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Chapter 1 : General introduction  

 

1.1. The ageing population 

 

This doctoral dissertation focuses on access to care and support for frail community-dwelling older 

adults in Belgium. The ageing population is one of the greatest social and economic challenges facing 

the European Union. Projections foresee a growing number and share of older adults (aged 65 years 

and over), with a particularly rapid increase in the number of very old adults (aged 85 years and over) 

(Eurostat, 2018).  

Figure 1. Population by broad age group, 28 EU member countries, 2016-2080 (source: Eurostat, 

2016) 

 

 



 

2 
 

These demographic developments are likely to have a considerable impact on different policy areas: 

different health and care requirements for older adults, but also labour markets, social security and 

pension systems as well as government finances (Eurostat, 2018).  

Belgium is no exception to the trend of ageing: the Belgian population is at the moment counting one 

person of 67 or older for every four persons between the age of 18 until 66 years old, in 2040 this 

proportion is projected to be one person of 67 or older for every 2.6 persons between the age of 18 

until 66 years old (Vanresse et al., 2017).  

Because the generation of babyboomers is gradually getting older, the ageing process within the 

Belgian population will increase until 2040 and thereafter stabilise until 2070. The ageing of the Belgian 

population also has an influence on the types of households: the share of one-person households will 

increase further (Vandresse et al., 2017). Simultaneously with the ageing population, due to high-

quality medical care and better economical living conditions, the total fertility rate in Belgium has 

dropped from 2.55 children per woman in 1960 to a low of 1.49 in 1985. Continuously, it has recovered 

quite strongly to 1.83 in 2012, a rise that was largely a result of delayed childbirth (Marx and 

Schuerman, 2016).  

Figure 2. Percentage of Belgian population above 65 years old (source: http://data.gov.be) 

 

http://data.gov.be/
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The Belgian population has a relatively high life expectancy. Life expectancy at birth in Belgium has 

increased by over three years since 2000 to reach the age of 81.1 in 2015, half a year more than the 

EU average (OECD, 2017). A substantial gender gap in life expectancy persists in Belgium, with men 

living on average nearly five years less than women in 2015. However, no gender gap exists in the 

number of healthy life years, as women live a larger proportion of their life with some disabilities. At 

age 65, both women and men in Belgium can expect to live about 11 years free of disability, which is 

50% of the remaining years of life for women and 60% for men (OECD, 2017). There are also some 

inequalities in life expectancy by socio-economic status. At the age of 50, Belgian men with the lowest 

level of education can expect to live about six years less than those with the highest education level. 

The gap among women is a bit smaller (about five years) (OECD, 2017). 

Figure 3. Population by gender and age structure, Belgium, 2018 (source: https://statbel.fgov.be) 

 

There is a general consensus, also in Belgium, that countries need to be prepared for the ageing 

population, because demographic changes will challenge healthcare systems all over the world (Paulus 

et al., 2012).  

 

 

 

https://statbel.fgov.be/
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1.2. Care and support policy in Belgium 

 

Healthcare in Belgium consists of a wide range of services organised at the federal, regional and 

municipal levels, and is related to health and social service provision (Willemé et al., 2011). Three 

political and administrative levels operate in the Belgian care system: the Federal government, the 

Federated governments (regions) and the local governments (provinces and municipalities) (Gerkens 

and Merkur, 2010). {ƛƴŎŜ ǘƘŜ {ǘŀǘŜ wŜŦƻǊƳ ƻŦ мфулΣ CƭŀƴŘŜǊǎ ƘƻƭŘǎ ǘƘŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ΨǇŜǊǎƻƴ-

ǊŜƭŀǘŜŘ ƳŀǘǘŜǊǎΩΣ ǎǳŎƘ ŀǎ ŎŀǊŜ ŀƴŘ ǿŜƭŦŀǊŜΦ bŜǾŜǊǘƘŜƭŜǎǎΣ ǘƘŜ CŜŘŜǊŀƭ ƎƻǾŜǊƴƳŜƴǘ ƛǎ ǎǘƛƭƭ ǘƻ ŀƭ ƭŀǊƎŜ 

extent responsible for both the financing of healthcare acts as for the healthcare policy. These three 

mentioned levels have in common that they are mainly funded by taxes (with some out-of-pocket 

patient contributions). The federal level is mainly responsible for social security, compulsory health 

insurance, pharmaceutical policy and hospital legislation. This federal government is also in charge for 

medical professions (general practitioners, home nurses, home healthcare assistants, etc.) whereas 

the regional authorities are mainly responsible for prevention and support services at home (cleaning 

aids, family aids, the organisation of meals on wheels, support for housing modifications, etc.) (Gerkens 

and Merkur, 2010). As these different services (both care and support services) are often 

simultaneously applied for and used by recipients, they form together the Belgian homecare system 

and when we speak about 'home care', it implies all these different components. Consequently, in 

Belgium no clear separation is made between health and social care (in comparison with for example 

the UK) or no clear separation between care and support services as they often interfere, are 

complementary to one another.  

This broad approach on care and support is followed by the government in new legislation, for example 

in the new Flemish legislation on primary care (Flemish government, 2018, p. 2) the following 

ŘŜŦƛƴƛǘƛƻƴǎ ŎƻƴŎŜǊƴƛƴƎ ΨŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘΩ1 are given:  

άcare and support: every activity or series of activities in the frame of health- and social care policies; 

care and support plan: a working instrument in which, after a clarification or indication process, the 

care and support goals and the agreements about the planned care and support for the person with a 

care and support request are included, and which is accessible to the persons care team; 

                                                           
1 Lƴ ǘƘŜ ƴŜǿ ΨPreliminary draft of decree concerning the organisation of primary care, the regional care platforms 
ŀƴŘ ǘƘŜ ǎǳǇǇƻǊǘ ƻŦ ǘƘŜ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇǊƻǾƛŘŜǊǎΩ ό±ƻƻǊƻƴǘǿŜǊǇ 9ŜǊǎǘŜƭƛƧƴǎŘŜŎǊŜŜǘύ ǘƘŀǘ Ƙŀǎ ōŜŜƴ approved by the 
Flemish Government in September 2018, ǘƘŜ 5ǳǘŎƘ ǘŜǊƳǎ ΨȊƻǊƎ Ŝƴ ƻƴŘŜǊǎǘŜǳƴƛƴƎΩΣ ΨȊƻǊƎ- en 
ƻƴŘŜǊǎǘŜǳƴƛƴƎǎǇƭŀƴΩΣ ΨȊƻǊƎ- Ŝƴ ƻƴŘŜǊǎǘŜǳƴƛƴƎǎŘƻŜƭΩ ŀƴŘ ΨȊƻǊƎ- Ŝƴ ƻƴŘŜǊǎǘŜǳƴƛƴƎǎǾǊŀŀƎΩ ŀǊŜ ǳǎŜŘΦ  
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care and support goal: a goal formulated by the person with a care and support request, his 

representative or informal caregiver and his care providers regarding the desired care, facing the life 

goals and the quality of life that the person with a care and support need wants to achieve; 

care and support request: the need for care and support that a person or his environment feels or that 

is objectively determined" 

 

Within this descriptions, care and support clearly goes beyond solely medical services. Moreover, 

perceived access barriers by Belgian users are often not related to a specific system or political level 

or type of service but concern the broader Ψcare and supportΩ field. This was also a conclusion of a 

scientific committee that evaluated pilot projects on care and support for frail community-dwelling 

older adults in Belgium (ƛΦŜΦ tǊƻǘƻŎƻƭ о ǇǊƻƧŜŎǘǎΣ ŎƘǊƻƴƛŎŀƭ ŎŀǊŜ ǇǊƻƧŜŎǘǎΣ Ǉƛƭƻǘ ǇǊƻƧŜŎǘ ƻƴ ΨƛƴǘŜƎǊŀǘŜŘ 

ōǊƻŀŘ ŀŎŎŜǎǎΩύΦ  

Belgian older adults use both formal and informal care rather frequently compared with other 

European countries (European Commission and Economic Policy Committee, 2016). Data from the 

2004 Survey of Health Ageing and Retirement (SHARE) indicate that the proportion of users of 

professional nursing care and professional homecare is among the highest in Europe (13.4 and 16.6 % 

respectively) (Geerts, 2009). The Belgian elderly care field comprises homecare and community 

services, short-term and long-term residential care and hospital care. Long-term residential care 

includes service flats, residential homes for the elderly and nursing homes. (Gerkens and Merkur, 

2010). As in other European countries, in Belgium the majority of older adults prefer to live at home 

as long as possible (Smetcoren, 2016). This has led to the development of a wide range of home 

assistance, welfare and personal care services as well as short-term or temporary care facilities 

(Willemé, 2010). 

 

1.2.1. The Belgian national health insurance system 

Healthcare in Belgium is nationally organised. Everyone living and/or working in Belgium can be 

entitled to subsidised Belgian healthcare by means of the compulsory health insurance system. This 

compulsory health insurance is managed by the National Institute for Health and Disability Insurance 

(NIHDI-RIZIV-INAMI), which allocates a prospective budget to the health insurance funds to finance 

the healthcare costs of their members. All individuals entitled to health insurance must join or register 

with a health insurance fund: either one of the six national associations of health insurance funds, 

including the Health Insurance Fund of the Belgian railway company, or a regional service of the public 

Auxiliary Fund for Sickness and Disability Insurance. Private profit-making health insurance companies 
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account for only a small part of the non-compulsory health insurance market. In the past, health 

insurance funds received the budget they needed to reimburse their members, but since 1995 they 

have been held financially accountable for a proportion (25%) of any discrepancy between their actual 

spending and their budget (Gerkens and Merkur, 2010). 

The Belgian health system is based on the principle of social insurance, characterised by horizontal 

solidarity (between healthy and sick people) and vertical solidarity (based to a large extent on the labor 

incomes) and without risk selection. Financing is based mostly on proportional social security 

contributions related to taxable income and, to a lesser extent, on progressive direct taxation, and a 

growing area of alternative financing related to the consumption of goods and services (mainly value 

added tax) (Gerkens and Merkur, 2010). 

 

1.2.2. The sixth Reform of the State 

Since the adoption of the 1831 Constitution, six constitutional revisions have progressively 

transformed Belgium from a unitary into a Federal state, in particular since 1970. The last reform, 

started in 2011 and operational since 2014, further strengthened the defederalisation of the country. 

Belgium has three tiers of subnational governments: six Federated states, including three regional 

governments (Flanders, Wallonia and the Brussels Capital-Region) and three community governments 

(Flemish, German, and French Speaking Communities) which overlap territorially; 10 provinces; and 

589 municipalities which are governed by regional legislation. Flanders and Wallonia regions have 

started reforming the provincial and municipal levels in their respective territories. In Flanders, the 

government is engaged in voluntary municipal mergers and the Ψdownsizing of the provincesΩ which 

will focus more on Ψterritory-related powersΩ, losing the ΨǇŜǊǎƻƴ-related powersΩ as well as some taxing 

powers. The Walloon Government aims at ΨoptimisinƎΩ the role of the provinces by developing Ψsupra-

municipalitƛŜǎΩ όh9/5Σ нлмрύ. 

The main change in healthcare policy legislated in the recent years concerns the devolution of 

responsibilities (and shifts in associated budgets) for a number of healthcare tasks from the Federal to 

the regional level (Flanders, Wallonia and Brussels) as a consequence of the sixth Reform of the State. 

The reform was signed into law on the 31st of January 2014 and became effective on the 1st of July 

2014. The total budget shift from the Federal to the regional level was approximately 3.4 billion euros 

in 2015, almost 12% (400 million euros) of which were (acute) healthcare expenditures (European 

Commission and Economic Policy Committee, 2016). Some responsibilities were entirely transferred 

to the regions, while others are more fragmented.  
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The sixth Reform of the State has in particular given new competences to the Federated states in the 

field of long-term care and elderly care. This was accompanied by a transfer of significant budgets and 

financing from the national health insurance to the Federated states (Vandeurzen, 2015). With the 

sixth Reform of the State of 2014, additional competencies have been transferred to the Federated 

states, including since 2014 family allowances, elderly care, several aspects of healthcare, hospitals, 

justice homes, etc.  

However, coordination with federal policy remains necessary. After all, Flanders is not competent for 

the entire elderly care field. Home nursing, general practice, various other health professions (e.g. 

dietetics, physiotherapy, speech therapy, pharmaceutical care, etc.) and geriatric hospital care 

(geriatric care programs) are financed by the health insurance and have therefore remained a Federal 

competence. 

 

Since the sixth Reform of the State, the Welfare, Public Health and Family Department of the Flemish 

Community has become a more important pillar of the Flemish policy: the department manages a 

budget of 11 billion euros (cf. the entire Flemish budget is around 39 billion euros) (VVSG, 2014). 

 

1.2.3. Ψ{ƻŎƛŀƭƛǎŀǘƛƻƴ ƻŦ ŎŀǊŜΩ ŀƴŘ ΨŀƎŜƛƴƎ ƛƴ ǇƭŀŎŜΩ 

The broad field of care and support in Belgium has been in full transition in recent years. Ψ{ƻŎƛŀƭƛǎŀǘƛƻƴ 

ƻŦ ŎŀǊŜΩ is a term that has been very common in care policy during the last years. This term has its 

ƻǊƛƎƛƴǎ ƛƴ ǘƘŜ ǎƘƛŦǘ ŦǊƻƳ ΨƛƴǎǘƛǘǳǘƛƻƴŀƭƛǎŜŘ ŎŀǊŜΩ ǘƻ ŀ ΨŘŜ-instƛǘǳǘƛƻƴŀƭƛǎŀǘƛƻƴ ƻŦ ŎŀǊŜΩΣ ŀƭǊŜŀŘȅ ŀǊƻǳƴŘ ǘƘŜ 

1980Ωs of last century (Boekholdt, 2011). Socialisation of care started in mental health care, where care 

for psychiatric patients was increasingly provided outside the walls of an institution by professionals 

visiting at the home of the clients. This trend continued with other care recipients, including people 

with disabilities and older adults. 

 

The proportion of older adults staying in residential care facilities has decreased in recent years. 

Consequently, the care dependency of older adults staying in residential care has increased strongly 

from around 30% in 2010 to almost 50% in 2015 (Flemish Government, 2017d). The largest group of 

older adults live independently at home up to a very old age or with a considerable need of care.  

 

A very large group of older adults wish to become older in the familiar environment (Löfqvist et al., 

2013; Smetcoren, 2016). In the international literature the term 'ageing in place' is used to describe 

the trend in which older people want to live at home as long as possible. In addition to the wishes of 

older adults themselves, this is also a policy ideal which receives the necessary attention both within 
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the European agenda and globally. For example, 'ageing in place' is defined by the World Health 

Organisation as: "Meeting the desire and the ability of people to continue living independently for as 

long as possible in their current home or an adapted living by offering services and assistance" (WHO, 

2004, p.9). In rŜŎŜƴǘ ȅŜŀǊǎΣ ǘƘŜ ŦƻŎǳǎ ǿƛǘƘƛƴ ǇƻƭƛŎȅ ŘŜǾŜƭƻǇƳŜƴǘ Ƙŀǎ ƳƻǾŜŘ ƳƻǊŜ ŀƴŘ ƳƻǊŜ ǘƻ ΨŀƎŜƛƴƎ 

well ƛƴ ǇƭŀŎŜΩΦ  

 

TƘǊƻǳƎƘƻǳǘ ǘƘŜ ȅŜŀǊǎΣ ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ ΨǎƻŎƛŀƭƛǎŀǘƛƻƴ ƻŦ ŎŀǊŜΩ Ƙŀǎ ŜǾƻƭǳŀǘŜŘ ŦǊƻƳ ΨŎŀǊŜ in ǘƘŜ ŎƻƳƳǳƴƛǘȅΩ 

ǘƻ ΨŎŀǊŜ through ǘƘŜ ŎƻƳƳǳƴƛǘȅΩ ό5Ŝ 5ƻƴŘŜǊ ŜǊ ŀƭΦΣ нлмтύΣ ǿƛǘƘ ŀ ǎǘǊƻƴƎ ŦƻŎǳǎ ƻƴ ǎŜƭŦ-care, informal 

care and care by volunteers. Socialisation is not solely about de-institutionalisation, but assumes that 

care is provided in a familiar environment, by people who are close to the person with care or support 

needs. In this context, the care process is then no longer only a responsibility of professionals, but 

society and individual citizens are also given an important role (Koops & Kwekkeboom, 2005; Linders, 

2007). 

 

The Flemish Government is currently implementing the socialisation principle of care in its policy. It 

has become a conscious policy choice. Several Flemish policy texts emphasise and recognise the 

importance of volunteering and informal care. The Flemish Informal Care Plan (2016-2020, p.1) states: 

"Good care is part of the daily social life of people. This care is also shaped by the efforts of many 

informal carers, they give meaning and color to the life of the care recipient. Professional care supports 

thƛǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ŀƴŘ ƛƴǾƻƭǾŜƳŜƴǘΦέ aƛƴƛǎǘŜǊ ±ŀƴŘŜǳǊȊŜƴ ǊŜƎǳƭŀǊƭȅ ǳǎŜǎ ǘƘŜ ²ƻǊƭŘ IŜŀƭǘƘ 

Organisation model on personal and integrated care in his policy texts. This model positions the 

informal carer, the family, volunteers and the neighborhood as the first protective circle around the 

central person with care needs. Research indicates that the percentage of people in Flanders that is 

taking up informal care has decreased from 38% to 26% between 2011 and 2014. However, within this 

group of informal carers the burden increased from 18% to 23% in the same period (Vanderleyden and 

Moons, 2015). This is why the high expectancies society has towards socialisation of care have to be 

adapted to the informal care network.  

 

¢Ƙƛǎ ƛǎ ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ ǊŜŎŜƴǘƭȅ ŘŜǾŜƭƻǇŜŘ ƳƻŘŜƭ ƻŦ ΨŎƻƳƳǳƴƛǘȅ-ŎŜƴǘŜǊŜŘ ŎŀǊŜΩΦ Ψ/ƻƳƳǳƴƛǘȅ-centered 

ŎŀǊŜΩ ƛǎ ŀ ŦǳǘǳǊŜ ƳƻŘŜƭ ŦƻǊ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴ ƻŦ ŎŀǊŜΣ ǎǳǇǇƻǊǘ ŀƴŘ ŎŀǊŜ ǇǊƻǾƛǎƛƻƴΣ ƛƴ ƻǊŘŜǊ ǘƻ ƪŜŜǇ ŎŀǊŜ 

and support accessible, available and affordable for everyone. This model offers opportunities for 

increasing the quality of life and reducing the costs of care and care provision. It aims at a coherent 

and neighborhood-oriented approach to living, care and welfare, with the client in a central role. The 

Ǝƻŀƭ ƻŦ ΨŎƻƳƳǳƴƛǘȅ ŎŜƴǘŜǊŜŘ ŎŀǊŜΩ ƛǎ ǘƻ ōǳƛƭŘ ŀ ǇŜǊƳŀƴŜƴǘ ŎƻƭƭŀōƻǊŀǘƛƻƴ ōŜǘǿŜŜƴ ǘƘŜ ǾŀǊƛƻǳǎ ǇŀǊǘƴŜǊǎ 

(formal and informal) (Bekaert et al., 2016). 
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1.3. A positive approach of frail older adults 

 

Frailty is a common phenomenon in community-dwelling older adults that is often used in research as 

ŀ όŎƭƛƴƛŎŀƭύ ǇƘŜƴƻǘȅǇŜ όCǊƛŜŘ Ŝǘ ŀƭΦΣ нллмύ ƻǊ ŀƴ ŀŎŎǳƳǳƭŀǘƛƻƴ ƻŦ ƘŜŀƭǘƘ ŘŜŬŎƛǘǎ όwƻŎƪǿƻƻŘ Ŝǘ ŀƭΦΣ мффпΤ 

Etman et al., 2012). Being a major health condition associated with ageing, the concept of frailty is 

almost universally accepted, but the operational definition remains controversial (Buckinx et al., 2015). 

Frailty is often regarded as a clinical syndrome that carries an increased risk for poor health outcomes 

including falls, incident disability, hospitalisation and mortality (Xue, 2012). This is what is defined as 

the clinical phenotype by Fried and colleagues, a well-defined syndrome with a biological basis (Fried 

et al., 2001). aƻǊŜ ǊŜŎŜƴǘƭȅΣ ƳǳƭǘƛŘƛƳŜƴǎƛƻƴŀƭ ŀǇǇǊƻŀŎƘŜǎ ƘŀǾŜ ŘŜŬƴŜŘ ŦǊŀƛƭǘȅ ŀǎ Ψŀ ŘȅƴŀƳƛŎ ǎǘŀǘŜ ǘƘŀǘ 

affects an individual who experiences losses in one or more domains (physical, psychological, social, 

ŀƴŘ ƳƻǊŜ ǊŜŎŜƴǘƭȅΣ ŀƭǎƻ ŜƴǾƛǊƻƴƳŜƴǘŀƭύΩ ό5Ŝ ²ƛǘǘŜ Ŝǘ ŀƭΦΣ нлмо; Gobbens, et al., 2010; Rockwood, et 

al., 2006). Also, different researchers point to the necessity to operationalise frailty as a 

multidimensional and dynamic concept that considers the complex interplay of physical, cognitive, 

psychological, social and environmental factors (Bergman et al, 2007; Armstrong et al., 2010; De Witte 

et al., 2013). The word frailty has a stigma attached pointing towards losses and decline. Although, 

frailty not solely has negative consequences in daily life, especially when the right care and support is 

present. This suggests that besides measuring the deficits of frailty, there is also a need to consider the 

strengths and resources of older adults (Buntinx et al., 2004). This is in line with Baltes and Smith (2003) 

who suggest the recognition of two faces of human ageing, including both the gains and the losses. 

Such gains might also be seen in the context of losses, as older adults may unfold unexpected 

substitute skills, collaborative relationships or creative strategies to overcome limitations (Hansson et 

al., 2001). In addition, people that have been classified by others as frail, do not always identify 

themselves as such (Grenier, 2007). 

 

1.4. Access to care and support 

 

In general, when looking at access to care and support, Belgium is often quoted as one of the best 

examples. This was reconfirmed by a recent report (from 2017) of the Health Consumer Powerhouse 

ŎƻƴŎƭǳŘƛƴƎ ǘƘŀǘ .ŜƭƎƛǳƳ Ƙŀǎ 9ǳǊƻǇŜΩǎ fourth best healthcare system when analysing on 48 indicators, 

considering areas such as patient rights and information, access to care, treatment outcomes, range 

and reach of services, prevention and use of pharmaceuticals. In terms of ΨŀŎŎŜǎǎƛōƛƭƛǘȅΩ (i.e. waiting 

times for treatment), Belgium even obtained the maximum score (Björnberg, 2017). 
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Nevertheless, several challenges in terms of access to care and support in Belgium remain. Although 

Belgium is considered to have an efficient and accessible health system, not everyone is able or literate 

to find the appropriate services. Research indicates that 6.4% of older adults in Belgium report care 

shortages (De Witte et al., 2010). Also, the Organisation for Economic Cooperation and Development 

(OECD) (2016) states that Belgium shows large inequalities: low-income people more often forgo 

health examinations due to costs, travelling distance or waiting times, compared to high-income 

people. Despite universal coverage, on average 8% of Belgian households declared in 2013 that they 

had to postpone healthcare for financial reasons (e.g. medical care, surgery, dental care, prescribed 

medicines, mental healthcare, eyeglasses or contact lenses).  

