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ABSTRACT 

An exploration of services and member profiles at senior service centres in the 

Western Cape, South Africa 

Introduction 

The number of South Africans aged 60 years and older is increasing. The National 

Development Plan (NDP) aims to raise average life expectancy to 70 years by 2030. In response 

to similar global trends, the World Health Organization (WHO) developed the global Active 

Ageing Policy Framework (AAPF) to inform the actions taken by countries to address the needs 

of older persons, acknowledging the different contexts and cultures. The WHO recommended 

that the framework should have been evaluated to test its applicability and use in member 

countries by the first half of the twenty-first century. In South Africa, Senior Service Centres 

for Older persons were set up in communities to provide services to enhance the achievement 

of the goals of the AAPF. Unfortunately, little information is available on how the framework 

has been applied to inform services offered in African countries, including South Africa. This 

study explored services provided by Service Centres for Older Persons in the Western Cape 

using the WHO framework on Active Ageing as a guide to the services. The study was 

conducted in two phases. 

Aims 

In the first phase, the study explored the characteristics of Service Centres – the organisational 

structures, the types of services offered, the profile of the managers, and their perception of 

the needs of the members of the centres. In the second phase, the study explored the profile 

of the members of these centres by determining their socio-demographic profile, health and 

psychosocial characteristics. 

Methodology 

In phase 1, forty-one service centres were selected by stratified random sampling to 

proportionally represent the five districts and the Cape Metropole in the province. Only 35 

service centres consented to take part in the study. In phase 2, a sample of convenience was 

recruited from 3 051 registered members at the 35 service centres. Only 625 members 

consented to participate.  A cross sectional, descriptive research design was utilised to collect 

data on the characteristics of the service centres from the managers, using a modified self-
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developed questionnaire. To explore the profile of members of the service centres, a self-

developed questionnaire and two standardised questionnaires namely, World Health 

Organization Quality of Life-BREF (WHOQOL-BREF) and World Health Organization Disability 

Assessment Schedule II (WHODAS II), were administered.  

Data analysis 

Descriptive statistics were used to analyse the responses to the closed-ended questions in 

phases 1 and 2 of the study, and data presented as frequencies. Similarly, responses to the 

open-ended questions were summarised and themes were identified. In phase 1, quantitative 

and qualitative responses were analysed according to the WHO Active Ageing Framework. In 

phase 2, the data generated were analysed according to the WHO International Classification 

of Functioning, Disability and Health Framework (ICF) model.  

Results  

Services offered to members at the centres in the six categories of determinants of the AAPF 

included the following: 

• Health and social care systems – Limited screening programs were provided as part of 

health promotion and disease prevention services.  

• Behavioural – Physical activity/exercise programmes were most common, but no 

programs addressed healthy eating habits, tobacco and alcohol abuse, or adherence to 

medication use.   

• Personal factors – Services were provided to enhance members’ cognitive skills.  

• Physical environment – No services were offered on falls prevention.  

• Social environment – Different types of social support programmes were offered, 

including meeting education and literacy needs of members through the provision of 

Adult Basic Education Training (ABET).  

• Economic – Some centres offered members opportunities for formal work and 

volunteering, while some provided income generation activities.  

Most of the managers had high school education but expressed the need for training to 

manage these centres. The managers perceived the needs of the members would relate to 

health care, social support, inactivity, isolation and safety among others. 
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The summary of the profile of the 625 members of the centres are presented in the domains 

of the ICF model: 

• Personal factors – The members were predominantly widowed women with a mean age 

of 74.1 ±7.51 years (range 60–100 years). Most members displayed good lifestyle habits 

and engaged in various leisure and physical activities. Members were also satisfied with 

themselves, their health, bodily appearance and quality of life and reported a variety of 

aspirations for their future with and without possible future-orientated behaviours. 

• Health conditions – Hypertension, arthritis and diabetes were the most common health 

problems reported by members for which they took medication. Falls were not common 

among members although the majority feared falling. 

• Body structure and function – Most members expressed good cognitive function, could 

concentrate and follow conversations, and reported no hearing, visual or bladder 

problems. Members also reported good postural balance.  

• Activities and participation – Members were satisfied with their abilities to do daily 

activities, participate in the community, and learn new tasks.  

• Environmental factors – Most members resided with their children or family for various 

reasons, including needing care for themselves or to provide care to their children and/or 

extended families.  

Discussion and conclusion 

Using the WHO AAPF as a guide, it was found that services provided by Service Centres for 

Older Persons in the Western Cape, although varied, were deficient at most service centres. 

The managers responsible for providing these programmes were women with limited skills 

who needed more education and training to be able to manage the centres appropriately. The 

members of service centres, despite presenting with health challenges and multi-morbidities, 

indicated aspirations for the future. In view of the goals of the National Development Plan 

(NDP) to increase life expectancy of older persons to 70 years by 2030, a more comprehensive 

exploration of the profile of older persons will assist the managers of the Service Centres to 

respond more appropriately to the diversity of needs and interests of members. 
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DEFINITION OF TERMS 

Term Definition  

ABET Basic Education and Training for adults who want to finish or 

improve their basic education, aiming to provide fundamental 

learning tools, knowledge and skills, and provides participants 

with nationally recognised skills and/or qualifications 

Characteristic A feature or quality belonging typically to a person, place or thing 

and serving to identify them 

Child Support 

grant 

An income provided to children who are under the age of 21 

years and whose parents are unemployed or receive a low 

income jointly 

Chronic (of an illness) persisting for a long time or constantly recurring 

Chronic non-

communicable 

disease 

A non-communicable disease (NCD) is a medical condition or 

disease that is non-infectious or non-transmissible. NCDs can 

refer to chronic diseases which last for long periods of time and 

progress slowly. 

Civic Relating to the duties or activities of people in relation to their 

town, city, or local area 

Comprehensive including or dealing with all or nearly all elements or aspects of 

something 

Conceptual 

framework 

An analytical tool with several variations and contexts. It is used 

to make conceptual distinctions and organise ideas 

Disability grant An income people receive due to their own disability, or if they 

were unfit to work or support themselves 

Foster care grant An income remunerated to carers for child care services they 

offer to children unrelated to them 

Golden Games An initiative of the Premiers Office in conjunction with 

stakeholders (Department of Social Development, Health and 

Sports and Recreation) introduced to older persons (aged 60 

years and older) to encourage their participation in sports and 

recreation activities and become more physically active [1] 

Health literacy The degree to which individuals have the capacity to obtain, 

process, and understand basic health information and services 

needed to make appropriate health decisions 

Iatrogenesis Health problems that are induced by diagnoses or treatments 

Non-residential Not requiring or providing facilities for people to live on the 

premises 

Population ageing Population ageing refers to a process in which proportions of 

adults and the elderly increase in a population while the 
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Term Definition  

proportions of children and adolescents decrease. As a result, the 

median age (the age at which half of the population is younger 

than the other half is older) increases in a country [2, 3] 

Profile An outline of something 

Proportion A part, share, or number considered in comparative relation to a 

whole 

Quality of life A standard of health, comfort, and happiness experienced by an 

individual or group. 

Service centre 

 

A service centre is an organisational unit which provides a 

specific service or product, or a group of services or products to 

users [4] 

  

*Certain words are defined to provide clarity to the context of this research. The references 

to these definitions are provided in the thesis 
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CHAPTER 1  INTRODUCTION 

This chapter highlights the background to the study, the aims and objectives, and the 

significance of the study. A summary of the remaining chapters is also outlined. 

1.1 Background to the study 

The population of South Africa has increased noticeably from 40.6 million in 1996 to an 

estimated 56.5 million people in 2017 [5]. Approximately 28.9 million (51.1%) of this total 

population is female. The 45.7 million black African population is in the majority (81%), with 

the white population estimated at 4.5 million, and the coloured (mixed ancestry) and 

Indian/Asian population at 5.0 million and 1.4 million respectively.  

Globally, populations are rapidly ageing with the number of older persons (aged 60 years and 

older) projected to double from just under 800 million currently, to reach 2 billion by 2050 [6, 

7]. While this trend is most evident in the more developed regions of the world, less developed 

nations such as South Africa have also begun to experience significant population ageing. From 

2.8 million (7.1% of the population) in 1996 to 4.6 million (8.1% of the population) in 2017 [5], 

South Africa is projected to be home to approximately 7 million older persons (aged 60 years 

and older) by 2030.  

Differences in the aging patterns are apparent across the various population groups. The 

proportion of elderly whites has increased from 14.4% in 1996 to 23.4% in 2017. Among 

Indians/Asians, the proportion has increased from 6.4% in 1996 to 12.5% in 2017, while elderly 

coloureds grew from 5.8% in 1996 to 9.1% in 2017. The black African population grew from 

5.7% in 1996 to 6.4% in 2017. The Western Cape Province also experienced growth in the 

number of older persons, from 301 942 in 1996 to 593 551 in 2017 [5].  

Factors responsible for reshaping the age distribution of the population include fertility, 

mortality and migration [3, 8]. South Africa has the lowest fertility rate in Southern Africa as 

well as Sub-Saharan Africa [3]. In the Western Cape the total fertility rate is projected to 

decline from 2.18% in 2011 to 1.89% in 2040, meaning the proportion of older persons will 

grow [9]. Life expectancy is also increasing as people live longer due to improved medicine 

and lifestyles [8]. This translates into lower mortality rates and many older persons surviving 
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into old age. Despite being driven by higher mortality rates amongst young and middle-aged 

groups due to the HIV epidemic, the South African population will however continue to have 

an increase proportion of older persons in the total population [3, 10]. In addition, migration, 

though not the most prevalent driver of population ageing, impacts on the age structure of 

the population due to an influx of older age groups who move to the Western Cape Province 

for retirement [8]. 

To address the societal inequities in social and health care during the apartheid era in South 

Africa, the government developed the National Development Plan (NDP) 2030 as part of the 

transformation process [11, 12]. One of the plan’s long-term goals is to raise the average life 

expectancy, currently at 64 years, to 70 years by 2030 [11].  

The reported global trend in ageing is recognised as an opportunity and one of humanity’s 

greatest triumphs [13]. Responding to this global trend, the World Health Organization (WHO) 

proposed the Active Ageing Policy Framework in 2002 to inform the actions taken by countries 

to address the needs of older persons [13]. While acknowledging the health-related challenges 

encountered in older persons, the active ageing policy framework aimed to reduce the risk of 

disease, and promote the maintenance of function, confidence and engagement that would 

contribute towards successful aging. The framework conceptualised active ageing as a process 

of optimising opportunities for health, participation and security to enhance quality of life as 

people age [14]. In 2003, the African Union Policy Framework and Plan of Action on Ageing 

was also formulated to support the WHO framework [15].  

In line with global efforts, the National Department of Social Development formulated the 

South African Older Person’s Act, 13 of 2006, for the protection of the rights of older persons 

[16]. The Act was geared towards the three priority areas of the WHO policy framework, 

namely older persons and development, advancing health and well-being into old age, and 

ensuring an enabling supportive environment. Since the framework was applied differently 

within various contexts, cultures and countries, the WHO recommended that its member 

countries should have, by the first half of the 21st century, evaluated the applicability and use 

of the framework to their countries. While studies to test the WHO framework have been 

carried out worldwide, there is scarcity of evidence on how the framework has been applied 

and how it represents the contextual issues of Africa, or South Africa. 
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Studies on ageing and health, including the WHO’s study on Global Ageing and Adult Health 

[17] found that health, disability, living conditions and social support are concerns for ageing 

populations throughout the world, including South Africa [18-22]. Older persons are at high 

risk of ill health and disability originating from age-related, non-communicable diseases [23-

25]. The incidence of disability and impairment is reported to increase with age, contributing 

to the loss of independence and isolation. In addition, there is the risk of multi-morbidity from 

causes such as heart disease, arthritis, falls, diabetes, hypertension, dementia, cognitive 

impairment, and depression, most of which are associated with lifestyle superimposed on 

physiological changes with age, and which may remain undiagnosed particularly in resource 

poor settings. Older persons also experience the impact of HIV/Aids, elderly abuse, poverty, 

and inadequate or undignified living conditions [3, 26]. All these occurrences inevitably result 

in an increased demand for chronic health care [18, 19, 27-29] as life expectancy increases. 

The need for formal care targeting older persons to ensure successful aging is therefore 

highlighted.  

It was to deal with these aforementioned challenges that the concept of senior citizens’ 

centres was first introduced in New York City in 1943, to provide educational and recreational 

activities to assist older persons in maintaining their independence in the community [30]. The 

centres offer communal care with the assistance of paid or voluntary caregivers in a setting 

outside the user’s own home [31]. Members come or are brought to access the services that 

are available for at least 4 to 6 hours during the working day, and return home on the same 

day [32]. As a critical component of the aging continuum of care, service centres for older 

persons promote health and well-being by providing opportunities for recreation, 

socialisation, nutrition, health education and access to vital social services [28, 33-37]. 

Attendance at these centres has also been found to improve psychological wellbeing, satisfy 

social needs, improve friendships and stress levels and contribute to a positive perception of 

general health and wellbeing [33, 38]. Physiotherapists are in an ideal position to meet the 

needs of members of service centres and should, as recommended by the World 

Confederation for Physical Therapy (WCPT), deliver prompt and co-ordinated services that 

include promotion, prevention, treatment/intervention and rehabilitation [39]. In order to 

achieve this, physiotherapists should be available and accessible to members of the society, 
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regardless of their circumstances, who are experiencing or are at risk of experiencing 

limitations in their ability to functional optimally [39].  

Service Centres for Older Persons have become increasingly popular in South Africa [8]. 

Currently, however, the national database on the usage of these centres gives little 

information on how services are used or how many people use specific programmes. For 

example, the Western Cape alone has 200 registered service centres distributed across various 

districts and municipalities. These centres are financially supported by the Western Cape 

Department of Social Development (WCDSD). However, despite the service centres having 

provided support services for many years, catering for a variety of needs in the population 

they serve, little information is available on the relevance of these services in meeting the 

needs of older persons in South Africa. Although it is known that membership of the service 

centres for older persons vary [40], organisational structures, designs and services provided 

in these centres have not yet been explored [8]. It is also uncertain how Service Centres for 

Older Persons in South Africa have been aligned with the WHO Active Ageing Policy 

Framework. Thus, undertaking an exploration of the Service Centres and their role in 

facilitating community-based care for the older person, in line with the WHO Active Ageing 

Policy framework, will be of great benefit in expanding the footprint of wellness and active 

ageing within the province and understanding how the population can successfully age in the 

country. Physiotherapists can participate in achieving active ageing of older persons at service 

centres by providing services that promote health and wellbeing of its members.  

1.2 Aims of the study 

To provide some preliminary data, the aims of this study were to explore  

1.  the characteristics of the service centres for older persons in the Western Cape, and  

2.  the profile of members of the centres. 

1.3 Objectives of study 

To achieve the first aim of exploring the characteristics of Service centres for Older persons in 

the Western Cape, the following objectives were set: 

1. To determine the characteristics of the:  
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1.1 organisational structures of the centres;  

1.2 types of services offered; 

1.3 profile of the managers of the centres; and  

1.4 the perceptions of the managers of the needs of the members of the centres.  

To achieve the second aim of exploring the profile of the members of the service centres, the 

following objectives were set: 

2. To determine the:  

2.1 socio-demographic profile of members of the centres; and  

2.2 the health and psychosocial characteristics of the members. 

1.4 Significance of study 

In South Africa, literature is sparse regarding specific needs-based service provision at service 

centres for older persons. Although clearly marked guidelines for Old Age Homes (OAH) exist 

[41], there are no documented guidelines on the services available to members in these 

service centres. It is suggested that to maintain the continued relevance and sustainability of 

service centres in our communities (e.g. Western Cape Province), a comprehensive 

assessment needs to be carried out on the characteristics, needs and interests of members at 

service centres [38, 40] as well as an evaluation of the service providers’ role in addressing 

these needs in accordance with the AAPF recommendations. This study attempted to answer 

the following questions:  

1. How are senior service centres being managed?  

2. What are the service programmes being provided, and are the programmes informed 

by the WHO AAPF?  

3. Do the programmes cater for the diverse health and social related needs of their 

members? And  

4. Is there a link between the characteristics of members of the centres and services 

provided in the centres?  

