics 2002, could be
enhanced if the following were provided (with reference here to specialised services for older people):

population incidence and prevalence rates for specific health conditions'

recommended norms for specialised services/personnel, that is, one consultant geriatrician per 70,000
population

availability of specialised services in health board/geographic areas in light of those recognised norms

gaps in services in light of those norms, referring to both gaps in existing services, that is, gaps in
multi-disciplinary services, and areas (both geographic and health care speciality) where services
do not yet exist, that is, where dedicated rehabilitation services are available/not available for older
people.

With regard to National Cancer Registry data, a number of limitations have been identified by the Registry
and these are also pertinent to the purpose of this paper:

there is no obligation, either legal or administrative, on individuals or institutions to supply the Registry
with data

the Registry does not register a case based on death certification alone, but only after the diagnosis
has been confirmed from another source. Their experience is that the accuracy of death certificates
as a source of notification of cancer is questionable

cancer cases are also notified to the Registry by GPs, but the number of cases is small. This is the
only source of information on non-fatal cancers treated solely by GPs

17 The DoHC says that the limited population-based morbidity data available in Ireland, as in most other countries, means that it is generally
not possible to publish prevalence and incidence rates as suggested here. In preparing its 2005 report, the DoHC says that it would be
happy to include additional data of interest to the NCAOP and others in this area.



the Registry has no facilities for data linkage with other national datasets such as the census or
occupational registers. The occupational data collected by the Registry is limited and their view is that
the absence of mechanisms to link data on occupations with cancer registration, as can be done, for
instance, in Denmark, is unfortunate as it limits scope for identifying new occupational risk factors
(National Cancer Registry Board, 2001).

Though the levels of parasuicide and suicide in the older population are relatively low, this is recognised as
an area that requires further research and analysis.

There is a need for person-centred data about the older population. Features of some of the main datasets
which limit their potential to meet this need are the following:

several of the key datasets are activity-centred, rather than person-centred
it is not possible to track individuals across the datasets

many of the administrative data systems which are repositories of relevant data on older people
operate on a standalone basis

older people feature in health-related datasets when they come in contact with institutions and formal
systems, for example, on admission to hospital or on diagnosis of a specific iliness.

The SGSES has recommended the expanded use of a common identifier, like the PPSN, which would
enable, for example, identification of repeat occurrences such as stays in hospital, and integration of
findings from a range of datasets. The SPAR report has also recommended the use of a unique personal
identification number, taking the view that this would enable the production of a sound statistical health
profile of the population from birth to death: *... an integrated framework of health data would enable
longitudinal analyses of the population from the point of view of their health status and their interactions
with health services over time and under changing conditions (e.g. if residence or occupation changed)’
(CSO, 2003c).

The NHIS has stated that ‘the only safe and practical method of being able to draw together the separate
parts of an individual’s health record is through the use of unique identification. In the absence of this, it is
not feasible to plan, manage, deliver or evaluate services on a person-centred basis since this can only be
achieved by associating records belonging to the same client/patient’ (DoHC, 2004). It has recommended
the introduction of a system for unique identification within the health sector using the PPSN. It is
recognised that, if this proposal is to be successfully implemented, a comprehensive legislative basis

is required which will both enable appropriate access and maintain patient privacy, confidentiality and
security of information. The HIQA will be given a central role in implementing the NHIS and ‘a specialist
function for information governance will be established within the Authority’.



The main emphasis of the data available on older people’s contact with health services is on the input
and throughput dimensions of those services: the provision and take-up of allowances and supports; the
distribution of services; the numbers of staff employed; numbers of patients attending clinics; usage of
bed days. Virtually no systematic data is gathered on the outcomes of access to and participation in those
services for older people.

The links between occupational status and health status are well established. In their study of Irish
mortality data, Balanda and Wilde found that, for all major causes of death — circulatory diseases,
cancers, respiratory diseases, injuries and poisonings — mortality rates were significantly higher in lower
occupational classes than in higher occupational classes (Balanda and Wilde, 2001).

Reporting on Irish psychiatric services, Daly and Walsh note a failure to provide complete data on
occupational status of patients to the NPIRS in the preceding year (2001); and based on the available data,
the fact that ‘socio-economic disadvantage, whether antecedent to, or consequent on, psychiatric disorder,
has a positive relationship with morbidity’ (Daly and Walsh, 2003). They highlighted the following:

rates for the unskilled occupational group were the highest for all and first admissions, and six times
those of the lowest group, own account workers

fifty per cent of admissions to health board hospitals and general hospital psychiatric units had manual
occupations compared to 22 per cent to private hospitals

nine per cent of admissions to private hospitals had a diagnosis of schizophrenia, the condition most
closely associated with socio-economic disadvantage, compared with 23 per cent to health board
hospitals and 20 per cent to general hospital psychiatric units.

Age-specific data, correlated with occupational status of admissions, was not published in their report.

Some of the issues relating to data on occupational status have already been identified. These include:
lack of occupational data of any kind; lack of complete data in some datasets on older people who are
retired or female; and inability to link occupational with other relevant data on older people.

Geographic location, and specifically health board location, affects patient experience of the health services,
both in terms of their physical and mental health. There are considerable variations between health

boards, for example, in admission rates to psychiatric hospitals (Daly and Walsh, 2003). The authors state
that ‘it is unlikely that these differences reflect differential morbidity between health board areas but rather
contrasting styles of practice delivery’. They also highlight differentials in the provision of community
facilities between health boards.

There is scope for further analysis of existing datasets to assess fully the implications of geographic location
for older people’s health and social gain; and to enable planning to reduce geographically-based inequalities
in access to health and social care provision based on models of best practice.



In considering the future development of Ireland’s statistical systems, the NSB has also recommended
the introduction of a Postal Code System (PCS), alongside the introduction of a PPSN to fully realise

the potential of the statistical system (NSB, 2003). The NSB points out that, outside the census, it is
difficult at present to gather or compare data at any geographical level lower than a county. A postcode
system would, it is argued, increase ability to use statistics to understand what is happening at the level
of localities and to link statistics from different datasets, for example, on health and educational status in
particular communities (NSB, 2003).

Though there are different views on how it should be done, there is agreement that a spatial dimension in
data collection would enhance national datasets. This can be achieved by geocoding, that is assigning all
records a ‘locational identifier’. Like personal identifiers, these locational identifiers could be used to link
records from different sources within a geographic area.

Variations in trends of admission to, and discharge from, public and private psychiatric hospitals are also
noted in Daly and Walsh'’s report on the activities of the Irish psychiatric services. Twenty two per cent of
discharges from health board hospitals and general hospital psychiatric units occurred within one week of
admission compared to 9 per cent from private hospitals. Over 70 per cent of discharges from health board
hospitals and general hospital psychiatric units occurred within four weeks of admission compared to 42
per cent from private hospitals. Private hospitals had an average length of stay, for each discharge, of 40.8
days, compared to 22.0 days in general hospital psychiatric units and 25.8 days in health board hospitals.
Re-admissions accounted for 59 per cent of admissions to private hospitals compared to 72 per cent of
admissions to health board hospitals and to general hospital psychiatric units (Daly and Walsh, 2003).

The choices available to older people and the implications for them in terms of access to public or private
care within the health services warrant further analysis.

The HeSSOP study of community-residing older people found that 20 per cent of respondents did not feel
their views were sufficiently taken into account by health professionals (Garavan et al., 2001). The NCAOP
has since commissioned research on ageism in the health services and the findings are to be published in
2005. The study is examining perceptions of ageism from the perspectives of older people who are users
of the services and of healthcare professionals who are providing the services.