 

Already more than 30 years ago, Penchansky and Thomas (1981, p. 1) developed an influential 

ŦǊŀƳŜǿƻǊƪ ǿƘŜǊŜƛƴ ŀŎŎŜǎǎ ƛǎ ŘŜǎŎǊƛōŜŘ ŀǎ Ψŀ ƎŜƴŜǊŀƭ ŎƻƴŎŜǇǘ ǘƘŀǘ ǎǳƳƳŀǊƛǎŜǎ ŀ ǎŜǘ ƻŦ ƳƻǊŜ ǎǇŜŎƛŦƛŎ 

dimensions describing the fit between the patient and the healthcŀǊŜ ǎȅǎǘŜƳΩΦ ²ƛǘƘƛƴ ǘƘƛǎ ŦǊŀƳŜǿƻǊƪΣ 

ŦƛǾŜ !Ωǎ όŀŦŦƻǊŘŀōƛƭƛǘȅΤ ŀǾŀƛƭŀōƛƭƛǘȅΤ ŀŎŎŜǎǎƛōƛƭƛǘȅΤ ŀŘŜǉǳŀŎȅ όƻǊ ŀŎŎƻƳƳƻŘŀǘƛƻƴύ ŀƴŘ ŀŎŎŜǇǘŀōƛƭƛǘȅύ ǘƻ 

measure access to care were developed. Recently, Saurman (2016) has re-evaluated, improved and 

extended Penchansky and Thomas' framework to the actual context and added a sixth A, namely 

ΨŀǿŀǊŜƴŜǎǎΩΦ ¢ƘŜ ŦǊŀƳŜǿƻǊƪ ƻŦ tŜƴŎƘŀƴǎƪȅ ŀƴŘ ¢ƘƻƳŀǎ ƛǎ ǎǘƛƭƭ ŎƻƳƳƻƴƭȅ ǳǎŜŘ ŀƭǎƻ ƛƴ ŀ ōǊƻŀŘŜǊ 

context of access to services (United Nations Educational, Scientific and Cultural Organisation, 2013), 

for example to discover access barriers to healthy food (Usher, 2015; Zhang, 2017), access to energy 

security (Cherp and Jewell, 2014) and access to education (Lee, 2016); although it has never been used 

in a context of older adults and homecare. This lack of evidence on access to care and support for 

community-dwelling older adults can be defined as a gap in existing research.  

Furthermore, even when older adults are able to access care and support services, avoiding and 

reducing drop-out from care remains a challenge. Although there has been a considerable amount of 

policy attention and funding for researchers and healthcare providers concerning prevention programs 

within community-dwelling older adults in order to evaluate interventions which may reduce or delay 

institutionalisation, there has been limited attention for follow-up initiatives after an intervention or a 

preventive home visit (Cutchin et al., 2009; Mayo-Wilson et al., 2014; Mello et al., 2012; Van Durme et 

al., 2015). This is also an aspect that could use further exploration.  
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1.5. Research questions and dissertation structure 

 

As explained above, frailty within community-dwelling older adults does not necessarily have negative 

consequences in daily life, especially when high-quality tailored care and support services are present. 

However, older adults do not always find this appropriate care and support and are often left 

undetected (De Witte et al., 2010; Willemé, 2010). The present doctoral dissertation aims to explore 

which are the conditions to organise and provide access to this high-quality care and support for (frail) 

community-dwelling older adults.  

The following research questions where explored:  

Research question 1 

Which socio-demographic and socio-economic characteristics within community-dwelling adults can 

be associated with different types of care use?  

Research question 2 

What are the main barriers frail, community-dwelling older adults experience in accessing formal care 

and support (services) and how can access be improved?  

Research question 3  

What are the biggest expenditures of community-dwelling older adults and which costs are important 

in causing financial difficulties?  

Research question 4 

What can be the added value of a follow-up process after preventive home visits within community-

dwelling older adults to increase sustainable access to care and support? And how can this follow-up 

be organised?  

 

In order to give an answer to the formulated research questions, the doctoral dissertation consists of 

four studies:  

1. The first study investigates which different patterns of formal and informal care use that can 

be detected among Belgian community-dwelling older adults on the one hand and on the other 

hand what the relation is between socio-demographic/socio-economic characteristics, health 

needs and these identified patterns of care use; 
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2. The second study describes the barriers frail, community-dwelling older adults experience to 

access formal care and support services; 

3. The third study describes all income and expenditures of older adults with care needs living at 

home in order to evaluate the affordability of care and support for community-dwelling older 

adults; 

4. The fourth study reports on the added value of monthly telephonic follow-up (for older adults, 

(in)formal caregivers and society) after preventive home visits within a detection and 

prevention program for frail community-dwelling older adults.  

 

1.6. The D-SCOPE project 

 

The present doctoral dissertation is written in the frame of the D-SCOPE project. The D-SCOPE project 

is a four-year interuniversity, multidisciplinary research project (2015-2018) that investigates 

strategies for proactive detection of potentially frail, community-dwelling older adults, in order to 

guide them towards adequate support and/or care with a focus on empowerment.  

The D-SCOPE research team consists of neurologists specialised in dementia, psychologists specialised 

in neuropsychology and dementia, adult educational scientists specialised in social gerontology, 

general practitioners specialised in frailty in later life and social gerontologists specialised in public 

health. In the frame of the D-SCOPE project, seven doctoral dissertations were written. The present 

doctoral dissertation is one of them.  

 

The D-SCOPE acronym 

Detection: Proactive detection and prevention of frailty (from a physical, psychological, social, 

environmental, and cognitive perspective) 

Support: High-quality support, tailored to the older individual 

Care: High-quality care, tailored to the older individual 

Older people: (Independent) home-dwelling older people 

Prevention: Primary, secondary and tertiary prevention of frailty 

Empowerment: Supporting the autonomy and self-determination of older people, their informal 

carers and social environment 
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The D-SCOPE-project consisted of three research phases: 1) development of multidimensional frailty 

risk profiles; 2) identification of balancing factors and positive outcomes; and 3) development of a 

frailty balance assessment instrument and intervention.  

The first research phase of the D-SCOPE project consisted of the development risk profiles for 

multidimensional frailty, which included age, gender, marital status, level of education, household 

income, whether the respondent had moved in the previous ten years and country of birth (Dury et 

al., 2016). 

The second research phase aimed to examine how frail, older adults perceive their frailty, quality of 

life, care and support, meaning in life, and mastery (as in mastering their own situation and being in 

control of the situation they live in). It also aimed to identify balancing factors that might influence the 

relation between frailty and positive outcome variables. Another objective was to explore which life 

changes and turning points older people experience and how these affect their frailty, quality of life, 

care and support, meaning in life, and mastery (Dury et al., 2018). 

Within the third research phase, a D-SCOPE detection and prevention program was evaluated by 

means of a Randomised Controlled Trial (RCT). The RCT was conducted in three municipalities in 

Flanders (Belgium): Knokke-Heist, Ghent and Tienen. Study participants were community-dwelling 

older adults aged 60 years and over. The RCT compared usual care with an intervention that included 

a preventive home visit from a professional caregiver, tailored care and support when needed, and 

regular follow-up telephone calls (Lambotte et al., 2018). 

 

1.7. Description of datasets used for the dissertation  

 

The following table provides an overview of the four research articles that are being part of the 

dissertation, the study population that was investigated and the origin of the datasets used within the 

research.  



 

 
 

Table 1. Overview of research articles and origin of the data 

Title Study population Origin of the data Role of the 

researcher within 

the project 

Journal Status of the article 

1. Socio-demographic, 
socio-economic and 
health need differences 
between types of care 
use in community-
dwelling older adults 

12,481 community-
dwelling older adults who 
received any type of care 
or assistance, plus older 
people who were shown to 
be in need of care and 
assistance but did not 
receive it. 

The data used in the article is 
cross-sectional and originates 
from the Belgian Ageing 
Studies (BAS), a research 
project that explores the 
needs and aspects of quality 
of life among community-
dwelling older adults (i.e. 
informal care, formal care, 
frailty, well-being, social 
participation, housing, etc.) by 
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Chapter 2 : Socio-demographic, socio-economic and health 

need differences between types of care use in community-

dwelling older adults 

 

Abstract  

This article aims to identify relations between socio-demographic/socio-economic characteristics and 

the use of informal and formal care. All analyses were performed on data from the Belgian Ageing 

Studies, a survey among community-dwelling older people (60+) in Belgium. Latent class analyses were 

used to identify types of care use and bivariate analyses were used to assess differences within these 

types. Eight different types were identified. Results demonstrate that the use of formal care increases 

with age and is not related to socio-economic status. The conclusion highlights how the complexity of 

different types of care use might be a challenge for our ageing society. 

 

Keywords: informal care; formal care; older adults; socio-economic/socio-demographic characteristics  
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2.1.  Introduction  

 

Worldwide, the population is ageing. In Belgium, for example, the percentage of people older than 65 

years is predicted to grow from 18.3% in 2016 to 22.3% in 2030. The proportion of people aged 80 

years and older is projected to increase from 5.5% to 6.5% in the same period (Federaal Planbureau, 

2016). With increasing age, the possibility of becoming frail is growing, as is the accompanying need 

for care and support (Daniels et al., 2012; Regueras and Verniest, 2014). Responding to these 

developments, in mŀƴȅ ŎƻǳƴǘǊƛŜǎΣ ǘƘŜǊŜ ƛǎ ƛƴŎǊŜŀǎƛƴƎ ǇƻƭƛŎȅ ŀǘǘŜƴǘƛƻƴ ǘƻ ΨŀƎŜƛƴƎ ƛƴ ǇƭŀŎŜΩ ŀƴŘ 

ΨŎƻƳƳǳƴƛǘȅ-ōŀǎŜŘ ŎŀǊŜΩ ό{ƛȄǎƳƛǘƘ Ŝǘ ŀƭ., 2008; Wiles et al., 2011). This attention responds to people 

indicating that they want to live independently in their own homes for as long as possible, with 

appropriate formal and informal assistance. It is part of a long-term care policy in which 

institutionalisation is only deployed when home care is no longer an option (Vermeulen and Declercq, 

2011). These issues are increasingly recognised by policymakers. For example, in February 2016, the 

Belgian Federal Minister of Healthcare launched a project call for pilot projects developing strategies 

for chronic and integrated care for the ageing population (RIZIV, 2016). In recent years, preventive 

home-based support and health promotion for older people has gained more attention, with the aim 

of identifying older people who lack sufficient care (Stijnen et al., 2013). Accurate case-finding2 for 

older people in need of care is extremely important in order to provide the appropriate care and 

support at the right time (Ross et al.Σ нлммύΦ 5ŜǎǇƛǘŜ ǘƘŜ ŜǾƛŘŜƴǘ ƴŜŜŘΣ ΨǇǊŜǾŜƴǘƛǾŜ ƘƻƳŜ ǾƛǎƛǘǎΩ ŀǇǇŜŀǊ 

to have very limited results when studied. A possible explanation might be found in the fact that these 

interventions have been conducted in a general population of older people already benefiting from an 

elaborate level of assistance (Boumans et al., 2008). This emphasises the importance of accurate 

identification and case-finding for frail older adults who currently lack care (Sutorius et al., 2016). In 

order to maintain their independence and stay in their own home, older people are using a broad 

range of informal and formal assistance (Hoeck et al., 2011; Jacobs et al., 2016). Within older 

populations, access to informal and formal care services is extremely important for preventing 

illnesses, adapting therapies to changing needs, potentially reducing acute care costs and maintaining 

the health and well-being of the ageing population (Thorpe et al., 2011). Despite the fact that health 

needs and health services usage are higher among older groups, horizontal equity in care use remains 

relatively unexamined in the literature on older people (Allin et al., 2006; Artazcoz and Rueda, 2007). 

Access to care for older people continues to be a concern because as people grow older, they are more 

                                                           
2 Case-finding is the application of a diagnostic test or clinical assessment in order to optimally identify those 
with the disorder with minimal false positives. Case-finding is often performed in a selected population at high 
risk of a condition (Mitchell et al., 2011). 
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vulnerable to physical and financial constraints that might impede the timely utilisation of the health-

care services needed (Mobley et al., 2006). This is recognised by the European Commission, which 

stated in a recent report that health inequalities in European Union (EU) countries need to be reduced 

(OECD and EU, 2016). Most European countries have achieved universal (or near-universal) coverage 

of health-care costs for a core set of services, which usually includes consultations with doctors, tests 

and examinations, and hospital care. Nevertheless, large inequalities in health and life expectancy still 

exist between people with higher levels of education and income and the more disadvantaged (Draper 

and Fenton, 2014). This is largely due to the different exposure to health risks but also arises from 

disparities in access to high-quality care (Mackenbach et al., 2008; OECD and EU, 2016). Age seems to 

be a factor linked to unmet needs for medical care due to it being too expensive, there being too far 

to travel or it involving long waiting lists in most EU member states (Chaupain-Gauillot et al., 2015; 

Eurostat, 2016). Research shows that there are differences in the use of informal and formal care by 

older people according to their socio-demographic and socio-economic characteristics: people over 75 

years, as well as those who are disabled, single or widowed, are more likely to receive informal help 

from outside the household (Broese van Groenou et al., 2006). Paraponaris et al. (2012) also found 

that socio-demographic and socio-economic characteristics were an important predictor for the use of 

informal and formal care by frail older people. They concluded that low socio-economic status 

increases difficulties in accessing formal care and that public policies should better support informal 

care. The results of research in the UK indicate that older individuals in receipt of a lower income are 

significantly less likely to visit a general practitioner, specialist or dentist, although they often express 

a greater need (Allin et al., 2006). Suanet et al. (2012) also discovered that societal determinants such 

as culture, welfare state context and demographic composition have a role in understanding care use. 

Other research indicates several health factors associated with access to and use of formal care, such 

as functional capacity and health status (Blomgren et al., 2008; Matthews, 2015). In most existing 

research about personal characteristics and formal/informal care use, either the receipt of formal care, 

informal care or a combination of both is investigated (Broese van Groenou et al., 2016; Carrière et al., 

2006; Davey et al., 2005; Gannon and Davin, 2010). Several authors have already shown the existence 

of mixed care or support arrangements among home-care users (Hlebec, 2015; Hlebec and Flipovic 

IǊŀǎǘΣ нлмсΤ tƛƴǉǳŀǊǘ ŀƴŘ {ǀǊŜƴǎŜƴΣ нллнύΦ CƻǊ ŜȄŀƳǇƭŜΣ IƭŜōŜŎΩǎ όнлмрύ ŎŀǎŜ ǎǘudy in Slovenia 

investigated care arrangements among homecare users and gives information about how older adults 

combine informal care with formally provided care based on 22 activities of daily living (ADLs). 

Rodríguez (2013) also concluded that in Spain, 47.8% of community-dwelling older adults are receiving 

informal care, 4.9% formal care and 9.8% a combination of both. However, these studies did not 

investigate the different possible combinations of care providers within these arrangements. This is 

also stated by Carrière et al (2006), who indicated that although there are many studies on the use of 
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healthcare services among older adults, few have looked at the diverse combinations of formal and 

informal sources of assistance. While this research is without doubt very valuable, it focuses on a more 

restricted view of care combinations. In this article, more types and patterns of care use are 

investigated based on potential combinations of a broad range of care providers used by older adults 

in daily life. The perspective of this article is to go beyond the classical distinction between three 

patterns of care use (informal, formal and mixed care use). A good knowledge of the socio-

demographic and socio-economic profiles of older people can give very useful information to provide 

the appropriate care and support at the right moment and can avoid people in need being left 

undetected (Broese van Groenou et al., 2006). In response to the aforementioned research gaps, the 

current article addresses the following research questions: 

1. Which different patterns of formal and informal care use can be detected among Belgian 

community-dwelling older adults? 

2. What is the relation between socio-demographic/socio-economic characteristics, health needs 

and these identified patterns of care use? 

With the first research question, we aim to explore existing patterns of different informal, formal and 

mixed care usage among community-dwelling older adults, starting from their self-prescribed care 

usage. With the second research question, we investigate how socio-demographic/socio-economic 

characteristics and health needs relate within these patterns, with the aim of identifying groups that 

could benefit from using better preventive home-based support. 

2.2. Methods  

2.2.1. Data collection 

The data used in this study is cross-sectional and originates from the Belgian Ageing Studies (BAS), a 

research project that explores the needs and aspects of quality of life among community-dwelling 

older adults (i.e. informal care, formal care, frailty, well-being, social participation, housing, etc.) by 

using a standardised survey (for a full description, see De Donder et al., 2014). The data for the current 

article were gathered between 2008 and 2014 from 38,066 community-dwelling older adults aged 60 

years and over, living in 83 municipalities in the Dutch-speaking part of Belgium (Flanders) and in 

Brussels. The BAS project used a participatory peer-research method. It embraced older adults as 

essential partners in the project and as partners in the data collection. Older volunteers were recruited 

through local authorities and associations and trained in how to deliver and collect the questionnaires. 

The questionnaire was self-administered but, on request, the volunteers were allowed to clarify 

questions. If a respondent refused or had difficulty in filling in the questionnaire, the volunteer 

received a replacement address in the same quota category to obtain the intended sample size. The 
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respondent was free to participate, and anonymity was guaranteed. The respondent was assured of 

the right to refuse to answer, as well as of privacy. More information on the research methodology 

can be found in De Donder et al. (2014). 

 

2.2.2. Sample  

The municipalities involved decided voluntarily to participate in the research project. A representative 

sample was drawn in each participating municipality by randomly selecting community-dwelling older 

adults from relevant population registers, stratified by age (60ς69, 70ς79, 80+) and gender. The 

sampling fraction depended on the size of the municipality, varying between N = 109 and N = 984. This 

implies that the samples were representative for each municipality, not for the whole of Flanders. Only 

community-dwelling older people who received any type of care or assistance, plus older people who 

were shown to be in need of care and assistance but did not receive it, were included in the analysis 

in the current article (N = 12,481). The data consisted of 35.7% men and 64.3% women. In the sample, 

26.9% of the older adults were aged between 60 and 69 years, 36.0% were aged between 70 and 79 

years, and 37.1% were aged 80 years and over. Concerning their marital status, 56.4% of older adults 

were married, 33.5% widowed, 4.5% never married, 4.1% divorced and 1.6% cohabiting. In terms of 

education, 45.3% of older adults had completed only primary education (up to the age of 12 years) or 

had no qualification at all, while 11.7% had undertaken higher education. Finally, 21.0% of older adults 

had a monthly household ƛƴŎƻƳŜ ƻŦ ǳƴŘŜǊ ϵмΣлллΣ плΦр҈ ƻŦ ϵмΣлллςмΣпффΣ муΦу҈ ƻŦ ϵмΣрллς1,999 and 

мфΦт҈ ƻŦ ƳƻǊŜ ǘƘŀƴ ϵмΣфффΦ !ŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ /ƻƳǇǊŜƘŜƴǎƛǾŜ CǊŀƛƭǘȅ !ǎǎŜǎǎƳŜƴǘ LƴǎǘǊǳƳŜƴǘ ό/C!Lύ ό5Ŝ 

Witte et al.Σ нлмоύΣ ноΦр҈ ƻŦ ǘƘŜ ǎŀƳǇƭŜ ŀǇǇŜŀǊŜŘ ǘƻ ōŜ ΨƭƻǿΩ ŦǊŀƛƭΣ ооΦу҈ ǿŜǊŜ ΨƳƻŘŜǊŀǘŜΩ ŦǊŀƛƭ ŀƴŘ 

пнΦт҈ ǿŜǊŜ ΨƘƛƎƘΩ ŦǊŀƛƭΦ ¢ƘŜ ǊŜŦŜǊŜƴŎŜ ŎŀǘŜƎƻǊƛŜǎ ǿƛǘƘƛƴ ǘƘŜ Řŀǘŀ ƻŦ ǘƘŜ .!{ όǊŜǇǊŜǎŜƴǘŀǘƛǾŜ ƻŦ ǇŜƻǇƭŜ 

aged 60 and over in the participating municipalities) were 45.6% low frail, 33.3% moderate frail and 

21.1% high frail. 

 

2.2.3. Measures 

To measure informal and formal care use, respondents were asked if they received care from 15 

different possible care providers (persons or organisations), both informal and formal. These different 

items were divided into seven categories of care use (0 = no, i.e. receiving no help from this category; 

1 = yes, i.e. receiving help from this category). Four of the seven categories referred to informal care, 

that is, help and care from within: (1) the nuclear family (partner and/or children); (2) the extended 

family (grandchildren and/or other relatives); (3) friends and acquaintances; and (4) neighbours. The 

other three categories referred to formal care: (1) general practitioner; (2) home nursing; and (3) 

formal home assistance (home-care services, cleaning services, grocery services, chores services, 
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senior companion services, hot meals and/or day care/short-term care). In addition, an eighth category 

referred to a group of older people who indicated that they were in need of care and assistance but 

did not receive any such support. The following independent variables were measured: 

¶ Socio-demographic characteristics: gender (male, female); age (60ς69 years, 70ς79 years, 80 years 

and over) and marital status (married, never married, divorced, cohabitating, widowed). 

¶ Socio-economic characteristics: education (no education or primary education, lower-secondary 

education, higher-ǎŜŎƻƴŘŀǊȅ ŜŘǳŎŀǘƛƻƴΣ ƘƛƎƘŜǊ ŜŘǳŎŀǘƛƻƴύ ŀƴŘ ƳƻƴǘƘƭȅ ƘƻǳǎŜƘƻƭŘ ƛƴŎƻƳŜ όϵрллς

фффΣ ϵмΣлллςмΣпффΣ ϵмΣрллςмΣфффΣ ƳƻǊŜ ǘƘŀƴ ϵнΣлллύΦ 

¶ Health needs: ōŜƛƴƎ ƛƴ ƴŜŜŘ ƻŦ ƘŜƭǇ ŦƻǊ ǘƘǊŜŜ !5[ǎ όΨ5ƻ ȅƻǳ ƴŜŜŘ ƘŜƭǇ ǿƛǘƘ ǘƘŜ ŦƻƭƭƻǿƛƴƎ 

ŀŎǘƛǾƛǘƛŜǎΥ ǇŜǊǎƻƴŀƭ ŎŀǊŜΣ ƘƻǳǎŜƘƻƭŘ ŀŎǘƛǾƛǘƛŜǎ ŀƴŘ ǇŜǊǎƻƴŀƭ ƳƻōƛƭƛǘȅΚΩ ς yes/no). 