The results of this study will inform the development of needs-based health-related 

interventions and programmes for members of service centres in the Western Cape, to which 

physiotherapists can make a significant contribution. 
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1.5 Outline of chapters  

Chapter One describes the foundation of the study. It outlines the background, the aims and 

objectives of the study, the research setting and the significance of the study. 

Chapter Two includes the conceptual framework for the study, highlighting the use of the 

Active Ageing Policy Framework (AAPF) within the International Classification Framework (ICF) 

to evaluate older persons and provide a holistic overview of the members of the service 

centres for older persons. This chapter outlines the context of older persons in South Africa 

with specific reference to the province of the Western Cape. It includes an in-depth literature 

review highlighting current literature on worldwide population ageing, focusing on specific 

trends in South Africa. It further informs about international and national legislation and policy 

frameworks on ageing, and how they address the challenges confronting older persons 

globally and in South Africa. Finally, this chapter attempts to introduce service centres as 

valuable community-based organisations that facilitate active ageing and cater for the needs 

of the ageing population.  

Chapter Three presents the methodology of the study. Since this study has two phases, this 

section highlights both the research design and the research setting. The sampling, 

instrumentation and procedure for data collection, management and data analysis are 

reported on in detail for each phase. Ethical considerations are also briefly explained. 

Chapter Four presents the results of the study. The results for phases one and two of the study 

are presented individually in terms of demographic characteristics of the sample and outcome 

measures administered.  

Chapter Five presents the discussion which attempts to interpret the results of the study by 

assessing each of the six determinants and the accompanying list of focus activities aimed at 

achieving the goals of active ageing. This chapter also discusses how far the service centres 

are aligned with the WHO framework on active ageing.  

Chapter Six concludes and summarises the main findings of the study from phase one and 

phase two. The limitations of the study are included in this chapter. Recommendations are 

suggested for similar studies in the future. 
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CHAPTER 2 LITERATURE REVIEW 

2.1 Introduction 

This chapter presents the conceptual framework for this study, highlighting the Active Ageing 

Policy Framework as it focuses on the health, participation and security of older persons. The 

conceptual framework also highlights the International Classification of Functioning, Disability 

and Health, and how it provides a holistic overview of the members of the service centres for 

older persons. Furthermore, this chapter outlines the context of older persons in South Africa 

with specific reference to the Western Cape Province. The chapter also includes an in-depth 

literature review which highlights current literature on worldwide population ageing, while 

focusing on specific trends in South Africa. It further informs about international and national 

legislation and policy frameworks on ageing, and how it addresses the challenges confronting 

older persons globally and in South Africa. Finally, this chapter attempts to introduce service 

centres as valuable community-based organisations that facilitate active ageing and cater for 

the needs of the ageing population.  

Literature searches on EBSCO, Medline/PUBMED, CINHAHL and PEDRO databases were used. 

Keywords used to identify relevant literature included: senior services centres, senior clubs, 

service centres for older persons/elderly, health of older persons/elderly, health challenges of 

older persons/elderly, quality of life of older persons/elderly, International Classification of 

Functioning, Disability and Health Framework, Active Ageing Framework, conceptual 

framework, global health, pillars of active ageing, population ageing. 

2.2 Conceptual framework for the study 

The WHO AAPF and the ICF were adopted as the conceptual framework informing the primary 

research aims of this study, in exploring (a) the characteristics of the service centres for older 

persons in the Western Cape, and (b) the profile of members of the centres.  

 Active Ageing Policy Framework 

The AAPF was adopted as the conceptual framework to inform the first phase of the study – 

the exploration of the characteristics of the service centres for older persons. The concept of 

active ageing was introduced by the WHO in 2002 and was defined as ‘the process of 
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optimising opportunities for health, participation and security in order to enhance quality of 

life as people age’ [13]. The framework focuses on three major goals, namely older persons 

and development, advancing health and wellbeing into old age, and advancing enabling and 

supportive environment. This framework therefore allows people to realise their potential for 

physical, social, and mental well-being throughout the life course and to participate in society 

according to their needs, desires and capacities, while providing them with adequate 

protection, security and care when they require assistance. The AAPF is a policy vision that 

recognises and emphasises the economic and social difficulties older persons face as well as 

their need for health care. It also emphasises traditional community care and support 

mechanisms and the decentralisation of health, welfare and social services. In addition, it 

supports the voluntary contributions of older persons to community-based initiatives and 

access to adequate recreational and leisure facilities [13].  

As active aging is influenced by a number of factors that surround individuals, families and 

nations [13], six inter-related determinants were identified which may contribute to the 

quality of life of older people [13, 42] (Table 2.1). Each determinant has a list of focus activities 

aimed at achieving the three goals of active ageing (health, participation and security). 

However, it is not yet known whether service centres for older persons provide these listed 

activities within their service programmes.  

The AAPF is proposed to inform discussion and formulation of action plans that promote 

healthy and active ageing, and to provide guidance on designing and implementing policy and 

programmes that promote the rights of older persons [15], similar to what is expected from 

service centres for older persons. It was recommended that by the first half of the 21st 

century, WHO member countries should have evaluated how applicable the 2002 framework 

is to their countries. The Active Ageing Framework model is a concept that helps explain the 

linkages between activity, health, independence and ageing well. Despite many countries 

introducing the model recommendations into their national health and social plans of action, 

there is little evidence to support its application in South Africa. Since government has 

established service centres to enhance the achievement of the framework, it is important to 

know what the structure is like to understand what they need to do. Using this framework 

allowed for the evaluation of service centres in how they support active ageing of older 

persons (members) living in communities.  
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Table 2.1: Overview of the active ageing determinants (WHO, 2002) 

Determinants Items 

Health and social care systems 

determinants 

Health promotion & disease 

prevention 

Curative services 

Long-term care 

Mental health services 

Behavioural determinants Tobacco use 

Physical activity 

Healthy eating 

Oral health 

Alcohol 

Medications 

Adherence 

Personal factor determinants Biology and genetics 

Psychological factors 

Physical environment determinants 

 

 

 

Physical environments 

Safe housing 

Falls 

Clean water, clean air and safe foods 

Social environment determinants Social support 

Violence and abuse 

Education and literacy 

Economic determinants Social protection 

Income 

Work 

Studies testing the WHO framework have been carried out worldwide, including in Thailand 

and Indonesia [43, 44], Britain, Portugal, Finland and Belgium [42, 45-49], the USA, Canada 

[50, 51] and Brazil [52]. Studies were also carried out in many Caribbean countries such as the 

Bahamas, Barbados and Jamaica [53] as well as in New Zealand [54]. However, there is little 

evidence to report on how the framework has been evaluated in African countries [14].  

The Older Persons Act, 13 of 2006, provides for the set-up of community-based facilities [16] 

like service centres for older persons to focus on the three goals of the framework. This 

research study therefore offers opportunities to explore if the services provided by these 

service centres for older persons are informed by the WHO framework. 
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 International Classification of Functioning, Disability and Health Framework  

The ICF was adopted as the conceptual framework to inform the second phase of this study, 

which aimed to explore the profile of older persons who were members of service centres. 

The ICF was originally developed to bring about a paradigm shift in the way health and 

disability were understood and assessed [55]. Rather than continuing to present disability as 

a medical issue, the ICF identified multiple dimensions of human functioning, namely 

biological, psychological, social and environmental. Developed over a seven-year period in an 

inter collaborative process and validated by means of field trials in over 70 countries, the ICF 

was officially endorsed by all WHO member states in 2001. 

 

Figure 2.1: Graphic representation of the interaction between components of the ICF  

(WHO 2001, 13, p.18) 

However, apart from classifying and providing a framework for understanding disability, the 

ICF has also been developed to evaluate people holistically in relation to their disability [56]. 

The ICF looks beyond the physical impairments of individuals, recognising that functioning, 

disability and quality of life are not only the consequence of biological dysfunction but are a 

result of the interaction between the health condition, biomedical factors, and the social, 
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personal and environmental factors (Figure 2.1), including the performance of activities and 

participation in life situations [57]. Exploring functioning in these contextual factors allows for 

a greater understanding of the whole person depending on the individual’s circumstances. 

The ICF has been used for multiple purposes and in different settings [55]. It has been used as 

a tool to enhance clinical reasoning and reflection in clinical practice [58], and in assessing 

functioning and disability in persons with disability [59]. In research studies of older persons, 

the ICF has been utilised to create a better understanding of factors associated with self-rated 

health [60], understanding challenges encountered by older persons in the community [61] 

and highlighting the importance of capturing and understanding both frequency and 

restriction aspects of older persons’ participation [62]. Despite many global studies being done 

using the ICF with older populations [63], there is little evidence available to report on its use 

within this cohort of people in South Africa. 

Since the WHO encourages active and healthy ageing of older persons, the ICF was thus 

adopted as the framework in phase 2 of this study to provide a holistic overview of the 

members of the service centres for older persons. This could ensure that interventions and 

services at service centres, as recommended in phase 1 of this study, would address the needs 

of the members holistically. 

2.3 Defining an older person 

The definition of ageing can differ widely from a traditional or a community perspective. In 

most developed countries, the age of 60 or 65 years is said to be the beginning of old age, 

whereas the more traditional African definitions of an ‘elderly’ person correlates with the 

chronological ages of 50–65 years, depending on the setting, region and country [2]. However, 

since defining ageing is arbitrary, it introduces problems of data comparability across nations. 

For this reason, the United Nations, although not having adopted a standard criterion, 

generally uses 60+ years to refer to the older population [2]. Following a change in legislation 

via the Social Assistance Amendment Act, 6 of 2008, South Africa aligned itself with the WHO’s 

(WHO, 2009) definition of the ‘elderly’ as all persons over the age of 60 years [10, 64]. 
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2.4 Population ageing 

 Global ageing trends 

World populations are rapidly ageing. It has been shown that the ageing of populations is 

ongoing in both developed and developing countries although, the growth rate of older adults 

in low- and middle-income countries remains significantly higher than in most high-income 

countries for many decades [65, 66]. The United Nations Population Division projects that at 

a global level, the number of people aged 60 years and older will double from just under 800 

million today (representing 11% of the worlds’ population), to just over 2 billion in 2050 [6]. It 

is also estimated that by 2045, more people will be aged 65 years and older than children 

under 15 years of age [67]. 

 Ageing in Africa  

According to Dotchin, Akinyemi, Gray and Walker (2013), nearly two-thirds of the world’s 

population aged over 60 years are living in developing countries [67]. However, African 

countries are also undergoing a transition and experiencing the fastest growing older 

population of any world region [24]. It is estimated that the African population aged 60 years 

and older will increase from 42.6 million in 2010 to 160 million by 2050 [24]. This means that 

by 2050, most countries in Africa would likely see a doubling in their ageing populations [68]. 

 South Africa’s older population 

The South African population is no exception; it is set to experience significant ageing in the 

coming decades [7]. The mid-year estimates (2017) produced by Statistics South Africa (SSA), 

show that South Africa’s population is estimated at 56.5 million people, an increase of 6.7% 

since 2011 [5]. South Africa has one of the most rapidly ageing populations in Africa and has 

the continent’s highest percentage of older inhabitants [23, 69]. The proportion of persons 

60 years and older in South Africa is growing, having reached approximately 4.6 million (8.1%) 

in 2017 [5]. Variations in age are particularly noticeable by population group in South Africa. 

Between 2002 and 2017, the proportion of elderly among black Africans increased by 0.5%, 

among coloureds by 2.7%; among Indian/Asians by 4.2% and among whites by 7.3% [5]. 

Disparities in ageing by province and population group have a historical context that can be 

traced to fertility, mortality and migration streams over time [5] and are indicative not only of 
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a country that is on a demographic and health transition, but are also an alert to the new 

social, health and financial demands South Africa is bound to face.  

There is tremendous diversity in national and societal contexts in which aging unfolds in Africa 

[68]. Fertility, mortality and migration are the key processes responsible for reshaping the age 

distribution of the population. Persistent lowered fertility brings about declines in births, 

which, in turn, result in declining proportions of children and an increase in the number of 

older persons [69]. Mortality declines as living standards improve and people have better 

access to nutrition, hygiene, sanitation, better medical care and access to public health 

services. This also translates into a higher life expectancy [3]. However, the experience of 

ageing in Sub-Saharan Africa, specifically South Africa, has to some extent been driven by 

higher mortality rates due to the HIV/AIDS epidemic [3]. The ageing of South Africa’s 

population will occur despite the increased HIV -related mortality as the country is 

experiencing a decreased fertility rate and an increased mortality rate among young and 

middle adult age groups, which contributes to the increased proportion of older persons in 

the total population [3, 8, 10]. Though not the most prevalent driver of population ageing, 

migration also contributes to the age structure of the population. 

 Ageing trends in the Western Cape 

Although there were variations in the distributions of populations across provinces in South 

Africa, evidence indicates a 10.3% increase in the total population of the Western Cape 

between 2007 and 2011 [3]. According to provincial mid-year estimates for 2017, 11.5% of 

South Africa’s population live in the Western Cape [5]. The Western Cape Province also 

experienced growth in the number of older persons (60 years and older), from 301 942 in 1996 

to 593 551 in 2017 [5], and it has the highest proportion of older persons in comparison to 

other provinces [5]. According to SSA (2017), the Western Cape mid-year population estimates 

describe a predominantly female population of older persons since the life expectancy of 

females is higher than that of males [5].  
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2.5 International and national responses to population aging 

 Goals of international intervention 

The international response to ageing has been guided by a number of United Nations and 

WHO initiatives [65], some of which offer a framework for monitoring and evaluating the 

health and well-being of older persons, as well as service delivery to them [70]. Active ageing 

was established as the leading global policy strategy in response to the aging global population 

[47, 50, 71] when the WHO proposed the AAPF [13]. These strategies were taken by countries 

to address the needs [13] and recommend health policy for old people to be implemented 

through national health plans globally in the 21st century [65]. This is discussed further when 

describing the use of the AAPF. 

In 2003, the African Union Policy Framework and Plan of Action on Ageing was also formulated 

to support the WHO framework [15] by emphasising the economic and social difficulties older 

persons encounter and their need for health care. Both these policy plans encouraged action 

to sustain the independence of older persons in the community and reduce the placement of 

older persons in institutions by introducing support mechanisms to strengthen partnership 

between government and civil society, as well as to decentralise health, welfare and social 

services [8]. 

According to the WHO (2002), active ageing is expected to facilitate the association between 

activity, health and ageing well. Active ageing encompasses six groups of determinants that 

are influenced by culture and gender [13] as illustrated in Table 2.1. According to the WHO 

AAPF [13, 50], the key concepts of active ageing are autonomy, independence and quality of 

life as defined in Figure 2.2. Quality of life is a broad ranging concept, incorporating the 

complex aspects of personal beliefs, psychological state, physical health, social relationships,  

level of independence and relationship to features in the environment [72]. As people age, 

their quality of life is largely determined by their ability to maintain autonomy and 

independence [50]. A healthy life expectancy (i.e. how long people can expect to live without 

disabilities) also affects active ageing [50].  
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Figure 2.2: Key components of active ageing (WHO, 2002) 

Active ageing is part of a policy vision in which guaranteeing of human rights will enable the 

increasing older population to remain healthy (thus reducing the burden on health and social 

care systems) and to stay in employment longer (thus reducing pension costs), while 

participating fully in community and political processes [73]. It refers to the entire life-course 

[14, 44], thus policies which foster activities and environments associated with health are 

encouraged to increase quantity and quality to life years, enhance autonomy and 

independence, and reduce health and care system costs. This also reflects the 

recommendation made by Walker (2002), that individuals have a duty to take advantage of 

lifelong learning and continuous training opportunities, and to promote their own health and 

wellbeing throughout the life-course [74]. In addition to health, the social participation and 

security of older persons are also important aspects of the lives of older persons. Participation 

entails optimising activities related to enabling environments that promote community and 

civic engagement [75]. Policies and programmes should therefore aim to increase the paid 

and unpaid productive contribution older persons can make to society [73]. In addition, the 

framework also highlights the aspect of security of living. This includes activities designed to 

ensure that the social, financial and physical needs are met as people age [75]. Studies done 

to test if these policies are followed are discussed later. 