The fact that the main datasets do not yield sufficient person-centred data about the older population
leads to other deficiencies in the evidence base for planning. These deficiencies have implications for:

the identification of the clusters of health and social care issues which older people experience, and
the development of holistic assessment approaches to underpin the care of older people (a need
identified in previous publications and by the Mercer report on the financing of the long-term care
of older people [Mercer Consulting, 2002])

the identification and evaluation of outcomes of services and responses to the health and social care
needs of older people



the care of older people with more intractable health and social care issues, some of whom
experience ‘a revolving door’ in terms of services and who become, and may remain, unresolved
‘problem cases’. (The recent elder abuse pilot projects initiated by the Working Group on Elder Abuse
[WGEA] under the auspices of the NCAOP drew attention to several such cases.)

There is currently no national psychiatric out-patient database. Though data on the numbers of psychiatric
out-patient clinics, day hospitals and day centres, and the numbers of attendances at those facilities are
published in the reports on the psychiatric services (from HRB and DoHC), no patient data is provided at
national level. This contrasts with the data on in-patients of the psychiatric services which includes details
of their demographic, clinical and socio-economic status.'®

One of the implications of this deficit is that the activities of community-oriented services such as those of
Old Age Psychiatry are not fully reflected in the national datasets. Old Age Psychiatry did not feature as a
dedicated heading in any of the datasets surveyed and relevant figures quoted earlier in this section of the
report are from data compiled by the Irish College of Psychiatrists rather than a national dataset.

Shortcomings in mortality data have previously been identified in a study conducted by the Institute of
Public Health in Ireland (Balanda and Wilde, 2001). These concern:

the failure to code secondary causes of death to ICD-9 on death records, though secondary causes
can be recorded on death certificates

the poor quality of occupational data on health records, particularly amongst people outside the
working years and amongst females, which limits ability to explore the relationship between socio-
economic circumstances and mortality.

The datasets surveyed do not yield systematic and population-based data on the causes of the increasing
occurrence of impairment in older age. This has implications in terms of the development of preventative
and health promotion strategies targeted at the older population.

Injuries are thought to be the main cause of severe acquired disability in those aged 65 years and over
(O'Shea, 2003). No data is centrally recorded on the development of disabilities associated with injuries,
including falls, or associated consequences of injury in old age such as depression, loss of confidence,
increased isolation and loss of independence (Ibid).

18 A Two County Psychiatric Case Register, managed by the HRB, was in operation from 1973 to early 2004. This register aimed to gather
information regarding users and the use of developing community psychiatric care services which could complement information already
being collected from in-patient psychiatric services. The register has now been discontinued. The HRB, however, is working on the
development of a software system, COMCAR, which will eventually be used to gather psychiatric out-patient data. The expectation is that
the COMCAR system will be piloted before the end of 2004. The HRB has also recently published a report about psychiatric day care which
incorporates psychiatric out-patient data from two health board settings (Hickey et al., 2003).

19 The NDA bases its work on a social model of disability, which places a person’s impairment in the context of the social and environmental
factors which create disabling barriers to their participation in society. This contrasts, the NDA says, with more medical and individual
concepts of disability, which equate a person’s impairment with their disability without placing it in any broader context. For example,
employing the social model of disability would mean that a wheelchair user cannot get into a building because of the planning and design
of the building or the attitudes of the owner, rather than because they are unable to climb steps. This use of language, speaking of older
people in terms of impairment, and disability in terms of social and environmental factors, is applied here.



The extent to which chronic disease, for example problems associated with stroke, osteoporosis and
diabetes, is the cause of recorded disability in older age is not documented in the datasets.

Data on reported levels of sensory impairment are available from Census 2002.2° The value of the data,
however, is limited by the fact that data on visual and aural impairment has been synthesised in terms
of original question posed and the presentation of results. It is not possible to identify proportions of
the older population who experience visual impairment alone, aural impairment alone or both together.
Furthermore, given the nature of the data available, it is not possible to locate older people within a
continuum of impairment.

Data on the social and environmental barriers to the participation in society of older people with
impairments is not systematically gathered in national datasets. The absence of such data has implications
in terms of the identification of needs and the planning of responses to meet those needs and to reduce
the impact of impairment acquired in older age.

It is not possible, on the basis of the datasets surveyed, to profile older people with impairments in
terms of their access to services and supports, and the factors (geography, income status, educational
attainment, family and friendship networks) influencing levels of access to those supports.

People registered with the NIDD are categorised in terms of the severity of their intellectual disability (mild
to profound). The specific types of intellectual disability are not identified, nor are mental and physical
co-morbidities associated with all or specific intellectual disabilities. (The DoHC points out that the NIDD
was set up specifically to enable service planning and the assessment of service need, and not as a
population register for people with an intellectual disability. Thus, diagnosis was specifically excluded from
consideration in the dataset.)

There is an unmet need for the inclusion of population-based morbidity data in national datasets.?’ This
applies to both the physical and mental health of the older population.

20 The SLAN findings, with reference to participants in the 1998 survey, showed that 85.8 per cent of respondents wore glasses or contact
lenses some or all of the time, and that 43.4 per cent of older adults found it very difficult to follow a conversation if there was background
noise from a TV, radio or children playing (Shiely and Kelleher, 2004).

21 For example, a study of heart disease in Ireland over fifty years conducted on behalf of the Irish Heart Foundation encapsulated the issues
from that perspective (Codd, 2001). In Ireland, the most significant cause of death in the older age groups is disease of the circulatory
system, of which Ischaemic Heart Disease (IHD) accounts for the largest number of deaths. Though this is the case, analysis of mortality
data had established a decline in mortality from IHD between 1985 and 1999, attributed to preventative measures and early intervention.
The corollary of reduced mortality from cardiac disease is increased prevalence of the disease in the population. HIPE data shows that
patients with circulatory diseases require more bed days than patients in any other diagnostic category. Increased prevalence, coupled with
a change in the demographic structure of the population, has implications for the health services in planning to meet the needs of an older
population, more of whom will have cardiac disease. Data on morbidity associated with heart disease in the Irish population and the older
Irish population was limited to that which could be extracted from HIPE. Once established on a national basis, the CHAIR will be a source of
data on morbidity associated with heart disease in the Irish population.



With regard to the treatment of older cancer patients, the National Cancer Registry points out that older
people were much less likely to have cancer-specific treatment and, when treated, were less likely to
receive surgery or combination therapy. Age differences persisted even after adjusting for stage of cancer,
gender of person and health board of residence. The Registry took the view that ‘a better understanding
of mechanisms underlying clinical decision-making with regard to cancer treatment is required. Information
on stage (of cancer), co-morbidity and reasons behind treatment decisions should be recorded more
systematically. Clinical guidelines and treatment protocols targeting older cancer patients should be
developed and updated regularly’ (National Cancer Registry, 2001).

The datasets surveyed tell us little about the health status and well-being of the population of older people
residing in the community whose primary healthcare contacts are with their GPs and/or local PHNs.

There are two aspects to this gap in information. The first concerns older people whose health and social
issues remain invisible, undiagnosed or, if diagnosed, unresolved, perhaps coming to light at a point of
crisis when preventative and/or health promotion measures are much less likely to be effective. The
second concerns the contribution that data about older people who are residing satisfactorily in their own
communities could make to perceptions and understandings of old age: understandings which currently
are influenced heavily by an emphasis on the level of resources, bed days and service provision absorbed
by an ageing population.

The NCAOP recommended, in 1996, ‘the development of information systems to routinely collate the
activities of all health and social care services in a particular district, whether at the community care, acute
hospital, psychiatric hospital or long-stay unit level. These systems would be patient-focused and integrated
to allow the tracking of individual patients through various care sectors’ (Keogh and Roche, 1996).

The DoHC's Health Statistics include data on the provision of home help services to older people and the
numbers of PHNs in different health board settings. Beyond this, there is no centrally collated data on the
provision of homecare supports and services to older people around the country, whether on a voluntary
basis or otherwise.