 

Table 2. Classes of informal care and formal care use of community-dwelling older adults: results 

Latent Class Analysis (N = 12,235) 

Classes of care use Class 1 Class 2 Class 3 Class 4 Class 5 Class 6 Class 7 Class 8 

Probability to receive care 
from 

        

    Nuclear family 70.48% 98.12% 71.93% 98.64% 84.36% 94.37% 0.00% 24.91% 
    Extended family 17.03% 52.49% 52.88% 85.11% 83.51% 53.55% 19.42% 2.78% 
    Friends and acquaintances 5.93% 6.87% 67.72% 86.90% 91.21% 8.80% 23.63% 0.83% 
    Neighbours 2.22% 14.85% 60.39% 88.69% 90.72% 22.28% 27.25% 0.66% 
    General practitioner 7.84% 40.74% 28.70% 71.67% 82.43% 60.54% 65.87% 4.30% 
    Home nursing 6.34% 0.00% 0.00% 14.45% 60.65% 82.15% 52.32% 18.18% 
    Formal home assistance 0.04% 36.18% 36.18% 11.49% 84.32% 66.58% 78.19% 86.41% 

 

2.2.4. Statistical analyses  

In a first step, latent class analysis (LCA) was performed to identify classes of informal care and formal 

care use among community-dwelling older adults. This technique is used to analyse relationships in 

categorical data and enables the characterisation of latent (unobserved) variables through analysing 

the structure of the relationships among several manifest (observed) variables. In this study, LCA 

categorised the groups of older people based on similarities in their informal and formal care use 

(McCutcheon, 1987). LEM software was used to conduct the LCA (Vermunt, 1997). To determine an 

optimal exploratory model, we started computing a latent class model with only one single latent class 

and increased the number of classes while checking for a model fit. The goodness of fit was assessed 

ǳǎƛƴƎ ǘƘŜ !ƪŀƛƪŜΩǎ LƴŦƻǊƳŀǘƛƻƴ /ǊƛǘŜǊƛƻƴ ό!L/ύ ŀƴŘ .ŀȅŜǎƛŀƴ LƴŦƻǊƳŀǘƛƻƴ /ǊƛǘŜǊƛƻƴ ό.L/ύ ƻŦ [-square. The 

lower the AIC and BIC, the better the model fit. To avoid creating too many classes of care use and to 

enhance manageability and interpretability, a model was accepted when both AIC and BIC showed 

negative values (Nylund et al., 2007). To detect boundary estimates, avoid local optima and ensure 
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that non-identified parameter estimates did not affect the values of the latent class probabilities, the 

chosen model was conducted 20 times using different starting values. We considered the best solution 

out of 20 as the global optimum (e.g. Van der Ark and Richards, 2006). In order to perform statistical 

analyses with classes derived from the LCA, we created a single latent variable with a set of underlying 

classes by modal class assignment (McCutcheon, 1987). The different classes were considered as a 

nominal variable in the final analytical model. In a second step, we analysed the data using the 

Statistical Package for the Social Sciences (SPSS), version 23, International Business Machines 

Corporation (IBM) using bivariate analyses. Chi-square analyses were performed to explore differences 

in socio-demographic/socio-economic characteristics and the health needs of older adults between 

the different classes of care use (developed by LCA in the first step). Additionally, we used standardised 

residuals to assess the strength of the difference between observed and expected counts and to 

investigate which cells were contributing the most to the chi-square value (Agresti, 2007). 

Standardised residuals greater than 2 are discussed. 

Table 3. Overview of the nine different classes  

Class Receiving help or care from Frequency (%) 

Class 1 Nuclear family  2,486 (19.9%) 

Class 2 Nuclear and extended family  2,346 (18.8%) 
Class 3 All informal caregivers 765 (6.1%) 
Class 4  All informal caregivers + general practitioner 1,018 (8.2%) 
Class 5 All informal + formal care providers  847 (6.8%) 
Class 6 Family (nuclear and extended) + all formal care 

providers 
1,616 (12.9%) 

Class 7 All formal care providers 558 (4.5%) 
Class 8 
Class 9 

Formal home assistance 
Nobody 

2,368 (19.0%) 
477 (3.8%) 

 

2.3. Results  

2.3.1.  Combinations of informal and formal care use of community-dwelling older adults  

Table 2 reports the results of the LCA. When both the AIC and BIC showed negative values, LCA 

reported eight different classes of care use among community-dwelling older adults (AIC = ς2,8781, 

BIC = ς477.2497). The first three classes of care use were characterised by older adults who were more 

likely to receive care that was dominated by informal caregivers. Class 1 represented 19.9% of the 

sample and consisted of older care recipients who were more likely to receive care only from nuclear 

family caregivers, that is, care from their spouse and/or children. Class 2 (18.8% of the sample) 

identified care recipients who were more likely to receive care from both nuclear and extended family 

caregivers, that is, care from their spouse, children, grandchildren and/or other relatives. Class 3 (6.1% 



 

30 
 

of the sample) comprised older people who were more likely to receive care from all different types 

of informal caregivers, that is, nuclear and extended family caregivers, friends and acquaintances, and 

neighbours. Second, there were three classes of care use characterised by older adults who were more 

likely to receive care from both informal caregivers and formal care providers. Class 4 (8.2% of the 

sample) identified older adults who were more likely to receive care from all informal caregivers in 

combination with care from their general practitioner. Older care recipients in class 5 (6.8% of the 

sample) were more likely to receive care from all informal caregivers in combination with care from all 

formal care providers, that is, care from their general practitioner, home nursing and formal home 

assistance. Class 6 represented 12.9% of the sample and consisted of older people who were more 

likely to combine informal care from their family (both nuclear and extended) with formal care from 

all formal care providers. Finally, two classes of care use consisted of older adults who were more likely 

to receive care dominated by formal caregivers. Class 7 (4.5% of the sample) comprised older care 

recipients who were more likely to receive care from all formal caregivers. Class 8 represented 19.0% 

of the sample and consisted of older people who were more likely to receive formal home assistance. 

Furthermore, 477 (3.8%) older adults reported to be in need of care but did not receive it (class 9). 

They were added as an additional class. An overview of the nine classes can be found in table 3. 

2.3.2.  Differences in informal and formal care use  

By means of Chi-square analyses, we compared these nine different classes according to their socio-

demographic/socio-economic characteristics and health needs (see table 4). We found several 

significant relationships between the socio-demographic/socio-economic characteristics, health needs 

and different classes. The standardised residuals allowed us to investigate which classes were 

contributing the most to the Chi-square value. These results are described in the following. 

Gender 

Compared to the other classes, older people who received care from all informal caregivers in 

combination with their general practitioner were more likely to be male (class 4, 43%). Likewise, people 

who reported that they were in need of care and support but were not receiving it from anyone were 

more likely to be male (class 9, 43.2%). 
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Age 

Older adults who were receiving care from their nuclear family caregivers (class 1, 39.1%), from 

different kinds of informal caregivers (both nuclear and extended family, friends, and neighbours) 

(class 3, 32.8%) and from all informal caregivers in combination with their general practitioner (class 

4, 35.7%) were more likely to be younger (60ς69 years). Also, the group of people who reported that 

they were in need of help but were not receiving it from anyone tended to be younger (60ς69 years) 

(class 9, 43.2%). People who were receiving care and support from both their nuclear and extended 

family (class 2, 39.9%) and also from all informal and formal care providers (class 5, 50.5%), from family 

caregivers (both nuclear and extended) in combination with formal caregivers (class 6, 56.7%), and 

from all formal caregivers (class 7, 46.2%) were more likely to be aged 80+. 

Marital status  

Older adults who were receiving help and support from their nuclear family (class 1, 67.1%), from 

family caregivers (both nuclear and extended) (class 2, 61.5%) and from all informal caregivers 

combined with their general practitioner (class 4, 66.8%) were more likely to be married. Older adults 

who were receiving help from all informal caregivers (class 3, 9.7%), from all informal and formal 

caregivers (class 5, 6.7%), from all formal caregivers (class 7, 19.7%), and formal home assistance (class 

8, 5.8%) were more likely never to have been married. Older adults who were receiving help from all 

formal caregivers (class 7, 7.1%) and formal home assistance (class 8, 5.0%) were more often divorced, 

while older adults who received support from all informal caregivers (class 3, 38.2%), from all informal 

and formal caregivers (class 5, 43.0%), from a combination of family caregivers (nuclear and extended) 

and formal caregivers (class 6, 45.4%), from all formal caregivers (class 7, 44.3%), and formal home 

assistance (class 8, 36.4%) were more likely to be widowed. Older people indicating that they were in 

need of care and support but who were not receiving it from anyone were more often married (class 

9, 65%) or divorced (class 9, 7.1%). 

Education 

Older adults receiving help from family caregivers (both nuclear and extended) (class 2, 49.1%) and 

from family caregivers (both nuclear and extended) in combination with all formal caregivers (class 6, 

55.6%) more often tended to have no education, or only primary education. Older adults who were 

receiving help from all informal caregivers (class 3, 17.2%) and formal home assistance (class 8, 14.8%) 

were more likely to have undertaken higher education. Also, older people indicating that they were in 

need of care and support but were not receiving it from anyone were more often highly educated 

(class 9, 24.2% higher-secondary education and 18.5% higher education). 
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Income  

Older adults who received care from family caregivers (nuclear and extended) in combination with 

formal caregivers (class 6, 25.5%), from only formal caregivers (class 7, 23.1%) and formal home 

assistance (class 8, 23.1%) were more likely to have a lower ƘƻǳǎŜƘƻƭŘ ƛƴŎƻƳŜ όϵрллς999). Older 

people who received help from all informal and formal caregivers (class 5, 45.3%) and from family 

caregivers (nuclear and extended) in combination with formal caregivers (class 6, 46.9%) more often 

ƘŀŘ ŀƴ ƛƴŎƻƳŜ ƻŦ ϵмΣлллς1,499. Older people who were more likely to receive care from the nuclear 

family (class 1, 21.2% and 25.3%) and from all informal caregivers in combination with their general 

ǇǊŀŎǘƛǘƛƻƴŜǊ όŎƭŀǎǎ пΣ нмΦф҈ ŀƴŘ ноΦп҈ύ ƻŦǘŜƴ ƘŀŘ ǘƘŜ ƘƛƎƘŜǎǘ ƛƴŎƻƳŜǎ όϵмΣрллς1,ффф ŀƴŘ ϵнΣлллҌύΦ 

Older adults who indicated they were in need of care and support but did not receive it from anyone 

ŀƭǎƻ ǘŜƴŘŜŘ ǘƻ ƘŀǾŜ ŀ ƘƛƎƘ ƛƴŎƻƳŜ όҗϵнΣлллҌύ όŎƭŀǎǎ фΣ омΦн҈ύΦ 

Health needs 

Older adults who received care from all informal and formal caregivers (class 5, 35.0%), from family 

caregivers (nuclear and extended) and formal caregivers (class 6, 60.6%), and from all formal caregivers 

(class 7, 30.6%) reported more often that they were in need of help with ADLs (personal care, 

household activities and personal mobility). 

 

 

 

 

 

 

 

 

 

  



 

 
 

Table 4. Socio-demographic and socio-economic characteristics of older people according to their class of care use  

Socio-demographic, 
socio-economic characteristics and 

health needs 

Sample of care 
users  

Classes of care use (%) X2 

Class 1 Class 2 Class 3  Class 4 Class 5  Class 6  Class 7 Class 8 Class 9 

Gender 
Male  35.7% 36.3 34.2 37.9 43.0* 36.7 34.4 32.1 32.5 43.2* 54.695** 

Female 64.3% 63.7 65.8 62.1 57.0 63.3 65.6 67.9 67.5 56.8  

Age 
60-69 26.9% 39.1* 23.0 32.8* 35.7* 15.4 14.2 19.6 23.1 44.9* 874.035** 
70-79 36.0% 37.4 37.1 34.6 38.6 34.1 29.2 34.2 38.6* 36.3  
80+ 37.1% 23.5 39.9* 32.5 25.7 50.5* 56.7* 46.2* 38.3 18.9  

 
 

Marital status  

Married 56.4% 67.1* 61.5* 44.9 66.8* 45.3 50.6 28.7 51.4 65.0* 1030.139** 
Never married 4.5% 4.7 0.8 9.7* 0.6 6.7* 1.1 19.7* 5.8* 5.8  

Divorced 4.1% 4.3 2.6 5.6 4.2 4.0 2.2 7.1* 5.0* 7.1*  
 Cohabitating 1.6% 1.9 2.0 1.6 2.0 1.1 0.7 0.2 1.5 2.6  
 Widowed 33.5% 22.0 33.1 38.2* 26.4 43.0* 45.4* 44.3* 36.4* 19.5  

Education 
No ed. - prim. ed 45.3% 41.7 49.1* 37.3 45.0 49.6 55.6* 47.2 41.4 33.0 256.776** 
Lower sec. ed.  26.0% 27.0 26.3 26.0 24.6 25.9 26.4 26.4 25.2 24.2  

Higher sec. ed.  17.0% 18.5 14.8 19.6 19.2 15.1 12.4 14.6 18.6 24.2*  
 Higher ed.  11.7% 12.7 9.8 17.2* 11.3 9.4 5.7 11.8 14.8* 18.5*  

 
Income 

рллϵ-фффϵ 21.0% 17.2 21.4 18.4 14.9 22.5 25.5* 31.1* 23.1* 15.7 281.471** 

млллϵ-мпффϵ 40.5% 36.3 40.3 38.8 39.8 45.3* 46.9* 42.2 40.7 33.9  

мрллϵ-мфффϵ 18.8% 21.2* 19.3 21.6 21.9* 16.4 16.2 17.0 16.5 19.2  
 More than 

нлллϵ 
19.7% 25.3* 19.0 21.2 23.4* 15.8 11.4 9.7 19.7 31.2*  

Need of help 
for 3 activities 

Pers. care, 
household act., 
pers. mobility 

 
23.1% 

 
13.3 

 
17.1 

 
9.2 

 
13.2 

 
35.0* 

 
60.6* 

 
30.6* 

 
17.9 

 
8.5 

 
2604.492** 

Note. * = standardised residuals greater than | 2|; ** = p Җ лΦллм 
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2.4. Discussion 

In this article, we have investigated different types of care use and how socioeconomic/socio-demographic 

characteristics and the care needs of older adults relate to their care utilisation. By using data from the BAS 

(De Donder et al., 2014) and by performing LCA, we created classes of informal and formal care use. We 

furthermore compared the nine different classes according to their socio-demographic/socioeconomic 

characteristics and their health needs. The first research question concerned the identification of patterns 

of care use by community-dwelling older adults. Classically, research about patterns of formal and informal 

care describes a care mix consisting of three types of care use among older adults: the use of formal care; 

the use of informal care; and/or a combination of formal and informal care use (Broese van Groenou et al., 

2016; Gannon and Davin, 2010). However, this study identified eight different classes of care use among 

community-dwelling older adults and showed a more diversified and detailed pattern of care combinations. 

They are delivered by different combinations of a broad range of informal and formal care providers: the 

nuclear family (partner and/ or children) (class 1); the nuclear and extended family (grandchildren and/or 

other relatives) (class 2); all informal caregivers (class 3); all informal caregivers and the general practitioner 

(class 4); all informal and formal care providers (class 5); the nuclear and extended family in combination 

with all formal care providers (class 6); all formal care providers (class 7); and formal home assistance 

(home-care services, cleaning services, grocery services, chores services, senior companion services, hot 

meals and/or day care/short-term care) (class 8). This is in accordance with recent research indicating the 

existence of mixed care networks for community-dwelling older adults (Broese van Groenou et al., 2016; 

Hlebec, 2015; Hlebec and Flipovic Hrast, 2016). Nevertheless, there are some national particularities: 

Haberkern and Szydlik (2010) discovered that older adults use formal care services more frequently in 

Northern European countries because intergenerational care is less prevalent than in Southern and Central 

9ǳǊƻǇŜŀƴ ŎƻǳƴǘǊƛŜǎΦ ¢ƘŜǊŜ ŀǊŜ ŀƭǎƻ ƻǘƘŜǊ ǎƻŎƛŜǘŀƭ ŎƻƴŘƛǘƛƻƴǎ ǘƘŀǘ ŘŜǘŜǊƳƛƴŜ ƻƭŘŜǊ ŀŘǳƭǘǎΩ ŎŀǊŜ ǳǎŜΥ ƻƭŘŜǊ 

adults are more likely to receive only formal home care or a combination of formal and informal care in 

countries with more extensive welfare state arrangements (national health insurance, higher pensions, 

etc.) (Suanet et al., 2012). Looking at the Belgian welfare system in particular, on the one hand, nursing and 

personal care, both in residential care facilities and at home, are largely part of the public health-care 

system, which combines universal coverage with relatively low rates of out-of-pocket payment. On the 

other hand, the availability of home help, which is organised and subsidised by regional authorities, is 

limited through yearly quotas (Geerts and Van den Bosch, 2012). Although the contribution made by 

informal caregivers has declined slightly over the last few decades, it is still, and by far, the biggest source 

of help for the elderly in Belgium (De Koker et al., 2007). Nevertheless, recent research about Belgium 

reports increasing transitions from informal care to formal care (Geerts and Van den Bosch, 2012). Based 

on our data, we found strong usage of both formal and informal care with a wide range of combinations in 

between. The second research question addressed the relation between socio-demographic/socio-
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economic characteristics and care needs, on the one hand, and types of care use, on the other, in order to 

have a better scope for preventive health initiatives among community-dwelling older adults. This study 

shows that older people who were receiving help from their nuclear family (class 1) or extended family 

(class 2) were more often married; older people who were receiving only formal care (classes 7 and 8) more 

often had no partner (i.e. never married, widowed or divorced). Broese van Groenou et al. (2006) clearly 

report that marital status influences the use and availability of informal help. On the other hand, we noticed 

that when people used a combination of informal and formal care (classes 5 and 6) or intensive formal care 

(class 7), they were more often older (80+) and in need of help with personal care, household activities and 

personal mobility. This is in line with research indicating that the amount and frequency of care use 

increases with age (Byrne et al., 2009; Regueras and Verniest, 2014). Older adults who received informal 

care from their nuclear family or a combination of informal care and their general practitioner more often 

had higher household income. Older adults who received different forms of formal care and less informal 

ŎŀǊŜ ƳƻǊŜ ƻŦǘŜƴ ƘŀŘ ǘƘŜ ƭƻǿŜǎǘ ƛƴŎƻƳŜǎ όϵрллς999). Older adults within the class of people receiving care 

from family caregivers (both nuclear and extended) (class 2) or in the class that combines care from family 

(both nuclear and extended) with care from all formal care providers (class 6) were more often uneducated 

or had only primary education. This contradicts existing research from Broese van Groenou et al. (2006), 

which found that low socio-economic status impedes the access and use of formal care. A possible 

explanation can be found in the very accessible and widespread Belgian system of health care and social 

security, with low income-related patient contributions (RIZIV, 2016). The group of older adults that 

indicated they were in need of care or support but were not receiving it from anyone (class 9) were more 

often married people aged 60ς69 years old, who had a high education and a high monthly household 

incomŜ όϵнΣлллҌύΦ 

2.4.1. Limitations and future research  

This analysis in this article has some limitations. Although this research indicates that older care recipients 

can receive care and support from a broad range of both formal and informal care providers, it is not clear 

which caregiver or intervention contributes the most to their ability of self-manage or delays the 

institutionalisation of community-dwelling older people. Recently, research has been conducted examining 

the effectiveness of home-care interventions for frail older people (De Almeida Mello et al., 2016; Van 

Durme et al., 2015). Further research could explore the effectiveness of informal and formal care 

interventions within the different classes of care use. A second limitation can be found in the origin of the 

data sample. While all included individuals were older people who received some form of help or assistance 

or who indicated that they were in need of care and assistance but did not receive it, there was no 

comparison made with their level of frailty. Research indicates that some socio-economic or socio-

demographic characteristics are risk characteristics for frailty (e.g. increased age, having no partner, lower 

educational level, lower income) (Dury et al., 2016). It would be interesting to identify highly frail people 
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within the different classes in order to customise care and support at the right time and tackle unmet needs. 

Third, due to the cross-sectional nature of the data, it is not possible to make causal statements about the 

relationship (Field, 2009). For that reason, we cannot determine whether some socio-economic and socio-

demographic characteristics influence the care use classes or vice versa (despite gender and age). Future 

research could provide evidence related to the temporality of these relationships. Finally, a more 

qualitative approach could be useful to enhance understanding of the mechanisms and reasons behind the 

care use of older adults. This will form the topic of a subsequent article. 

2.5. Conclusion and policy implications  

Several types of formal and informal care use can be identified within our data, with a broad range of formal 

and informal care providers involved. This study gives insight into the complexity of the care mix among 

community-dwelling older adults. This study also indicates that there were still a certain number of older 

people who indicated that they were in need of care and support but did not receive it from anyone. A 

remarkable feature is that this group of people do not seem to have a low socio-economic status. People 

who used formal care or all possible caregivers were more often older, while people who were using 

informal caregivers were more likely to be younger. Older people who benefited from informal care were 

more often higher educated and had a higher monthly household income, while older adults who only 

received different forms of formal care more often had the lowest incomes. It seems that social capital goes 

with economic capital among older people. There is some evidence that a good education leads to better-

paid occupations and thus to more wealth and better pensions in later life (Bosma et al., 1999; Grundy and 

Slogett, 2003). Research by Chapell and Blandford (1991) has already stated that, in the first instance, older 

people use their informal network to deal with their care needs and then progressively use formal care as 

they become older, face higher needs or when an informal network is lacking. Habib et al. (1993) also came 

to the conclusion that when older people live alone, the formal system replaces the family. Socio-economic 

characteristics (level of education and income) have no significant relation with the access and use of formal 

care. This emphasises the fact that Belgium has a high-performing and accessible health-care system. 