The AAPF is more relevant in Europe than in the USA. In the USA, researchers seem not to use 

the concept promoted by the WHO and prefer to use the concept of ‘successful ageing’ when 

Autonomy

• 'The perceived ability to control, cope with, and make personal decisions about how one 
lives on a day-to-day basis, according to one’s own rules and preferences' [47]

Independence

• 'The ability to perform functions related to daily living – that is to the capacity of living 
independently in the community with no and/or little help from others' [47]

Quality of Life

• 'An individual’s perception of their position in life in the context of the culture and value 
system where they live, and in relation to their goals, expectations, standards and 
concerns' [47]
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referring to ageing well or optimal ageing [50]. The concept is also often used interchangeably 

with notions such as quality of life and healthy aging [51]. Concepts of ‘active ageing’ overlap 

with those of ‘successful’ ageing [76]. Medical perspectives of successful ageing incorporate 

mental and physical health and functioning while psycho-social definitions emphasise 

reaching one’s potential, psychological and social well-being, life satisfaction, adaptation, 

productivity, self-mastery and control [76]. Other studies build on the WHO definition of 

health and define successful ageing as ‘arriving’ at a level of physical, social, and psychological 

well-being in old age [76].  

Fernandez-Ballesteros et al., (2013) define successful ageing (active ageing), similarly to Rowe 

and Khan (1997), as a low probability of illness and disability, high physical fitness, high 

cognitive functioning, positive mood and coping with stress, and being engaged with life [48]. 

The differences between this model and the AAPF are that it focuses on psychological aspects 

such as cognition and mood and omits security. According to Belanger et al., (2017), the 

inclusion of security in the concept of active ageing allows for the recognition that conditions 

of poverty and violence in many countries of the world are barriers to active ageing since lack 

of financial security or personal safety hampers quality of life of older persons [51]. However, 

the results of their study did not validate either the WHO model of active ageing or the 

psychological model by Fernandez-Ballesteros et al., (2013). It is thus recommended that at 

policy level, indices following the WHO model of active ageing need to highlight what remains 

to be improved about the health, social participation, and social and economic security of 

growing populations of older adults [51]. 

The concept of active ageing, similarly to other ageing concepts, has been criticised. It is 

believed that the extent to which active ageing has been promoted as the ideal strategy for 

global ageing is oversold and may be counterproductive [77]. In addition, the term ‘active’ 

itself may be misconstrued, reducing policy actions to focus on physical activities at the 

expense of other important aspects of the model [73]. According to Doh and Adusei-Asante 

(2016), ‘active’ might also be regarded as an extension of social determinants of health, 

reducing national-level policy actions to health promotion and prevention [71]. Furthermore, 

Boudiny (2013) observed that given the nature of the concept of active ageing, much of the 

debate has focused on the economic aspects of ‘active’, without significant recourse to the 

overall framework [78]. The emphasis has been on employment, health, pension, retirement 
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and citizenship, while there should be differentiation among different types of productive 

activities such as work, volunteering and caregiving, and types of leisure activities, including 

physical, intellectual, religious and social activities [51]. Developing a measure of the extent 

to which older adults feel involved in activities that are meaningful for them may also 

represent a better variable to capture social participation [51]. However, despite the lack of 

conceptual clarity on active ageing, studies that examined alternative concepts reported that 

active ageing remains the most popular [71], and concluded that elders from different cultures 

appear to agree on most of the components identified in the literature [48].  

Active ageing approaches and strategies are promoted worldwide [44, 74, 75, 79] with many 

studies applying the AAPF to assess the active ageing of older people [14, 42-44, 75], either by 

focusing on their current situations or on ways to promote active ageing [43]. Paul, Ribeiro 

and Teixeira (2012) tested a model using the determinants of active ageing proposed by the 

WHO. Their analysis failed to confirm the WHO conceptual model as some of the determinants 

were found to be intertwined. Although subjective and objective variables contribute to active 

ageing, Paul, Ribeiro and Teixeira (2012) concluded that psychological factors play a larger role 

in their data than acknowledged in the WHO model [50]. Fernandez-Ballesteros et al., (2008) 

criticised the analysis of the study by Paul, Ribeiro and Teixeira (2012) for proposing a 

measurement model based on the determinants of active ageing rather than on indicators of 

the concept [51]. According to Paul and Teixeira (2012), the exclusive use of self-rated 

measures in this study may have led to an overall ‘perceived reality’, while some of the active 

ageing determinants are to be more objective [50]. However, despite finding a variation in 

profiles of active ageing between context and cultures, it could still be used to guide specific 

community and individually based interventions [50].  

A study conducted by Doh and Adusei-Asante (2016) compared experiential active ageing with 

the WHO model and found important variations between the two. Revealing eight clear 

dimensions to the meaning of experiential ageing (i.e. social interaction, happiness, activity, 

physical health, independence, spiritual health, public safety and work/employment) with 

varying levels of contribution, this study found participation to be the most important aspect 

of the model. Participation is a function of social interaction, and social interaction is the most 

critical component of active ageing [71]. In practice, however, participation tends to be the 

least promoted. In this study, the concept of activity (i.e. both physical and social), was the 
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second most important aspect of active ageing, whereas the health dimension of experiential 

active ageing is a perfect fit with the health pillar of the WHO model [71].  

Despite countries modelling their national policy responses on the WHO model proposal, 

there has been limited discussion on the theoretical validity and application of the concept of 

active ageing within the African context [71]. The researcher located only one study conducted 

by Mapoma (2014), where the 2002 WHO AAPF was assessed as to how it applied to 

developing countries in Africa, using the determinants of active ageing. It was highlighted that 

the context in which determinants were used in developed countries is very different from 

the African setting. The study was thus modified by removing the determinant of physical 

environment to suit the needs of the population; it also included HIV/Aids within the active 

ageing framework. Mapoma (2014) confirmed that countries with a generalised HIV/Aids 

pandemic will see an impact on the active ageing of their citizens [14]. It is thus necessary that 

specific roles of each determinant within the AAF need to be clarified and specified, and the 

interactions between the determinants in the active ageing process need to be better 

understood.  

Similarly, a study conducted in Thailand by Chansarn (2012) assessed the active ageing of 

elderly people over 60 years by investigating the determinants of active ageing in accordance 

with the WHO’s framework [43]. However, due to the limitations of the data, the 

determinants of active ageing were modified in this study so that they were appropriate to 

the availability of data and the study objectives. Family factors were included as a determinant 

since the distinct culture of the older participants in this study relied heavily on family. The 

findings of this study highlighted a moderate level of active ageing among the elderly and 

recommended that to promote active ageing, public policies needed to promote work, family 

and community participation of older persons [43].  

Active ageing is a concept that lacks consensus as researchers who attempted to validate 

conceptual models of active ageing have obtained mixed results [51]. The results of a study by 

Belanger et al., (2017) found no empirical support for the acceptance of either the WHO model 

or the psychological model of active ageing, whereas Mapoma (2014) reported the WHO AAF 

as applicable despite it overlooking the influence of HIV/Aids on the ageing process. In spite 

of the differences in opinion on what active ageing entails, due to its multi-dimensional facets, 
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it is believed that the WHO’s definition still presents a holistic, life course-orientated approach 

to population ageing [80, 81]. Although there is little evidence to report on how the Active 

Ageing Framework has been evaluated in African countries [14], the context matters when 

adopting global policies on ageing, where older persons cannot be grouped to receive the 

same services [71]. The African context is unique, and it needs to be acknowledged that Africa 

is experiencing a demographic transition that will affect the needs of its citizens. It is therefore 

important to ascertain the extent to which the framework represents the contextual issues of 

Africa [71].  

It is clear from the literature that the model of active ageing proposed by the WHO, including 

its determinants, is applied differently within different contexts, cultures and countries. 

However, there is limited research on the use of the AAPF with older persons in South Africa 

as research tend to focus mostly on leisure activities [82]. To the researcher’s knowledge, one 

study aimed to use the active ageing approach to explore the experiences of older persons in 

retirement villages [82]. However, this study did not fully apply the AAPF and was based on a 

psychological and theoretical perspective. This study was further limited as the participants 

were chosen based on being functionally well (i.e. older persons who did not have any limiting 

cognitive challenges and who were physically mobile), which led to the marginalisation of frail 

older persons and their experiences of active ageing. According to Arifin, Braun and 

Hogervorst (2012), active ageing policies are addressed to all older persons including those 

who are sick, disabled or retired, so they, regardless of their health status, can continue to be 

allowed and encouraged to contribute to families, friends, communities and nations [44]. 

Researchers have thus highlighted the need for research on the situation of older persons on 

the African continent to address the challenges associated with the ageing population [83, 84]. 

 National intervention to population ageing 

Ageing of populations in sub-Saharan Africa, including in South Africa, is unfolding in contexts 

of widespread economic strain where older persons are vulnerable to detrimental health 

outcomes [24], are often marginalised and their needs not prioritised in policies, programmes, 

funding and research [83]. Their rights are also not accorded the attention they deserve [16]. 

However, the South African government is becoming increasingly sensitive to the 

consequences of ageing of its population and is aware that the average life expectancy of its 
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citizens will continue to increase [68]. This has implications for the services that need to be 

provided for a diverse older population, many of whom have specific needs [20].  

As part of the transformation process to address the inequities of the past, the government 

developed the NDP 2030, among others, tasked with protecting the growing proportion of 

elderly in the country, catering to their social, economic and general well-being [11, 12]. The 

aim of the NDP is to eliminate disparities between racial groups in terms of socio economic 

status, occupation, education, housing and health through the design of comprehensive 

programmes [85]. One of the goals of the plan is to improve the health and wellbeing of the 

population across all population groups, and raise the average life expectancy, currently at 64 

years, to 70 years by 2030. Other aspects of the NDP deal with aspects of health systems 

strengthening. 

Furthermore, in line with global attempts, the National Department of Social Development 

formulated the South African Older Person’s Act, 13 of 2006 [86], to protect the rights of older 

persons [16]. The Act is geared towards the WHO policy framework and provides a 

comprehensive framework to advance the rights of older persons, create mechanisms of 

protection, put in place structures of support in the community and generally ensure that the 

welfare, rights and interests of older persons are advanced [16]. The WHO framework on 

Active Ageing [13] also informed the development of the Western Cape Province’s Wellness 

programme [87], providing the necessary guidelines to achieve the NDP goals. The purpose of 

the Western Cape’s Wellness programme initiative is to promote a healthy lifestyle movement 

in the Western Cape by advocating and activating physical activity and healthier eating to 

prevent and reduce the burden of non-communicable diseases using a settings-based 

approach in the workplace, school and community [87].  

2.6 Community-based care for older persons 

Community-based care assists older persons to live independently in their homes and 

maintain or enhance their quality of life. This care is delivered by a range of providers including 

public health, social services, private or non-profit organisations, and service centres [88]. 

Similar to Senior Citizens Clubs in the developed world, service centres for older persons are 

set up in communities to provide a platform for reaching and engaging seniors, and services 

that will enhance the achievement of the goals of the WHO framework on Active Ageing.  
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 International senior citizen’s centres / clubs 

The concept of Senior Service Centres was first introduced in New York City in 1943 with the 

purpose of connecting older adults to critical services and supports, and to serve as a place to 

connect them to each other and to people in their community [34]. Service centres are popular 

global community structures in the United States, Northern Europe, Britain, Australia and Asia 

among others, which follow their own service models specific to their needs [32, 40, 89]. 

However, in the last few decades, many have attempted to expand their programmes and 

services to meet the needs of the rapidly changing population. [40]. 

 Description of service centres 

Service centres, depending on their size, budget and programmatic focus, range in scope from 

recreation clubs or nutrition sites, to traditional community-based senior centres and large, 

multi-purpose centres [28]. According to Turner (2004), a multi-purpose senior centre is a 

community facility that delivers a broad spectrum of services, including health, mental health, 

social, nutrition and educational services, and recreational activities for older individuals [90]. 

Service centres are defined as ‘a community focal point on aging where older persons as 

individuals or in groups come together for services and activities which enhance their dignity, 

support their independence and encourage their involvement in and with the community’ 

[91]. According to Boen et al. (2010), service centres are organised as small, local units for 

activity and social contact; they have a small staff of two to four people and are run mostly by 

volunteers [89]. 

Organisational structures, design and service offerings are diverse at these facilities [37, 40, 

92] and vary according to regions (e.g. urban/rural/suburban) and populations served. They 

are often also dependent on the size and source of funding [93]. Service centres vary in the 

number of members and in the amount of staffing that support programmes. In the United 

States, some service centres are public, others are privately owned, while some are housed 

within other organisational structures [90]. Although it is imperative that leadership profiles 

and organisational philosophies are considered, limited studies have been conducted profiling 

senior centre leaders [37]. In the United States, leaders of service centres are known by 

various titles including administrators, directors, executive directors or programme managers 

[37]. In a study by Paradasani and Sackman (2014), administrators reportedly held their 
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positions at the service centre for between 3 and 10 years or more. Most senior centre 

directors were Caucasian females with college degrees, with a small sample having 

postgraduate qualifications. Since it was reported that administrators without a college-level 

degree may have impaired leadership abilities; the need for training in leadership, outcome 

evaluations, fundraising and public advocacy was identified [37].  

In contrast, Rosenberg (2013) highlighted two models of service centre organisational 

structures in Australia [32]. The committee model, which is more commonly associated with 

service centres, lends itself to the annual election of key organisational positions that are 

hierarchical in nature. The limitation of such a structure is that it creates conflict between 

members and the committee resulting in tension that may hinder member participation 

[32].The non-committee model refers to a minimum organisational club structure that is 

member led, and where subgroup activities have member ‘convenors’, which allows for 

socialization and community participation. However, it is limited in its ability to deal with 

organisational problems due to lack of procedures. Given that this study by Rosenberg (2013) 

was a qualitative study, no profiles of individual committee members were provided. 

However, irrespective of the structure of the organization, committed volunteers may leave 

because they have burnout or feel taken for granted because the workload is not spread 

evenly amongst them [32]. 

 Services available at service centres 

Community services have been criticised for wasting resources and providing poor outcomes 

due to its fragmentation [88]. However, service centres serve as delivery sites and play a vital 

role in providing a wide range of opportunities for health, social, recreational and educational 

services for older adults in maintaining their independence in the community [30, 38, 40, 90, 

94, 95]. These include opportunities for socialisation, nutrition, health education and access 

to vital social services [28, 33-37]. In addition, service centres provide opportunities for 

volunteer development, advocacy, information and referral, and preventative care through 

home visits, which serve as a supportive service to prevent older persons’ dependence on 

institutional care [40]. They also provide meals, transport, skills training, religious activities, 

shopping, care management and health screening [96]. Specific health programmes and 

services focus on health and fitness, physical activity, exercise and functioning to improve 



 

23 

balance, co-ordination and muscle strength [89, 93]. These are evidence-based and 

professionally supported to include health promotion programmes in the form of workshops, 

screening for chronic non-communicable diseases (CNCD), testing and interventions that 

enhance the wellbeing of participants [92, 93].  

 Benefits of service centres 

Service centre programmes enhance psychological wellbeing, satisfy social needs, improve 

friendships and stress levels, and contribute to a positive perception of health and general 

wellbeing [93, 97]. Participants also report lower levels of loneliness, higher levels of life 

satisfaction and a better quality of life [89, 96]. Members’ involvement and participation in 

activities at service centres may reinforce their feelings of competence and improve their self- 

esteem [95]. It was reported that members were more satisfied when volunteering for 

activities in the community and at service centres [93]. According to Paradasani and 

Thompson (2012), support received through advice from friends and staff at a senior centre 

was directly linked to positive perceptions of health among members. Furthermore, 

structured health, wellness and nursing programmes offered at service centres increase 

members’ social support, improve diet and nutrition, and enhance their perception of general 

health [93].  

Service centre programmes also potentially address pain problems in older persons who 

participate in programmes that involve strengthening, flexibility, endurance and balance 

training [36]. Further studies highlighted by Marhankova (2014) report that service centres 

enable individuals to create an alternative structure of daily life, extend their social networks, 

and develop lifestyle choices that were previously not possible due to work and family 

responsibilities [97]. 

However, a literature review by Dal Santo (2009) revealed only a small number of studies 

document the importance of this type of service. Most of the studies were cross-sectional 

analyses that were unable to demonstrate the long-term impact senior service centres have 

on the lives of older adults. Despite this, senior centres abroad, like in the United States, 

continue to redesign and reconceptualise their organisations to meet the challenges of the 

new millennium, identifying new and emerging models for these centres where programme 

characteristics and structures are evolving and becoming clearly defined in relation to 
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changing needs and user characteristics [93]. Furthermore, studies by Pardasani and 

Thompson (2010) reveal that service centres in countries like the United States have clearly 

defined accreditation guidelines to ensure services at these centres are in accordance with 

the needs of their members. According to Western Cape Department of Social Development 

(WCDSD) (2015), no standards or norms guide the activities of service centres in South African 

legislation and policy, thus centres may be offering services that have little or no relevance to 

the needs of older persons [8]. 