Similarly, DoHC-published data on geriatricians and geriatric services within the health service is limited
to numbers of geriatric beds, rates of bed occupancy in acute hospitals and numbers of attendances
at geriatric out-patient clinics. Contextual data that would enable analysis in terms of matches with
recommended service and resource requirements and/or gaps in services is not included.

The main source of data on waiting times for public in-patient and day-case hospital procedures, the waiting lists
published by the DoHC, cannot provide systematic data on the numbers of older people waiting for treatment;
there are two categorisations, child and adult, therefore the available data cannot be disaggregated by age.



The fact that older people have longer hospital stays and use more bed days is frequently cited in
discussions about the ageing of the population and the implications for heath service resources. HIPE
data is frequently referred to in this regard. This data, however, cannot show why it is the case that older
people occupy more bed days than younger people. Data on the extent to which systemic deficiencies,
for example in the provision of home care and step-down facilities, contribute to longer hospital stays for
older people has not been systematically collated and analysed at national level (although at least one
study is in progress at regional level).

Systematic and nationally-based data on older people’s contacts with hospital Accident and Emergency
services are not available (although at least one regional study is in progress).

It is reported that more than three quarters (76.9 per cent) of older people who were in long-stay care in
2002 had been resident for less than three months and that a much smaller proportion (12.1 per cent) had
been resident for a year or more (DoHC, 2003b). However, figures returned to the DoHC include older
people who are availing of respite care, admissions, discharges and re-admissions. There is no accurate
figure for length of stay of older people in long-stay care.

No data is available about residents’ perceptions and experiences of long-stay care. Similarly no data is
centrally collated on the range and quality of facilities and services provided within different categories
of long-stay units.

According to the results of the 2001 LIIS, more than one in three households where the reference person
is aged 65 years or over fall below 60 per cent of median income, the relative income threshold used to
denote those 'at risk of poverty’.?2 There is also a gender disparity within the older population with an
increasing proportion of older women at risk of poverty.

22 This percentage has increased consistently across five Living in Ireland Surveys, from 6.5 per cent in 1994 to 25.3 per cent in 1998 to 36.6
per cent in 2001. Those aged 65 years and over also face a higher risk than other adults of falling below 60 per cent of median income.
The percentage of individuals in this category has increased from 5.9 per cent in the 1994 LIIS to 32.9 per cent in 1998 to 44.1 per cent in
the 2001 survey. In terms of gender disparity, in 1994, 6.4 per cent of men and 5.5 per cent of women fell below 60 per cent of median
income. In 2001, 36.1 per cent of men and 50.2 per cent of women fell below 60 per cent of median income (Whelan et al., 2003).



Deprivation, as opposed to income poverty, was measured through the use of a basic lifestyle deprivation
index, and the findings show a fall in basic deprivation over the 1994-2001 period across all household
types and for all categories of individuals, including those aged 65 years and over. 18.5 per cent of the 65+
years group experienced deprivation in 1994, compared with 6.1 per cent in 2001.%3

The composition of people experiencing consistent poverty by labour market status in 2001 shows that
33.7 per cent were engaged in home duties; 12.1 per cent were retired; and 17.8 per cent were ill or
disabled.

The sub-groups of the older population whose incomes are particularly low compared to others are those on
non-contributory widow’s pension, those on non-contributory old age pension and those on the contributory
widow’s pension (Layte et al., 1999).

Data from the DoEHLG survey on housing quality also throws light on the material status of older people
(Watson and Williams, 2003). Figures are presented on the proportions of different types of households
experiencing financial strain. Of households composed of ‘one person 65 or over’, 13 per cent experienced
housing costs as a very heavy burden, 6 per cent had arrears on housing or utility bills, and 5 per cent
reported ‘great difficulty in making ends meet'. In terms of ‘other all adult 65+ households, 10 per cent
experienced housing costs as a heavy burden, 6 per cent had arrears on housing or utility bills, and 4 per
cent reported ‘great difficulty in making ends meet'.

Higher percentages of older households, according to the same survey, report that they cannot afford
certain goods and services. The goods and services in question, and percentages of ‘one person 65 or
over households’ who could not afford them, were: replacing worn furniture (42 per cent); adequate
heating (14 per cent); one week’s holiday per year (51 per cent); meal with meat every second day, if
desired (8 per cent); new clothes (15 per cent); presents once a year (22 per cent); socialising once a
month (46 per cent); and ownership of car or van (58 per cent). The overall percentages are lower, but
still significant, for ‘other all adult 65+ households’ ranging from 36 per cent who cannot afford an annual
week's holiday to 4 per cent who cannot afford a meal with meat every second day.?*

23 Basic deprivation measures are combined with relative income poverty lines to construct a ‘consistent’ poverty measure, distinguishing
households that have both relatively low income and are experiencing basic deprivation. Using the 60 per cent median income line, the
percentage of people falling below the income line and experiencing basic deprivation has fallen from 8.3 per cent in 1994 to 4.1 per cent in
2001. Using the 70 per cent median income line, the percentage has fallen from 14.5 per cent in 1994 to 4.9 per cent in 2001. The 70 per
cent median income line is used to present the remainder of the findings for the population based on a combination of income lines and a
basic deprivation index. The percentage of persons aged 65 years and over affected by consistent poverty, using this income/deprivation
combination, fell from 8.4 per cent in 1997 to 3.9 per cent in 2001. The gender breakdown shows figures of 6.1 per cent for men in 1997
and 10.2 per cent for women; in 2001, the figure for men was 3.1 per cent and for women, 4.4 per cent (Whelan et al., 2003).

24 The survey also incorporated data on the percentage of households experiencing an ‘enforced lack’ of household appliances. Percentages
of 6 to 14 per cent of ‘one person 65 or over' households could not afford one or other of the following: a freezer; microwave; dishwasher;
washing machine; clothes dryer; video recorder and home computer. The percentages of ‘other all adult 65+" households experiencing such
a lack ranged from 3 to 11 per cent. (An ‘enforced lack’ means the household does not possess an item, would like to have it but cannot
afford it.)



Fuel poverty, defined as ‘the inability on the part of a household to afford adequate home heating’ is

an issue for a proportion of lone pensioner households in Ireland. The highest levels of fuel poverty in
northern Europe for this category of household are found in Ireland: 11.8 per cent of lone male pensioner
households and 7.8 per cent of lone female pensioner households experience fuel poverty (Healy, 2003).
This study also highlights the public health implications of fuel poverty in terms of premature mortality
among the very young and also among older people.

Irish social expenditure has been examined in a comparative international context (Timonen, 2003). This
study has shown that, while Irish social expenditure has grown briskly throughout the 1990s in real terms,
its share of GDP/GNP has fallen. Ireland’s social welfare pensions expenditure is comparatively low due to
the country’s demographic profile and low level of pensions. Nevertheless, old age pensions, at 25.4 per
cent of total expenditure, represented the largest area of spending by the DSFA in 2000. Of this expenditure,
69 per cent was on contributory old age pensions and 31 per cent on non-contributory pensions.

In reviewing the findings of the LIIS, researchers have taken the view that there is a particularly weak link
between income and basic deprivation for the older population and that cash income gives an imperfect
understanding of older people's living standards (Whelan et al., 2003; Layte et al., 1999). This is attributed
to the range of 'free schemes’, the accumulation of significant resources, and family support systems.

The same researchers make the point that low incomes are not unimportant as an indicator of social
disadvantage and it is not that trends towards increasing numbers below income poverty thresholds are
not a cause for concern for anti-poverty policy; it is ‘rather that poverty measures, whether income or
deprivation, designed to operate across the entire population may have significant limitations in grasping
the complexities of the situation of any particular sub-group (my italics.)... For the elderly, policies focused
on quality rather than cost of housing and health and social services may be particularly important’
(Whelan et al., 2003).