Although people with lower monthly household incomes do not experience barriers in accessing formal 

care, they seem to lack informal care and support. This emphasises that case-finding is extremely important 

to ensure that interventions target older people with defined care needs and to identify those people 

lacking care and support. Community-centered care, recognising different access to formal and informal 

resources, might provide an answer to that. 
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Appendix: questionnaire Belgian Ageing Studies  

1. ½ƛǇ ŎƻŘŜ όǇƭŜŀǎŜ Ŧƛƭƭ ƛƴύΥ ΧΧΧΧΧ 
 

2. Part ƻŦ ǘƘŜ ƳǳƴƛŎƛǇŀƭƛǘȅ όǇƭŜŀǎŜ Ŧƛƭƭ ƛƴύΥ ΧΧΧΧΧ  
 

3. How old are you (please fill in)?            
 

ΧΧΧΧΧ ȅŜŀǊǎ  

 
4. Sex (please fill in):  

1. Male   

2. Female   

 
5. Wich nationality do you have (please fill in)? 

 

1. Belgian  

нΦ hǘƘŜǊΥ ΧΧΧΧΧΧΧΧΧΧΦΦόǇƭŜŀǎŜ Ŧƛƭƭ ƛƴύ  

 
6. Which country were you born in (please fill in)? 

 

1. Belgium  

нΦ hǘƘŜǊΥ ΧΧΧΧΧΧΧΦΧΧΧΦΦόǇƭŜŀǎŜ Ŧƛƭƭ ƛƴύ  

 

7. What is your highest educational degree that you have obtained (please tick where applicable)? 
 

1. No degree obtained  6. Higher vocational education  

2. Primary education  7. Higher technical education   

3. Lower secondary vocational 
education 

 8. Higher secondary education   

4. Lower secondary technical 
education 

 9. Higher non-university education  

5. Lower secondary education   10. University education   

 
8. Civil status: (please tick where applicable) 
 

 YES  

1. Married  {ƛƴŎŜΧ  

2. Never been married   

3. Divorced  {ƛƴŎŜΧ 

4. Cohabitation  {ƛƴŎŜΧ 

5. Widow(er)  {ƛƴŎŜΧ 

6. Celibatarian  {ƛƴŎŜΧ 

 
9. How many living children of your own/adopted do you have (please fill in)? 
 

ΧΧΧ ŎƘƛƭŘǊŜƴ 

 
10. How many living grandchildren do you have (please fill in)? 
 

ΧΧ ƎǊŀƴŘŎƘƛƭŘǊŜƴ 
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11.  Who else lives in your household besides you? (you may select more than one alternative) 
 

 
 
 
 
 
 
 

 
12. What is or was your main occupation (please tick where applicable)? 

 

1. Unskilled labourer  7. Farmer  

2. Skilled labourer  8. Professional  

3. Assistant of a self-employed person  9. Company manager  

4. Low-level office worker  10. Wholesaler    

5. High-level office worker  11. Other self- employed 
 person  

 

6. Other type of employee   12. Housewife/-Husband   

 
13. How long have you been living in your municipality (please fill in)? 
 

ΧΧΧΧΧ ȅŜŀǊǎ 

 
14. How old is your house (please fill in)? 
 

ΧΧΧΧΧ ȅŜŀǊǎ 

 
15. Which statement regarding your house is applicable to you (please tick where applicable)? 
 

1. I am the owner   

2. I am a tenant (private market)   

3. I am a tenant (council estate)   

4. None of the above   

 
 

16. What is your current housing situation (please tick where applicable)? 
 

1. Living at home independently in a single-family house   

2. Living at home independently in an apartment   

3. Living at home independently in a studio apartment  

4. Living in with children  

5. Service flat  

6. Living together in group   

7. Kangaroo-living or intergenerational living  

 
 
 
 
 
 
 
 
 
 
 

 1. Yes 2. No 

1. Partner   

2. Child(ren)   

3. Grandchild(ren)   

4. Parent(s)   

5. Other(s)   
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17. Which statements are applicable to your house (please tick all appropriate items)? 
 
1 = Not applicable at all   4 = Rather applicable     
2 = Rather not applicable    5 = Completely applicable 
3 = Neither applicable / nor inapplicable 

 

 1 2 3 4 5 

1. House is too big      

2. House is too small       

3. House is in a bad condition/poorly kept      

4. I have to walk up a flight of stairs to enter the house       

5. The thresholds are too high (inside or outside the house)      

6. There are stairs in the house       

7. I have to walk up the stairs to go to the toilet       

8. House is too expensive      

9. House runs the risk of being burglared       

10. House is not very comfortable       

11. House is too noisy (bad sound insulation)       

12. It is difficult to heat the house      

13. Insufficient comfort in the house      

14. I do not like the neighbourhood       

15. Distance to facilities is too big (e.g. shop, bank, etc.)      

16. Distance to children is too big      

 

18. Which of the following is available in your house (ǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ǿƘŜǊŜ ŀǇǇƭƛŎŀōƭŜ)? 
 

   
     

1. Yes 2. No 

1. Bath or shower   

2. Central heating   

3. Toilet inside the house   

4. Telephone    

5. Smoke detector    

 

19. What is your point of view regarding the following possibilities (please tick all appropriate items)? 
 

  1 = Extremely negative          4 = Rather positive  
  2 = Rather negative     5 = Extremely positive  

3 = Neither negative / nor positive 
 

 1 2 3 4 5 

1. Leaving your house unchanged       

2. Adapting your house to your needs       

3. Moving to an adapted type of housing      

4. Moving to a retirement home / nursing home      

5. Moving in with your children       

6. Living together with a few older people, with separate living areas       

7. Moving to a service flat       
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20. Have you moved in the previous 10 years (please tick where applicable)? 
 

1. Yes  

2. No  

 

 LŦ ΨȅŜǎΩΣ Ƙƻǿ Ƴŀƴȅ ȅŜŀǊǎ ŀƎƻΚ                     ΧΧΧΧΧ years 

 

LŦ ΨȅŜǎΩ ǿƘŀǘ ǿŀǎ ǘƘŜ ȊƛǇ ŎƻŘŜ ƻŦ ȅƻǳǊ ǇǊŜǾƛƻǳǎ ŀŘŘǊŜǎǎΚ      ΧΧΧΧΧΧΧ Zip code 

 
LŦ ΨƴƻΩΣ ƳƻǾŜ ƻƴ ǘƻ ǉǳŜǎǘƛƻƴ нн 

 
 
21. Please indicate the most important motives/reasons to move (please tick yes or no): 
 

 1. Yes 2. No 

1. Loneliness   

2. Need for social contacts   

3. Not becoming independent of children   

4. Housing problems   

5. Health problems   

6. Financial situation   

7. Presence of several services in the local environment (bank, shop, etc.)   

8. Attractive environment   

9. Feelings of unsafety   

 
 

22. How often do you have contact with people living in your neighbourhood (please tick where applicable)? 
  

 

 

 

 

23. How do you feel about this contact (please tick)? 
 

1. Very negatively  

2. Rather negatively  

3. Neither negatively nor positively  

4. Rather positively  

5. Extremely positively  

 
 

24. How often do you leave your home in the evening? (please tick where applicable)? 
 

1. Never  

2. Once a month or less  

3. Several times a month  

4. Once a week  

5. A couple of times a week or more  

 
 
 
 
 

1. Never  

2. Once a month or less  

3. Several times a month  

4. Once a week  

5. Various times a week or more  
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25. How much do you enjoy living in your neighbourhood (please tick where applicable)? 
 

1. Not at all  

2. Not really  

3. Neutral  

4. Much  

5. Very much  

 
 

26. To what extend do you feel connected with what is happening in your neighbourhood (please tick where 
applicable)?  
 

1. Not connected at all 2. Not very connected оΦ LǘΩǎ hY 4. Connected 5. Very connected 

     

 

27. Which of the statements below are applicable to your neighbourhood (ǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ŦƻǊ ŜŀŎƘ 
case)? 

  

 1. Yes 2. No 

1. Not enough facilities    

2. Traffic is too heavy   

3. Few acquaintances/ friends/relatives living in this 
neighbourhood  

  

4. Unpleasant neighbourhood   

5. Only older people live in this neighbourhood   

6. Too many youngsters live in this neighbourhood   

7. Degeneration/ pollution    

8. Unsafety/ crime    

9. Bad mentality    

10. Obstacles in the living environment   

11. Too many foreigners in the neighbourhood   

12. Noise pollution    

 
  

28. Which of the facilities mentioned below are insufficiently present in your neighbourhood (ǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ 
ƻǊ ΨƴƻΩ ŦƻǊ ŜŀŎƘ case)?   

  

 1. Yes 2. No  1. Yes 2. No 

1. DǊƻŎŜǊΩǎ   13. Swimming pool    

2. Bank    14. Library    

3. Pharmacy    15. Community centre    

4. Family doctor (GP)   16. Lighting    

5. Butcher   17. Mobile shop    

6. Bakery    18. Cinema    

7. Benches    19. Theatre    

8. Public toilets    20. Post office    

9. Public transport   21. Pub    

10. Bus stop    22. Green area/ park    

11. Services centre    23. Pedestrian crossings    

12. Sports centre      
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29. Do you think that in your neighbourhood sufficient events are being organised for the over-sixties (please 
tick when appropriate)? 

 

1. Largely insufficient  2. Insufficient  3. So-so  4. Sufficient  5. More than 
sufficient 

     

 
 
 

30. How do you get around (please tick all appropriate items)? 
 

 1. 2. 3. 4. 5. 

 Never  
 

Less than 1x/ 
month 

Monthly  1 to 2 
times/week  

Almost 
daily  

1. On foot       

2. Car       

3. Bicycle       

4. Bus/ tram / underground      

5. Train       

6. Taxi       

7. Ring and ride       

8. Transport organized by private/public 
services (ex. 
Mindermobielencentrale, transport 
with ǾƻƭǳƴǘŜŜǊǎΣ Χύ 

     

 
 
 

31. To which extent do you agree with the following statements (please tick when appropriate)?  
 

1 = I completely disagree   4 = I agree  
2 = I disagree     5 = I completely agree  
3 = I neither agree/ nor disagree 

 

 1 2 3 4 5 

1. These days, it is too dangerous to go out on the streets at night       

2. It is too dangerous to leave children alone on the street these days       

3. L ǎŜƭŘƻƳ Ǝƻ ƻǳǘ ŀƭƻƴŜ ōŜŎŀǳǎŜ LΩƳ ŀŦǊŀƛŘ ƻŦ ōŜƛƴƎ ŀǎǎŀǳƭǘŜŘ ŀƴŘ ǊƻōōŜŘ      

4. One has to be extra careful on the streets at night      

5. Over the past 10 years the streets have become more dangerous      

6. I do not open the door when the bell rings in the evening and at night      

7. An alarm system is necessary these days      

8. When going on vacation I am afraid to leave my house unguarded       

9. I generally trust my neighbours to look out for my property      

10. People in my neighbourhood are very willing to help each other out      
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32. To which extent do you agree with the following statements (please tick al appropriate items)?  
 

1 = I completely disagree   4 = I agree  
2 = I disagree     5 = I completely agree  
3 = I neither agree/ nor disagree 

 1 2 3 4 5 

1. Last year, I have been assaulted or physically harmed by a person whom I knew      

2. Last year, I have been touched unwontedly or I was obliged to undress myself for a 
person whom I knew 

     

3. Last year, I have been forced by a person whom I knew, to sign papers or to give 
money or goods without my will 

     

4. Last year, I have felt anxious, ashamed or threatened by accusations of a person 
whom I knew 

     

5. Last year, I have experienced difficulties when I made an appeal on help from a 
person whom I knew (toilet, getting dressed, purchases, meals, household, taking 
medicines, receiving appropriate materials) 

     

6. Last year, a person who I knew, has hindered me to read my mail, to meet friends or 
acquaintances or to have leisure activities 

     

 
33. Considering the last few weeks, to which extent do you agree with the following statements (please tick all 

appropriate items)? 
 

1 = Not at all     3 = More than usual 
2 = Not more than usual   4 = Considerably more than usual 

 

 1 2 3 4 

1. I have trouble sleeping and often lay awake due to troubles     

2. I feel unhappy and depressed     

3. L ŦŜŜƭ ƭƛƪŜ LΩƳ ƭƻǎƛƴƎ Ƴȅ ǎŜƭŦ-confidence     

4. I feel like I cannot cope with the problems     

5. L ŦŜŜƭ ƭƛƪŜ LΩƳ ǳƴŘŜǊ Ŏƻƴǎǘŀƴǘ ǇǊŜǎǎǳǊŜ     

6. L ŦŜŜƭ ƭƛƪŜ LΩƳ ƴƻǘ worth anything anymore     

7. I feel like my memory is letting me down      

  

34. To which extent do you agree with the following statements (please tick all appropriate items)? 
 

1 = I completely disagree   4 = I agree  
2 = I disagree     5 = I completely agree  
3 = I neither agree/nor disagree  

 1 2 3 4 5 

1. I experience an emptiness       

2. ¢ƘŜǊŜ ŀǊŜ ŜƴƻǳƎƘ ǇŜƻǇƭŜ ǿƘƻƳ L Ŏŀƴ ǊŜƭȅ ƻƴ ǿƘŜƴ LΩƳ ƛƴ ǘǊƻǳōƭŜ      

3. I know many people whom I can rely on totally      

4. There are enough people with whom I feel a bond      

5. I miss having people around me      

6. L ƻŦǘŜƴ ŦŜŜƭ ƭƛƪŜ LΩǾŜ ōŜŜƴ ƭŜŦǘ ƛƴ ǘƘŜ ƭǳǊŎƘ      
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35. Please choose the answer that most accurately describes the way you felt last week (please tick all 
appropriate items)?  

 

 1. Yes 2. No 

1. Are you generally satisfied with your life?    

2. Do you frequently feel bored?    

3. Do you often feel desperate?    

4. Would you rather stay at home than to go out and explore new activities?    

5. Do you feel useless at this moment?    

 

36. How often do you pay/receive a visit to/from or do you call over the telephone with (please tick all 
appropriate items): 

 

 1. 2. 3. 4. 5. 6. 

 Never 
 

Less than once 
per month 

Monthly 1 to 2 
times/week 

(Almost) 
daily 

Not 
applicable 

1. Children       

2. Son/Daughter-in-law       

3. Grandchildren       

4. Brothers/Sisters       

5. Parents        

6. Other relatives        

7. Friends/acquaintances        

8. Neighbours/People from the 
neighbourhood  

      

 

37. To which extent are you satisfied with your contacts with the following persons (please tick all appropriate 
items): 

 
1 = Completely dissatisfied    4 = Rather satisfied  

  2 = Rather dissatisfied     5 = Very satisfied 
  3 = Neither dissatisfied/nor satisfied   6 = Not applicable 
 

 1 2 3 4 5 6 

1. Partner       

2. Children       

3. Son/Daughter-in-law       

4. Grandchildren       

5. Brothers/Sisters       

6. Parents        

7. Other relatives        

8. Friends/acquaintances        

9. Neighbours/people from the 
neighbourhood  
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38. Have the following activities been hampered by your state of health, if so, for how long (please tick all 
appropriate items)? 

 1. 2. 3. 

 More than 3 
months 

3 months or 
less 

Not at all 

1. Very demanding activities like lifting up heavy 
objects, etc. 

   

2. Less demanding activities (e.g. carrying shopping 
bags) 

   

3. Walking up a hill or some stairs     

4. Bending down, lifting up or bending over    

5. Going for a short walk     

6. Eating, dressing, taking a shower/bath or going to 
the toilet  

   

7. Household chores     

8. Social activities (e.g. visit family or friends)     

 
39. Did you start eating less in the last three months because of a lack of appetite, digestive disorders or 

problems with chewing and/or swallowing? (please tick) 
 

1. 2. 3. 

Yes, I have a very poor 
appetite  

Yes, I have less appetite bƻΣ Ƴȅ ŀǇǇŜǘƛǘŜ ƘŀǎƴΩǘ 
changed 

   

 
40. Did you lose weight in the past three months? (please tick) 
 

1. 2. 3. 

Yes, more than three kilo Yes, between one and 
three kilo 

No, I havent had any 
weight loss 

   

 
41. How would you judge your nourishment situation? (please tick) 
 

1. 2. 3. 

Undernourished Well nourished L ŘƻƴΩǘ ƪƴƻǿ 

   

 
42. How would you describe your sense of hearing? (please tick) 
 

1. 2. 3. 

I hear well  I have poor hearing and I do not 
have a hearing aid 

I have poor hearing but I have 
a hearing aid 

   

 
 

43. How would you describe your visibility? (please tick) 
 

1. 2. 3. 

I have good eyesight L ƘŀǾŜ ǇƻƻǊ ŜȅŜǎƛƎƘǘ ŀƴŘ LΩƳ ƴƻǘ 
wearing (good) glasses 

L ƘŀǾŜ ǇƻƻǊ ŜȅŜǎƛƎƘǘ ōǳǘ LΩƳ 
wearing good glasses 
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44. Have you suffered a fall in the last 12 months? (please tick) 
 

1. No  4. Yes, three times  

2. Yes, once  5. Yes, four times  

3. Yes, twice  6. Yes, more than four times  

 
45. Suppose you are unable to carry out the activities you usually do in the housekeeping for a certain while, 
ǿƘƻƳ ǿƻǳƭŘ ȅƻǳ ōŜ ŀōƭŜ ǘƻ ŀǇǇŜŀƭ ǘƻ όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ŦƻǊ ŜŀŎƘ ŎŀǎŜύΚ 

 

 1. Yes 2. No 

1. Wife/husband   

2. Daughter    

3. Son    

4. Daughter-in-law   

5. Son-in-law   

6. Grandchild or great-grandchild   

7. Sister or brother (sister-in-law/brother-in-law)    

8. Other relatives   

9. Neighbour    

10. Friend/acquaintance    

11. Nobody    

 
46. 5ƻ ȅƻǳ ƴŜŜŘ ŀǎǎƛǎǘŀƴŎŜ ǿƛǘƘ όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ŦƻǊ ŜŀŎƘ ŎŀǎŜύΚ 

 

      1.Yes 2. No 

1. Your personal care   

2. Your housekeeping    

3. Personal mobility   

 

 
47. If you do get care, from which persons or organisations do you get assistance όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ŦƻǊ 

each case)? 
 

 1.Yes 2. No  1.Yes 2. No 

1. Nobody    12. Home nursing    

2. Partner    13. Service for home care    

3. Children    14. Cleaning service    

4. Grandchildren    15. Grocery service    

5. Family/other relatives   16. Chores service    

6. Friends and acquaintances    17. Hot meals     

7. Neighbours    18. Social service centre    

8. Family doctor (GP)   19. Volunteers    

9. Organisation for the aged    20. Municipal authorities    

10. Home care   21. Less mobile service    

11. Service voucher   22. Day care/short-term care   
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48. How many hours of assistance do you get every week (please fill in)? 
 

ΧΧΧΧΧ ƘƻǳǊǎκǿŜŜƪ 

 

49. To which extent are you satisfied with the assistance offered by the following persons or organisations 
(please tick)? 

 
  1 = Not at all satisfied    4 = Rather satisfied 
  2 = Rather dissatisfied    5 = Very satisfied  

  3 = Neither dissatisfied/nor satisfied  6 = Not applicable  
 

 1 2 3 4 5 6 

1. Partner        

2. Children        

3. Grandchildren        

4. Family        

5. Friends and acquaintances        

6. Neighbours        

7. Family doctor (GP)       

8. Organisation for the aged        

9. Home care       

10. Dienstencheque       

11. Home nursing        

12. Service for home care        

13. Cleaning service        

14. Grocery service        

15. Chores service        

16. Hot meals        

17. Social service centre        

18. Volunteers        

19. Municipal authorities        

20. Less mobile service        

21. Day care/short-term care       

 
50. LŦ ǘƘƛǎ ŎŀǊŜ ƛǎ ƴƻǘ ƎƻƻŘ ŜƴƻǳƎƘΣ ǿƘȅ ƛǎ ǘƘŀǘ όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ŦƻǊ ŜŀŎƘ ŎŀǎŜύΚ  

 

 1. Yes 2. No 

1. Too little help    

2. Negative attitude of the care givers    

3. No or little help during the holiday periods    

4. No or little help during the weekend   

5. No or little help during the evening   

6. Help is not immediately available   

7. Too expensive    

8. Too much stress on the people around me    

9. Failing equipment    

10. Help at the wrong time of day   

11. Too many different care givers    
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51. How often do you help ill, diseabled or elderly relatives, neighbours or friends? 
(please tick) 

 
1= Never 
2= Less than once per month 
3= Monthly 
4= Weekly 
5= (Almost) daily 
6= A few times a day 

 

 1 2 3 4 5 6 

1. Partner       

2. Children       

3. Son/daughter-in-law       

4. Grandchildren       

5. Brothers/sisters       

6. Parents        

7. Other relatives        

8. Friends/acquaintances        

9. Neighbours/people from the 
neighbourhood  

      

 
 

52. How often do you take care of your grandchildren? (please tick where applicable) 
 

1. Never 2. Less than once 
per month 

3. Monthly 4. Weekly 5. (Almost) daily  6. A few times 
a day 

      

 
 

53. How often do you look after other little children from the neighbours, friends or other relatives? (please 
tick where applicable) 
 

1. Never 2. Less than once 
per month 

3. Monthly 4. Weekly 5. (Almost) daily  6. A few times 
a day 

      

 

54. To which extent do you agree with the following statements (please tick where applicable)? 
   
   1 = I completely disagree  4 = I agree 
   2 = I disagree    5 = I completely agree 
   3 = I neither agree, nor disagree  

 

 1 2 3 4 5 

1. When times get rough, elderly people usually suffer worst      

2. The elderly are a separate group in society with their own interests      

3. Society is especially focussed on youngsters, the interests of the elderly 
are not taken into account 

     

4. {ƻƳŜ ǇŜƻǇƭŜ ŀŎǘ ƭƛƪŜ L ŘƻƴΩǘ ƘŀǾŜ ŀƴȅǘƘƛƴƎ ƭŜŦǘ ǘƻ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǎƻŎƛŜǘȅ 
ƴƻǿ ǘƘŀǘ LΩƳ ƻƭŘŜǊ 

     

5. I have this feeling that the aged no longer count these days       

6. The elderly should have much more of a say in what is being organised 
for them  

     

7. {ƛƴŎŜ LΩƳ ƻƭŘŜǊΣ L ƘŀǾŜ ǊŜƎǳƭŀǊƭȅ ƴƻǘƛŎŜŘ ǘƘŀǘ ǇŜƻǇƭŜ ƴƻ ƭƻƴƎŜǊ ǘŀƪŜ ƳŜ 
seriously 
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8. /ƻƳǇŀǊŜŘ ǘƻ ƻǘƘŜǊ ŜƭŘŜǊƭȅ ǇŜƻǇƭŜ LΩƳ ǾŜǊȅ ƭǳŎƪȅ      

9. I have the feeling that the aged often are being considered less 
important or treated unfairly compared to other groups of people 

     

10. I find it hard to be an elderly person      

11. ¢ƻŘŀȅΩǎ ŜƭŘŜǊƭȅ ƘŀǾŜ ƳƻǊŜ ŘƛŦŦƛŎǳƭǘƛŜǎ ǘƘŀƴ ƛƴ ǘƘŜ Ǉŀǎǘ       

 

55. To which extents do you have/ have you had difficulties with the problems below (please tick all 
appropriate items)? 