According to Hostetler (2010), although senior centres will continue to service older persons 

functioning at different independence levels, services may become bifurcated which will 

compound the problem posed by already excluding seniors in need of assistance. It is also 

identified that individuals who staff these service centres most likely also play an important 

role in their management since their discourse and visions may animate their work [98]. In 

their study, Pardasani and Thompson (2010) yielded valuable information about the changing 

needs and expectations of community-dwelling older adults and concluded that despite the 

diversity of programming at senior centres, without innovation and change, membership will 

remain limited to a specific segment of the older population [38].  

 Challenges faced by service centres  

Despite providing valuable services to the community, service centres experience many 

challenges which threaten their relevance and existence. These include budgetary constraints, 

lack of staff, transport and space, as well as the need for physical improvements in the centres 

themselves (e.g. redesigning and building of modern facilities). In addition, service centres 

also lacked high quality programmes and sufficient health and fitness activities [37]. According 

to Rosenbaum, Sweeney and Massiah (2014), the confluence of physical design elements of a 

senior centre (e.g. outside appearance, furniture, ambient conditions) and social elements 

within the centre (e.g. patron-to-patron and patron-to-employee interaction during activities) 

can have a therapeutic effect on a patron’s well-being [25]. With additional funding, service 

centres would be able to hire more qualified staff who would be able to offer more diverse 

programming, as well upgrade and maintain the physical environment. There is, however, 

limited data on how reliant senior centres are on public funding as most service centres 

supplement their income budgets through private fundraising [37, 95]. It is not known yet if a 



 

25 

similar trend could be identified in South African service centres. However, according to the 

WC DSD, it appears that centre-specific fundraising activities are an important source of 

income for many centres in the Western Cape [8].  

Senior centres are also facing a decline in attendance of members [37, 94, 96, 99]. Although 

some service centres generally have few members, full attendance and participation of 

membership cannot always be guaranteed as the elderly face many challenges in their 

communities, such as lack of transport, ill health, lack of income, lack of interest in 

programmes offered [93, 100] and negative stigma associated with attendance [37, 101]. 

Many service centres battle a negative social stigma associated with being at service centres 

mainly for the frail elderly, rather than places for active older adults [98]. However, 

MaloneBeach and Langeland (2010) report that a decline in membership is not necessarily 

due to lack of interest or negative attitudes [96]. Often older persons may be age eligible but 

not in need of the services provided [96, 102], or language and/or cultural barriers are 

identified as reasons for not accessing service centres [102]. They also reported that attending 

to activities such as cleaning, shopping and other household duties affected members’ 

attendance [8]. 

According to Dal Santo (2009), older adults most interested in joining a shared interest group 

at service centres were more highly educated, lonelier and younger [103]. However, ‘younger’ 

seniors, also referred to as ‘baby boomers’, are not entering the senior centre network at the 

same rate as their older cohorts are exiting the system [37, 96]. Baby boomers are younger 

and more active adults who were born between 1946 and 1964 [95]. They present with 

different needs and demands for services to the current cohort of older adults and have a 

wide range of life experience and expectations for their future. Furthermore, they have higher 

levels of education, higher incomes, and are more affluent and less prepared for retirement. 

They also do not attend due to stigma of socialising with significantly older people and 

perceive service centres to be welfare programmes [102]. If current trends continue, baby 

boomers will live longer, healthier lives than earlier cohorts [96]. According to Fitzpatrick and 

McCabe (2008), the baby boomer generation is now turning 65 years old and it is expected 

that they will live well into their nineties [95]. 
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According to Pardasani (2010), lack of participation at service centres has also been found to 

be directly affected by variables such as gender, income, marital status and contact with 

friends [99]. Despite reasons for lack of attendance and participation of members, to ensure 

the success of service centres in the future, there has to be a balance when attempting to 

meet the needs of future generations of older adults, while still meeting the needs of the 

current generation of older adults [34]. According to Walker et al. (2004), centres are criticised 

for not doing more to reach older persons who are frail, of low income or disabled [101]. 

Despite this, studies indicated that the success of service centres nonetheless ensured older 

persons lived longer in their communities [92, 93]. 

 Senior service centres in South Africa 

The concept of service centres has extended beyond global borders [32, 89, 92, 93] and has 

become increasingly popular in South Africa. Partnerships between government, private 

sector, civil society, non-governmental and community organisations, families and 

communities [19, 64] have been developed to establish service centres to cater for the 

needs of older persons.  

The South African government, in line with international policy and legislation, has adopted 

the Active Ageing Policy Framework [13] in addressing the needs of its ageing society. Through 

the National Department of Social Development (DSD) Programme for Older Persons, the 

government aims to provide programmes that maintain and support services for older 

persons in the Western Cape [8]. It is recognised that home- and community-based services, 

such as service centres, remain essential components in allowing older persons to continue 

living independently in their homes and communities. Thus, through meaningful participation 

in programmes and activities based on the three components of the Active Ageing policy 

framework (health, participation and security) at these service centres, government hopes to 

promote active ageing, social engagement, improved wellbeing and quality of life of older 

persons in the province [8].  

According to the WCDSD, although models of service centres in developed settings are 

challenging to apply to the South African context, some service offerings within these models 

can be applied locally. With improved networking and collaboration, strategic partnerships 

(e.g. Department of Health and Department of Social Development) can ensure the 
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development of diverse programmes to facilitate active ageing. It should be noted that 

independent and assisted living, and community-based care initiatives are not mutually 

exclusive. Older persons who reside in independent or assisted-living facilities are still able to 

access services [9].  

In 1995, there were 385 registered service centres in South Africa [104]. Currently, national 

data is not clear, but the Western Cape has 200 governmental registered service centres 

distributed across various districts and municipalities [8]. The WCDSD’s Older Persons 

Programme currently supports the provision of community-based care and support services 

through funding the non-profit organisations (NPOs) that manage these service centres.  

Considering the impact that population ageing may have on the provision of services at service 

centres, the WCDSD, in 2015, conducted a study evaluating service centres for older persons 

in the Western Cape to determine the effectiveness and relevance of these centres in meeting 

the needs of older persons residing in the community. In addition, it also explored existing 

management models and service delivery approaches in terms of their efficacy [8]. The 

sample, selected purposively, consisted of 20 service centres geographically situated in the 

Cape Winelands and Overberg, and metro South areas of the province. Using a mixed-

methods approach whereby both quantitative and qualitative data collection techniques were 

combined, secondary data was collected using semi-structured and structured interviews, 

semi-structured focus group discussions, and a panel discussion session. This study however, 

did not contextualise its findings within the AAPF as recommended by the WHO. 

According to the findings, the services offered at service centres varied between centres, from 

daily, structured programmes to provision of a meal delivery service. A number of centres had 

no structured continuous programmes although they offered outings, exercise, workshops, 

and other activities as and when available, which included spiritual services, foot care, crafts, 

health services, awareness activities, reading and writing, cultural and social activities, and 

support groups [8]. Centres were also involved in certain ‘special events’ throughout the year. 

The staffing and organisational structures varied with approximately half of the sample 

classified as formal organisational structures with criteria and processes in place, whereas 

some smaller centres with fewer staff were informal. Although some centres employed 

permanent and part-time staff, most centres were reliant on volunteers, whose roles and 
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numbers varied widely [8]. Despite the national norms and standards for acceptable levels of 

services to older persons stating that organisations must have a recruitment programme and 

selection and appointment criteria for staff and volunteers, few services centres complied 

with this regulation [8].  

Based on its findings, the WCDSD (2015) reported that managers and staff perceived service 

centres to play a significant role in the lives of members. Managers and staff therefore 

provided valuable information on purpose. However, there was little consistency between 

centres about management and staffing, capacity, funding and infrastructure. It found that 

although services and activities offered to members varied between centres, overall, 

members were satisfied with the services they received. Furthermore, this study highlighted 

challenges faced by older persons in the community, as well as challenges faced by service 

centres in addressing these challenges. Despite this, the study lacked representation and 

could not be generalised to the broader Western Cape Province since the sample was not 

randomly selected and only two of the province’s six service delivery regions were included in 

the study. Furthermore, the sampling of members was not standardised across service 

centres, which could have introduced an element of bias in the results. Despite these 

limitations, this study identified that a more comprehensive needs assessment of service 

centres between regions in the Western Cape needed to be done to compare against available 

services to see where and how the service footprint needs to be expanded [8]. 

2.7 Service centre participants / members 

Studies conducted at service centres in mostly Western countries describe the typical profile 

of a senior centre participant as mostly 70 years and older (the majority being between 75 

and 84 years) [89, 90, 93, 99], single or widowed, living alone with medium to low income, 

minimum disabilities, lower levels of participation at lower and higher levels of education, and 

few work, caregiving or parental responsibilities [8, 37, 99, 103]. However, there were 

exceptions found in studies where the majority of participants at the centre were under 70 

years [8, 105]. Women were also far more likely to participate in senior centres than men as 

they have a higher life expectancy, longer lifespan and are more likely to be interested in the 

group activities provided they meet their needs [89, 90, 95, 97, 99, 105, 106]. An explanation 

for this difference may be that women’s recreational orientation is closer to the core activities 
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and social climate of the senior centre than men’s more individual activity orientation [89]. In 

contrast, a study by Lai (2008) reported that men or younger respondents use senior centre 

services more. Furthermore, despite previous findings indicating that poor physical and 

psychosocial health results in a higher level of service use [89], Lai (2008) reported healthier 

respondents use more services [94]. Studies on race and ethnicity of members of service 

centres yield contradictory results, where some studies found that race was not a significant 

predictor of member participation, while other studies revealed that race does affect 

membership, and that minorities are generally less likely to participate in or utilise service 

centres [99]. In terms of religious affiliation, a study by Walker et al. (2004) found the more 

individuals participated in faith-based activities, the more likely they were to participate in the 

service centre, and do so more frequently [101]. Many studies found that most members lived 

alone, while others lived with a spouse, children, relatives or friends [90, 95, 106]. In contrast, 

Lai (2008) reported only 9% of members lived alone [94].  

Challenges confronting older persons  

Older populations are at high risk of ill health and disability originating from age-related CNCD 

[23, 24]. CNCDs like hypertension, diabetes type 2, high cholesterol, obesity, tobacco use and 

alcohol abuse account for 43% of the global burden of disease [23, 70]. In a study by Sviden 

(2004), participants of service centres reportedly experience disease or injury related to falls 

and had at least one medical diagnosis (e.g. arthritis, heart disease, neurological disease, 

diabetes etc.), with some reporting multi-morbidity [107-109]. Some members also had vision 

and hearing impairments, were frail in health or cognitively impaired [103]. According to Boen 

et al. (2010), both men and women reported memory impairments, while women with 

osteoporosis had high use of service centres [89]. Furthermore, members also reported high 

levels of perceived physical dysfunction, but better psychosocial functioning with a higher 

level of participation in social and leisure activities [107]. However, in a study by Kirk and Alessi 

(2000), more than half the participants in their study indicated that although they took part in 

social activities, they were somewhat lonely [106]. This suggests that participation in leisure 

activities by older persons does not necessarily ensure psychological wellbeing [106]. Despite 

having many health problems, many members reported that their current health conditions 

did not greatly affect their quality of life, and that they were satisfied with their lives [106, 

110].  
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In addition to health challenges, older persons are faced with a lack of comprehensive health 

services, have poor social support and altered family structures, poverty, elderly abuse and 

low health literacy [35, 68, 111, 112]. The impact of HIV/Aids and poor living conditions are 

also still major problems facing current generations of older people across the globe [35, 68, 

111-113], including South Africans [26] attending service centres [8]. According to a study by 

Samaad (2012), pensions and social grants were inadequate, yet members relied solely on this 

main source of income for households headed by older persons [84]. Thus, combined with the 

high cost of living and lack of accommodation in relation to their income, the elderly often rely 

on meals provided at service centres [8].  

2.8 Integrated care approach at service centres 

As people age, they are entitled to enjoy a healthy, safe and fulfilling life where they actively 

participate in social, cultural and political arenas within their societies, as well as contribute 

productively to the economy of their countries. The setting and programmes traditional senior 

centres offer therefore need to be considered in light of the changing face of the aging 

population [34].  

According to Fitzpatrick and McCabe (2008), traditional senior programmes require updating 

to match the changing demographics [95]. In the United States, consultation among 

government, communities and older persons is already under way to determine the needs of 

older adults, and how service centres should be defined to better address the needs of an 

ageing population [96]. Suggestions include modernising age-segregated centres and 

marketing them as ‘Health and Wellness Centres’, ‘Vital Aging Centres’, or ‘Senior Spas’, which 

would involve revamped programming to include health, wellness and fitness classes, 

personal trainers, financial and retirement seminars, counselling, café dining and coffee 

houses, and culture and travel services [34]. In addition, the establishment of 

intergenerational community centres allows for ‘ageless’ activities and services for older 

adults that can be provided outside centres and within the community. These activities can 

also allow for ‘virtual senior spaces’ to enable older adults to connect through websites, chat 

rooms, discussion forums, online training and telephone health assessments [34].  

There is no evidence of transformation and modernisation of service centre use in South 

Africa. The Western Capes’ provincial government will therefore have to plan for the rapid 
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increase in the number of older persons [114] since ageing populations present a major 

challenge to health care, long-term care and geriatric care systems. An expected increase in 

chronic morbidity and disability means government also needs to improve the standard of 

health care given to older persons by providing for appropriately trained health care staff and 

informal carers [70]. However, when older persons are able to remain in their homes and 

communities, stay active and engage socially, their health and general well-being is 

heightened, which results in savings in health care expenditure [115, 116]. It is thus important 

to explore the factors that would contribute to the attainment of the goals of the AAPF and 

NDP, and to investigate whether these inform the services provided at service centres for 

older persons. 

2.9 The role of physiotherapy in facilitating active ageing 

Clinical and public health efforts aimed at prevention, detection and management across the 

life course are the solution to the health care needs of a growing older population [117], and 

according to the AAPF, should be based on the rights, needs, preferences and capacities of 

older persons [13]. The WCPT also advocates for member organisations to work with 

legislative and regulatory bodies and service providers (such as service centres) to incorporate 

certain principles into their national planning and programming for older people [39]. 

Physiotherapists form an integral part of the multidisciplinary team [118], and are in an ideal 

position to promote health and wellbeing of members to reach their aspirations and overcome 

chronic diseases. The aim is to increase independence in daily activities and enable members 

to age in place, be active and participate socially and in society [118], as well as limit decline 

in the physical function of the older person [119]. Physiotherapists should therefore be 

available and accessible to older persons, including members of service centres who are 

experiencing or at risk of experiencing limitations in their ability to function optimally, 

regardless of their circumstances [39]. According to the WCPT (2017), physiotherapists should 

provide prompt, co-ordinated services that include promotion, prevention, 

treatment/intervention and rehabilitation of older persons [39]. Physical therapists can 

reduce risk factors and prevent and treat non-communicable diseases by providing education, 

prescribing physical activity and exercise, and performing non-invasive, hands on 

interventions consistent with a bio-psychosocial paradigm [120]. Furthermore, 
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physiotherapists should partner with other health care practitioners to ensure that health 

promotion interventions are co-ordinated and reinforced across all health care encounters so 

that individuals feel supported and care is co-ordinated rather than disjointed [120]. It is 

therefore useful for physiotherapists to seek opportunities to fill gaps in their knowledge and 

skills related to promoting health and wellness of older persons. However, according to 

Ramklass et al., (2010) there is no evidence of co-ordinated geriatric content for 

physiotherapy curricula within South African academic physiotherapy programmes [26]. It is 

therefore imperative that physiotherapy curriculum developers identify core competencies 

and instructional strategies appropriate for the South Africa’s ageing population with diverse 

contexts of care [26]. 

2.10 Summary of literature review  

Globally, populations are ageing in both developed and developing countries. It is estimated 

that by 2045, there will be more people aged 60 years and older, and by 2050 it is estimated 

that 160 million of those will live in Africa [24]. African countries are experiencing the fastest 

growing older population in the world [24] with South Africa having the continent’s highest 

percentage of older inhabitants [23, 69].  