As the data in the other sections of this paper indicates, large proportions of the older population
experience disability and ill-health, and will, therefore, have recourse to health and social services. Where
such services are unavailable, of poor quality or excessively costly, older people who need them will
experience deprivation. Furthermore, there are links between poor health and material disadvantage, and
these are compounded in the case of older people who do not have the ability to purchase private health
insurance and who are, therefore, more vulnerable to any inadequacies in the public health system (Layte
et al., 1999).



There are some issues in applying traditional indicators of education, occupation and, as indicated above,
income to the older population.?® Access to good quality health and social services, housing tenure,
adequacy and quality of housing, access to transport and the capacity to deal financially with unforeseen
events and crises of various kinds are each, potentially, indicators of the material status and well-being of
the older person.

It is evident from the DoEHLG data (which covers expenditure outside the ‘basic’ range) that any
unplanned or additional expenditure, such as a need for nursing support in the home due to ill-health
or a need for housing adaptation, will represent a problem for a proportion of older people (Watson and
Williams, 2003).

All of this suggests that further work is needed to develop a composite measure or series of measures to
reflect and inform planners better about the socio-economic status of older people.

How are the healthcare costs of sectors of the population measured?

Studies of healthcare costs in Great Britain have shown that the highest per capita healthcare costs are
incurred in the months before death, regardless of the age of the patient (Arber and Ginn, 2004). The

high costs of caring for an ageing population are frequently commented upon negatively. However, the
point made by Arber and Ginn about the high costs of caring for any sick person in the last year of their
life, regardless of age, underscores the need to be mindful of the measures used, the assumptions
underpinning them and the ongoing challenge to develop measures, in health economics as in other areas,
that fully reflect the breadth of issues involved in costing the healthcare of the entire population.

As the review of the Nursing Home Subvention Scheme made clear, the system of planning and funding
the long-term care of older people is in need of reform and this is now in progress (O'Shea, 2002). There
are cost measurement issues to be addressed here also, for example, the identification and breakdown
of the different elements of long-stay care of older people and the costing of those elements. \What are
the care elements? What are the ‘hotel’ elements? How are each of these elements to be measured and
costed? What are the comparative costs of community and residential care of older people?

As the ESRI has made clear with regard to the LIIS, the sampling approach did not enable the inclusion of
particular sub-groups of the population, such as Travellers and homeless people. Comparative income data
is not available in the case of older people in long-stay care, older Travellers and older homeless people.

Since family support systems are regarded as one of the factors weakening the link between income and
deprivation in the case of older people, data about the (intergenerational) functioning of family support
systems in income and other material terms would be useful.

25 Some of these issues have also been discussed in the context of socio-economic inequalities in mortality among older people (Huisman et
al., 2004).



The point that the majority of older people own their own homes and are, in this sense, asset rich is
frequently made. There has been some discussion about the use of the family home as a resource in
financing the long-term care of older people. In the exploration of policy options in this area, there is a need
for more data about the perspectives of older people and their families on this use of the family home.

Existing data is oriented towards examination of older people’s material status from the perspective of
other age groups. Data developed from the perspective of older people, based on their own assessment
of income, resource issues and requirements, would be of value.

The DSFA provides figures on total expenditure on old age pensions and other benefits. It is possible,
therefore, to see what proportion of that Department’s budget is allocated to the older population. The
same is not true of the expenditure of the DoHC on provision for older people; it is not possible to
examine the level of funding allocated to the older population in comparison with levels of funding for
other sectors of the population.

Given the importance for older people of access to good quality health and social services, regardless of
their material status, the systematic recording of data to enable analysis of composition of client groups
for diverse health and social services (including home help, meals-on-wheels and other services for which
input type data is currently available) would be useful.

This section of the report is organised under two headings: Education and Training; and Labour Market and
Working Conditions.

Older people have lower levels of educational attainment, as measured by participation in formal
education, than their younger counterparts. For example, Census 2002 results show that, for 48 per cent
of 65-69 year olds, the highest level of education completed was primary level with just 8 per cent having
completed third level to degree level or higher. For 30-34 year olds, just 5.2 per cent had completed
primary level only and 25 per cent had completed third level to degree level.

According to Census 2002, 22 people aged 85 years or over (of a total number of 41,726) were participating
in school, college or university. A total number of 212 in the 65+ years group were classified as students.



According to the QNHS, almost a third of respondents over the age of sixty had received ‘informal
education’ in the 12 months prior to the survey (CSO, 2003i). Participation in non-formal and formal
education was far less pronounced, with only 4.5 per cent involved in non-formal education and less

than 1 per cent involved in formal education.?® The most common sources of informal education for older
people were professional books and magazines, followed by educational broadcasting and visits to libraries
and other centres. The smallest proportion made use of online internet-based sources.

Older people's preferences in terms of lifelong learning opportunities, both informal and non-formal, are not
known. Similarly, there is no data on barriers to access and participation in existing provision (though there
are indicators under other headings discussed earlier: illness, disability, transport, and lack of confidence).

Some day and residential care facilities do provide opportunities for older people under a therapeutic
heading; art therapy is one example. Data on this kind of intervention and older people’'s needs and
preferences in their regard is not systematically gathered.

According to Census 2002, 6.3 per cent of those aged 65 years and over are labour force participants. It
is only among the self-employed, and especially among farmers, that there is a notable tendency to work
beyond age 65 (Russell and Fahey, 2004). The total number of those aged 65 years and over in the Irish
population is 436,001. In terms of economic status, this older population breaks down as follows: 27,595
are at work; 212 are students; 101,751 are looking after home/family; 273,180 are retired; 27,240 are
unable to work due to permanent sickness or disability; and 6,021 fall into the 'other’ category.

The census classification of older people by socio-economic group shows that the largest number, 54,817,
are, or were, farmers. The next largest groupings are of non-manual workers who comprise 46,791 of the
total number, and employers and managers who comprise 36,671 of the total.

Classified according to social class, 72,691 of older people belong to the ‘managerial and technical’ social
class, 55,080 are classified as ‘skilled manual’, 49,924 as ‘'non-manual’ and 17,393 as ‘professional workers'.

Across the EU, there is wide variation in the employment rate of people aged 55-64. The European
average (based on EU-15 in 2000) is an employment rate of 38.8 per cent for people in this age group,
with rates of 48.8 per cent among males and 29.1 per cent among females. The employment rate for all
Irish people in that year was 46.8 per cent: 64.7 per cent for men, and 28.8 per cent for women. In 2001,
Ireland had the oldest average exit age at 63.1 for all people compared with a European average of 59.9.
The figure for Irish men was 63.2, compared with a European average of 60.5, and 62.2 for Irish women,
compared with a European average of 59.1 (CSO, 2003f).

26 Informal education is defined for the purposes of the survey as ‘non-taught learning including self-learning with the purpose of improving
skills’lknowledge’; and non-formal education as ‘organised learning activities outside the regular education system’.



The NCAOP's own research on older people’s preferences for employment and retirement, based on a
sample of 55-69 year olds, found that substantial minorities wished to change their current employment
status (Fahey and Russell, 2001). Of those at work, 37 per cent wished to retire as soon as possible,
while 26 per cent of the non-employed (the retired, those in home duties and others) wished to take up
some paid work. The group who were most dissatisfied with their current situation were those who were
unemployed or permanently sick or disabled. In the HeSSOP study, 10 per cent of respondents indicated
that they were interested in returning to work (Garavan et al., 2001).

In terms of the relationship between what older people would prefer and what the present retirement
system offers, the most significant pattern identified in the above research related to the preference of
older people for gradual retirement. Approximately seven out of ten of those currently at work in the 55-69
years group would prefer to retire more gradually than is normal in the present system. Among those who
were already retired, a somewhat smaller proportion — less than half — say that in retrospect they would
have preferred to have retired more gradually than they actually did. The study also found a significant
minority of retired people (between one fifth and a quarter) for whom lack of flexibility in either the pension
system or employer practices hampered them from retiring at the age or pace they would have preferred.