 
  1 = Never   3 = Sometimes  
  2 = Seldom   4 = Often 

 1 2 3 4 

1. Road unsafety      

2. Lack of care      

3. Insufficient possibilities to get together or relax in the neighbourhood     

4. Insufficient possibilities for political participation      

5. Lack of information and advice      

6. Problems with filling in forms     

7. Fear for robbery, theft or burglary in the house     

8. Fear for being harassed on the street     

 

56.  How often do you practise the following activities (please tick all appropriate items)? 
1 = Never      4 = About weekly 
2 = Seldom      5 = More than once a week 
3 = About monthly 

 1 2 3 4 5 

1. Going for a walk or cycling      

2. Other sports       

3. Playing cards or board games      

4. Taking part in a play, folk dancing, choir      

5. Doing odd jobs or handiwork       

6. Going to bars or to restaurants (including brasserie and tea room)      

7. Travelling and making excursions       

8. Gardening       

9. Reading books       

10. Receiving training or taking a course      

11. Reparations in the house       

12. Shopping for pleasure       

13. Going to a sports event      

14. Going to the library       
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57. To which extent are you a member of the following associations (please tick)?  
 1 = Never been a member  3 = Member  
 2 = Used to be a member   4 = Member of the board 

 1 2 3 4 

1. Environmental or anti-pollution organisation      

2. Fan club     

3. Organisation helping the disabled, the aged, people in need etc.     

4. Association for (amateur) artists (choir, theatre circles, literature, dance,...)      

5. Hobby club (cooking, sewing, collecting stamps, wine-tasting etc.)     

6. ²ƻƳŜƴΩǎ ŀǎǎƻŎƛŀǘƛƻƴ όY!±Σ {±±Σ ŜǘŎΦύ     

7. Socio-cultural association (KWB, Davidsfonds, Vermeylenfonds, etc.)     

8. Sports association or club (including walking, playing chess, etc.)     

9. A political association or party     

10. A religious or ecclesiastical association (parochial work, etc.)     

11. Neighbourhood or residents' association (carnival- and/or festive associations, etc)     

12. Association devoting itself to international peace and to the development of Third 
World countries 

    

13. Trade union, organisation for small businesses, professional organisation or 
organisation for employers and self-employed people 

    

14. Municipal advisory body/ advisory committee on education     

15. Family associations (Gezinsbond etc.)     

16. Associations linked to a local bar (darts, slate club, pigeon ŦŀƴŎƛŜǊǎϥ ŀǎǎƻŎƛŀǘƛƻƴΣ Χύ     

17. Red cross, Flemish Cross, volunteer firemen, etc.     

18. Association for the elderly      

19. Self-help group     

20. Youth movement or youth association     

 
58. How important were following reasons for becoming a member of an association (please tick all items)? 

1 = Very unimportant    4 = Rather important 
2 = Rather unimportant    5 = Very important    

  3 = Nor unimportant/nor important 
 

 1 2 3 4 5 

1. Because of the cosiness      

2. Because you get to see people      

3. To meet new people      

4. To support the idea/goals of the association      

5. I am asked to become a member      

6. To help and support the association      

7. Because of my partner      

8. .ŜŎŀǳǎŜ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘ ǘƻ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǎƻŎƛŜǘȅ      

9. To learn new things      

10. To spend my time productively      

11. To feel myself needed      

12. Because it is in my neighbourhood       
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59. Please indicate how important following reasons were to not visit activities/meetings of the association 
more often (please tick all appropriate items)? 
     

1 = Very unimportant   4 = Rather important 
2 = Rather unimportant   5 = Very important    

  3 = Nor unimportant/nor important 
 

 1 2 3 4 5 

1. Health problems      

2. Transportation problems      

3. No time      

4. Taking care for someone      

5. The activities do not appeal to me      

6. The atmosphere does not appeal to me/Not cosy      

7. I do not have anyone to go with      

8. I did not now it existed      

9. Not interested      

10. Too expensive      

11. Activities are often in the evening      

12. Fear of coming out on the streets      

13. I have never done it before      

14. Conflicts within the organisation      

 
 

60. ²ƘƛŎƘ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŀŎǘƛǾƛǘƛŜǎ ƻǊƎŀƴƛǎŜŘ ōȅ ŀǎǎƻŎƛŀǘƛƻƴǎ ǿƻǳƭŘ ōŜ ƻŦ ƛƴǘŜǊŜǎǘ ǘƻ ȅƻǳ όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ 
ΨƴƻΩ ŦƻǊ ŜŀŎƘ ƛǘŜƳύΚ 

 

 1. Yes 2. No 

1. aŜƳōŜǊǎΩ ƳŜŜǘƛƴƎǎ    

2. Position on the board/board meetings    

3. Celebrations, get-togethers, recreation with animation   

4. Afternoons for debating (discussions, lectures)   

5. Afternoons for reflection/religious celebrations    

6. Practical courses (e.g. secretarial work, computer, etc.)   

7. Series of lessons     

8. Voluntary activities (e.g. visiting patients, retirement home activities, 
etc.) 

  

9. Social actions (e.g. Levenslijn )   

10. Guided visits (museums, companies, etc.)   

11. Attending performances at the theatre, films, concerts   

12. Sports activities    

13. Hobby workshops    

14. Theatre and singing activities    

15. Harmony/brass band   

16. Day or half-day excursions    

17. Joint activities with other associations for the elderly    

18. Pilgrimages     

19. Holidays in Belgium    

20. Holidays abroad    

21. aŜƳōŜǊǎΩ ƳŀƎŀȊƛƴŜκōƻŀǊŘ ƳŀƎŀȊƛƴŜ    
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61. Do you know of the existence of associations for the elderly in your municipality? (please tick where 
applicable) 

 

1. Yes   

2. No   

 
62. Are you a member of an association for the elderly? (please tick where applicable) 
                              

1. Yes   

2. No   

 

63. Do you expect to become a member of an association for the elderly in the years to come? (please tick 
where applicable) 

 

1. No  нΦ L ŘƻƴΩǘ ǘƘƛƴƪ ǎƻ 3. Yes, maybe   4. Yes  

    

 
64. In following table different types of voluntary work are grouped. Which type of volunteering do you 
ǇŜǊŦƻǊƳ όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ŦƻǊ ŜŀŎƘ item)? 

 1.Yes 2. No 

1. Recreational: e.g. organising or accompanying trips/vacations    

2. Handicraft: e.g. organising hand work/ tinkering    

3. Company: e.g. house visits/ sick visits/ volunteer in a nursing home    

4. Household:  e.g. offering kitchen aid/ meal aid/ refurnishing/ aid in gardening   

5. Courses: e.g. organising/supporting scientific work, education, trainings, workshops, 
study counselling, reading books, etc. 

  

6. Care: e.g. organising/ supporting (baby)sitters, nursing, baby care, assisted living   

7. Socio-cultural:  e.g. organising/supporting of theatre and music-events    

8. Administrative: function in board of association, supporting in accounting, 
administration, redaction, etc. 

  

9. Societal: e.g. supporting actions for charity   

10. Governmental: e.g. representation in senior advisory board in the municipality    

 
 

65. How often do you perform voluntary work? (please tick where applicable) 
 

1. Never 2. Less than once 
per month 

3. Monthly 4. Weekly 5. (Almost) daily  

     

 

LŦ ȅƻǳ ŘƻƴΩǘ Řƻ volunteer work, do you expect to do so in the years to come? (please tick where 
applicable) 

 

1. No  нΦ L ŘƻƴΩǘ ǘƘƛƴƪ ǎƻ 3. Yes, maybe  4. Yes  
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66. How important were following reasons to perform voluntary work (please tick all appropriate items)? 
 

1 = Very unimportant    4 = Rather important 
2 = Rather unimportant    5 = Very important    

  3 = Nor unimportant/nor important 
 

 1 2 3 4 5 

1. Because of the cosiness      

2. Because you get to see people      

3. To meet new people      

4. To support the idea/goals of the association      

5. I am asked to become a member      

6. To help and support the association      

7. Because of my partner      

8. .ŜŎŀǳǎŜ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘ ǘƻ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǎƻŎƛŜǘȅ       

9. To learn new things      

10. To spend my time productively      

11. To feel myself needed      

12. Because it is in my neighbourhood       

 

 

67. Please indicate how important following reasons are that stop you from doing more voluntary work (please 
tick)? 
     

1 = Very unimportant    4 = Rather important 
2 = Rather unimportant    5 = Very important    

  3 = Nor unimportant/nor important 
 

 1 2 3 4 5 

1. Health problems      

2. Transportation problems      

3. No time      

4. Taking care for someone (e.g. older family members, 
ŎƘƛƭŘǊŜƴΣ Χύ  

     

5. The activities do not appeal to me      

6. The atmosphere does not appeal to me/not cosy      

7. I do not have anyone to go with      

8. I did not know it existed      

9. Not interested      

10. wŜƛƳōǳǊǎŜƳŜƴǘ ŘƻŜǎƴΩǘ ŎƻǾŜǊ ŀƭƭ ŜȄǇŜƴǎŜǎ      

11. Activities are often in the evening      

12. Fear of coming out on the streets      

13. I have never done it before      

14. Conflicts within the organisation      

 
 

68. Some people follow everything what is happening in politics, while others are not interested at all. How do 
ȅƻǳ ŦŜŜƭ ŀōƻǳǘ ǇƻƭƛǘƛŎǎΚ !ǊŜ ȅƻǳ Χ όǇƭŜŀǎŜ ǘƛŎƪ ƻƴŜ ōƻȄύ 

 

1. Not interested at all  

2. Rather not interest  

3. Neither not interested/nor interested  

4. Rather interested  

5. Very interested  
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69. /ƻǳƭŘ ȅƻǳ ƛƴŘƛŎŀǘŜ ǿƛǘƘ ŀ ƴǳƳōŜǊ ŦǊƻƳ м ǳƴǘƛƭ р Ƙƻǿ ƎƻƻŘ ȅƻǳ ǘƘƛƴƪ ǘƘŜ ƛƴŦƭǳŜƴŎŜ ƻŦ ƻƭŘŜǊ ǇŜƻǇƭŜ ƛǎ ƻƴ Χ 
(please tick all items) 

 
1 = Very poorly   4 = Rather good 
2 = Rather poorly     5 = Very good 
3 = Neither poorly/nor good 

 

 1 2 3 4 5 

1. The policy of social housing companies       

2. Local policy      

3. Local advisory boards      

4. Policy of health care organisations and institutions      

5. Policy of home care institutions      

6. Policy of associations that organise activities for older people      

7. The design of the neighbourhood (e.g. liveability of the neighbourhood)      

8. Social policy (OCMW)      

 
 
70. On average, how many hours of television do you watch daily (please fill in)? 
 

ΧΧΧΧΧ ƘƻǳǊǎ ŀ Řŀȅ 

 
 

71. How often do you read the newspaper (please tick where applicable)? 
 

1. Never  

2. Less than once a week   

3. Weekly  

4. Daily   

 
72. Do you often consult the municipal information leaflet (please tick where applicable)? 

 

1. Yes 2. No оΦ L ŘƻƴΩǘ ƪƴƻǿ ƛǘ 

   

 
73. How often do you use the internet (please tick where applicable)? 

 
 

1. Never  

2. Less than once a week  

3. Weekly  

4. Daily  

5. Several times a day  
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74. ²Ƙȅ Řƻ ȅƻǳ ǳǎŜ ǘƘŜ ƛƴǘŜǊƴŜǘΚ όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ŦƻǊ ŜŀŎƘ ƛǘŜƳύ 
 

 1. Yes  2. No 

1. To browse and search for information   

2. E-mail   

3. Communication with the government   

4. Communication with children and grandchildren   

5. {ƻŎƛŀƭ ƳŜŘƛŀ όŦŀŎŜōƻƻƪΣ ǘǿƛǘǘŜǊΣ Χύ   

6. Skype   

7. Online shopping    

 
75. To which extent are you satisfied with the following services (please tick)? 

1 = Not satisfied      
  2 = Satisfied     
  3 = No appeal made to   
 

 1 2 3 

1. Opening hours of the municipal services     

2. Accessibility of the municipal services    

3. Services offered by the municipal services     

4. ¢ƘŜ ŀǘǘƛǘǳŘŜ ƻŦ ǘƘŜ ƳǳƴƛŎƛǇŀƭƛǘȅΩǎ ƻŦŦƛŎƛŀƭǎ     

5. Opening hours of the OCMW services    

6. Accessibility of the OCMW services    

7. Services offered by the OCMW services    

8. Attitude of the OCMW services officials    

9. Services at the police station     

10. Visibility of policemen on the street     

11. Services provided by the social service centre     

12. Cultural policy of the municipality     

13. Accessibility of the library    

14. The offer of books in the library     

15. The services offered by the library     

16. The greens present in the municipality     

17. Condition of the pavements     

18. Road safety policy in the municipality     

19. Offer of public transport in the municipality     

20. Sports and recreational possibilities for the elderly people     

21. Waste collection     

22. Frequency of garbage collection     

23. Quality of the dustbin bags    

24. Opening hours of the selective waste collection site (container park)    

25. Selective waste collection site (container park) accessibility     

26. Service at the selective waste collection site (container park)    

27. Rooms available for rent from the municipality     

28. Price of the rooms made available by the community     

29. Grants/subsidy/support for housing adaptations     

30. Warm meals     

31. Cleaning services    

32. Chores services    
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33. Grocery service    

34. Day care    

35. Short-term care    

36. Home care    

37. Social housing    

38. Home nursing    

39. Sociaal huis    

 
 

76. ²ƘŜƴ ȅƻǳ ǿŀƴǘ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ǎŜǊǾƛŎŜǎκŦƛƴŀƴŎƛŀƭ ƛƴŎŜƴǘƛǾŜǎΣ ǿƘƻ ǿƻǳƭŘ ȅƻǳ ŎƻƴǘŀŎǘ όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ 
ΨƴƻΩ ŦƻǊ ŜŀŎƘ ƛǘŜƳύΚ 

 1. Yes 2. No 

1. Child(ren)   

2. Grandchild(ren)   

3. Neighbours   

4. Family   

5. Local authorities   

6. Social services   

7. Sickness insurance   

8. Family doctor (GP)   

9. Sociaal huis   

10. Others   

 

77. How often do you attend the cultural events listed below (please tick all appropriate items)?  
 

  1. Never  

 

2. Once a year  3. Several 

times a year  

4. Once a 

month  

5. Several 

times a 

month  

Theatre  1.Classical theatre      

2.Contemporary theatre       

3.Comedy       

4.Cabaret       

Dance  5.Classical ballet       

6. Contemporary dance       

7. Performances       

Music  8.Classical music       

9.Folk/ world music       

10. Cabaret      

11. Flemish music       

12. Jazz       

13. Rock/pop/ hip-hop       

14. Opera       
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15. Light opera       

Film  

 

16. Commercial film       

17. Non-commercial film 

(Arthouse film) 

     

Art  18. Arts with an 

educational function  

     

19. Classical arts (fine arts)      

20. Contemporary art      

Popular 

culture 

21. Fun fair, carnival, 

jumble/rummage sale, 

ŎƛǊŎǳǎΣ Χ 

     

 
78. Which aspects keep you from attending cultural events more ƻŦǘŜƴ όǇƭŜŀǎŜ ǘƛŎƪ ΨȅŜǎΩ ƻǊ ΨƴƻΩ ŦƻǊ ŜŀŎƘ ƛǘŜƳύΚ  

 

 1.Yes 2.No 

1. No interest    

2. Lack of time    

3. Timing of the performance (at night)   

4. Distance    

5. Lack of own transportation   

6. Lack of public transport    

7. Reservation    

8. Too expensive financially   

 
 
 

79. In which category would you classify your net monthly household income at this moment (sum of your 
pension and all other revenues, including from real estate), (please tick)? 
Living together with your partner: also add the revenues of your partner  
Single: personal monthly income available 

 

1. Between 500 and 999 euros ( 20,000 and 39,999 BEF)   

2. Between 1,000 and 1,499 euros (40,000 and 59,999 BEF)  

3. Between 1,500 and 1,999 euros (60,000 and 79,999 BEF)  

4. Between 2,000 and 2,499 euros (80,000 and 99,999 BEF)  

5. Between 2,500 and 3,999 euros (100,000 and 159,999 BEF)  

6. Between 4,000 and 4,999 euros (160,000 and 199,999 BEF)  

7. More than 5,000 euros (200,000 BEF)  
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80. How does your household get by with the total household income (please tick where appropriate)? 
 

1. Very poorly  4. Rather easily   

2. Poorly   5. Easily   

3. Rather poorly  6. Very easily   

 

 
81. At what age did you stop working? ((early) retirement)  (please fill in) 
 

ΧΧΧΧΧΦȅŜŀǊǎ 

 
82. Please indicate how important following reasons were in your decision to go into retirement?  (please tick 

all appropriate items) 
     

1 = Very unimportant    4 = Rather important 
2 = Rather unimportant    5 = Very important   

  3 = Nor unimportant/ nor important 
 

 1 2 3 4 5 

1.  It was an obligation (shut-ŘƻǿƴΣ ǊŜƻǊƎŀƴƛǎŀǘƛƻƴΣ Χύ        

2. To make room for the younger generation       

3. I had sufficient/enough financial means to go into retirement      

4. The financial difference between working and retirement was very little/negligible      

5. Due to health reasons (physical and/or psychological)       

6. 5ƛǎǎŀǘƛǎŦŀŎǘƛƻƴ ǿƛǘƘ ƧƻōŎƻƴǘŜƴǘ όƭƛǘǘƭŜ ǇǊƻƳƻǘƛƻƴ ǇǊƻǎǇŜŎǘǎΣ ƭƛǘǘƭŜ ǾŀǊƛŀǘƛƻƴΣΧύ      

7. Dissatisfaction with working circumstances (Long commuting time, put in long 
ƘƻǳǊǎΣ ōŀŘ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ ŎƻƭƭŜŀƎǳŜǎΣ Χύ  

     

8. [ŀŎƪ ƻŦ ƭŜƛǎǳǊŜ ǘƛƳŜκŀŎǘƛǾƛǘƛŜǎ ό¢ƛƳŜ ǘƻ Řƻ ŀ ƘƻōōȅΣ ǘƻ ǘǊŀǾŜƭΣ Χύ       

9. Because my partner went on retirement      

10. Because a lot of other people from my surroundings went on (early) retirement      

11. Because I had care assignements  (take care of another older person,  my partner, 
ƻƴŜ ƻŦ Ƴȅ ŎƘƛƭŘǊŜƴΣ ƎǊŀƴŘŎƘƛƭŘΣ Χύ  

     

12. I was unemployed for a while (out of work/out of a job      

13. Because I had reached the legal age of retirement/pensionable age       

 
83. To what extent do you feel that one of the following aspects is lacking in your life now you are retired? 

(please tick all appropriate items) 
 

1= Not very much   4= Much 
2= Not much    5= Very much 
3= Neutral  

 

 1 2 3 4 5 

1. Professional duties      

2. The daily routine      

3. The difference between my nett wages/salary and my pension       

4. The feeling of being usefull      

5. Contact/relationships with colleagues      

6. Contact with cutomers and business partners      

 

Thank you very much for cooperating! 
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Chapter 3 : Access to care of frail community-dwelling older 

adults in Belgium: a qualitative study 

 

Abstract  

Aim  

This paper aims to identify barriers frail community-dwelling older adults experience regarding access to 

formal care and support services.  

Background  

Universal access to healthcare has been set by the World Health Organisation (WHO) as a main goal for the 

post-2015 development agenda. Nevertheless, regarding access to care, particular attention has to be paid 

to so-called vulnerable groups, such as (frail) older adults. 

Methods  

Both inductive and deductive content analysis were performed on 22 individual interviews with frail 

community-dwelling older adults who indicated they lacked care and support. The coding scheme was 

generated from the conceptual framework Ψс !Ωǎ ƻŦ ŀŎŎŜǎǎ ǘƻ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘΩ όǊŜŦŜǊǊƛƴƎ ǘƻ ǿƻǊƪ ƻŦ 

Penchansky and Thomas, 1981; Wyszewianski, 2002; Saurman, 2016) and applied on the transcripts. 

Findings  

Results indicate that (despite all policy measures) access to a broad spectrum of care and support services 

ǊŜƳŀƛƴǎ ŀ ŎƘŀƭƭŜƴƎŜ ŦƻǊ ƻƭŘŜǊ ǇŜƻǇƭŜ ƛƴ .ŜƭƎƛǳƳΦ ¢ƘŜ ǊŜǎǇƻƴŘŜƴǘǎΩ ōŀǊǊƛŜǊǎ ŎƻƴŎŜǊƴΥ ΨŀŦŦƻǊŘŀōƛƭƛǘȅΩ ǊŜŦŜǊǊƛƴƎ 

to a lot of Belgian older adults havinƎ ƭƛƳƛǘŜŘ ǇŜƴǎƛƻƴǎΣ ΨŀŎŎŜǎǎƛōƛƭƛǘȅΩ ƎƻƛƴƎ ōŜȅƻƴŘ ƎŜƻƎǊŀǇƘƛŎŀƭ 

ŀŎŎŜǎǎƛōƛƭƛǘȅ ōǳǘ ŀƭǎƻ ŎƻƴŎŜǊƴƛƴƎ ǿŀƛǘƛƴƎ ƭƛǎǘǎΣ ΨŀǾŀƛƭŀōƛƭƛǘȅΩ ǊŜŦŜǊǊƛƴƎ ǘƻ ǘƘŜ ƭŀŎƪ ƻŦ ƘŀǾƛƴƎ ǎƻƳŜƻƴŜ ŀǊƻǳƴŘΣ 

ΨŀŘŜǉǳŀŎȅΩ ŀŘŘǊŜǎǎƛƴƎ ǘƘŜ ƛƴǎǳŦŦƛŎƛŜƴŎȅ ƻŦ ƳƻǘƛǾŀǘŜŘ ǎǘŀŦŦΣ ǘƘŜ ŀōǎŜƴŎŜ ƻŦ ǘǊǳǎǘ ƛn care providers influencing 

ΨŀŎŎŜǇǘŀōƛƭƛǘȅΩ ŀƴŘ ΨŀǿŀǊŜƴŜǎǎΩ ǊŜŦŜǊǊƛƴƎ ǘƻ ƭƛƳƛǘŜŘ ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅΦ  

The discussion develops the argument that in order to make care and support more accessible for people 

in order to be able to age in place, governments should take measures to overcome these access limitations 

(e.g. by automatic entitlements) and should take into account a broad description of access. Also, a seventh 

barrier (a seventh !ύ ǿƛǘƘƛƴ ǘƘŜ ǊŜǎǳƭǘǎΣ ƴŀƳŜƭȅ ΨŀƎŜƛǎƳΩΣ ǿŀǎ ŘƛǎŎƻǾŜǊed. 