In response to population ageing, a global active policy framework has been developed to 

optimise opportunities for health, participation and security of older persons to enhance their 

quality of life as they age [13]. Active ageing encompasses six groups of determinants that are 

influenced by culture and gender [13], thus the framework is applied differently within 

different contexts, cultures and countries. It is expected that member countries of the WHO 

should have evaluated the applicability of this framework to their countries by the first half of 

the 21st century. While studies to test the WHO framework have been carried out worldwide 

[42-45, 49-54], there is scarce evidence on how the framework has been applied within the 

African context [14]. The African context is unique, and it needs to be acknowledged that 

Africa is experiencing a demographic transition that will affect the needs of its citizens. It is 

therefore important to ascertain the extent to which the framework represents the contextual 

issues of Africa [71]. Despite the criticism of the framework regarding the lack of conceptual 

clarity on the profiles of active ageing between context and cultures, it was still recommended 
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for use to guide specific community- or individually-based interventions for older persons [50] 

and it is supported by the African Union Policy Framework and Plan of Action on Ageing [15].  

Many of the current generation of older persons in South Africa lived their earlier lives amid 

the challenges that apartheid imposed [121]. Ageing of these populations is undergoing 

widespread economic strain where older persons are vulnerable to poor health outcomes. 

Thus, as part of the transformation process to correct the inequities of the past, the 

government of South Africa developed the NDP (2030) [11, 12] with the goal to improve the 

health and well-being of the population across all population groups, and raise the average 

life expectancy to 70 years by 2030.  

Service centres, global community structures [32, 40, 89] that serve as focal points in 

connecting older adults to other people in their communities, have gained popularity in South 

Africa. The Western Cape Province has 200 registered service centres for older persons set up 

in communities to provide services to enhance the achievement of the WHO AAPF goal. 

Services provided include opportunities for health, nutrition, social, recreational and 

educational services for older adults [30, 38, 40, 90, 94, 95], in addition to volunteer 

development, advocacy, religious activities [64]. Information, referral and preventative care 

through home visits, shopping and health screening are also offered [96]. Furthermore, 

service centre programmes are reported to enhance psychological wellbeing, satisfy social 

needs, improve friendships and stress levels, and contribute to a positive perception of health 

and general wellbeing [93, 97]. Members thus report lower levels of loneliness, higher levels 

of life satisfaction and a better quality of life [89, 96]. However, service centres are faced with 

many challenges including budgetary constraints, lack of staff, transport and space, as well as 

the need for physical improvements to buildings and facilities. In addition, service centres also 

lack high quality programmes and sufficient health and fitness activities [37]. It is not known 

yet if a similar trend can be identified in South African service centres.  

Since an increase in life expectancy is anticipated in addition to the growing generation of 

older persons, it is important to explain factors that contribute to the attainment of the goals 

of the NDP to inform services provided at service centres. In South Africa, however, there is 

little evidence on guidelines and specific needs-based service provision at these service 

centres. It is unclear how service centres are being managed, what service programmes are 
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being provided and whether the programmes cater for the diverse needs of members. Service 

centres provide valuable support for community dwelling older persons. To ensure relevance 

and impact, it has become necessary to assess the changing needs and interests of members, 

and whether programmes are informed by the WHO AAPF. This comprehensive assessment 

will enable the design of new and relevant models of service centres in the Western Cape that 

cater for the specific programme needs of their members. Physiotherapists can make a 

significant contribution to the provision of these programmes at service centres and need to 

create an awareness of the value of their profession. 
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CHAPTER 3 HMETHODOLOGY 

3.1 Introduction 

The procedure for data collection, management and analysis are described in detail in this 

chapter. The study consisted of two phases. 

3.2 Research setting  

Service centres in South Africa are run under different management systems and some 

privately-owned centres are not registered. Service centres for this study were accessed 

through a list provided by the Western Cape Provincial Department of Social Development 

(WCDSD), as these could easily be located within communities. The WCDSD’s Older Persons 

Programme currently supports the provision of community-based care and support services 

through funding the non-profit organisations (NPOs) that manage these service centres. 

Information from the Western Cape Provincial Department of Social Development (WCDSD) 

listing (inclusive of NGO run service centres) suggests that about 200 senior service centres 

for older persons are registered with the WCDSD [122] and are distributed in unequal 

proportions across the five districts and the Cape Metropole (Table 3.1). These service centres 

were the focus of this research study.  

The external environment creates a context from which service centre operate. Service 

centres were found in towns in the Cape Metropole and various district municipalities. Some 

areas focused on administration, agriculture and tourism, while others were old mission 

settlements, fishing villages and rural inland settlements. The provision of infrastructure, 

resources and service provision to its communities therefore differed and were influenced by 

the socio-economic status of the area. 

Table 3.1: Population distribution of older persons in the Western Cape (2011) 

District  

Estimated total 

number of older 

persons 

Estimated number of 

service centres 

West Coast 35 977 31 

Cape Winelands 62 995 12 
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District  

Estimated total 

number of older 

persons 

Estimated number of 

service centres 

Overberg 31 510 43 

Eden 66 169 40 

Karoo 6718 6 

Cape Metropole 317 304 68 

 (Department of Social Development, 2013) 

 

3.3 Selection of participating service centres 

Inclusion of service centres 

For participants to be included in the study, service centres had to be registered with the 

WCDSD. Managers had to give consent for the selected service centre to participate. 

Exclusion of service centres 

Service centres not on the list compiled by the WCDSD were excluded. Service centres were 

also excluded if managers refused consent for the service centre to participate, or if managers 

gave consent but service centres closed down prior to the data collection process.  

All service centres (n=200) registered with the WCDSD were eligible to participate in the study. 

These centres therefore served as the study population (Table 3.1).  

Sample size was based on the proportion of service centres per district in the Western Cape. 

Using large sample sizes increases the possibility of obtaining statistically significant results 

and maximises external validity and reliability [123]. However, while high power is always 

desirable with increased sample sizes, there were trade-offs in this study relating to the 

number of service centres and individuals that could be feasibly studied, given time 

constraints and limited human and financial resources.  

To accommodate for these limitations, the researcher chose to accept a margin of error of 

15%. Using a sample size calculator (STATCALC version 7.2.0.1), the following parameters were 

entered to determine the sample of service centres required: 



 

37 

(a) Population size = 200 (the total number of service centres across all districts) 

(b) Expected frequency = 50 (based on the assumption that 50% of service centres 

would respond positively) [124] 

(c) Acceptable margin of error = 15% (a larger margin of error is acceptable where 

there is feasibility constraints) 

(d) Design effect = 1 

(e) Clusters = 1. 

Based on these parameters, it was calculated that for a power of 95%, 35 service centres in 

total from the five districts and the Cape metropole were needed for this study. 

Accommodating for non-participation 

As participation was voluntary, it was anticipated that not all service centres would be willing 

to participate in the study [123]. To accommodate for non-participation, an additional six 

service centres (one from each district) were selected to participate in the study. The 

proportion of the sample (i.e. service centres in each district) that participated in the study 

was thus calculated based on 41 service centres, which represented an estimated proportion 

of 20.5% of the total population.  

Calculation of sampled service centres 

To ensure that service centres in each district had an equal chance of being represented, a 

proportional stratified sample was utilised by separating the 200 service centres according to 

the districts and the Cape Metropole in which they were located [123].  

Based on the 41 service centres, the expected proportion of participating service centres was 

calculated using the following formula: 

Total number of service centres in a district / Total number of service centres in the 

Western Cape 

E.g.  31 (West Coast) / 200 (Western Cape) = 0.155 
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This proportional value was then multiplied with the selected sample size of service centres 

(n=41) to calculate the number (sample) of service centres to be selected for participation for 

that specific district (Table 3.2). 

E.g. 0.155 x 41 = 6.355 selected service centres (West Coast) 

The selected number of service centres from each district included in this study is listed in 

Table 3.2 

Table 3.2: Sample size calculation for service centres and managers 

District / Cape Metropole Proportion of service 

centres 

No. of service centres 

to sample 

West Coast 0.155 6.35 (6) 

Cape Winelands 0.060 2.46 (3) 

Overberg 0.215 8.81 (9) 

Eden 0.200 8.2 (8) 

Karoo 0.030 1.23 (1) 

Cape Metropole 0.340 13.94 (14) 

Total proportion of SC WC 

(including additional 6 selected) 

100% 41 

SC = service centre; WC = Western Cape 

Selecting the participating service centres 

The names of all service centres were documented on individual pieces of paper. These pieces 

of paper were folded and placed in a box. Random selection affords the greatest possible 

confidence in the sample validity because it produces samples that most accurately reflect the 

population’s characteristics [123]. An individual independent to this study randomly selected 

from the box the proportional representative number of service centres to participate in the 

study. This process was repeated for each district and the Cape Metropole until the sample of 

service centres was identified (see Figure 3.1). 
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Figure 3.1: Distribution of sampled service centres in the Western Cape (2011) before exclusion 

criteria was applied 

SC = service centre 

3.4 Research design 

A cross sectional, descriptive research design was utilised to collect data on the characteristics 

of service centres (phase 1) and service centre users (phase 2) in the province. This design is 

considered appropriate as it allows for conclusions to be drawn about the research population 

and the various subgroups within the larger group without altering conditions [123]. 

3.5 Phase 1  

 Aim 

The aim of phase 1 of this study was to explore the characteristics of the Service Centres for 

Older Persons in the Western Cape. 

 Selection of participants 

Once the service centres had been selected in each district, the managers of these centres 

(Figure 3.1) formed the sample of participating managers in phase 1 of this study.  

Western Cape 
(200 SC)

West Coast 
District

Total SC = 31

Sampled SC = 6

Cape 
Winelands 

District

Total SC = 12

Sampled SC = 3

Overberg 
District

Total SC = 43

Sampled SC = 9 

Eden District

Total SC = 40

Sampled SC = 8

Karoo District

Total SC = 6

Sampled SC = 1

Cape 
Metropole

Total SC = 68

Sampled SC = 
14
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Inclusion of managers 

Managers of selected service centres had to understand English, Afrikaans or isiXhosa to 

respond to questions in the self-administered questionnaire. 

Exclusion of managers 

Despite giving consent for the service centre to participate, if managers did not give consent 

to participate as individuals, they were excluded from the study. 

 Description of data collection instruments 

A modified self-developed questionnaire (Appendix 10) was administered to managers of 

service centres to determine their profiles and the characteristics of the service centres. 

Modified self-developed questionnaire for managers 

This questionnaire consisted of 37 questions. The purpose of this questionnaire for service 

centre managers was to capture their demographic information (date of birth, gender, marital 

status), level of training and perceived needs of the members. It was also used to capture 

specific information relating to the service centre characteristics, which included information 

on the service establishment, demographic location, the organisational structure and its 

affiliation. The structure and support for service programme delivery (including human and 

financial resources) was also surveyed, as well as whether services were provided in the 

context of the preferred language used commonly at the centre. The questionnaire also 

gathered data on membership profiles and characteristics.  

This questionnaire was developed by adapting and modifying a validated questionnaire used 

in an earlier study by Casteel et al., (2013) [92]. In that study, the original questionnaire was 

developed to capture availability of health and wellness programmes in service centres, 

including programmes that target the leading cause of death among older adult populations. 

It was also designed to collect information on organisational characteristics of programme 

delivery, including information on the individuals responsible for programme delivery and the 

agencies that support programme planning.  

The adaptation to the questionnaire by Casteel et al., (2013) involved the addition of new 

questions (i.e. question 12, 14, 27, 29, 32, 33, 34 and 37 in Appendix 10), as well as a complete 
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change or minor alterations to questions to ensure relevance to the South African context. 

The questionnaire contained mostly closed ended questions, but also included some open - 

ended questions. Closed-ended questions required the members to select a category of 

response that best reflected their opinions. Open-ended questions provided the opportunity 

to gather qualitative responses to questions (Appendix 10). The modified questionnaire was 

reviewed by an expert in gerontology who was involved in the Fall Prevention and Education 

Program by the Department of Physical Therapy, Bouve College of Health Sciences, North 

Eastern University in the United States of America. The questionnaires were piloted before 

commencement of the study to test appropriateness of items and to correct any ambiguities. 

 Procedure 

Training of fieldworkers 

To complete the study within the specific timeframe, four fieldworkers were recruited and 

trained to assist with data collection. The fieldworkers, two of whom had a tertiary 

qualification, were unemployed members of the community recruited via referrals from 

colleagues and friends. Fieldworkers acted as interpreters and translators as they were able 

to speak and understand either isiXhosa or Afrikaans, in addition to English. This 

accommodated participants’ various educational levels and prevented misinterpretation of 

answers, incompleteness and bias, as supported in a study by Nedjat et al. (2008) [125]. 

Fieldworkers provided their written informed consent to assist with the study and completed 

a form that informed them about the confidentiality of participant responses (Appendix 15).  

Fieldworkers participated in a full-day training workshop conducted by the researcher and 

were provided with an ‘orientation’ file containing documentation and forms relating to study 

procedures. The training programme included practice sessions and role play interviews to 

support their skills training and ensure the accuracy of procedures and data collected. During 

the training programme, the process of administering the questionnaires, time frames to 

complete interviews and methods of delivering the interview questions to the participants 

were discussed, clarified and standardised. All documentation (including questionnaires, 

consent forms and information letters) were reviewed and the terminology required in the 

translation process clarified and agreed upon.  
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Pilot study 

A pilot study was conducted at two independent service centres for older persons in the Cape 

Metropole that were not registered with the WCDSD. The pilot study was used to test the 

study instruments; determine the suitability of language usage, length of sentences and clarity 

of questions asked; and test the time spent on completing the questionnaires, as supported 

in a study done by Conn et al. (2010) on the surveying process of instruments [126]. 

All questionnaires were administered by the face-to-face interview method by the researcher 

and fieldworkers. The modified self-developed questionnaire was tested on one manager at 

each service centre, giving two managers who participated in the pilot study. This 

questionnaire was administered twice to determine inter-rater reliability. Since service 

centres were only open certain days of the week, permission was granted to the researcher 

to conduct a second interview that took place within 7 days of the initial interview. 

Participants were interviewed by a different fieldworker.  

The WHO (2018) recommends that during pre-testing (as in the pilot study), participants 

should be asked about any word they did not understand as well as any word or expression 

that they found unacceptable or offensive in the questionnaire, and choose which word 

conformed better to their usual language. In addition, translators should always aim at the 

conceptual equivalent of a word or phrase, not a word-for-word translation, i.e. not a literal 

translation. They should consider the definition of the original term and attempt to translate 

it in the most relevant way [127]. The interviews for the pilot study were conducted in English 

or Afrikaans depending on the language preference of the participants. For dual language 

speakers, interviews conducted in English sometimes required translation of some words into 

Afrikaans. Due to these translation requirements, more time was needed to complete the 

questionnaire. It was determined during the pilot study that minor changes to the wording in 

the self-developed questionnaire for managers were necessary to clarify unclear questions.  

The following ambiguities in questions within the manager questionnaire were amended as 

follows: In question 18, the word ‘previously’ was included to read ‘Has this person been 

previously involved in managing a facility or facilities similar to that of senior centres?’. An 

option ‘not sure’ was also included in the answer to this question. In question 35, the options 

given as potential answers were grouped in a more organised manner (for example, health 



 

43 

checks, education, exercise programmes, social security etc.) and numbered. Data collected 

from this pilot study was not included in the analysis of the main study since the sample did 

not meet the inclusion criteria. In addition, the questions were modified prior to the main 

study. 

Recruitment of service centres and managers 

Utilising the list obtained from the provincial DSD, individual sampled service centres were 

contacted by post/fax/email or telephonically as appropriate (Appendix 5). The written 

support for the study obtained from the National DSD (Appendix 3) and the research 

procedure was provided to managers at the service centres (Appendix 6) to ensure that they 

were familiar with the study. When permission to conduct the study was obtained from 

individual service centre managers, the service centre was recruited for participation in the 

study.  

All 35 managers at the selected service centres who fulfilled the inclusion criteria and provided 

consent were then eligible to take part in phase 1 of the study.  

Data collection 

Data was collected over 7 months from December 2014 to June 2015. The managers of 

individual sampled service centres were contacted via either post/fax/email and/or 

telephonically regarding the commencement of the study. Service centres were open on 

certain days of the week only and visits required extensive travelling. Data collection thus 

proceeded once suitable dates, times and venues for data collection had been negotiated with 

the managers of service centres. Data collection for managers and members of service centres 

was conducted on the same day for each specific service centre, except for one manager. 