The pension coverage rate for all people in employment aged between 20 and 69 years is 50.7 per cent,
according to findings from the QNHS for the first quarter of 2002. This coverage rate comprises 35.2
per cent with an occupational pension only, 12.6 per cent with a personal pension only and 2.9 per cent
with both types of pension cover. For the purposes of the QNHS, entitlement to a contributory or non-
contributory pension did not, on its own, count as having pension cover. Slightly less than half, 49.2 per
cent, of people in employment aged 55-69 years have pension coverage.

The ageing of the population is presented in some discussions as a threat: ‘'The idea that population ageing
may be a threat to our pensions (and especially to the first-pillar or state pension financed by the working
population through the pay-as-you-go or intergenerational transfer method) preoccupies many people. If
the working population in proportion to the retired population declines, then, so the argument goes, our
system of financing pensions is in danger.” (Geneva Association, 2002). The information issue here relates to
assumptions and perceptions which underpin consideration of the economic dimensions of population ageing.

The consequences of population ageing are not inevitably dire. They may become dire in the absence of
proper planning to meet a future challenge. One of the spheres in which this kind of planning can bear
fruit is that of employment, retirement and pension planning. The establishment of the Irish National
Pensions Reserve Fund in 2001 has been a step in the right direction. The objective of the Fund is to
meet as much as possible of the cost of social welfare and public service pensions from 2025 onwards.



It has been proposed that, if sufficient priority were given to labour market issues, the ‘ageing crisis’
would not evolve as speculated currently, and governments would also be in a position to maintain
pensions at current levels (Geneva Association, 2002). The further dimension of this discussion is that
there is a significant proportion of older people whose employment and retirement preferences, if
facilitated, could dovetail with public planning and policy requirements in this sphere.

Some good thinking has already been done in this area. Six components of ‘age management’ in the
workplace are cited in the Geneva Association study. These are: training and occupational ‘recycling’” and
promotion; flexible work schedules; ergonomics and ‘function identification’; promoting occupational health
and capacity; age diversity; and age discrimination (Geneva Association, 2002). A further information issue in
the Irish setting relates to the active dissemination of such thinking and consideration of opportunities and
obstacles in terms of its application here.

The NCAOP's own research has shown that the most common cause of early retirement is illness and
disability ((Fahey and Russell, 2001). A high proportion of older workers who are unable to work due to
illness or disability are dissatisfied with their life circumstances (Russell and Fahey, 2004). The possibilities
for retaining employees within the workplace in circumstances that take account of their changed health
status have also been noted (NESF, 2003). What is not known is: how many employers are prepared to
make such arrangements for older employees; what the barriers are for employers who might wish to make
such arrangements; and what the barriers to continued employment are from the perspective of employees.

The findings of a QNHS in 2002 showed that assistance was provided by employers to 8,900 (or 8.2 per
cent) of the 108,600 people in employment who reported a longstanding health problem or disability.
Just over 3,000 worked in sheltered or supported employment. Almost 22,000 people with a disability
or longstanding health problem not in employment stated that they would require assistance in order to
work (CSO, 2002a). However, data on the nature of the assistance already provided in open employment
settings or on the nature of assistance required (by both employed and unemployed with a longstanding
health problem or disability) is not available.

Data is not systematically gathered on the employment-related skills and attributes associated with older
employees; nor on skills of older employees or types of older employees whom employers might wish to
retain within the labour force.



Findings in this section of the report are presented under three headings: Transportation, Housing, Safety
and Security.

There is some data to show that access to a vehicle is a problem for a proportion of older people (Watson
and Williams, 2003). More than half (58 per cent) of ‘one person 65 years or over’ households reported
that they could not afford a van or car. For ‘other all adult 65 years and over’ households, the proportion
who could not afford a van or car was 24 per cent.

Twenty five per cent of SLAN respondents reported difficulties with public transport, though the nature of
the difficulties was not specified. (The HeSSOP study also provides data on older people’s experiences of
public transport and use of other modes of transport [Garavan et al., 2001].)

Census 2002 included a question about household access to a car or van. Though findings, disaggregated
by age and household composition, have not been published, they are potentially available. However, what
this data will not show is what kind of access to, and usage of, the household vehicle is available to all the
older members of the household.

Data on the travel patterns of school-goers and labour force participants is available from Census 2002.
However, questions about the travel patterns of older people were not posed. The main datasets do not
yield any significant data on the transport needs and patterns of older people. (The SLAN data shows
that cars are predominantly used by older people in shopping, but not what the shopping/transport
arrangements are, for example, who drives, who owns the car, and whether family or neighbours are
involved in the exercise. In terms of public transport, 25 per cent of respondents indicated that they had
problems with public transport, but the nature of the problems was not specified.)

As stated earlier in the paper, 113,826 people aged 65 years and over, that is 8.2 per cent of the older
population, are living in private households on their own. Of this number, 112,677 have their households
in permanent housing units and the remaining 1,149 are living in temporary housing units.?” This includes
older people living in mobile homes, caravans and sleeping rough.

27 The CSO definition of a permanent private household is a private household occupying a permanent dwelling such as a dwelling-house,
flat or bedsitter. A temporary private household is a private household occupying a caravan, mobile home or other temporary dwelling and
includes Travellers and homeless people living rough on census night (CSO, 2003b).



Of 436,001 people aged 65 years and over in 2002, a total of 20,959 were in long-stay care according to

the DoHC's survey of long-stay units (DoHC, 2003b). According to Census 2002 data on people living in
communal establishments, 12,662 people aged 65 years and over live in nursing homes and have a disability.
A further 9,016 older people with a disability were enumerated in hospitals (though hospitals were not further
categorised to specify long-stay and other types of hospital). A figure for the total number of older people
living in communal establishments has not been published.

Older householders, particularly those over age 65 living alone or in all adult households, are highly

likely to own their homes outright. The national survey conducted by the ESRI on behalf of the DoEHLG
reported percentages of 81-87 per cent of those aged 65 years and over owning their own homes outright
(Watson and Williams, 2003).

The same survey provides some data on access to services and utilities, and state of repair of accommodation
occupied by older people. In older households (combining findings on households of ‘one person 65 or over’
and ‘other all adult 65 years and over households’):

8 per cent have no hot water
40 per cent have no central heating
9 per cent report major problems with heating
12 per cent report major problems with leaks/dampness
11 per cent report problems with sanitary facilities.
With regard to the presence of a telephone, either landline or mobile, 91 per cent of ‘one person 65 or

over’ households have a telephone and 97 per cent of ‘other all adult 65 years and over’ households have
a telephone.

High proportions (minimum 83 per cent) of older respondents expressed satisfaction with the general
condition of their accommodation; the area/neighbourhood in which they were living; privacy of the

accommodation; and overall running costs.

Both Census 2002, which included household questions on housing, and the ESRI findings referred to
above are potentially useful sources of further data on the housing situation of older people. In both
cases, secondary analysis and publication of more detailed age-specific data are required to realise the
full potential of the available data for planning purposes.



There is a requirement for further data to identify the needs, and to plan responses to those needs, of
older people living in temporary housing units.?®

The existing datasets do not provide data on the adequacy and quality of accommodation available to older
people living long-term in commmunal establishments.

Data on older people in social housing schemes is limited. The DoEHLG and ESRI study findings show that
9 per cent of ‘one person 65 or over households’ are local authority renters and 4 per cent are categorised
under ‘other tenures’. This, for the purposes of the study, refers to those occupying dwellings rent-free and
those ‘renting dwellings from voluntary agencies such as Respond’. Of ‘other all adult 65 years and over
households’, 4 per cent are local authority renters and 2 per cent are categorised under ‘other tenures’.