 

Keywords: accessibility; care and support; elderly; frailty; qualitative research 
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3.1.  Introduction 

The World Health Organisation (WHO) pointed out universal access (i.e. the absence of sociocultural, 

organisational, economical, geographical and gender-related barriers) to healthcare as an overarching goal 

for health in the post-2015 development agenda (Evans, Hsu and Boerma, 2013; Marziale, 2016). This is 

recognised by the United Nations Sustainable Development Goals by which all of its United Nations 

Member States have agreed to try to achieve universal health coverage (i.e. the capacity of health systems 

to respond to the populations' needs at any care level, without causing financial damage) by 2030 (WHO, 

2018). Universal health coverage includes financial risk protection, access to quality essential healthcare 

services and access to safe, effective, quality and affordable essential medicines and vaccines for all (WHO, 

2018). Regarding to health, and particularly access to healthcare, attention must be paid to so-called 

vulnerable groups such as homeless people, newly-arrived immigrants, sex workers, drug users, but also 

frail older adults (Rijksinstituut voor Ziekte- en Invaliditeitsverzekering, 2014; Rowe, Fulmer and Fried, 

2016). Frailty is a common phenomenon in community-dwelling older adults that is often used in research 

ŀǎ ŀ όŎƭƛƴƛŎŀƭύ ǇƘŜƴƻǘȅǇŜ όCǊƛŜŘ Ŝǘ ŀƭΦΣ нллмύ ƻǊ ŀƴ ŀŎŎǳƳǳƭŀǘƛƻƴ ƻŦ ƘŜŀƭǘƘ ŘŜŬŎƛǘǎ όwƻŎƪǿƻƻŘ Ŝǘ ŀƭΦΣ мффпΤ 

9ǘƳŀƴ Ŝǘ ŀƭΦΣ нлмнύΦ aƻǊŜ ǊŜŎŜƴǘƭȅΣ ƳǳƭǘƛŘƛƳŜƴǎƛƻƴŀƭ ŀǇǇǊƻŀŎƘŜǎ ƘŀǾŜ ŘŜŬƴŜŘ ŦǊŀƛƭǘȅ ŀǎ Ψŀ ŘȅƴŀƳƛŎ ǎǘŀǘŜ 

that affects an individual who experiences losses in one or more domains (physical, psychological, social, 

ŀƴŘ ƳƻǊŜ ǊŜŎŜƴǘƭȅΣ ŀƭǎƻ ŜƴǾƛǊƻƴƳŜƴǘŀƭύΩ ό5Ŝ ²ƛǘǘŜ Ŝǘ ŀƭΦΣ нлмоύΦ !ƭǎƻ different researchers point to the 

necessity to operationalise frailty as a multidimensional and dynamic concept that considers the complex 

interplay of physical, cognitive, psychological, social and environmental factors (Bergman et al, 2007; 

Armstrong et al., 2010; De Witte et al., 2013). The word frailty has a stigma attached pointing towards 

losses and decline. However, frailty has not solely negative consequences in daily life, especially when the 

right care and support is present. Besides measuring the deficits of frailty, there is also a need to take into 

account the strengths and resources of older adults (Buntinx et al., 2004). This paper aims to identify 

barriers frail community-dwelling older adults experience regarding access to formal care and support.  

 

Research on access to health services appears particularly important with the rising proportion of older 

adults. International research often associates barriers affecting access to healthcare for older adults with 

the lack of health insurance (Fitzpatrick et al., 2004; Thorpe et al., 2011) or is about specific populations 

and conditions (e.g. dental care, people facing chronic conditions, people living in rural areas, etc.) (White 

et al., 2002; Goins et al., 2005; Wallace and Guitérrez, 2005). In Belgium, insurance status is a minor 

problem, because health insurance is nationally organised and compulsory. Everyone living and/or working 

in Belgium is required to take an insurance in the event of illness or indemnity by the membership of a 

health insurance fund (Belgium.be, 2018). Care policy in Belgium is both a responsibility of the federal 

authorities and federated entities (regions and communities). The federal authorities are mainly 
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responsible for the regulation and financing of the compulsory health insurance while the federated entities 

are in charge of health promotion and prevention; different aspects of community care and support 

services (family aids, cleaning aids, meals on wheels; etc.) and the coordination and collaboration in primary 

health care and palliative care. To facilitate cooperation between the federal authorities and the federated 

entities, interministerial conferences are regularly organised (Gerkens and Merkur, 2010; Dumont, 2015). 

Nevertheless, several challenges in terms of access to care and support in Belgium remain. While the 

average level of unmet care needs is rather low (0.1% for high incomes and 5.5% among low incomes in 

2013) for Belgian inhabitants, the Organisation for Economic Cooperation and Development (OECD) (2016) 

states that Belgium shows large inequalities: low-income people more often forgo health examinations due 

to costs, travelling distance or waiting time, compared to high-income people. Despite universal coverage, 

on average 8% of Belgian households declared in 2013 that they had to postpone healthcare for financial 

reasons (e.g. medical care, surgery, dental care, prescribed medicines, mental healthcare, eyeglasses or 

contact lenses). Moreover, the share of out-of pocket payments (i.e. expenditures covered directly by the 

patient because healthcare insurance does not cover the full amount) is relatively high in Belgium compared 

to other European countries (18% of total health expenditures). Among older adults, special attention 

should be drawn to the accessibility and sustainability of long-term care services (Vrijens et al., 2015).  

 

Access to care however is more than being able to pay for care or support expenditures. Already more than 

ол ȅŜŀǊǎ ŀƎƻΣ tŜƴŎƘŀƴǎƪȅ ŀƴŘ ¢ƘƻƳŀǎ όмфумύ ǇǳōƭƛǎƘŜŘ ŀƴ ŀǊǘƛŎƭŜ ƛƴ ǘƘƛǎ ŀǊŜŀ ŜƴǘƛǘƭŜŘ ά¢ƘŜ ŎƻƴŎŜǇǘ ƻŦ 

ŀŎŎŜǎǎΥ 5ŜŦƛƴƛǘƛƻƴ ŀƴŘ wŜƭŀǘƛƻƴ ǘƻ /ƻƴǎǳƳŜǊ {ŀǘƛǎŦŀŎǘƛƻƴέΦ bŜǾŜǊǘƘŜƭŜǎǎΣ this framework is still commonly 

used, not only concerning access to healthcare (Clark and Coffee, 2011; Derose, Gresenz and Ringel, 2011; 

Levesque, Harris and Russell, 2013), but also in a broader context of access to services (United Nations 

Educational, Scientific and Cultural Organisation, 2013), for example to discover access barriers to healthy 

food (Usher, 2015; Zhang, 2017), access to energy security (Cherp and Jewell, 2014) and access to education 

(Lee, 2016). Also, recent research of Saurman (2016) has re-evaluated, improved and extended Penchansky 

and Thomas' framework to the actual context. Penchansky and Thomas (1981, p. мύ ŘŜǎŎǊƛōŜ ŀŎŎŜǎǎ ŀǎ Ψŀ 

general concept that summarises a set of more specific dimensions describing the fit between the patient 

ŀƴŘ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ǎȅǎǘŜƳΩΦ ¢ƘŜǎŜ ǎǇŜŎƛŦƛŎ ŘƛƳŜƴǎƛƻƴǎ ŀǊŜ ǘƘŜ  ŦƛǾŜ !Ωǎ όŀŦŦƻǊŘŀōƛƭƛǘȅΤ ŀǾŀƛƭŀōƛƭƛǘȅΤ 

accessibility; adequacy (or accommodation) and acceptability) of access to care. As the framework already 

dates ŦǊƻƳ мфумΣ ǘƘŜ ŘŜŦƛƴƛǘƛƻƴ ƎƛǾŜƴ ǘƻ ǘƘŜ ŦƛǾŜ !Ωǎ ǎŜŜƳǎ ŘŀǘŜŘ ŀƴŘ ŎƻƳǇƭŜȄΦ In a more recent editorial 

ŎƻƭǳƳƴ ǘƛǘƭŜŘ ά!ŎŎŜǎǎ ǘƻ /ŀǊŜΥ wŜƳŜƳōŜǊƛƴƎ hƭŘ [ŜǎǎƻƴǎέΣ ²ȅǎȊŜǿƛŀƴǎƪƛ όнллн, p. 1441) gave an up-to-

dated description connecting with the current society. HŜ ŘŜŦƛƴŜǎ ǘƘŜ ŦƛǾŜ !Ωǎ ƻŦ ŀŎŎŜǎǎ ŀǎ ŦƻƭƭƻǿǎΥ  

1. Ψ!ŦŦƻǊŘŀōƛƭƛǘȅ ƛǎ ŘŜǘŜǊƳƛƴŜŘ ōȅ Ƙƻǿ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ŎƘŀǊƎŜǎ ǊŜƭŀǘŜ ǘƻ ǘƘŜ ŎƭƛŜƴǘΩǎ ŀōƛƭƛǘȅ ŀƴŘ 

ǿƛƭƭƛƴƎƴŜǎǎ ǘƻ Ǉŀȅ ŦƻǊ ǎŜǊǾƛŎŜǎΩΤ  
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2. Ψ!Ǿŀƛƭŀōƛƭƛǘȅ measures the extent to which the provider has the requisite resources, such as 

ǇŜǊǎƻƴƴŜƭ ŀƴŘ ǘŜŎƘƴƻƭƻƎȅΣ ǘƻ ƳŜŜǘ ǘƘŜ ƴŜŜŘǎ ƻŦ ǘƘŜ ŎƭƛŜƴǘΩΤ 

3. Ψ!ŎŎŜǎǎƛōƛƭƛǘȅ refers to geographic accessibility, which is determined by how easily the client can 

ǇƘȅǎƛŎŀƭƭȅ ǊŜŀŎƘ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƭƻŎŀǘƛƻƴΩΤ 

4. Ψ!ŘŜǉǳŀŎȅ όƻǊ ŀŎŎƻƳƳƻŘŀǘion) ǊŜŦƭŜŎǘǎ ǘƘŜ ŜȄǘŜƴǘ ǘƻ ǿƘƛŎƘ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƻǇŜǊŀǘƛƻƴ ƛǎ organised 

in ways that meet the constraints and preferences of the client. Of greatest concern are hours of 

ƻǇŜǊŀǘƛƻƴΣ Ƙƻǿ ǘŜƭŜǇƘƻƴŜ ŎƻƳƳǳƴƛŎŀǘƛƻƴǎ ŀǊŜ ƘŀƴŘƭŜŘ ŀƴŘ ǘƘŜ ŎƭƛŜƴǘΩǎ ŀōƛƭƛǘȅ ǘƻ ǊŜŎŜƛǾe care 

ǿƛǘƘƻǳǘ ǇǊƛƻǊ ŀǇǇƻƛƴǘƳŜƴǘǎΩΤ 

5. Ψ!ŎŎŜǇǘŀōƛƭƛǘȅ captures the extent to which the client is comfortable with the more immutable 

characteristics of the provider, and vice versa. These characteristics include the age, sex, social 

class, and ethnicity of the provider (and of the client), as well as the diagnosis and type of coverage 

ƻŦ ǘƘŜ ŎƭƛŜƴǘΩΦ  

Recently, Saurman (2016, p. 37) proposed a sixth dimension to further develop the framework of access of 

Penchansky and Thomas, namely awareness: 

6. Ψ!ǿŀǊŜƴŜǎǎ refers to effective communication and information strategies with relevant users 

όŎƭƛƴƛŎƛŀƴǎΣ ǇŀǘƛŜƴǘǎΣ ǘƘŜ ōǊƻŀŘŜǊ ŎƻƳƳǳƴƛǘȅύΩΦ 

Saurman links the concept of ŀǿŀǊŜƴŜǎǎ ǘƻ ǘƘŜ ŎƘŀƭƭŜƴƎŜ ƻŦ ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅΦ ΨIŜŀƭǘƘ ƭƛǘŜǊŀŎȅΩ ƛǎ ŘŜŦƛƴŜŘ ŀǎ 

ǘƘŜ ΨŘŜƎree to which individuals have the capacity to obtain, process, and understand basic health 

ƛƴŦƻǊƳŀǘƛƻƴ ŀƴŘ ǎŜǊǾƛŎŜǎ ƴŜŜŘŜŘ ǘƻ ƳŀƪŜ ŀǇǇǊƻǇǊƛŀǘŜ ƘŜŀƭǘƘ ŘŜŎƛǎƛƻƴǎΩ όtŀǊƪŜǊ ŀƴŘ wŀǘȊŀƴΣ нлмлΥнлύΦ [ƻǿ 

literacy may cause health disparities, especially among older adults inadequate health literacy is associated 

with poorer physical and mental health (Wolf, Gazmararian and Baker, 2005; Saha, 2006; Chesser et al., 

2016). Recent studies also revealed that advanced age might result in a significant increase in the 

prevalence of inadequate health literacy which demands for a tailored approach (Zamora and Clingerman, 

2011; Manofo and Wong, 2012).  

 

In this study, we focus on one of the above defined vulnerable groups deserving special attention, namely 

community-dwelling older adults. Despite being a major policy goal, the challenge of access to care among 

community-dwelling older adults is still majorly understudied, especially using a structured framework 

(Evans, Hsu and Boerma, 2013). As older people are major consumers of healthcare, the growing proportion 

of older people in European populations does present some challenges concerning their access to the 

healthcare and welfare system as well to the affordability for providing institutions (WHO, 2014).  

 

Facing the mentioned research gaps, this research is handling challenges of general access to care and 

support of frail community-dwelling older adults using a broad and comprehensive framework. In doing so, 
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the following central research question is addressed: which barriers do frail, community-dwelling older 

ŀŘǳƭǘǎ ŜȄǇŜǊƛŜƴŎŜ ǘƻ ŀŎŎŜǎǎ ŦƻǊƳŀƭ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘ ǎŜǊǾƛŎŜǎΚ ¢ƻ ŘŜǘŜŎǘ ǘƘŜǎŜ ōŀǊǊƛŜǊǎΣ ǿŜ ǳǎŜ ǘƘŜ ŦƛǾŜ !Ωǎ 

of access to care from Penchansky and Thomas (1981) as they are described by Wyszewianski (2002) and 

the sixǘƘ ! όŀǿŀǊŜƴŜǎǎύ ŀǎ ŀŘŘŜŘ ōȅ {ŀǳǊƳŀƴ όнлмсύ ǘƻƎŜǘƘŜǊ ǊŜǎǳƭǘƛƴƎ ƛƴ ŀ ƴŜǿ ŦǊŀƳŜǿƻǊƪ ƻŦ ΨǎƛȄ !Ωǎ ƻŦ 

ŀŎŎŜǎǎ ǘƻ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘΩ. 

 

3.2.  Methods  

3.2.1.  Data collection 

For this paper, data collected within the Detection, Support and Care for older people ς Prevention and 

Empowerment (D-SCOPE) project were used. The D-SCOPE project is a four-year research project (2015-

2018) that investigates strategies for proactive detection of potentially frail, community-dwelling older 

people, in order to guide them towards adequate support and/or care with a focus on empowerment. The 

general aim of the second phase of the D-SCOPE-research, where this paper is taking part in, was to gain 

information concerning the experiences and meaning of older people on frailty and their possibility to age 

in place. The Ethical Commission Human Sciences of the Vrije Universiteit Brussel approved the study (file 

number ECHW_031). Older people were asked to sign an informed consent agreement. In case they were 

not capable of signing this document, a family member or another legal representative was allowed to sign 

it on their behalf, as stipulated by the Belgian civil code. Respondents were informed about the voluntary 

nature of their involvement in the study, their right to refuse to answer, and the privacy of their responses. 

Also, respondents had the right not to participate in the study and to withdraw their consent at any time 

without negative consequences. Refusal to consent led to exclusion of the study. 

 

The overall data collection within the second phase of the D-SCOPE research comprised data of 121 

community-dwelling older adults (60+) in the Dutch-speaking part of Belgium and in Brussels. These 

ƛƴǘŜǊǾƛŜǿǎ ǘƻƻƪ ǇƭŀŎŜ ƛƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƘƻƳŜǎ ƻǊ ƛƴ ǘƘŜ ƭƻŎŀƭ ǎŜǊǾƛŎŜ ŎŜƴǘǊŜΦ 5ŀǘŀ ǿŜǊŜ ŎƻƭƭŜŎǘŜŘ ōŜǘǿŜŜƴ 

November 2015 and March 2016. Respondents were purposively sampled based on risk profiles for 

multidimensional frailty, which included age, gender, marital status, level of education, household income, 

whether the respondent had moved in the previous ten years and country of birth (Dury et al., 2017). 

Hospitalisation and any state that may interfere with a good understanding of the questions (being too sick 

to participate in the interview, etc.) (according to the participant or an informal caregiver) or also the 

inability to provide adequate answers during the face-to-face interviews (as noted by the interviewer) were 

exclusion criteria. The presence of dementia was also an exclusion criterion. The current paper reports on 

a selection of 22 face-to-face interviews. 
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3.2.2. Interview scheme 

Nine trained researchers conducted a quantitative questionnaire and a qualitative semi-structured 

interview. The quantitative questionnaire comprised questions related to socio-demographic and socio-

economic characteristics and the Comprehensive Frailty Assessment Instrument (CFAI) (De Witte et al., 

2013), which is a self-administered instrument and measures four domains of frailty from a holistic 

approach. The CFAI contains 23 indicators and demonstrates a high overall internal consistency and high 

consistency of its scales, thus supporting the validity and reliability of the instrument and highlighting to 

ǘƘŜ ƳǳƭǘƛŘƛƳŜƴǎƛƻƴŀƭƛǘȅ ƻŦ ŦǊŀƛƭǘȅΦ ¢ƘŜ /C!L Ƙŀǎ ōŜŜƴ ǇǊƻǾŜƴ ǘƻ ōŜ ƛƴǘŜǊƴŀƭƭȅ ŎƻƴǎƛǎǘŜƴǘΣ ǿƛǘƘ ŀ /ǊƻƴōŀŎƘΩǎ 

ʰ ƻŦ Φумн ǘƘŀǘ ŜȄǇƭŀƛƴǎ соΦс҈ ƻŦ ǘƘŜ ǾŀǊƛŀƴŎŜ ƛƴ ŦǊŀƛƭǘȅ ό5Ŝ ²ƛǘǘŜ Ŝǘ ŀƭΦΣ нлмоύΦ For the physical domain of 

ŦǊŀƛƭǘȅΣ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘΩǎ ƎŜƴŜǊŀƭ physical health was assessed using four items, such as whether they could 

walk up a hill or stairs. The psychological domain was captured by measuring mood-disorders and 

emotional loneliness (eight items, e.g. feeling unhappy or depressed). The social domain of frailty was 

ŜǾŀƭǳŀǘŜŘ ōȅ ƻƭŘŜǊ ǇŜƻǇƭŜΩǎ ǎƻŎƛŀƭ ƭƻƴŜƭƛƴŜǎǎ όǘƘǊŜŜ ƛǘŜƳǎΣ ŜΦƎΦ άL ŦŜŜƭ ŀƴ ŜƳǇǘƛƴŜǎǎ ŀǊƻǳƴŘ ƳŜέύ ŀƴŘ ǘƘŜƛǊ 

potential social support network (ten items e.g., partner, children, neighbours). Finally, environmental 

frailty was assessed by propositions regarding the suitability of the physical housing environment (five 

items e.g., the house is in a bad state). Cognitive frailty was originally not included in the original CFAI. Four 

questions were added to the CFAI to assess subjective cognitive frailty, which resulted in the CFAI-plus 

(keeping good psychometric qualities) (De Roeck et al, 2018) Finally, the sufficiency of care and support 

was assessed with a one-ƛǘŜƳ ǉǳŜǎǘƛƻƴΣ ŜΦƎΦΥ άhƴ ŀ ǎŎŀƭŜ ŦǊƻƳ ȊŜǊƻ ǘƻ ǘŜƴΣ ǘƻ ǿƘŀǘ ŜȄǘŜƴǘ Řƻ ȅƻǳ ŦŜŜƭ ǘƘŀǘ 

ǘƘŜ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘ ȅƻǳ ǊŜŎŜƛǾŜ ƛǎ ǎǳŦŦƛŎƛŜƴǘΚέΦ {ŎƻǊŜǎ ǊŀƴƎŜŘ ŦǊƻƳ ȊŜǊƻ όōŀŘύ ǘƻ ǘŜƴ όŜȄŎŜƭƭŜƴǘύ ƻƴ ŀ 

Numerical Rating Scale. To assess the significance of that score each answer was followed by a question to 

indicate whether the participant perceived the score as poor, average or good.  

 

After the quantitative part, the same researchers held a semi-structured face-to-face interview with open-

ended questions with the participants. This was the main part of the second phase of the D-SCOPE research. 

The topic list consisted of four main questƛƻƴǎΥ όŀύ άIƻǿ Řƻ ȅƻǳ ŜȄǇŜǊƛŜƴŎŜ ŦǊŀƛƭǘȅ ŀƴŘ ǿƘŀǘ ŘƻŜǎ ŦǊŀƛƭǘȅ 

ƳŜŀƴ ǘƻ ȅƻǳΚέΤ όōύ άIƻǿ Řƻ ȅƻǳ ŜȄǇŜǊƛŜƴŎŜ ŦǊŀƛƭǘȅ Ƙŀǎ ŀƴ ŜŦŦŜŎǘ ƻƴ ȅƻǳǊ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜΣ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘΣ 

meaning in life, and to what extent do you still have control over the things happeninƎ ƛƴ ȅƻǳǊ ƭƛŦŜΚέΤ όŎύ 

ά²Ƙŀǘ ǎƘƻǳƭŘ ŀƴ ƻƭŘŜǊ ǇŜǊǎƻƴ ŘƻΣ ƘŀǾŜ ƻǊ ƴŜŜŘ ǘƻ Ƴŀƛƴǘŀƛƴ ƘƛǎκƘŜǊ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜ ǿƘŜƴ ōŜŎƻƳƛƴƎ ŦǊŀƛƭΚέΤ 

όŘύ ά²Ƙŀǘ ǿŜǊŜ ǘƘŜ ƘƛƎƘƭƛƎƘǘǎ ŀƴŘ ǿƘŀǘ ǿŜǊŜ ǘƘŜ ƭƻǿ Ǉƻƛƴǘǎ ƛƴ ȅƻǳǊ ƭƛŦŜ ŘǳǊƛƴƎ ǘƘŜ Ǉŀǎǘ ȅŜŀǊΣ ŘƛŘ ŎƘŀƴƎŜǎ 

occur? And how do you fŜŜƭ ŀōƻǳǘ ǘƘŜ ŦǳǘǳǊŜΚέΦ ¢ƘŜ ǘƻǇƛŎ ƭƛǎǘ ǿŀǎ ŘŜǾŜƭƻǇŜŘ ǿƛǘƘƛƴ ǘƘŜ 5-SCOPE research 

group, which consists of researchers specialised in gerontology and/or frailty and representing several 

disciplines (e.g. old age medicine, psychology, educational sciences, etc.). A panel of experts approved all 

questions, indicating for content validity in the interview (Landsheer and Boeije, 2010). The expert panel 

consisted of two neurologists specialised in dementia, a psychologist specialised in neuropsychology and 
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dementia, five adult educational scientists specialised in social gerontology, three general practitioners 

specialised in frailty in later life, and two social gerontologists specialised in public health. Researchers that 

conducted the interviews received training and several scenarios were developed in order to address 

potential difficulties (e.g., difficulties in understanding the concept frailty) (Dury et al., 2018). All 

researchers also received a list of definitions explaining the terms used in the questionnaire. This list was 

ǳǎŜŘ ǿƘŜƴ ǇŀǊǘƛŎƛǇŀƴǘǎ ŘƛŘƴΩǘ ƘŀǾŜ ŀ ŎƭŜŀǊ ŎƻƳǇǊŜƘŜƴǎƛƻƴ ƻŦ ǘƘŜ ǉǳŜǎǘƛƻƴǎΦ All interviews were held in the 

ƭŀƴƎǳŀƎŜ ƻŦ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘǎΩ ŎƘƻƛŎŜΦ Most of the interviews were conducted in Dutch or French by one of 

the researchers. In order to achieve maximum participation of participants who did not speak those 

languages, an interpreter attended the interviews when necessary. The interviews were digitally recorded 

ό!ǳŘŀŎƛǘȅύ ǿƛǘƘ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǇŜǊƳƛǎǎƛƻƴΣ ŀƴŘ ŀŦǘŜǊǿŀǊŘǎ ǾŜǊōŀǘƛƳ ǘǊŀƴǎŎǊibed. Regarding the 

interviews in the presence of an interpreter, only the answers as translated by the interpreter were 

transcribed. All data were anonymised and analysed according to the rules of the Belgian Privacy 

Commission (Law of 7 May 2004).  