On the day of data collection, the manager of each centre provided a tour and description of 

the facility and introduced the researcher and fieldworkers to the members. A meeting was 

then held with the manager of the service centre for which managers were requested to select 

their language of preference. The purpose and logistics of the study were explained. The 

managers’ voluntary participation in the study was requested and written informed consent 

obtained (Appendices 6, 7).  
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Data from managers was collected by the researcher or fieldworker in face-to-face interviews 

in a quiet, comfortable area at the centre. To ensure procedural accuracy, the fieldworkers 

were afforded the opportunity to observe the researcher conduct initial interviews with 

participants. They could ask questions pertaining to the data collection processes thereby 

obtaining clarity through answers provided. Once the researcher was satisfied that they had 

understood what was required, the fieldworkers assisted with the collection of data. 

Throughout this process, the researcher continuously checked procedures and the data 

collected to ensure a quality assured process.  

Due to limited time and resources, six managers requested to complete the questionnaires in 

their own time as opposed to having a face to face interview. However, managers responses 

to the questions were clarified and checked prior to submission of the questionnaire. One 

manager completed the questionnaire electronically and was given the opportunity to clarify 

questions with a follow-up telephonic interview. The interviews with managers took an 

average of 15 to 20 minutes to complete depending on translation requirements and level of 

clarification required. 

After interviews were conducted, the researcher facilitated debriefing sessions with the 

fieldworkers and addressed unforeseen challenges. The researcher continued to be available 

to all fieldworkers throughout the data collection period, addressing their queries and 

concerns as they arose. After completion, questionnaires were handed in to the researcher 

for safekeeping.  

3.6 Phase 2 

 Aim 

The aim of phase 2 of this study was to explore the profile of members of service centres in 

the Western Cape. 

 Selection of participants 

All members attending the selected service centres in phase 1 were eligible to participate in 

the study and served as the study population (Table 3.3). A sample of members (service centre 

users) was recruited from each of the selected service centres.  
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Table 3.3: Population distribution of service centres in Western Cape (2011) 

Districts 

Total no. of members at 

participating service centres* 

West Coast 1 894 

Cape Winelands 1 065 

 Overberg 3 293 

Eden  3 750 

Karoo 410 

Cape Town Metropole 4 900 

TOTAL 15 312 

Source: http://www.westerncape.gov.za/directories/facilities/859 

The researcher used a non-probability sample of convenience as it was uncertain how many 

members would be available to participate on the day data was collected. Since 20.5% of 

service centres were proportionally selected (based on the total sample of 41 SC in phase 1) 

from various districts and the Cape Metropole (Table 3.1), it was estimated that approximately 

3 139 (15 312 x 20.5% = 3 138.96) members would participate in the study. The researcher 

made every effort to ensure maximum participation from members.  

Participating members were therefore volunteers recruited based on their availability and 

willingness to participate in the study. These volunteer members formed the sample for 

phase 2 of the study. 

Inclusion of members 

Members were included if they attended the selected service centre and could give consent 

to participate in the study. Members had to understand English, Afrikaans or isiXhosa to 

respond to questions in the self-administered questionnaire. 

Exclusion of members 

Members younger than 60 years and those who did not give consent to participate in the 

study were excluded. In addition, members who were not present on the day of data 

collection and members who spoke a language other than three indicated in the inclusion 

http://www.westerncape.gov.za/directories/facilities/859
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criteria were excluded. However, members who had impaired hearing or poor eyesight were 

not excluded from participating in this study. 

 Description of data collection instruments 

A self-developed questionnaire (Appendix 11) and two standardised questionnaires namely, 

WHOQOL-BREF and the WHODAS II (Appendices 12 and 13) were administered to all eligible 

participants.  

 Self-developed questionnaire for members 

This questionnaire consisted of 47 questions, the purpose of which was to gather information 

on the socio demographic profiles, the psychosocial and health characteristics of members of 

service centres, as well as their perceived health needs. In developing this questionnaire, 

questions were used from a questionnaire survey in a study conducted on fall prevention and 

education by the Bouve College of Health Sciences at North Eastern University in the United 

States [128], as well in a study conducted by Bertera (1999) (Appendix 14) [129]. 

The questionnaire used in the study by Bertera (1999) was designed to obtain basic 

information about the perception of health promotion needs and interests of seniors. It also 

aimed to identify interest in activities that have been found to be important in promoting the 

health of seniors, encourage seniors to think of health promoting activities and indicate their 

level of interest in each. The study by Murphy and Lowe (2013) highlighted the use of 

questionnaires that aim to collect data that represent core items needed for a comprehensive 

assessment of older persons receiving home care services [128]. It also measured their 

outcomes and assisted with outcome-based quality improvement in care planning for the 

older person.  

The self-developed questionnaire used in this study contained questions that related to the 

profile characteristics of members and included personal information pertaining to gender, 

marital status, socio demographics, education, employment and financial background. Also 

addressed were questions on family support, current state of health and disability, medication 

adherence, risk of falls, and health and fitness activities. The questionnaire contained both 

closed- and open-ended questions. Closed-ended questions required the members to select a 

category of response that best reflected their opinions while the open-ended questions 
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provided the opportunity to gather qualitative responses to questions (Appendix 11). This 

questionnaire was reviewed by an expert in gerontology who was involved in the Fall 

Prevention and Education Program by the Department of Physical Therapy, Bouve College of 

Health Sciences, North Eastern University in the United States of America. The questionnaires 

were piloted before commencement of the study to test appropriateness of items and to 

correct any ambiguities. 

WHOQOL-BREF questionnaire for members 

The World Health Organisation Quality of Life (WHOQOL-BREF) questionnaire, an 

international cross-cultural comparable instrument [130-132], was used to assess the quality 

of life of the members of service centres. It also assessed the members’ perceptions of their 

physical health, psychological health, social relationships, and environment in the context of 

their culture and value systems, their personal goals, standards and concerns [133]. This 

questionnaire is an abbreviated 26-item version of the WHOQOL-100, which was developed 

using the field-trial version of the WHOQOL-100. The researcher decided to use the WHOQOL-

BREF questionnaire as it is shorter, practical , and more suitable for older persons [134].  

The WHOQOL-BREF questionnaire used in this study comprised 25 items which measured 

quality of life in four domains, namely physical health, psychological well-being, social 

relationships and environmental health. Physical capacity included items on activities of daily 

living, dependence on medicinal substances and medical aids, energy and fatigue, mobility, 

pain and discomfort, sleep and rest, and work capacity (7 items). Psychological well-being 

measured bodily image and appearance, negative feelings, positive feelings, self-esteem, 

spirituality/ religion/personal beliefs, and thinking, learning, memory and concentration (6 

items). Social relationships included questions on personal relationships, social support and 

sexual activity (3 items). Environmental health covered issues related to financial resources, 

freedom, physical safety and security, health and social care: accessibility and quality, 

opportunities for acquiring new information and skills, participation in and opportunities for 

recreation/leisure activities, physical environment (pollution/noise/traffic/climate) and 

transport (7 items). Two additional generic questions on overall quality of life and general 

health were also included (Appendix 12).  
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The questions in this questionnaire were categorical in nature and ranked in a Likert-type 

format from 1–5, producing domain scores. Domain scores were then calculated by 

multiplying the mean of all the item scores included in each domain. Mean scores were then 

multiplied by 4 to make domain scores comparable with the scores used in the WHOQOL-100 

(Appendix 16). 

The WHOQOL-BREF is a well-established measure that has been used worldwide in different 

populations and has proved to be very popular [132]. Although evidence may be limited to its 

use in specific populations [135], this instrument has been assessed by multiple authors [131] 

and the psychometric properties were found to be excellent. According to Portney & Watkins 

(2009), a scale with strong internal consistency should only show a moderate correlation 

among items (i.e.: between 0.7-0.9) [123]. Internal consistency reliabilities measured by 

Cronbach’s alpha for this questionnaire in various studies, ranged from 0.7-0.9 [125, 134, 136, 

137] where total scale and domains were found to be acceptable and similar to that reported 

in adult populations in Brazil, Norway, Canada and Turkey [137]. The WHOQOL-BREF was 

validated in Africa [138] and also used in a South African study involving older persons [19].  

WHODAS II questionnaire for members 

The World Health Organisation Disability Assessment Schedule (WHODAS-II) is a validated, 

short, simple and easily administered generic assessment questionnaire used to assess 

disability, functioning and participation in society [139]. It is based on an international 

classification system and is applicable across cultures as it treats all disorders at parity when 

determining the level of functioning [140]. It was specifically developed to measure clinical 

outcomes and treatment effectiveness over time [140]. 

In this study, the WHODAS II was used to determine the functional ability of members of 

service centres by assessing their activity limitations and restrictions in the prior month [141]. 

It was developed as a 12-item, self-report questionnaire that evaluated 6 adult-life tasks of 

day-to-day functioning in 6 domains (Appendix 13). The domains are as follows: 

• Domain 1: Cognition (includes understanding and communicating) 

• Domain 2: Mobility (includes moving and getting around) 

• Domain 3: Self-care (includes attending to hygiene, dressing, eating and staying alone) 
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• Domain 4: Getting along (includes interacting with other people) 

• Domain 5: Life activities (includes domestic responsibilities, leisure, work and school) 

• Domain 6: Participation (includes joining in community activities, participating in society). 

The 12 questions were presented in categories in a Likert-type format with scores assigned to 

each of the items – ‘none’ (1), ‘mild’ (2), ‘moderate’ (3), ‘severe’ (4) and ‘extreme/cannot do’ 

(5). A further 3 questions presented were open-ended and required the recording of the 

number of days (frequency) in which limitations were present in the last month. This 

generated a general disability score and allowed for the collection of nominal data. The 

standardised global score ranges from zero (no disability) to 100 (maximum disability) [142].  

 Procedure  

Training of fieldworkers  

As described in 3.5.4, four fieldworkers who consented to participate were recruited and 

trained to assist with data collection. All interview processes and documentation were 

reviewed and clarified to agree on terminology used.  

Pilot study  

A pilot study was conducted at two independent service centres for older persons in the Cape 

Metropole that were not registered with the WCDSD. A similar process to the one described 

in 3.5.4 was followed. All questionnaires were administered by the face-to face-interview 

method by the researcher and fieldworkers. The self-developed questionnaire, as well as the 

WHOQOL-BREF and WHODAS II questionnaires for members were tested on 5 members at 

each service centre. Thus 10 members participated in the pilot study. The three questionnaires 

were administered twice to determine inter-rater reliability. Since service centres were only 

open certain days of the week, permission was granted to the researcher to conduct a second 

interview that took place within 7 days of the initial interview. Participants were interviewed 

by a different person. Similar to the process followed in 3.5.4, the WHO (2018) 

recommendation was considered for the pilot study. Participants were asked about any word 

they did not understand as well as any word or expression that they found unacceptable or 

offensive in the questionnaire, and chose which word conformed better to their usual 

language. Translators considered the definition of the original term and attempted to 
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translate it in the most relevant way [127]. It was determined during the pilot study that minor 

changes to the wording in the questionnaires for members were necessary to clarify questions 

that were unclear.  

The following ambiguities in questions within the members’ questionnaire were amended as 

follows: In question 6, the word ‘college’ was included as an option to select while in question 

8, ‘multiple responses allowed’ was added to the question for clarity. In question 24, an 

option 9 was created for ‘deafness’. In question 25, the word ‘native doctor’ was replaced with 

‘traditional healer’.  

The average time taken to complete the interview administered WHOQOL-BREF to 

participants in phase 2 was 15 minutes, and the WHODAS II was 5–10 minutes. These were 

similar timeframes found in a study by Bodur and Cingil (2009)[143]. The interviews for the 

pilot study were conducted in English or Afrikaans depending on the language preference of 

the participants. Interviews conducted in English sometimes required translation of some 

words into Afrikaans. Due to these translations’ requirements, more time was needed to 

complete the questionnaires. Data collected from this pilot study was not included in the 

analysis of the main study since the sample did not meet the inclusion criteria. 

Recruitment of members  

All members of the service centres who met the inclusion criteria were eligible to participate 

in phase 2 of the study. However, full attendance of the membership at senior centres could 

not be guaranteed on days of data collection as the elderly face many challenges in their 

communities, for example, lack of transport, ill health, lack of income and lack of interest in 

programmes offered [99]. In addition, some service centres had fewer members for other 

reasons. Since these factors affected the sample representation, the members of senior 

centres were recruited to the study if they were present at the selected service centre on the 

day of participant recruitment. Following recruitment of members, inclusion and exclusion 

criteria were applied to identify the members who would participate in the study. 

Data collection 

Data was collected over 7 months from December 2014 to June 2015. Data collection 

proceeded once suitable dates, times and venues for data collection had been negotiated with 
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the managers of service centres. Data collection for managers and members of service centres 

were conducted on the same day for each service centre. 

A meeting was then held with the members of the service centres in a communal hall where 

members were requested to select their language of preference. The purpose and logistics of 

the study were explained. The members’ voluntary participation in the study was requested 

and written informed consent obtained (Appendices 8 and 9). To ensure procedural accuracy, 

the fieldworkers observed the researcher conduct initial interviews with members. They could 

ask questions pertaining to the data collection processes, obtaining clarity from answers 

provided. Once the researcher was satisfied that they understood what was required, the 

fieldworkers assisted with the data collection.  

As suggested by Boen et al. [89], face-to-face meetings with older respondents in secure 

surroundings and meaningful experiences are important in recruiting participants, as well as 

for gauging participants’ understanding of the questions and to provide clarity if required [89, 

144]. Once members were assured of the confidentiality of their responses, the interviews 

with members were conducted by the researcher and fieldworkers in the participants’ 

preferred language in a private, quiet and comfortable area at the centre. The interviews also 

allowed for participants with visual impairments to take part as recommended by Sviden, 

Tham and Borell (2004) [107]. The interviews with members took an average of 30 to 45 

minutes to complete depending on translation requirements and level of clarification 

required. Throughout this process the researcher continuously checked procedures and the 

data collected to ensure a quality assured process.  

After the interviews were conducted, the researcher facilitated debriefing sessions with the 

fieldworkers and addressed unforeseen challenges. The researcher continued to be available 

to all fieldworkers throughout the data collection period and addressed their queries and 

concerns as they arose. After completion, the questionnaires were handed in to the 

researcher for safekeeping.  

3.7 Data management 

Following the interviews, the researcher collected and collated the questionnaires from 

managers and members and reviewed them for accuracy and completeness. The 
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questionnaires were kept in a locked drawer for safekeeping. Each service centre and member 

were assigned a unique number that was used to code data. Data was then captured by the 

researcher on a Microsoft Access (2010) database and re-checked against the raw data to 

avoid data entry error. Thereafter the data was cleaned before it was exported to an Excel 

spreadsheet for electronic analysis. The electronic data was stored on a password protected 

external hard drive and will be kept for a minimum of four years.  

3.8 Data analyses 

 Phase 1 

Both quantitative and qualitative responses were included in the data. Statistical analysis was 

done using Statistica version 12. Descriptive statistics were used on closed-ended questions 

and information was presented in frequency tables. Some closed-ended questions had a 

qualitative component consisting of open-ended questions. These qualitative responses were 

summarised and provided additional information on managers. The responses relating to an 

open-ended question on managers perceived training needs were analysed qualitatively, 

using an inductive, thematic analysis approach to identify the themes in the responses.  

Similar to what was done in a study by Van Malderen et al. (2013) [42], the reporting on 

information pertaining to the types of services provided and managers perceived needs of 

members were analysed and represented in alignment with the 6 determinants of active 

ageing as indicated within the WHO (2002) document [13] referred to in Table 2.1. This 

enabled the researcher to have an ageing framework that described what was expected from 

the determinants and compare it to what services were available at service centres.  

The use of the Active Ageing Policy Framework 

Active ageing is conceptualised by the WHO as a process of optimising opportunities for 

health, participation and security to enhance quality of life as people age [14]. The Active 

Ageing Policy Framework model is a concept that helps explain the links between activity, 

health, independence and ageing well. Despite many countries introducing the model 

recommendations into their national health and social plans of action, there is little evidence 

to support its application in South Africa. Since government has established service centres to 

enhance the achievement of the framework, it is important to know what the structure is like 
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to understand what they need to do. Analysing the data according to this framework thus 

allowed for the evaluation of service centres in how they support active ageing of older 

persons (members) who are living in communities.  