Data on the support needs and preferences of older people living in social housing schemes, or on the
needs and preferences of older people who would like to change their accommodation situation and move
into social housing schemes, is not available from the datasets surveyed.

The datasets referred to do not provide any data on older people’s needs in terms of:

housing adaptations
adaptations required in association with specific disabilities

income restrictions on making changes to their accommodation in light of changing health status.

In 1998, the QNHS incorporated a module on crime and victimisation (CSO, 2003k). Survey findings were
that 6.7 per cent of older people had been victims of one of five named crimes (household burglary,

theft of bicycles, theft of or from vehicles and vandalism). This percentage was lower than for younger
age groups. Respondents in the 25-44 age group formed the largest proportion (15.0 per cent) of the
population who had been victims of crime.

Though the overall percentage of older people reporting an experience of crime in the QNHS was small,
the most striking finding was that some respondents had repeated experience as victims of crime.

2.9 per cent of the older population had been burgled, but 14.2 per cent of this percentage had been
burgled more than once. 2.8 per cent of older people had experienced vandalism of their property; of this
percentage, 15.2% had experienced such vandalism twice and 15.7% had experienced it more than twice.

28 Some data is available about temporary housing units occupied by Travellers (CSO, 2004b).

29 The conference paper of Dr A. Goode and Dr E. Fitzgerald highlighted the fact that no data is collected on the accessibility of the current
housing stock.



Asked, in the QNHS survey, how safe they felt walking in their neighbourhood after dark, 3.9 per cent
of males and 17.1 per cent of females felt very unsafe. Asked how safe they felt in their own homes at
night, 0.8 per cent of males and 3.1 per cent of females felt very unsafe.

The QNHS findings cited above indicate a vulnerable sub-group of older people who have been victims
of crime more than once. It would be useful to be able to identify this sub-group, to identify and explore
the factors, whether personal, familial or environmental, that make them vulnerable, in order to formulate
potential responses to reduce their vulnerability.

In terms of the datasets surveyed, the QNHS module findings published in 1998 are the sole source of
data on older people's experience of crime and victimisation (CSO, 2003k). Crime statistics published by
An Garda Siochéna, with the exception of figures on the numbers and ages of victims of homicide, are
not age-disaggregated (An Garda Siochana, 2003). There is a need for current and ongoing data to monitor
crime trends vis-a-vis older people and to identify environmental and other factors that may contribute to
higher crime rates against older people in some settings rather than others.

A proportion of older people are victims of crime that may remain invisible to the public eye and go
unrecorded in the public domain. The experience of the elder abuse pilot projects, implemented by the WGEA
under the auspices of the NCAOP, brought to light examples of financial and physical abuse of older people.

Through a survey and analysis of selected datasets, the NCAOP has drawn together some thinking about
deficits in our information about the older population and issues that need to be considered in light of
those deficits; as well as in light of the overall requirement to plan and devise policy to meet the needs
of an ageing population. As described in the introduction to the paper, the findings have been presented
within a framework adapted from the work of the SGSES, itself established by the NSB to ‘map the
interface between data and policy-maker’.

Findings in each of the six sections which make up the body of the report are presented under three
headings: Salient Points of Information; Issues; and Information Deficits.



With regard to the population of older people, the issues raised relate to the concept of old age
dependency and the publication of age-specific data. Information deficits relate to data about the health
status of older people and issues arising in explaining and projecting healthy life expectancy figures.

One of the key issues raised in this section of the report relates to the lack of measures to adequately
reflect the social contribution of older people and the nature of their participation in society. Information
deficits, in national datasets, concern the numbers of older people to whom care is provided, the
functioning of family and social networks at points of crisis/transition in the lives of older people, the
family status of those in long-stay care, and intergenerational and interdependent relationships in families
and communities.

In the section on health and access to healthcare, issues are raised under three broad headings. The first
identifies issues in relation to specific datasets. The criteria for inclusion on the NPSDD which exclude
older people are discussed. The need for more contextual data to support analysis and interpretation

of trends identified through HIPE is identified. Gaps in information about older people in long-stay care,
including the lack of an accurate figure for duration of stay of older people in permanent long-stay care,
are highlighted. The second broad heading relates to aspects of datasets, notably their activity-centred
rather than person-centred focus; the focus on input and throughput rather than outcomes of access to
and participation in those services; and deficiencies in data on occupational status. The third broad heading
identifies other themes emerging in consideration of the datasets: the implications of geographic location
and access to public or private health provision.

The fact that the main datasets do not yield sufficient person-centred data is identified as an information
deficit. So too is the lack of a psychiatric out-patient database. Shortcomings in the mortality data,
including the failure to record secondary causes of death on death records, are noted. A range of deficits
in respect of information in national datasets about impairment and disability in the older population

are noted. These include the need for population-based data on the causes of increasing occurrence of
impairment in older age, essential for the development of preventative and health promotion strategies.
Specific deficits in respect of the provision of health services in both community and acute care sectors
are discussed. The lack of accurate figures for length of stay of older people in long-stay care is noted.

In terms of assessing living standards, issues relate to: the weak link between income and living
standards in the case of older people (attributed to the range of 'free schemes’, the accumulation of
significant resources and family support systems); the shortcomings of population studies in grasping the
situation of any sub-group, including the older population; the deprivation of older people relying on public
health and social services if these prove to be inadequate; and the adequacy, or otherwise, of traditional
measures of socio-economic status — education, occupation and income — when applied to older people.
The need for data about the income and resource issues and requirements of older people, as perceived
by older people themselves, is identified. A question is also posed about approaches to the measurement
of healthcare costs.



There are information deficits vis-a-vis the material status of sub-groups of the older population such as
Travellers and homeless people. The potential value of data at national level about the (intergenerational)
functioning of family support systems is highlighted, as is the need for data about the perspectives of older
people and their families on the use of the family home as a resource in the financing of long-term care of
older people. Finally, figures for expenditure on services for older people are not available from the DoHC.

The education and training needs and preferences of older people have received little attention in the
datasets surveyed. Data on older people’s preferences for employment and retirement have been
discussed in the light of concerns about the economic costs of population ageing. There are information
deficits in relation to: barriers to the retention of older and disabled or ill older workers within the labour
force; the employment-related skills and attributes associated with older workers; and the types of skills
and employees whom employers might wish to retain within the labour force.

There are information deficits in the national datasets with regard to older people’s access to private
and public transport and travel patterns. There are also information deficits with regard to older people’s
housing needs, specifically those of older people in temporary housing units, those who might require
social housing and those for whom housing adaptations are necessary due to physical impairment.

The limited data on older people who are victims of crime indicates a vulnerable sub-group. They, and the
factors that contribute to their vulnerability, remain unknown. Many abuses against older people remain
unknown and invisible to the public eye.

The WHO has characterised active ageing as the process of optimising opportunities for health,
participation and security in order to enhance quality of life as people age. The influences or determinants
of active ageing, identified by the WHOQO, fall into seven broad categories. There are the cross-cutting
determinants of culture and gender; personal, behavioural, social and economic determinants; and
determinants related to the physical environment and the health and social services. If programmes and
policies are to be designed to support effectively and to enable the active ageing of the population, policy-
makers need to be able to access information within a national framework about those determinants in
relation to older people.

The NCAOP recognises that individual datasets operate within specific parameters and to particular ends.
However, the NCAOP's survey and analysis of national datasets has enabled it to form an overview. In
terms of a national framework of information about the older population, the NCAOP's conclusion is

that there are significant issues and deficits. Notably, these relate to social determinants, including the
quality of life and social contribution of older people; determinants related to the physical environment,
including housing and transport; and to the health and social services where the datasets are stronger in
the provision of institutional rather than community-based data, though the majority of older people live in
community settings. There are particular concerns about the lack of population-based morbidity data, lack
of a national psychiatric out-patient database and lack of data on the prevalence and incidence of different
forms of impairment and disability in the population.