3.2.3. Participants 

The qualitative data used in this study consist of anonymised transcripts of 22 individual interviews (with a 

mean time of 1h 14m 51s) (see table 5 for the characteristics of the participants). In the larger D-SCOPE 

research, 121 older adults at risk for frailty (based on risk profiles for frailty; Dury et al., 2017) were 

interviewed. A purposive sampling procedure was used to identify, recruit and select potentially frail, 

community-dwelling older adults. Five homecare organisations recruited 64 respondents from their clients 

and 57 respondents were recruited by snowball sampling. Based on the results of the CFAI-plus, older adults 

were grouped into 1) not-to-low frail, 2) low-to-medium frail, and 3) medium-to-high frail, for each domain 

of frailty (De Roeck et al., 2018). The CFAI-plus was part of the quantitative questionnaire administered to 

the participants before conducting the qualitative interviews. Another question within the quantitative 

questionnaire assessed the sufficiency of care and support with a one-ƛǘŜƳ ǉǳŜǎǘƛƻƴΣ ŜΦƎΦΥ άhƴ ŀ ǎŎŀƭŜ ŦǊƻƳ 

ȊŜǊƻ ǘƻ ǘŜƴΣ ǘƻ ǿƘŀǘ ŜȄǘŜƴǘ Řƻ ȅƻǳ ŦŜŜƭ ǘƘŀǘ ǘƘŜ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘ ȅƻǳ ǊŜŎŜƛǾŜ ƛǎ ǎǳŦŦƛŎƛŜƴǘΚέ. The objective 

of the present study is to explore how frail, older adults experience barriers in accessing formal care and 

support services. Therefore, we selected the interviews of participants who were medium to highly frail 

according to the CFAI-plus and reported to be in need of care and support at the moment of the interview 

(i.e. having a score loweǊ ǘƘŀƴ ŜƛƎƘǘ όҐƳŜŘƛŀƴ ƻŦ ǘƘŜ ǘƻǘŀƭ ǎŀƳǇƭŜύ ƻƴ ǘƘŜ ǉǳŜǎǘƛƻƴΥ άhƴ ŀ ǎŎŀƭŜ ŦǊƻƳ ȊŜǊƻ 

ǘƻ ǘŜƴΣ ǘƻ ǿƘŀǘ ŜȄǘŜƴǘ Řƻ ȅƻǳ ŦŜŜƭ ǘƘŀǘ ǘƘŜ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘ ȅƻǳ ǊŜŎŜƛǾŜ ƛǎ ǎǳŦŦƛŎƛŜƴǘΚέ). This resulted in 22 

respondents.  

The average age of the participants was 77.8 years (range 61 ς 94 years). A majority of the participants 

were female (N=12). Three participants were married and 12 were widowed. Three of them had a migration 

background (i.e. born in a different country than Belgium).  
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Table 5. Characteristics of the participants (N = 22) 

Characteristics Total           
(N) 

% 

Age                                                                 77.8 years (range 61 ς 94 years)  

Gender Male 10 46.5 

 Female 12 54.5 

Marital status  Married 3 13.6 

 Never married 2 9.1 

 Divorced 5 22.8 

 Widowed 12 54.5 

Migration background Yes 3 13.6 

Severe frail on which type of frailty Physical 10  

 Cognitive 16  

 Psychological 10  

 Social 7  

 Environmental 6  

Number of domains severe frail 1 domain 8 36.4 

 2 domains 6 27.2 

 3 domains 3 13.7 

 4 domains 4 18.2 

 5 domains 1 4.5 

 

3.2.4. Data analysis 

In this study, we performed a thematic content analysis on the data using both deductive, concept driven 

coding, and inductive, data driven coding (Elo et al., 2014; Fereday and Muir-Cochrane, 2006; Hamad et al., 

2016). First, within the deductive approachΣ ǿŜ ǳǎŜŘ ǘƘŜ ǎƛȄ !Ωǎ ƻŦ ŀŎŎŜǎǎ ǘƻ ŎŀǊŜ ŀǎ ǎŜƴǎƛǘƛȊƛƴƎ ŎƻƴŎŜǇǘǎ 

(Moula, 2017), in order to test if the existing framework that has been used in previous research several 

times fits in the context of community-dwelling older adults accessing formal care and support services 

(Vaismoradi, Turunen and Bondas, 2013). For the deductive coding, a codebook was developed using the 

ǎƛȄ !Ωǎ ƻŦ ŀŎŎŜǎǎ ǘƻ ŎŀǊŜ όtŜƴŎƘŀƴǎƪȅ ŀƴŘ ¢ƘƻƳŀǎΣ мфумΤ ²ȅǎȊŜǿƛŀƴǎƪƛΣ нллнΤ {ŀǳǊƳŀƴΣ нлмсύ όǎŜŜ ŀōƻǾŜύ 

as the main labels. Following on this, we performed the inductive coding, seeking to add dimensions to the 

six !Ωǎ ŀƴŘ ƎƛǾŜ ƳŜŀƴƛƴƎ ǘƻ ǘƘŜǎŜ ƭŀōŜƭǎ ōy creating sublabels. All interviews were coded and analysed using 

the computer software program MAXQDA (VERBI Software, Berlin, Germany), which is a content analysis 

package with a good interpretive style (Yǳǒ Saillard, 2011). The 22 trancripts were analysed by the principal 

researcher and coded using MAXQDA. These codes were evaluated and discussed with the co-researchers 

and refined until consensus was reached. 
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3.3. Results  

The interviews revealed a whole range of barriers concerning the access to a broad spectrum of formal care 

and support services for community-dwelling older people. These problems varied from lack of financial 

resources to mobility problems, but also inappropriate organisation of services and lack of information. We 

analysed the reǎǇƻƴŘŜƴǘǎΩ ǎǘƻǊƛŜǎ ǳǎƛƴƎ ǘƘŜ ŦǊŀƳŜǿƻǊƪ ƻŦ tŜƴŎƘŀƴǎƪȅ ŀƴŘ ¢ƘƻƳŀǎ όмфумύ ŀǎ ƛǘ ǿŀǎ ŀŘŀǇǘŜŘ 

and actualised by Wyszewianski (2002) and Saurman (2016), nevertheless, an additional 7th barrier outside 

ǘƘŜ ŦǊŀƳŜǿƻǊƪ ǿŀǎ ƳŜƴǘƛƻƴŜŘ ōȅ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘǎΣ ƴŀƳŜƭȅ ΨŀƎŜƛǎƳΩΦ bƻǘǿƛǘƘǎǘŀƴŘƛƴƎ ǎŜǾŜǊŀƭ ōŀǊǊƛŜǊǎ ǿŜǊŜ 

perceived by older respondents, some older adults also mentioned positive experiences regarding different 

aspects of access to care and support. 

3.3.1. Affordability 

Ψ!ŦŦƻǊŘŀōƛƭƛǘȅ ƛǎ ŘŜǘŜǊƳƛƴŜŘ ōȅ Ƙƻǿ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ŎƘŀǊƎŜǎ ǊŜƭŀǘŜ ǘƻ ǘƘŜ ŎƭƛŜƴǘΩǎ ŀōƛƭƛǘȅ ŀƴŘ willingness to 

pay for ǎŜǊǾƛŎŜǎΩ ό²ȅǎȊŜǿƛŀƴǎƪƛΣ нллн, p. 1441) and was often quoted as a barrier among the respondents. 

One of the problems respondents referred to was the combination of small pensions and the increasing 

cost of living with care and support needs. These small pensions impeded some of our respondents for 

example to move to a more adapted housing (a retirement flat, etc.) or to carry out the necessary 

modifications in their home.  

άL ƻƴƭȅ ōŜŎŀƳŜ ŀ ŎƭŜŀƴƛƴƎ ƭŀŘȅ ŀŦǘŜǊ ǎŎƘƻƻƭΦ As a consequenceΣ L ƘŀǾŜ ǘƘŜ ƳƛƴƛƳǳƳ ǇŜƴǎƛƻƴΦ L ŎŀƴΩǘ ŀŦŦƻǊŘ 

ǘƻ Ǉŀȅ ϵтлл ƻǊ ϵулл ǊŜƴǘ ǿƛǘƘ Ƴȅ ǇŜƴǎƛƻƴ ƻŦ ϵммллΦ hǘƘŜǊǿƛǎŜ L ǿƻǳƭŘ ŀƭǊŜŀŘȅ ōŜ ƭƛǾƛƴƎ ƛƴ 9ǾŜǊƎŜƳ όƛΦŜΦ 

ǿƘŜǊŜ ƘŜǊ ǎƛǎǘŜǊ ƭƛǾŜǎ ƛƴ ǎƻŎƛŀƭ ƘƻǳǎƛƴƎύ ŦƻǊ ŀ ƭƻƴƎ ǘƛƳŜΦ ¢Ƙŀǘ ƛǎ ǿƘŀǘ ƛƳǇŜŘŜǎ ƳŜΦέ όǿƻƳŀƴΣ сфȅΣ ŘƛǾƻǊŎŜŘύ  

άL ƻƴŎŜ ǘƻƻƪ ƛƴŦƻǊƳŀǘƛƻƴ ŦƻǊ ŀ retirement flat, which now often has several home automation systems. They 

ǎŀƛŘ ƘƛǊƛƴƎ ǘƘŜƳ ǿƻǳƭŘ Ŏƻǎǘ ƳŜ ŀǇǇǊƻȄƛƳŀǘŜƭȅ ϵмфΦ L ǘƘƻǳƎƘǘ ϵмф ǇŜǊ ƳƻƴǘƘΣ ǘƘŀǘ ƛǎ ǎƻƳŜǘƘƛƴƎ L Ŏŀƴ ŀŦŦƻǊŘΦ 

.ǳǘ ǘƘŜƴ Ƴȅ ǎƻƴ ƘŀŘ ŀ ƭƻƻƪ ŀǘ ǘƘŜ ǇŀǇŜǊǎ ŀƴŘ ŀǎƪŜŘ ƳŜ ƛŦ L ǿŀǎ ƎƻƛƴƎ ǘƻ Ǉŀȅ ŀƭƳƻǎǘ ϵслл ǇŜǊ ƳƻƴǘƘ ǘƻ ǳǎŜ 

these hoƳŜ ŀǳǘƻƳŀǘƛƻƴ ǎȅǎǘŜƳǎΦ Lǘ ǎŜŜƳŜŘ ǘƘŀǘ ǘƘŜ ǇǊƛŎŜ ǿŀǎ ϵмф ǇŜǊ Řŀȅ ŀƴŘ ƴƻǘ ǇŜǊ ƳƻƴǘƘΦ ¢Ƙŀǘ 

ƛƳƳŜŘƛŀǘŜƭȅ ŎƘŀƴƎŜŘ Ƴȅ ƻǇƛƴƛƻƴΦέ όǿƻƳŀƴΣ улȅΣ ǿƛŘƻǿŜŘύ 

Conversely, an older man also mentioned the positive results of being able to move to a social apartment 

last year: ά{ƛƴŎŜ LΩƳ ƭƛǾƛƴƎ ƘŜǊŜΣ L ƘŀǾŜ ǘƻ Ǉŀȅ ƳǳŎƘ ƭŜǎǎ ŦƻǊ ǘƘŜ ǊŜƴǘ ŀƴŘ ŦƻǊ ǘƘŜ ƘŜŀǘƛƴƎΦέ όƳŀƴΣ ссȅΣ ŘƛǾƻǊŎŜŘύ 

Another barrier several respondents experienced, was the price of housing modifications, especially when 

the government is not subsidising.  

ά¢ƘŜ only thing I ever asked for was a stair lift. You can have that, but the government only contributes until 

the age of 65. When older than 65, you need to pay for it yourself. But who needs a stair lift before the age 

of 65? Most of the people will only neeŘ ƛǘ ŀŦǘŜǊ ǘƘŜ ŀƎŜ ƻŦ срΦ !ƴŘ ǘƘŜƴ ǘƘŜȅ ŘƻƴΩǘ ŎƻƴǘǊƛōǳǘŜ ŀƴȅƳƻǊŜΦ ¢Ƙŀǘ 

ŘƻŜǎƴΩǘ ƳŀƪŜ ǎŜƴǎŜΦέ όƳŀƴΣ тнȅΣ ǿƛŘƻǿŜŘύ 
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wŜǎǇƻƴŘŜƴǘǎ ŀƭǎƻ ƳŜƴǘƛƻƴŜŘ ǘƘŜƛǊ ΨƭŀŎƪ ƻŦ willingness ǘƻ ǇŀȅΩ ŦƻǊ ŀ ǎŜǊǾƛŎŜ ŀǎ ŀƴ ƻōǎǘŀŎƭŜΦ  

ά!ƴŘ ŦƻǊ ǎǳǇǇƻǊǘΣ ǘƘŜ ŦƛƴŀƴŎƛŀƭ ǎƛŘŜ Ǉƭŀȅǎ ŀ ǊƻƭŜΦ L ƘŀǾŜ ǎŀǾƛƴƎǎΣ ōǳǘ L ŘƻƴΩǘ ƭƛƪŜ ǘƻ ǳǎŜ ǘƘŜƳΦ L ǇǊŜŦŜǊ ǘƻ ǎǳǇǇƻǊǘ 

my children and grandchildren. A part of me says: X (respondent), you saved the money, use it. Another part 

ƻŦ ƳŜ ǎŀȅǎ ƴƻΦέ όǿƻƳŀƴΣ улȅΣ ǿƛŘƻǿŜŘύΦ 

3.3.2. Availability  

Ψ!Ǿŀƛƭŀōƛƭƛǘȅ measures the extent to which the provider has the requisite resources, such as personnel and 

ǘŜŎƘƴƻƭƻƎȅΣ ǘƻ ƳŜŜǘ ǘƘŜ ƴŜŜŘǎ ƻŦ ǘƘŜ ŎƭƛŜƴǘΩ ό²ȅǎȊŜǿƛŀƴǎƪƛΣ нллн, p. 1441), but also refers to lack of 

informal care and support. Availability was regularly mentioned as a barrier.  

This lack of availability of professional care services was regularly stated. A 61-year old Turkish woman 

addressed the lack of availability of a professional caregiver to help her managing her disease, because she 

cannot count all the time on her informal network:  

άόLƴǘŜǊǇǊŜǘŜǊ ƻŦ ǊŜǎǇƻƴŘŜƴǘύΥ {ƘŜ ŘƻŜǎƴΩǘ ǊŜŎŜƛǾŜ ǇǊƻŦŜǎǎƛƻƴŀƭ ŎŀǊŜΦ {ƘŜ Ƙŀǎ ǘƻ Řƻ ŀ ōƭƻƻŘ ǘŜǎǘ ōȅ ƘŜǊǎŜƭŦΦ {ƘŜ 

ǘŀƪŜǎ ƘŜǊ ƳŜŘƛŎŀǘƛƻƴ ōȅ ƘŜǊǎŜƭŦΦ {ƘŜ ŎŀƴΩǘ Ǝƻ ǿƛǘƘ ƘŜǊ ŜƭŘŜǎǘ ŘŀǳƎƘǘŜǊ ōŜŎŀǳǎŜ ǎƘŜ ƛǎ ōǳǎȅ ƘŜǊǎŜƭŦ ǿƛǘƘ ƘŜǊ 

husband and her children. From time to time sƘŜ ǎǘŀȅǎ ǿƛǘƘ ƘŜǊ ȅƻǳƴƎŜǎǘ ŘŀǳƎƘǘŜǊΣ ōǳǘ ǘƘŀǘΩǎ ŀ ǎƛƴƎƭŜ 

ƳƻǘƘŜǊΦέ όǿƻƳŀƴΣ смȅΣ ǿƛŘƻǿŜŘύ 

On the other hand, a woman mentioned that she was not in need of help at the moment, but when it would 

be case, she would have the possibility to apply for it: άL ŘƻƴΩǘ ƴŜŜŘ ŀƴȅ ƘŜƭǇ ȅŜǘΦ .ǳǘ ǿƘŜƴ ǘƘƛǎ ǿƻǳƭŘ ōŜ 

the case, I could ask the Foyer (i.e. social housing company) to come and clean my house and my windows. 

¢ƘŜǊŜ ŀǊŜ ǇƻǎǎƛōƛƭƛǘƛŜǎΦέ όǿƻƳŀƴΣ тлȅΣ ǿƛŘƻǿŜŘύΦ  

In addition to the lack of formal care also the lack of informal care was mentioned. Regarding informal care, 

respondents often mentioned the lack of availability of someone in their family or social network to help 

them when they would become dependent, or in case of an emergency. For example, a 70 year old widower 

stated how it worried him to live alone in his house: 

ά¢ƘŜ ƭŀŎƪ ƻŦ ƘŀǾƛƴƎ ǎƻƳŜƻƴŜ ŀǊƻǳƴŘ ƳŜΦ ¢ƘŀǘΩǎ ǘƘŜ ǇǊƻōƭŜƳΦ L ǎƛǘ ƘŜǊŜ ƛƴ ǘƘŜ ŜǾŜƴƛƴƎ ŀƴŘ L Ǝƻ ǘƻ ǎƭŜŜǇΦ 

¢ƘŀǘΩǎ hYΦ .ǳǘ ǿƘŀǘ Řƻ L ƘŀǾŜ ǘƻ Řƻ ǿƘŜƴ L ŎŀƴΩǘ ŎƭƛƳō ǘƘŜ ǎǘŀƛǊǎ ŀƴȅƳore? Stay downstairs? What do I have 

ǘƻ Řƻ ǘƘŜƴΚ ¢ƘŀǘΩǎ ǿƘŀǘ LΩƳ ǘƘƛƴƪƛƴƎ ŀōƻǳǘΦέ (man, 70y, widowed)  

Regularly, the presence of non-family members as informal caregivers was mentioned. An older man 

especially mentioned (in a positive sense) the presence of a friend (as informal caregiver) he could rely on 

for any kind of assistance: ά{ƘŜ ǊŜŀƭƭȅ ǘŀƪŜǎ ƎƻƻŘ ŎŀǊŜ ƻŦ ƳŜΦ {ƘŜ ŘƻŜǎ ǘƘŜ ǎƘƻǇǇƛƴƎ ŀƴŘ ŀƭǿŀȅǎ ōǊƛƴƎǎ ƴƛŎŜ 

things. She even takes my bank card. I completely trust her. She also has a key of my apartment. There are 

ƳƻƳŜƴǘǎ ǘƘŀǘ L ŎŀƴΩǘ ǎǘŀƴŘ ǳǇ ŀƴŘ ǘƘŜƴ ǎƘŜ ŜƴǘŜǊǎ ǿƛǘƘ ǘƘŜ ƪŜȅΦέ όƳŀƴΣ умȅΣ ǿƛŘƻǿŜŘύΦ Another woman 
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testified about having her neighbour around when being in need: ά¸ŜǎΣ Ƴȅ ƴŜƛƎƘōƻǳǊ ƛǎ ǊŜŀƭƭȅ ŎƭƻǎŜΦ L ŘƻƴΩǘ 

have to call her to come around. I dƻƴΩǘ ǿŀƴǘ ǘƻ Ŏŀƭƭ Ƴȅ ǎƛǎǘŜǊΣ ǎƘŜΩǎ ǘƻƻ ǎǘƛŦƭƛƴƎΦέ όǿƻƳŀƴΣ тлȅΣ ǿƛŘƻǿŜŘύ 

3.3.3. Accessibility 

Ψ!ŎŎŜǎǎƛōƛƭƛǘȅ refers to geographic accessibility, which is determined by how easily the client can physically 

ǊŜŀŎƘ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƭƻŎŀǘƛƻƴΩ ό²ȅǎȊŜǿƛŀƴǎƪƛΣ нллн, p. 1441) or how easily the provider can reach the client. 

In this context, some respondents quoted that accessibility of services within a feasible distance was a 

problem.  

In this context, a lot of respondents stated their lack of mobility. 

άaȅ ǊŜŎŜƛǇǘǎ for the healthcare fund have to be put in an envelope in a letter box at the Hopmarkt in Aalst 

(i.e. the centre of the city). So, I have to ask someone to take my notes when they go to the city. And when 

I need information, I have to call a central telephƻƴŜ ƴǳƳōŜǊ ƛƴ DƘŜƴǘ όƛΦŜΦ ŀ Ŏƛǘȅ плƪƳ ŀǿŀȅύΦέ (woman, 

80y, widowed)  

Besides the distance of services, respondents also considered their own mobility as important regarding 

accessibility of services. Several people for instance were concerned about losing their car or driving license 

as it guaranteed their independence and was needed to get to services. 

ά²ƘŜƴ L ƎŜǘ ƛƴǾƻƭǾŜŘ ƛƴ ŀ ŎŀǊ ŀŎŎƛŘŜƴǘ ǊƛƎƘǘ ƴƻǿΣ ǘƘŜȅ όƛΦŜΦ ǘƘŜ ǇƻƭƛŎŜύ ǿƛƭƭ ǎǘŀǊǘ ŀǎƪƛƴƎ ǉǳŜǎǘƛƻƴǎΥ ǎƛǊΣ Ŏŀƴ ȅƻǳ 

still see enough? And the insurance company, will they still give me an insurance? This scares me a lot. 

Because when they take my car, I have a big problem. Then I would be stuck. Even taking my wife to the 

ŘƻŎǘƻǊ ǿƻǳƭŘ ōŜ ŀ ǇǊƻōƭŜƳΦέ όƳŀƴΣ умȅΣ ƳŀǊǊƛŜŘύ 

However, respondents were not only talking about geographical accessibility, but also other issues 

concerning accessibility such as waiting lists.  