 Phase 2 

Both quantitative and qualitative responses were included in the data. Statistical analysis was 

done using IBM SPSS Statistics version 22 and Statistica version 12. As in Phase 1, descriptive 

statistics were used on closed-ended questions and information was presented in frequency 

tables. Some closed-ended questions had a qualitative component consisting of open-ended 

questions. These qualitative responses were summarised and provided additional holistic 

information on members. The responses relating to an open-ended question on self-

determined future aspirations were analysed qualitatively, using an inductive, thematic 

analysis approach to identify the themes in the responses. These were reflected in quotations 

similar to what was done in a study by Datillo et al. (2015) [145]. To explore the profile of 

members of service centres, the frequencies of the data obtained, and the summaries of 

qualitative responses were represented using the WHO ICF model referring to the four 

components and categorised domains as referred to in Figure 2.1.  

The use of the ICF framework 

Similar to what was done in a study conducted by Hakkinen et al. (2009) [146], the variables 

included in the assessment tools (i.e. self- developed questionnaire, WHOQOL-BREF and the 

WHODAS II questionnaires) used in this study were linked to the most appropriate ICF 

components to contextualise the findings of the study within the members’ broader 

experience of functioning and disability [147] (i.e. to gain an understanding of their quality of 

life, as well as limitations that affect their levels of participation). 

The ICF is described by the WHO as a framework for organising and documenting information 

on functioning and disability in a unified standard language [148]. It conceptualises 

functioning as a dynamic interaction between a person’s health condition, environmental and 

personal factors [147]. Using the ICF when studying the nature of participation in community 

living older populations may provide guidance for identifying older people living at home who 
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are at risk for restricting their own participation, and who could benefit from interventions 

[62] that could most likely be provided at service centres. 

According to the ICF framework (Figure 2.1), body functions are defined as physiological 

functions of the body, such as mental, sensory, voice and speech functions. It also refers to 

functions of the cardiovascular, respiratory, digestive, reproductive, muscular and skin [55]. 

Body structures refer to the anatomical parts of the body such as the nervous system, eyes, 

ears and skin. It also refers to structures related to voice and speech, cardiovascular, 

respiratory, digestive, and reproductive and movement structures [55]. 

It is questionable if the ICF concept of activities is actually used [149], and the ICF document 

also points out that it is difficult to distinguish between activity and participation [56]. 

However, the document defines activity as the execution of a task or action by an individual 

while participation is defined as the person’s involvement in a life situation. Participation 

frequency describes the individual’s regularity of participating in life tasks [62], while 

participation restrictions describe perceived restrictions in performing these life tasks, and 

includes both personal (health, physical or mental energy) and environmental (transportation, 

accessibility or socioeconomic) factors. 

In addition, the ICF also identifies contextual factors as components of a person’s health. 

These contextual factors include environmental and personal factors that represent the 

complete background of an individual’s life and living. Environmental factors make up the 

physical, social and attitudinal environment in which people live and conduct their lives [56, 

60, 62, 150]. They comprise a wide range of domains from medication and assistive devices to 

family, friends and social policies [150]. Environmental factors are external to individuals and 

can have a positive or negative influence on the individual’s performance as a member of 

society, on the individual’s capacity or on the individual’s structure and function [148]. The 

classification of environmental factors include the following five categories, namely, products 

and technology, natural environment and human made changes to environment, support and 

relationships, attitudes, as well as services, systems and policies [55].  

Personal factors are not classified in the ICF because of the large social and cultural variance 

associated with them [55]. However, personal factors refer to the background of an 

individual’s life and living and comprise features of the individual that are not part of a health 
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condition or health state. These factors may include gender, race, age, other health 

conditions, fitness, lifestyle, habits, upbringing, coping styles, social background, education, 

profession, past and current experience (past life events and concurrent events), overall 

behaviour pattern and character style, individual psychological assets and other 

characteristics, all or any of which may play a role in disability at any level [56]. 

The physiotherapy profession has adopted the ICF as a framework to approach patient care 

which shifts the conceptual emphasis away from negative connotations such as disability and 

focus on the positive abilities of the individual [58]. Thus, for this study, the ICF was used as a 

conceptual framework in Phase 2 to explore the unique characteristics of older persons, 

considering their interaction with their environments despite their health conditions or 

disability. The information collected included the members’ various aspects of functioning and 

recognised their need for services and service provision.  

Using the ICF ‘health condition’ component often refers to medical diagnosis [62]. However, 

as in similar studies by Arnadottir et al. [62], the diagnosis was not used in this study. Rather 

members’ self-reported health (including co-morbidities) was listed and included as ‘health 

conditions’ and linked to the personal factors component. Likewise, the domain for attitudes 

listed under environmental factors component refers to those of people external to the 

person whose situation is being described [148]. In this study, members’ self-perceptions and 

own attitudes are explored. The researcher thus decided it was more appropriate to include 

the variables describing members’ attitudes and aspirations under personal factors since it 

may impact on their life and living choices.  

3.9 Ethical considerations 

Ethical approval was obtained from the University of Cape Town, Faculty of Health Sciences 

Human Research Ethics Committee (663/2014) (Appendix 1). Permission was requested from 

the national and provincial DSD (Appendices 2 and 4) and support for the study was obtained 

(Appendices 1 and 3). Permission to participate was obtained from individual service centres. 

Ethical principles of autonomy, confidentiality, beneficence, non-maleficence, justice and 

referral were upheld during all phases of the study.  
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Autonomy refers to the respect given to study participants to make their own decisions by 

ensuring that they have been given all the necessary information with which to make the 

decision. They have the right to have their anonymity protected and privacy maintained. 

Beneficence / non-maleficence refers to actions performed to the benefit of participants and 

to prevent and remove any harm that may occur. Justice refers to fairness and equitable 

distribution of benefits and burdens to participants [123]. 

The study procedures adhered to the Medical Research Council research ethics guidelines and 

the Declaration of Helsinki (2) [151]. These are outlined below.  

 Autonomy and informed consent 

Prior to commencement of the study, consent was obtained from each service centre. Each 

participant received detailed information fully disclosing the nature and purpose of the study 

including requirements and risks (Appendices 6 and 8). Since informed consent was based on 

ensuring the participant understood what they were being told and what they were reading 

[123], this was explained to participants in their first choice of language by the 

researcher/fieldworker. Participants had the opportunity to have their questions answered. 

All participants who were willing to take part in the study were informed about the voluntary 

nature of their participation and gave verbal and written consent (Appendices 7 and 9) prior 

to completing the questionnaires. Participants were asked to repeat in their own words what 

had been explained to them to determine if they understood the purpose and logistics of the 

study, as well as the implications and consequences of their participation. Members unable to 

give written consent, but who were willing to take part in the study, gave verbal consent in 

the presence of a witness who attested that the participants understood the consent process. 

The members’ thumbprints were recorded on the consent forms. All participants were 

informed about their right to withdraw with no negative consequences. Participants were 

notified that once data had been submitted, it could not be withdrawn as it was anonymous.  

 Confidentiality 

All participants were assured of the confidentiality of their responses. All information was 

coded, and identifiers removed. These identifiers were only accessible to the researcher via a 

master list. Collection and storage of the data derived from the questionnaires was stored in 
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an encrypted external hard drive. The hardcopies of the questionnaires were kept by the 

researcher for safekeeping in a locked drawer. All fieldworkers signed a confidentiality 

agreement [152] (Appendix 15). 

 Beneficence 

Beneficence refers to actions performed to the benefit and well-being of the participants 

[123]. This study provided information on the needs of members of service centres to enrich 

the services they receive in the future. 

There were no direct monetary benefits to participants in this study and this was clearly stated 

in the consent form. However, as a generous gesture, and in line with social responsibility 

towards the community served, the researcher provided refreshments to participants on data 

collection days. 

 Non-maleficence 

The overall risk of the study was minimal as there was no reported health-related or physical 

risk of injury to participants, hence no insurance was needed. The researcher provided 

ongoing reassurance of confidentiality and education on the need for the study. This put the 

older person more at ease, so they did not feel embarrassed, anxious or scared to ask 

questions, especially if they had low self-esteem or a poor sense of identity, which is often 

caused by self-stigmatisation. Participants were also made to feel comfortable, welcomed and 

unthreatened because the study was conducted in an environment they were accustomed to. 

To avoid participants feeling discriminated against [32] due to the selection of their service 

centre being random, the researcher explained the selection process to them. Participants 

suffered no economic loss due to participation as no fees were charged to participate.  

 Justice 

To ensure justice and community engagement, and to avoid discrimination and bias towards 

participants who were disadvantaged or who had challenges in completing questionnaires due 

to socio-economic status or impairments, all participants at selected service centres were 

given the opportunity to participate. Participants who volunteered for the study were 

interviewed and assisted to complete the questionnaire in their preferred language. 
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 Referral 

No participants in the study presented with ill health that required referral for medical 

assistance.  
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CHAPTER 4 RESULTS 

4.1 Introduction 

The results outlined in this chapter are presented separately in two phases in accordance with 

the specific objectives stated in chapter 1.  

Phase 1 is presented within the WHO Active Ageing framework, which aims to inform 

worldwide policies in relation to describing the needs of older persons and their active ageing 

[10]. This model conceptualises active ageing as a process of optimising opportunities for 

health, participation and security of older persons to enhance quality of life as they age. To 

understand what the service centres are like and the services they provide in their attempt to 

achieve the goals of the framework, phase 1 reports on the characteristics of the service 

centres. This includes the organisational structures of the centres, the types of services 

offered at the centres, the profile of the managers of the centres and the managers’ 

perceptions of the needs of members attending the service centres.  

To gain some understanding of older persons who attend the service centres as members, the 

results of phase 2 are presented using the ICF, which documents information on functioning, 

disability and health [144]. For this study, functioning is conceptualised as interaction among 

an individual (in spite of the individual’s health condition), environmental factors and personal 

factors [144]. 
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Figure 4.1 summarises the processes of selection of study participants for phases 1 and 2. 

 

Figure 4.1: Selection of participants  

SC = Service Centre   RM = Registered members 

 

Total No. SC 
= 200

West Coast 
District

Total SC = 31

Total RM

= 1894

No. Selected 
SC 

= 5

No. Selected 
RM

= 416

No. members 
present 

= 84

No. members 
excluded 

= 4

No. members 
included 

= 80

Cape 
Winelands 

District

Total SC = 12

Total RM

= 1065

No. Selected 
SC

= 1

No. Selected 
RM

= 60

No. members 
present

= 36

No.members 
excluded

= 11

No. members 
included

= 25

Overberg 
District

Total SC = 43

Total RM 

= 3293

No. Selected 
SC

= 8

No. Selected 
RM

= 697

No. members 
present

= 159

No. members 
excluded 

= 18

No. members 
included

= 141

Eden District

Total SC = 40

Total RM

= 3750

No. Selected 
SC 

= 8

No. Selected 
RM

= 755

No. members 
present

= 172

No. members 
excluded

= 17

No. members 
included

= 155

Karoo 
District

Total SC = 6

Total RM

= 410

No. Selected 
SC

= 1

No. Selected 
RM

= 170

No.members 
present

= 17

No.members 
excluded

= 3

No. members 
included

= 14

Cape 
Metropole

Total SC = 68

Total RM

= 4900

No. Selected 
SC

= 12

No.Selected 
RM 

= 953

No.members 
present

= 254

No. members 
excluded

= 44

No. members 
included

= 210
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4.2 Phase 1 

 Sample 

Of the 200 listed service centres in the five Western Cape districts and the Cape Metropole, 

41 service centres for older persons were eligible to take part in the study. Four service centres 

refused to participate in the study, citing lack of time and resources to co-ordinate data 

collection visits (n=2), or they felt that the service centre was not suitable for the study 

requirements (n=1), or they were already accommodating students from one university and 

could not accommodate students from another (n=1). Two service centres closed down prior 

to the commencement of the data collection process, thus bringing the final number of 

excluded centres to six. The results for phase 1 thus refer to the sample of 35 managers from 

the 35 selected service centres situated in the Cape Metropole, West Coast, Cape Winelands, 

Overberg, Eden and Karoo. According to the Rural Areas Act, 1987, 34 participating service 

centres were located in urban areas and one in a rural area [153]. 

 Characteristics of service centres 

Organisational structures of service centres 

Table 4.1 depicts information pertaining to the organisational structure, affiliation and level 

of community involvement, support staff, membership and annual budget of the centres. 

The 35 service centres explored in this study have been in existence for an average of 19.8 

years (range=1–40 years). The DSD records indicated that these centres had 3 051 registered 

members, ranging from 16 to 230 members per centre. The predominant gender of members 

at most of the service centres (n=32) was female, while the remainder (n=3) reported mixed 

membership in terms of gender. The majority of service centres (n=33) reported their 

members paid fees while two service centres did not charge members a fee to attend. 

Table 4.1: Organisational structures of service centres (n=35) 

Characteristic 
 

Range 

How long the centre has been in 

existence (years) 

 Range 1–40 years 

19.8 ± 9.2 

No. of members per service centre  Range 16–230 

Organisational affiliation* Health care 7 (20%) 
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Characteristic 
 

Range 
 

Social Development  24 (68.6%) 
 

Religious 14 (40%) 
 

None 4 (11.4%) 

 Other 19 (54.3%) 

Community Participation Yes 23 (65.7%) 
 

No 6 (17.1%) 
 

Sometimes 6 (17.1%) 

Support Staff* Volunteers 

Staff paid by centre 

Contract employees 

Peer leaders 

Professionals 

Students 

Staff from another organisation 

Other 

28 (80%) 

19 (54.3%) 

7 (20%) 

11 (31.4%) 

13 (37.1%) 

10 (28.6%) 

9 (25.7%) 

4 (11.4%) 

Have an annual budget? 

 

 

 

Amount of annual budget#  

 

 

 

 

 

 

Total annual budget 

Yes 

No 

Not Sure 

 

Missing 

<R50 000 

R50 000–149 999 

R150 000–299 999 

R300 000–499 999 

R500 000+ 

 

 

34 (97.1%) 

0 (0%) 

1 (2.9%) 

 

6 (17.1%) 

5 (14.3%) 

11 (%) 

6 (%) 

2 (%) 

5 (%) 

 

R2 700–R850 000 

R107 670 (Median) 

Sources of financial income* Government 

Members  

Public Donors 

Donor organisations 

Other 

33 (94.3%) 

34 (97.1%) 

15 (42.9%) 

12 (34.3%) 

23 (65.7%) 

Financial Expenditure* 

 

 

 

 

Salaries of staff 

Meeting needs of members 

Maintenance of offices/meeting 

spaces 

Other 

24 (68.6%) 

32 (91.4%) 

 

23 (65.7%) 

26 (74.3%) 
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Characteristic 
 

Range 

 Not applicable 1 (2.9%) 

* multiple responses allowed; # monetary value: R1 = USD = British Pound = Euro 

The structure and capacity of service centres are expected to address the needs of their 

members. Service centres were thus affiliated to multiple organisations (Table 4.1) including 

Age in Action, Western Cape Forum for Older Persons, Old Age Homes, senior service centres, 

universities, Woman in Action and Alzheimer’s South Africa (n=19). Many of the service 

centres (n=23) reported that some activities were not restricted to members of the centres 

only but were open to interested members of the community. Such activities included social 

activities, educational talks or religious gatherings. Although 80% of service centres obtain 

support from volunteers, support was also provided by church members, home-based carers 

and the broader community.  

The financial support for service centres came from multiple sources and varied between 

centres (Table 4.1). Additional sources of income included funding from the South African 

National Lottery, fundraising events and church contributions. Some service centres also 

received non-monetary donations that were sold to supplement financial income. There was, 

however, no clarity in the findings as to the source of income received from members 

(i.e. whether they were voluntary donations or membership fees). 

Thirty-four service centres had annual budgets [154]. The median budget of the 34 centres 

was R107 670 in 2015 when the data was collected. This amount is equivalent to 

approximately $7 520 (US dollars), £6 034 (British pounds), or €7 040 (euros).  