Datasets are not neutral repositories of information about the older population. The selection and usage of
concepts and indicators to describe older people reflect underlying assumptions about ageing.

One of the most striking contrasts in the datasets relates to the expanded use of the concept of
dependency to consider the implications of an ageing population, sometimes in terms of cost to the
population as a whole. This is juxtaposed with the limited nature of the data available on the participation
in, and socio-economic contribution to, society, communities and families made by the older population.

Chronological age is not, as the WHO has pointed out, a precise marker for the changes that accompany
ageing. There are wide variations in the health status, participation and levels of independence among older
people of the same age. Given this, the assumption that all those aged 65 years and over are dependent

is ageist, as is the failure to gather data that more completely reflects the role of older people and their
contribution to their families, communities and wider society.

The population of older people does not form a homogeneous group. The reality is that increasing
numbers of older people are remaining active and independent into very old age. At the same time, there
are also smaller sub-groups of older people who are more vulnerable and in need of special support,
whether due to reasons of ill-health, low income, social isolation or vulnerability to crime, or a combination
of these factors, all of which can be inferred from existing data. What is necessary is the capacity to plan
simultaneously to meet the needs of the total population of older people and of vulnerable sub-groups

of that population. The corollary of this is the need to be able to profile the older population as a whole,
within different age bands, in terms of a range of health, social and economic indices and to identify
vulnerable sub-groups. Typically, datasets operate on a stand-alone basis and it is not possible to link and
integrate data from a range of datasets either to create a more holistic profile of the older population or to
identify more vulnerable sub-groups of that population.

In terms of planning to meet the needs of a diverse older population, person-centred data is a requirement.
At the moment, the emphasis in several of the main datasets is on tracking activities and events, rather
than individuals. The same individuals may be making recurrent visits to hospitals, moving through a series
of health and social services or, invisibly, experiencing multiple difficulties in a community setting. In the
absence of a unigue personal identifier and a mechanism for linking and cross-referring to multiple datasets,
opportunities for identifying and connecting with vulnerable sub-groups are lost, as are opportunities for
adequately profiling the population of older people across a range of interconnected indices.

In advocating the need for the availability of person-centred data about older people, the NCAOP is mindful
and fully supportive of requirements to honour the confidentiality of individual patients and to operate within
the parameters of both Freedom of Information and data protection legislation. In that context, the NCAOP
welcomes the publication of the NHIS and looks forward to the implementation of its recommendations in
respect of a Unique Patient Identifier (UPI) within an information governance framework.

There is a need for all relevant national datasets to record, collate and publish data about the older
population. Criteria for inclusion in a dataset which exclude a sector of the population on the basis of age are
effectively discriminatory. Where the older population are included in datasets, published reports need both
to provide age-disaggregated data and to move beyond presenting all data relating to the older population
under a single age band of 65 years and over. The older population, as already stated, is heterogeneous and
this is reflected in differing needs and concerns as they move through successive age bands.



Valuable data on the health status of the older population is included in existing datasets. However, there
are significant gaps in the data, with respect to population-based morbidity data and data on the prevalence
and incidence of different forms of impairment and disability in the older population. The tracking of the
relationship between socio-economic inequality and health and social well-being is also a fundamental, and
currently unmet, requirement in terms of strategic planning to meet the needs of the older population.

Given the extent to which increased levels of impairment and ill-health affect the lives of older people,
there is a clear need for a continued and strengthened emphasis on preventative healthcare and health
promotion strategies to reduce the onset of preventable ill-health in later life. Population-based information
in national datasets is an essential tool to facilitate this process.

In light of these concerns, the NCAOP welcomes recognition in the NHIS that ... the population health
surveillance function is under-developed and information on morbidity, health inequalities, health status
and health determinants of the population and sub-groups is limited and fragmentary’ (DoHC, 2004).

The NCAOP looks forward to the implementation of recommendations to remedy these deficiencies,
among them the development of the electronic healthcare record and of a population health observatory.

There are limitations to the information about the health services in the main datasets, viewed from the
perspective of the older population. The DoHC does not provide a figure for the proportion of its expenditure
allocated to services for older people. Consequently, it is not possible to examine the level of funding
allocated to the older population in comparison with levels of funding for other sectors of the population.

In terms of the provision of health services, there is an emphasis in datasets on activity, input and
throughput of patients, including older patients, without corresponding data on composition of patient
groups, patient profiles and outcomes of care. The NCAOP is aware that these comments are formulated
at a time of reform and modernisation in the health services. The reforms which are ongoing at the time
of writing have been preceded by a series of studies identifying similar information issues in relation to the
health services as a whole (Brennan, 2003). The NCAOP looks forward to collaborating with colleagues

in existing and new organisations on actions to develop an improved national information framework to
support the health system.

Data on the provision of specialised services for older people, that is, geriatric medicine and dedicated
rehabilitation services in which there are regional variations and inequalities, is incomplete. There is no
national psychiatric out-patient database and the speciality of Old Age Psychiatry is not identified as a
dedicated service in the datasets surveyed. In the case of older people in long-stay care, published figures
on the duration of their residency in permanent care are unreliable.

As outlined in the first section of this paper, there is a growing emphasis on the development of national
data frameworks to support evolving trends towards evidence-based planning and policy-making in the
Irish setting. The NCAOP welcomes these developments. The findings of this survey and analysis of main
datasets highlight the necessity for further development of national data frameworks to better and more
completely reflect the status of the older population in Irish society. In light of these findings, the NCAOP
advocates a proactive approach on the part of the range of individuals and agencies involved in enhancing
existing data frameworks to the inclusion of data in respect of the older population. The NCAOP also
signals its own willingness to contribute actively with others to this process.



The NCAORP is also acutely aware of the complexity of some of the information needs it has identified. It
recognises the continuing importance of carefully designed qualitative research programmes to explore
core issues in depth and to provide signposts for the ongoing development of national datasets.

The main datasets were not established to seek the perspectives of older people on the issues explored
in those datasets. The observation that the voices and perspectives of older people are largely absent
from those sources is made, not as a point of criticism, but to state a further point. This point is that

the perspectives of older people are a necessary component of the information needed about the older
population. The inclusion of their perspectives, coupled with the further development of data frameworks as
discussed earlier, will help to ensure an evidence base for planning that is truly responsive to the needs of
the older population.
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The Census of Population includes every individual resident in the State on census night. It is the only
Irish dataset that enumerates the entire population. Census data, generally available on a five-yearly
basis, provides information on characteristics such as age, education, occupation, employment status and
household structure. The results of Census 2002 have been made available in three reports and twelve
volumes, all of which are published in report form and also accessible via the internet.

The report, Health Statistics 2002, is prepared by the Information Management Unit of the DoHC and

is a ‘compendium of health statistics’ which brings together data from a wide variety of sources on
demography, health status and the delivery of health services. It incorporates the following sections:
population; life expectancy and vital statistics; health status and lifestyle; community health and welfare
services; children in care and child abuse cases; psychiatric services; services for people with intellectual
disabilities; acute hospital services; district/community hospitals and extended care; health service
employment statistics; and expenditure statistics. The report is available from the DoHC's website.

HIPE is a computer-based health information system designed to collect clinical and administrative data
on deaths and discharges from the sixty acute public hospitals currently participating in the system.
Since 1990, management of the system has been contracted by the DoHC to the ESRI where it is the
responsibility of the HIPE and National Perinatal Reporting System (NPRS) Unit. HIPE records facilitate
analysis of hospital activity rather than incidence or prevalence of disease. Data is collected under the
headings of: demographic data, including date of birth; clinical data including principal diagnosis and
principal procedure; administrative data including dates of admission and discharge, destination of
discharge, public/private status and admitting consultant. Occupational data is not collected.