άL ǘƻƻƪ ƛƴŦƻǊƳŀǘƛƻƴ ŦƻǊ ŀ ŎƭŜŀƴƛƴƎ ƭŀŘȅ ǿƛǘƘ ǎŜǊǾƛŎŜ ǾƻǳŎƘŜǊǎΣ ōǳǘ ǘƘŜǊŜ ƛǎ ŀ ǿŀƛǘƛƴƎ ƭƛǎǘ ƻŦ ǎƛȄ ƳƻƴǘƘǎΦ L 

decided to let it go. It is always the same story, when you ask something, you end up on a waiting listΦέ 

(man, 72y, widowed) 

3.3.4. Adequacy (or accommodation) 

Ψ!ŘŜǉǳŀŎȅ όƻǊ ŀŎŎƻƳƳƻŘŀǘƛƻƴύ ǊŜŦƭŜŎǘǎ ǘƘŜ ŜȄǘŜƴǘ ǘƻ ǿƘƛŎƘ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ƻǇŜǊŀǘƛƻƴ ƛǎ ƻǊƎŀƴƛǎŜŘ ƛƴ ǿŀȅǎ 

that meet the constraints and preferences of the client. Of greatest concern are hours of operation, how 

ǘŜƭŜǇƘƻƴŜ ŎƻƳƳǳƴƛŎŀǘƛƻƴǎ ŀǊŜ ƘŀƴŘƭŜŘ ŀƴŘ ǘƘŜ ŎƭƛŜƴǘΩǎ ŀōƛƭƛǘȅ ǘƻ ǊŜŎŜƛǾŜ ŎŀǊŜ ǿƛǘƘƻǳǘ ǇǊƛƻǊ ŀǇǇƻƛƴǘƳŜƴǘǎΩ 

(Wyszewianski, 2002, p. 1441). Respondents mentioned several inadequacies within formal care services 

(hospitals, formal home care) such as lack of motivation among staff.  
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Several older respondents found it important that formal care organisations were well organised and hired 

well educated and motivated staff: άL ǘƘƛƴƪ ǘƘŀǘ ǘƘŜ ŘƛǊŜŎǘƻǊǎ ƻǊ ǇŜƻǇƭŜ ǊŜǎǇƻƴǎƛōƭŜ ƘŀǾŜ ǘƻ ƳƻǘƛǾŀǘŜ ǘƘŜƛǊ 

staff. 50% or more of the people that work over there lack motivation. Especially in the care sector, there 

Ƙŀǎ ǘƻ ōŜ ƳƻǘƛǾŀǘƛƻƴΦ L ŀƳ ŀǿŀǊŜ ƛǘ ƛǎ ŀ ǎǇŜŎƛŀƭ ǇǊƻŦŜǎǎƛƻƴ ǘƻ ǿŀǎƘ ŀƴŘ ǘŀƪŜ ŎŀǊŜ ƻŦ ƻƭŘŜǊ ǇŜƻǇƭŜΦέ όǿƻƳŀƴΣ 

80y, widowed) 

Another concern often mentioned were the hours of operation (and more specifically the pace of working). 

This concern could reflect an organisational complaint or be focused on the individual professional 

behaviour.  

ά9ǾŜǊȅ мп ŘŀȅǎΣ ǘƘŜȅ ŎŀƳŜ ŦƻǊ нл ƻǊ нр ƳƛƴǳǘŜǎ όƘƻƳŜ ŎŀǊŜǊǎύΦ ²Ƙŀǘ Ŏŀƴ ǘƘŜȅ Řƻ ŘǳǊƛƴƎ ǘƘŀǘ ǘƛƳŜΚέ όƳŀƴΣ 

78y, widowed) 

Also the (lack of) quality of services was mentioned. Older people expressed they lacked personal contact 

with the professional caregiver. 

ά¢ƘŜ ŎŀǊŜƎƛǾƛƴƎ ƛǎ ƻŦŦ ƭŜǎǎ ǉǳŀƭƛǘȅ ǘƘŀƴ ōŜŦƻǊŜΦ L ƘŀǾŜ ǘƘŜ ŦŜŜƭƛƴƎ ǿŜ ōŜŎŀƳŜ ƳƻǊŜ ƻŦ ŀ ƴǳƳōŜǊΦέ όǿƻƳŀƴΣ 

89y, never married) 

3.3.5. Acceptability 

Ψ!ŎŎŜǇǘŀōƛƭƛǘȅ captures the extent to which the client is comfortable with the more immutable 

characteristics of the provider, and vice versa. These characteristics include the age, sex, social class, and 

ethnicity of the provider (and of the client), as well as the diagƴƻǎƛǎ ŀƴŘ ǘȅǇŜ ƻŦ ŎƻǾŜǊŀƎŜ ƻŦ ǘƘŜ ŎƭƛŜƴǘΩ 

(Wyszewianski, 2002, p. 1441). 

wŜƎŀǊŘƛƴƎ ΨŀŎŎŜǇǘŀōƛƭƛǘȅΩ ƻǳǊ ǊŜǎǇƻƴŘŜƴǘǎ ƛƴŘƛŎŀǘŜŘ ǘƘŀǘ ǘƘŜȅ Řƻ ƴƻǘ ŀƭǿŀȅǎ ǘǊǳǎǘ ǘƘŜ ŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ŀƴŘ 

consequently do not accept the care: ά¸ƻǳ ŘƻƴΩǘ ƪƴƻǿ ƛŦ ȅƻǳ Ŏŀƴ ǘǊǳǎǘ ǘƘŜƳΦ tŜople that are doing that kind 

ƻŦ ǿƻǊƪ ƴŜǾŜǊ ǎǘǳŘƛŜŘΦέ (man, 81y, married) 

Some specific care tasks were more difficult to accept, as they were more in the personal sphere. In this 

case the diffidence to be washed by a professional caregiver was a concern raised by a 78-years old divorced 

woman: άLƴ ǘƘŜ ōŜƎƛƴƴƛƴƎΣ L ŦƻǳƴŘ ƛǘ ŘƛŦŦƛŎǳƭǘ ǘƻ ōŜ ǿŀǎƘŜŘΦ Lƴ ǘƘŀǘ ǘƛƳŜ, I was still in much better physical 

ŎƻƴŘƛǘƛƻƴ ǘƘŀƴ ƴƻǿΦέ όǿƻƳŀƴΣ туȅΣ ŘƛǾƻǊŎŜŘύ 

 

 

 

 



 

78 
 

3.3.6. Awareness  

Ψ!ǿŀǊŜƴŜǎǎ refers to effective communication and information strategies with relevant users (clinicians, 

ǇŀǘƛŜƴǘǎΣ ǘƘŜ ōǊƻŀŘŜǊ ŎƻƳƳǳƴƛǘȅύΣ ƛƴŎƭǳŘƛƴƎ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƻŦ ŎƻƴǘŜȄǘ ŀƴŘ ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅΩ ό{ŀǳǊƳŀƴΣ нлмс, 

p. 37). Concerning the aspect communication and information, respondents mostly talked about the 

difficulties in getting appropriate information (about financial compensations, reductions, etc.): ά[ƛƪŜ 

financial things for example. The health insurance ŦǳƴŘ ƎƛǾŜǎ ǎƻƳŜ ŎƻƳǇŜƴǎŀǘƛƻƴǎΣ ȅƻǳ ǎŜŜΣ Χ ¢ƘŜǊŜ ŀǊŜ 

some small compensations thŀǘ L ŘƻƴΩǘ ǊŜŎŜƛǾŜΦ L ŘƻƴΩǘ ƪƴƻǿ Ƙƻǿ ǘƻ Řƻ ǘƘŜ ƴŜŎŜǎǎŀǊȅ ǘƘƛƴƎǎΣ L ƴŜŜŘ ǘƻ ŦƛƴŘ 

ŀ ǎƻŎƛŀƭ ŀǎǎƛǎǘŀƴǘΧέ όǿƻƳŀƴΣ уфȅΣ ŘƛǾƻǊŎŜŘύ 

Also the need for health literacy in finding the appropriate information was mentioned by respondents. 

άό5ŀǳƎƘǘŜǊ ƻŦ ǊŜǎǇƻƴŘŜƴǘύΥ !ƭl the papers you have to send to the right place to get a small contribution. 

She (her mother) could never do that. That is why I am doing that for her. When the invoice of the hospital 

comes, she will never be able to understand that. So I am doing that for her as well. Also the papers for the 

ƛƴǎǳǊŀƴŎŜΣ ƛǘΩǎ ƳŜ ǿƘƻ Ƙŀǎ ǘƻ ŘŜŀƭ ǿƛǘƘ ƛǘΦέ (woman, 94y, widowed) 

3.3.7. Ageism 

OƭŘŜǊ ŀŘǳƭǘǎ ŀƭǎƻ ǊŜǇƻǊǘŜŘ ŜȄǇŜǊƛŜƴŎŜǎ ǿƛǘƘ ΨŀƎŜƛǎƳΩ όƛΦŜΦ ǎǘŜǊŜƻǘȅǇƛƴƎ ŀƴŘ ŘƛǎŎǊƛƳƛƴŀǘƛƻƴ ŀƎŀƛƴǎǘ 

individuals and groups on the basis of their age) as a barrier. An older man complained about the 

daughter of his partner, because she (i.e. the daughter) wanted to take over everything: ά[ŀǎǘ ȅŜŀǊΣ ǿŜ 

really had a problem with her (i.e. the daughter of his partner), she wanted to do everything (i.e. the 

ǇƭŀƴƴƛƴƎ ƻŦ ǘƘŜƛǊ ǘǊƛǇΣ ŜǘŎΦύΦ bƻǿ L ǎŀƛŘΥ ǿŜΩƭƭ Řƻ ŜǾŜǊȅǘƘƛƴƎ ƻƴ ƻǳǊ ƻǿƴΣ ōŜŎŀǳǎŜ L ǿŀǎ ǎƛŎƪ ƻŦ ƛǘΦ /ƘƛƭŘǊŜn 

ŀƭǿŀȅǎ ǘƘƛƴƪ ǘƘŜȅ ƪƴƻǿ ŜǾŜǊȅǘƘƛƴƎ ōŜǘǘŜǊΦ ²Ŝ Ŏŀƴ ŘŜŀƭ ǿƛǘƘ ƛǘ ƻƴ ƻǳǊ ƻǿƴΦέ όƳŀƴΣ упȅΣ ŘƛǾƻǊŎŜŘύ 

3.3.8. Different aspects interfering/relating 

Within the stories of older respondents, there were also experiences of different aspects of access 

interfering or relating to each other. There was the story of an older man who said that his recent moving 

to a social apartment (after several years) not only had a possible influence on his financial situation (i.e. 

ΨŀŦŦƻǊŘŀōƛƭƛǘȅΩ ōŜŎŀǳǎŜ ƻŦ ŀ ŎƘŜŀǇŜǊ ǊŜƴǘύ ōǳǘ ŀƭǎƻ ƻƴ Ƙƛǎ ǇƘȅǎƛŎŀƭ ΨŀŎŎŜǎǎƛōƛƭƛǘȅΩ ŦƻǊ ŎŀǊŜ ǇǊƻǾƛŘŜǊǎΣ ŀǎ ǿŜƭƭ ŀǎ 

his own mobility: άL ƭƛǾŜ ƻƴ ǘƘŜ ƎǊƻǳƴŘ ŦƭƻƻǊ ƴƻǿΣ ǘƘƛǎ ƳŜŀƴǎ ǘƘŀǘ ǘƘŜ ǎƻŎƛŀƭ ǎŜǊǾƛŎŜ ƻŦ ǘƘŜ ƳǳƴƛŎƛǇŀƭƛǘȅ can 

ŜƴǘŜǊ ǘƻ ǇƛŎƪ ƳŜ ǳǇΦέ όƳŀƴΣ ссȅΣ ǿƛŘƻǿŜŘύ 

Another man told about the long waiting list for his electric mobility scooter (because of a long 

ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ǇǊƻŎŜŘǳǊŜ ǿƛǘƘƛƴ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ŦǳƴŘύ ǿƘƛŎƘ ƛǎ ƛƴǘŜǊŦŜǊƛƴƎ ǘƘŜ ǇƘȅǎƛŎŀƭ ΨŀŎŎŜǎǎƛōƛƭƛǘȅΩ ǘƻ 

providers and services: άL ŘŜŎƛŘŜŘ ǘƻ ŀǇǇƭȅ ŦƻǊ ŀƴ Ŝlectric mobility scooter so I can drive around a little more, 

ƘŀǾŜ ŎƻƴǘŀŎǘΦ .ǳǘ ǘƘŜ ŀǇǇƭƛŎŀǘƛƻƴ ŦƻǊ ŀ ǎŎƻƻǘŜǊ ƎƻŜǎ ǘƘǊƻǳƎƘ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ŦǳƴŘΣ ƭƛƪŜ ŦƻǊ ŀ ǿƘŜŜƭŎƘŀƛǊΦ LΩƳ 

ŀƭǊŜŀŘȅ ǿŀƛǘƛƴƎ ŦƻǊ ǎƛȄ ƳƻƴǘƘǎ ƴƻǿ ŀƴŘ ǘƘŜȅ ŀǊŜ ǎǘƛƭƭ ƴƻǘ ŦƛƴƛǎƘŜŘΦέ όƳŀƴΣ тфȅΣ ŘƛǾƻǊced) 
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3.4. Discussion 

This study reports on qualitative experiences concerning access to care and support for frail community-

dwelling older adults, following the framework of Penchansky and Thomas (1981) as adapted and actualised 

by Wyszewianski (2002) ŀƴŘ {ŀǳǊƳŀƴ όнлмсύ ǊŜǎǳƭǘƛƴƎ ƛƴ ǎƛȄ !Ωǎ ƻŦ ŀŎŎŜǎǎ ǘƻ ŎŀǊŜ ŀƴŘ ǎǳǇǇƻǊǘΥ accessibility; 

affordability; availability; acceptability; adequacy (or accommodation) and awareness. The research 

question defined for this study was the following: which barriers do frail, community-dwelling older adults 

perceive to access formal care and support services?  

Our study shows that this framework can be confidently applied to detect concerns of access to formal care 

and support for frail older adults. It brings to attention a very broad approach of care and support going 

beyond pure medical care. Affordability of services was mentioned as an important barrier. Although 

Belgium is a prosperous country, pensions in Belgium are rather low compared to other EU countries. 

Stronger, the statutory pensions in Belgium are of the lowest of all European member states (OECD, 2011). 

!ƭǘƘƻǳƎƘ ǊŜǎŜŀǊŎƘ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ .ŜƭƎƛŀƴ ƻƭŘŜǊ ǇŜƻǇƭŜ ŀǊŜ Ψŀǎset-ǊƛŎƘ ōǳǘ ƛƴŎƻƳŜ ǇƻƻǊΩ όƛΦŜΦ ŀ ǊŜƭŀǘƛǾŜƭȅ ƘƛƎƘ 

percentage of Belgian older people own their house) (Smetcoren, 2016); our interviews showed that the 

affordability of care often has to do with the concern of care support by adapted housing. In this scope, the 

high cost of several essential extras that have to be paid (for example home automation systems in 

retirement flats, or housing adaptations like the stair elevator) clearly influence affordability. Like the 

majority of older people, our respondents indicated they prefer to live in their own house as long as possible 

(Wiles et al., 2011)Φ ! ƳŜƴǘƛƻƴŜŘ ōŀǊǊƛŜǊ ǘƻ ōŜ ŀōƭŜ ǘƻ ΨŀƎŜ ƛƴ ǇƭŀŎŜΩ ƛǎ ǘƘŜ ƘƛƎƘ Ŏƻǎǘ ƻŦ ƘƻǳǎƛƴƎ ƳƻŘƛŦƛŎŀǘƛƻƴǎΣ 

for which the government is not or only a limited percentage contributing. This research also shows that 

affordability can be interconnected with accessibility, for example when not meeting conditions applied by 

local governments to enter social housing or in a positive way when moving to a cheaper adapted 

apartment on the ground made it easier for providers to physically reach the client. The interviews clearly 

showed that improving one barrier might have a positive impact on (an)other barrier(s) as well. We also 

noticed concerns about the availability of care and support services when older people would become 

more dependent and in need of it, both in terms of professionals and informal carers. Recent research 

concluded that 3.8 % of community-dwelling older adults who reported to be in need of care and support, 

did not receive this (Fret et al., 2017). Respondents also indicated they lacked informal care. Despite 

growing policy attention, the informal care network also has its limitations (e.g. children having a busy 

career, a daughter being a single parent). This is in line with research of Smetcoren et al. (2018) in which 

some participants mentioned the impact of not having children, while others talked about barriers to get 

help from children such as distance.  

Concerning accessibility, our respondents made clear that accessibility goes beyond geographic accessibility 

as it is described by Wyszewianski (2002). It also concerns for example waiting lists that limit the 



 

80 
 

accessibility of services. This is in line with research results of Bleustein et al. (2014) about waiting times in 

healthcare. Within the theme of adequacy (or accommodation) respondents complained about lack of 

motivation or lack of time of professional caregivers. These concerns are shared in recent research by 

Kilgore (2016) about home care staffing and patient satisfaction. By using the mentioned framework, it 

became clear that it is important to take into account the often-neglected individual characteristics of the 

client and the provider that influence acceptability (i.e. socio-economic characteristics, trust) 

(Wyszewianski, 2002). Within awareness, the greatest concern was the complexity of finding appropriate 

information or the lack of health literacy of older adults. Although research clearly shows that Belgian 

healthcare is performant and of good quality (Vrijens et al., 2015), the organisation is rather complex and 

shredded (especially after the sixth Belgian Reform of the State of 2014) (Schokkaert, 2016). It was 

particularly clear that the aspect of awareness influenced the access to care and support for our 

respondents, especially for those with limited health literacy. We also discovered a 7th barrier (a 7th A) 

within the results, namely ageism which are stereotypes towards older adults that are described in 

literature as a barrier for qualitative elderly care (Kane and Kane, 2005; Reyna et al.; 2007).  

3.4.1. Limitations and future research  

This study contains some limitations. First, we used interviews which were conducted not solely in the 

context of this paper and that have been collected to answer different research questions. In order to 

overcome this limitation, the quality of the data has been assessed through pre-analyses and discussion, 

and the investigators explored if the data fitted appropriately the research questions (Hox and Boeije, 

2005). Second, the framework we used is an adapted and actualised version of the original framework of 

Penchansky and Thomas (1981) to which the aspect of awareness by Emily Saurman (2016) was added. This 

might be one of the first studies that has used this new framework within the context of access to care and 

support of frail community-dwelling older adults. Although we could identify some interesting results and 

discovered an additional barrier within the data (ageism), further research should be conducted to 

determine whether all barriers community-dwelling older adults experience were covered. Third, it would 

be particularly interesting to explore if any barriers were more important to those with different types of 

frailty, or who were frail across a greater number of domains as we focused In this paper on a general 

population of frail community-dwelling older adults. Future research could provide some more evidence. 

 

3.5. Conclusion and policy implications  

Within the scope of frail community-dwelling older adults, this study brings to attention that (despite all 

policy measures) access to a broad spectrum of care and support services remains a challenge for our ageing 

ǎƻŎƛŜǘȅΦ ¢ƘŜ ǊŜǎǇƻƴŘŜƴǘǎΩ ōŀǊǊƛŜǊǎ ǘƻ ŀŎŎŜǎǎ ŎŀǊŜ ŀƴŘ ǎǳǇǇort go beyond solely medical services; they also 

involve the availability of having someone around when they are in need, waiting lists, the price of housing 
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modifications or home automation systems, etc. This might be a challenge for our society with enhancing 

policy attention for community based care and support where more care and support tasks are entitled to 

local actors (Dury, 2018; Smetcoren et al., 2018). Although the concept of access goes much further than 

affordability, the financial aspect was often mentioned referring to a lot of Belgian older adults having 

limited resources and low pensions (Litwin and  Sapir, 2009) and seems to remain the most important 

barrier within Penchansky and Thomas framework. The aspect of affordability seems clearly interconnected 

with awareness and accessibility, referring to the complex organisation of the Belgian State and difficult 

procedures to get access to financial compensations. A system of automatic entitlement might give an 

answer to that (Moffatt and Scambler, 2008). In recent years, a project to proactively entitle a higher 

reimbursement status for medical care to people with low incomes already showed promising results and 

pointed out that automatic entitlement might be an effective strategy to improve the access to different 

kind of services (Goedemé et al., 2017). Another recent measure (since 2012) that provided good results 

was to give the possibility to low-income and vulnerable Belgian inhabitants to consult their general 

practitioner for one euro (the rest of the fee is paid directly to the general practitioner by the healthcare 

fund). It might be effective to give the possibility to other caregivers to apply this system on their patients 

(CM, 2018). The results also point to the complex and illogical Belgian care legislation or complex 

procedures, especially for older adults with limited health literacy. The impossibility to get an official 

recognition and the necessary contributions (for housing adaptations, etc.) when becoming disabled after 

the age of 65 is just one example. This should be a permanent point of attention for politicians to keep in 

mind. This paper also made clear that the framework of Penchansky and Thomas (1981) as adapted and 

actualised by Wyszewianski (2002) and Saurman (2016) is also applicable to detect barriers in access to a 

broad range of formal care and support services (going beyond solely medical care) for frail community-

dwelling older adults.  
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Appendix: Interview scheme D-SCOPE phase 2 (in Dutch) 

 

1. Welkomsttekst 

Hartelijk dank om ons bij u thuis te ontvangen en voor uw medewerking aan het onderzoek. Het D-SCOPE 

team is een internationale, multidisciplinaire onderzoeksgroep die bestaat uit onderzoekers van de Vrije 

Universiteit Brussel, Katholieke Universiteit Leuven, Universiteit Antwerpen, Universiteit Maastricht en 

Hogeschool Gent. D-SCOPE heeft als doel kennis te vergaren over de zaken die maken dat ouderen 

kwaliteitsvol in de eigen thuisomgeving kunnen blijven wonen. Hierbij is het noodzakelijk om de visie van 

ouderen, mantelzorgers en huisartsen te kennen. Daarom bent u samen met 100 andere ouderen 

geselecteerd om deel te nemen aan dit onderzoek.  

 

A. Methodiek individueel interview en scenario 

Een individueel interview is een één-op-één gesprek tussen interviewer en geïnterviewde. De eerste vragen 

zijn gesloten vragen die ik u kort ga stellen. Vervolgens starten we met het interview. Ik ga u open vragen 

stellen en daar soms op doorvragen. Er bestaan geen goede of verkeerde antwoorden. Het interview duurt 

ongeveer 45 min. Mag ik u er op wijzen dat dit gesprek op computer wordt opgenomen voor de verdere 

verwerking. Ik zou graag willen beklemtonen dat de informatie die we krijgen tijdens dit interview strikt 

vertrouwelijk is en enkel in het kader van dit onderzoek zal worden gebruikt. U mag op ieder moment 

stoppen met het gesprek zonder dat u daarvoor een reden hoeft te geven. Dit alles is opgenomen in een 

informed consent. Ik heb een dubbeltje mee voor u. Zou u dit kunnen ondertekenen? 

B. Opzet onderzoek 

Met ons onderzoek willen we te weten komen wat nu de bepalende zaken zijn die maken dat ouderen 

kwaliteitsvol in de eigen thuisomgeving kunnen blijven wonen. Concreet is het interview uitgebouwd uit 2 

grote delen. Het eerste deel zijn korte vragen waar u kan kiezen uit verschillende antwoordmogelijkheden. 

Nadien starten we met het interview. Wanneer er zaken niet duidelijk zijn voor u, aarzel niet om dit aan te 

geven. We vangen eerst aan met het schriftelijke deel. 
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STAP 1: MOCA