HIPE data for the period 1990-1999 is available in a published report (HIPE, 2002). A report including 2000
and 2001 data is currently under preparation. Staff in the HIPE unit will also respond to requests for
information based on HIPE data.

The DoEHLG commissioned the ESRI to carry out the NSHQ in 2001-2002. The survey obtained information
from a representative sample of over 40,000 householders on characteristics and problems of the dwelling
and on the household members.

The report, Long-Stay Activity Statistics 2002, presents data collected through a survey of long-stay
units in 2002 (DoHC, 2003b). The report was prepared by the Health Information Unit of the DoHC
and is available from the Department'’s website. Findings are based on responses to a questionnaire
distributed by health boards to registered long-stay units/nursing homes in their respective areas.

Of 569 questionnaires distributed in 2002, 497 were returned, giving a response rate of 87.3 per cent.



The LIIS were designed primarily to collect information on income distribution. The LIIS formed part of
the EU’'s Community Household Panel Survey (ECHP), with the same households surveyed in successive
years across participating Member States between 1994 and 2001. The objective of the LIIS sample
design was to obtain a representative sample of private households in Ireland. However, there was a loss
of participants over time. Of the original 4,000 sample households in 1994, 67 per cent remained by 1998.
In Ireland, the LIIS have been managed and administered by the ESRI which has also published a number
of reports on national poverty trends based on survey results (Nolan et al.,, 2002; Whelan et al., 2003). It
is possible for organisations to commission the ESRI to undertake research based on the LIIS. Otherwise,
researchers and research organisations are encouraged by the ESRI to examine LIIS data through the
ECHP which is said to be almost identical in content. ECHP data is available at a fee from the Irish Social
Science Data Archive.

The National Cancer Registry was established in 1991 and has been collecting comprehensive cancer
information for the whole population of the Republic of Ireland since 1994. Data on the incidence of cancer
in the older Irish population is available as is, to a much more limited extent, data on treatment and survival.

Established in 1995, the NIDD includes three basic elements of information about people with intellectual
disabilities: demographic details (including date of birth); current service provision; and future service
requirements. To date, five annual reports have been published by the NIDD Committee which comprises
representatives of the DoHC, the health boards, the Federation of Voluntary Bodies providing Services to
People with Intellectual Disability and the Disability Databases Division of the HRB. The HRB is responsible
for the management of the database.

The NPSDD collects information on people who: have an ongoing disabling condition that is physical

or sensory; are receiving or need a specialist service that is related to their disabling condition; have
consented to inclusion in the database; and are less than 66 years of age. A report based on the work

of the NPSDD Development Committee was published in 2001 which reports the findings of their pilot
work in four community care areas in the North Eastern Health Board (NEHB), South Eastern Health Board
(SEHB), South Western Area Health Board (SWAHB) and the Western Health Board (WHB).

The National Parasuicide Registry is a national system of population monitoring for the occurrence of
parasuicide. It has been established, at the request of the DoHC, by the National Suicide Research
Foundation (NSRF). The primary aims of the NSRF are to define the true extent of the problem of suicidal
behaviour in Ireland, to identify and measure the factors which induce and protect against suicidal behaviour,
and to develop strategies for the prevention of suicidal behaviour. The Registry has published two annual
reports to date.



The NPIRS is a national psychiatric database which provides detailed information on all admissions to and
discharges from in-patient psychiatric services in Ireland. It includes details of demographic, clinical and
socio-economic status. Annual reports based on database holdings are published by the Mental Health
Research Division of the HRB. These annual reports also include data on community psychiatric facilities
in each health board setting, though not on the patients who are attending those facilities. In addition,
the NPIRS database has been used to carry out in-patient censuses every ten years since the 1960s.
The DoHC also conducts an annual end-of-year census of psychiatric hospitals and units.

This national survey is conducted on a quarterly basis by the CSO. Initiated in September 1997, the
QNHS replaced the annual Labour Force Survey. It is a continuous survey and collects information from
3,000 households each week, giving a total sample of 39,000 households in each quarter. Households
are asked to participate for five quarters, after which they are replaced by a new selection of households.
The principal purpose of the QNHS is the production of quarterly labour force estimates. The QNHS also
allows for the occasional collection of information on social topics. For example, modules have been
carried on home computing, health, disability and crime and victimisation. QNHS reports are accessible
via the internet.

In 1998, the Health Promotion Unit of the DoHC commissioned the SLAN study to capture lifestyle

data on the Irish adult population for the first time. The second SLAN survey in 2002 allowed for the
identification of lifestyle trends and changes in health behaviours in the Irish adult population. Both studies
were conducted by the Centre for Health Promotion Studies at the National University of Ireland, Galway.
The SLAN studies aim to produce data about a representative cross-section of the Irish population in order
to inform the DoHC'’s policy and programme planning.

The SLAN data referred to in this paper is drawn from a secondary analysis of SLAN 1998 and 2002 data
undertaken on behalf of the NCAOP and concerned with respondents aged 55 years and over.

The LIIS has now been replaced by SILC, for which the CSO is responsible. A SILC survey was conducted
in 2003 and the publication of results is expected towards the end of 2004.



Table 1: Private households by composition, 1996 and 2002

Composition of household Number of households
1996 2002
One person 241,800 277,600
Couple* 152,500 211,400
Couple with children 440,400 489,500
Couple with children
and other persons 16,900 17,200
Lone parent with children 105,400 131,200
Lone parent with children
and other persons 20,100 19,400
Two or more family units 6,100 5,700
Non-family households 80,700 91,700
Total 1,123,200 1,288,000

Source: Census 1996 and Census 2002

* Couples include both married and cohabiting couples.

Table 2: Older population living alone in private households, 2002

Persons living alone in private households 65 years

and over
Total 113,800
Percentage of all one person households 41.0%
Percentage of all persons in the age group 25.8%

Source: Census 2002

Change
1996-2002
35,700

58,300
49,100

300
25,800

-700
-400

11,000
164,700

70 years
and over
88,400

31.9%
28.9%

Percentage
change
14.8%

38.7%
11.1%

1.8%
24.5%

-3.3%
-6.5%

13.6%
14.7%

75 years
and over
59,800

21.5%
31.0%
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Terms of Reference




The National Council on Ageing and Older People was established on 19 March 1997 in succession to the
National Council for the Elderly (January 1990 to March 1997) and the National Council for the Aged (June
1981 to January 1990).

The functions of the Council are as follows:

1. To advise the Minister for Health on all aspects of ageing and the welfare of older people, either at its

own initiative or at the request of the Minister and in particular on:

(a)

(i)

measures to promote the health of older people;

measures to promote the social inclusion of older people;

the implementation of the recommendations contained in policy reports commissioned by the
Minister for Health;

methods of ensuring co-ordination between public bodies at national and local level in the planning
and provision of services for older people;

methods of encouraging greater partnership between statutory and voluntary bodies in providing
services for older people;

meeting the needs of the most vulnerable older people;

means of encouraging positive attitudes to life after 65 years and the process of ageing;

means of encouraging greater participation by older people;

whatever action, based on research, is required to plan and develop services for older people.

2. To assist the development of national and regional policies and strategies designed to produce health

gain and social gain for older people by:

a)

b)

undertaking research on the lifestyle and the needs of older people in Ireland,;

identifying and promoting models of good practice in the care of older people and service delivery
to them;

providing information and advice based on research findings to those involved in the development
and/or implementation of policies and services pertaining to the health, well-being and autonomy
of older people;

liaising with statutory, voluntary and professional bodies involved in the development and/or
implementation of national and regional policies which have as their object health gain or social
gain for older people.



3. To promote the health, welfare and autonomy of older people.

4. To promote a better understanding of ageing and older people in Ireland.

5. To liaise with international bodies which have functions similar to the functions of the Council.

The Council may also advise other Ministers, at their request, on aspects of ageing and the welfare of
older people which are within the functions of the Council.
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