Annual budgets were spent on various items that included transport, excursions and extra 

mural activities, equipment, groceries for meals, vehicle maintenance (including fuel and 

licensing), running costs (electricity, water), building repairs and maintenance, programme 

costs (including resources for crafts), staff training, ad hoc remuneration of visiting 

demonstrators, staff salaries (e.g. accountants, maintenance workers, managers etc.), and 

administrative costs (including stationery and consumables). 
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Service provision at service centres 

It was assumed that the services provided in the centres would be targeted towards the 

diverse needs of members of the centres. The services reported by the managers of the 

centres are presented in Tables 4.2 to 4.5 according to the six determinants of active ageing, 

namely, health and social service systems, behaviour, personal factors, physical and social 

environments, and economic determinants. 

All service centres provided services in the local languages of the members. However, in 

addition to the listed factors that influenced the types of services offered, as mentioned in 

Table 4.2, other factors also influenced the types of services offered. Five managers reported 

that service provision depended on the amount and availability of capital funding provided by 

the DSD, as well as the number of donations (financial and non-financial) received from other 

organisations or the broader community. Services offered were also determined by the 

availability of resources (e.g. materials) and people to do the work (i.e. staff and/or 

volunteers). The community’s needs also influenced the services provided. For example, if 

fewer privileged persons were living in the community (i.e. non-members), the service centre 

would provide food that would be donated or sold to them. Some managers also reported 

that services provided depended on the type of leadership at the centre but did not elaborate 

further on this. 

Overall, different types of services were provided in the different categories of determinants 

in the service centres. The most common activities provided at service centres related to the 

determinant of social support while the least common services related to the behavioural 

determinant. Included in the types of services listed in Tables 4.2, 4.3 and 4.4 were ‘other’ 

additional programmes provided at 24 service centres. Managers reported on these 

programmes qualitatively. The programmes were then incorporated into the different 

determinants and represented with # tag as in Tables 4.2, 4.3 and 4.4.  

 Determinants of health and social service systems 

The determinants of health and social service systems entail the provision of integrated, 

co-ordinated and cost-effective health and social services [13]. In health promotion and 

disease prevention, a process of enabling people to take control over and to improve their 

health, over half of the 35 service centres provided blood pressure monitoring (82.9%) and 
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glucose testing (57.1%) (Table 4.2). At some of the service centres, these services were 

provided by nurses affiliated to the primary health care centre. The quality of 

testing/screening of these chronic diseases was not clear. However, when abnormalities were 

detected during the screening process, the service centre referred members to the 

appropriate level of health care as part of the curative sub-determinant.  

Table 4.2: Services provided at service centres related to health and social service systems (n=35) 

Characteristic 
 

Number of service 

centres (%) 

Factors influencing types of 

programmes offered* 

 

Interest of members 

Needs of members 

Mandated 

Others 

32 (91.4%) 

31 (88.6%) 

19 (54.3%) 

5 (14.3%) 

Determinants related to health and 

social service systems 

Health promotion and disease 

prevention 

 

 

 

 

Curative services 

 

Long-term care 

 

 

 

Mental health services 

Types of services* 

 

Blood pressure monitoring 

Glucose testing 

Chronic disease self-management 

Cholesterol screening 

Vision/hearing screening 

 

Referrals # 

 

Home visits# 

Education programmes for 

caregivers 

 

Religious activities# 

 

 

29 (82.9%) 

20 (57.1%) 

11 (31.4%) 

7 (20.0%) 

5 (14.3%) 

 

 

 

 

7 (20.0%) 

 

*multiple responses allowed; # information obtained from qualitative questions 

In terms of long-term care, for those members who were registered with the service centre 

but who were unable to attend, the service centre offered home visits to extend services to 

them. These visits, conducted by workers or volunteers at the centre, aimed to provide care 

in terms of the needs of members. Despite this, only 20% of service centres provided training 

to these caregivers. The type, content and duration of these training programmes were also 

not specified. 
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In relation to mental health, some service centres provided opportunities for members to 

engage in religious activities such as mentorship and choir training. 

 Determinants related to behaviours 

The determinants relating to behaviours require members to positively change their 

behaviours and actively engage in various activities that promote healthy lifestyles [13]. To 

achieve this goal, knowledge was provided to members in the form of educational activities. 

Education programmes for members were offered in more than 60% of the sampled service 

centres (Table 4.3). There was, however, no clarity provided as to the content of these 

programmes. 

Table 4.3: Services provided at service centres related to behavioural determinants and personal 

factors (n=35) 

Characteristic 
 

Number of service 

centres (%) 

Behavioural determinants 

 

 

 

Physical activity / exercise 

programmes 

 

 

 

 

Healthy eating 

Oral health 

Alcohol 

Tobacco use 

Medications 

Iatrogenesis 

Adherence 

Types of Services* 

 

Education programmes for 

members 

Dance and/or aerobics 

Walking programmes 

Balance and/or strength 

yoga, Pilates, stretching  

swimming and/or water aerobics 

Sports Activities# 

Meals provision# 

No services 

No services 

No services 

Safety in medication use 

No services 

No services 

 

 

24 (68.6%) 

 

21 (60.0%) 

19 (54.3%) 

18 (51.4%) 

14 (40.0%) 

1 (2.9%) 

 

 

 

 

 

17 (48.6%) 

 

Determinants related to Personal 

Factors 

Biology and genetics 

Psychological services 

 

Types of Services 

 

No services 

Arts and craft design 

Self-care# 

 

 

 

34 (97.1%) 
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*multiple responses allowed; #information obtained from qualitative questions 
 

Physical activity programmes aimed at reducing the onset of chronic diseases and functional 

decline [13] were also provided. The results indicated a large proportion of service centres 

offered different types of physical activity programmes, with dance and/or aerobics being 

the most common (60%), and swimming and/or water aerobics occurring in only one centre 

(Table 4.3). Sporting activities to promote social contact and mental well-being were also 

offered at some service centres, which included training programmes for sporting events 

and competitions (e.g. Golden Games). The specific details of these programmes were not 

known. 

In relation to the sub determinant of Healthy eating, although members were provided with 

access to meals at the service centres, the quantity and nutritional value of these meals 

were unclear. The provision of programmes related to nutrition and healthy eating could 

therefore not be confirmed. Furthermore, despite the challenge associated with access and 

over-prescription of medication in older persons [13], less than half of the service centres 

(approximately 49%) provided programmes related to ensuring safety in medication use. The 

content of these programmes was also not clarified. 

 Determinants related to personal factors 

The determinants relating to personal factors include psychological factors, which, although 

varying among individuals, are strong predictors of active ageing and longevity [13]. 

Psychological factors include, among others, intelligence and cognitive capacity (i.e. the ability 

to solve problems, including learning speed and memory. A decline in cognitive function is 

often triggered by factors relating to illness (e.g. depression), behaviour (e.g. use of alcohol 

and behaviour), psychological (e.g. lack of motivation and confidence) and social aspects 

(e.g. loneliness and isolation) [13].  

A large percentage of service centres (97%) offered services that focused on improving 

cognitive capacity in the form of arts and craft design (Table 4.3). While members were 

engaged in these activities, it allowed them to develop their cognitive skills in creating items 

that were either donated to a charity or sold. In addition, some service centres also provided 

services related to self-care including hairdressing and podiatry.  
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 Determinants related to physical environments 

The determinants relating to the physical environment entail the provision of accessible 

services, as well as safe physical environments to prevent injury and illness [13]. This allows 

the older person to live an independent life within their family and community.  

More than half of the service centres (74%) provided access to transport, while fewer service 

centres (26%) addressed the need for safe housing (Table 4.4). In addition, despite falls being 

the cause of many injuries and subsequent disability among older persons [13], only five 

centres provided screening services for falls.  

Table 4.4: Services provided at service centres related to physical and social environments (n=35) 

Characteristic 
 

Number of service 

centres (%) 

Determinants related to physical 

environments 

Physical environments 

Safe housing  

Falls 

Clean water, clean air and safe foods 

 

Determinants related to social 

environments 

Social support 

 

 

 

 

 

 

 

 

 

 

 

Violence and abuse 

Education and literacy 

Types of services 
 

Transport accessibility 

Information on housing 

Fall risk screening 

No services 

 

 

 

Social support 

Outreach programmes to find 

older persons 

Guardianship for members 

without families 

Recreational programmes# 

Intergenerational programmes# 

Assessments# 

Home visits# 

Meals provision# 

Spiritual guidance# 

Support groups# 

No services 

Library services# 

Adult basic education training 

(ABET) # 

 
 

26 (74.3%) 

9 (25.7%) 

5 (14.3%) 

 

 

 

 

35 (100%) 

 

30 (85.7%) 
 

14 (40.0%) 

 

 

 

 

 

 

 

*multiple responses allowed; #information obtained from qualitative questions 
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 Determinants related to social environments 

The determinants of social environment entail the provision of social support and connections 

to prevent loneliness and isolation of older persons, as well as to enhance their social 

interaction [13]. The results indicated that all service centres provided social support 

programmes (100%). However, the content of these programmes was unclear. Some service 

centres reported that they provided opportunities for social interaction via recreational 

programmes where members attended outings and excursions together. Other activities 

included providing entertainment (e.g. concerts) to members. The details of these activities 

were not clarified.  

Thirty service centres aimed to foster social networks for members through outreach 

programmes which seek to recruit older persons, so they can come to the centre and possibly 

benefit from the services provided (Table 4.4). Other programmes also offered included 

volunteerism and intergenerational programmes (e.g. members read books to younger 

children at primary schools). 

In addition, health and social service professionals provided support to members in the form 

of assessments, should they have wanted to join a disability group or organisation. Further 

social support was extended in the form of home visits to registered members who could not 

come to the centre. These home visits allowed members to be provided with meals, which 

were either donated to them or they had to pay for it. The nutrition and quality of these meals 

were unknown. On these home visits, members also engaged in religious activities to improve 

their well-being. Members were also assisted with shopping; they were either accompanied 

to the shops or they provided a grocery list and a representative from the service centre did 

the shopping for them.  

Supportive social connections and intimate relations are vital sources of emotional strength 

[13]. Some service centres provided support groups where members got together and were 

able to interact and share their experiences. However, the detail of these services is unknown. 

Under the sub-determinant of education and literacy, library services and adult basic 

education training (ABET) were the two main activities provided in the service centres to 

members. The details pertaining to these services are not clear, although these services 

allowed members to remain engaged in meaningful and productive activities. 
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  Economic determinants 

The economic determinants acknowledge the need to recognise the active and productive 

contribution older people make to the economy [13]. This contribution could be in the form 

of work and voluntary activities, both of which have the potential for generating income for 

them or for the service centre. A large percentage of service centres (97%) acknowledged the 

skills of members by providing arts and craft design programmes (Table 4.5). The primary goal 

of the service centres was to sell the items produced at fundraising events to generate income. 

It was not clear from the results whether income earned from these fundraising initiatives was 

used to provide further services to members, or whether members received a portion thereof 

for personal use.  

Table 4.5: Services provided at service centres related to economic determinants (n=35) 

Characteristic 
 

Number of service 

centres (%) 

Economic determinants 

Income 

 

Social protection 

Work 

 

 

Arts and crafts design 

Fundraising activities# 

No services 

Employment of members# 

Volunteerism# 

 

34 (97.1%) 

 

 

 

 

Other programmes   24 (68.6%) 

*multiple responses allowed; #information obtained from qualitative questions 

 

In addition to fundraising initiatives, some service centres provided opportunities for 

members to engage in formal work to generate an income. At some service centres, where 

the members were also managers, employment was provided which attracted a monthly 

salary. It is not clear how many of these managers were also members of the centres. Service 

centres also employed people as chefs who worked in the kitchen and who prepared and 

provided meals for members. It was unclear how many of these chefs were members of the 

centre. Many service centres also provided programmes that involved voluntary work, offered 

by the members and the broader community. It is; however, not clear what specific 

programmes were provided by the volunteer members, and which were provided by the 

broader community. 
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 Profile of managers of service centres 

Characteristics of managers of service centres 

Table 4.6 highlights information pertaining to the profile of managers in terms of age, gender, 

marital status and highest qualification. It also depicts information on the managers’ 

involvement and experience in managing a service centre, as well as status and capacity of 

employment, and type of remuneration received. Aspects relating to the managers’ perceived 

training needs are also highlighted.  

 

Table 4.6: Characteristics of managers of service centres (n=35) 

Characteristic 
 

Number of managers (%) 

Age groups (years) 

 

40–49 

50–59 

60–69  

70+ 

7 (20%) 

5 (14.3%) 

15 (42.9%) 

8 (22.9%) 

Gender 

 

Female  

Male 

30 (85.7%) 

5 (14.3%) 

Marital status 

 

Single 

Married 

Divorced 

Widowed 

1 (2.9%) 

18 (51.4%) 

6 (17.1%) 

10 (28.6%) 

Highest qualification 

 

Primary school 

High school 

College (diploma) 

University graduate 

6 (17.1%) 

14 (40%) 

12 (34.3%) 

3 (8.6%) 

Length of time involved in SC (n=34)  12.03 ± 8.1 years 

Range 0.3–29 years 

Length of time responsible for 

service delivery at SC (n=34) 

 9.83 ± 7.0 years 

Range 0.3-26 years 

Previous experience in managing a 

SC or similar facility 

Yes 

No 

Not sure 

11 (31.4%) 

23 (65.7%) 

1 (2.9%) 

Status of employment Full time 

Part time 

Unknown 

Other 

28 (80%) 

4 (11.4%) 

1 (2.9%) 

2 (5.7%) 

Type of employment  Permanent 

Temporary 

Contract 

25 (71.4%) 

2 (5.7%) 

4 (11.4%) 
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Characteristic 
 

Number of managers (%) 

Unknown 

Other 

1 (2.9%) 

3 (8.6%) 

Type of remuneration Paid salary 

Volunteer 

25 (71.4%) 

10 (28.6%) 

Was training received to manage the 

centre? 

Yes 

No 

Not sure 

27 (77.1%) 

7 (7.0%) 

1 (2.9%) 

Do managers think a training 

programme is needed? 

Yes 

No 

Not sure 

32 (91.4%) 

2 (5.7%) 

1 (2.9%) 

SC = service centre 

The service centres were predominantly run by female managers (86%) with an overall mean 

age of 63 years (SD=11.41 years; Range 43 to 89 years). The educational qualifications of 

managers varied, with less than 50% of managers having received a tertiary education 

(Table 4.6). 

Some managers had been involved with and responsible for service delivery at service centres 

for many years. Eleven of the 35 managers indicated, however, that they had previously been 

involved in managing a service centre or a facility like that of a service centre. The majority 

(80%) of the managers were employed by the service centres on a permanent full-time basis 

and received a paid salary. In addition, most (91%) of the managers felt training programmes 

were needed to develop their skills and knowledge. More than 70% of the managers reported 

they received training to manage the service centres. These managers were requested to 

describe the training they received. 

Training of managers 

The training of the managers is presented according to (a) training providers, (b) duration of 

training, (c) type of training received, and (d) the content of training received. 

(a) Training providers 

The training of managers was provided by non-governmental organisations, academic 

institutions, government departments and personnel at service centres (e.g. management 

and social workers).  

(b) Duration 
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The length and frequency of training received varied among respondents and ranged from a 

minimum of 4 hours to 5 days, with a frequency of 1 to 4 times per year. Some managers also 

reported training to be ongoing, while others reported it to be occasional and/or ad hoc as 

determined by management through the course of the year. One manager received 3 months 

full-time training, while two managers received between 2 weeks and 3 months training. 

(c) Type of training 

The managers reported training to be both formal and informal. However, one manager 

commented that, ‘it’s more guidance than actual formal training’. Sometimes training was ‘on 

the job’ as reported by one manager as they were trained while also rendering services. 

Another identified ‘shadowing training’ where they could learn skills from watching others. 

One manager reported that training was also done in the form of workshops.  

(d) Content of training received 

The content of training varied among managers. The information obtained from managers 

was summarised according to the themes below to identify the key content of training 

programmes offered to them: 

(i) Centre administration and management  

Managers were taught management and organisational skills on ‘how to run/manage the 

centre’. This included learning the responsibilities of the organisational structure, how to set 

goals and manage service programmes. Knowledge on administration processes and report 

writing was also included. 

It was identified that the development of leadership skills was important in managing a centre. 

Training therefore addressed aspects relating to staff management / support and supervision, 

as well as labour relations and capacity building. Some managers reported enhancing their 

cooking and catering skills via the attendance of training programmes to support the 

management of the kitchen at the centre. 

(ii) Financial planning and management 

Managers reported they were taught ‘how to work with money’ and ‘to know how to spend 

it correctly and save’. Other aspects relating to financial management training included 
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aspects on budgeting, accounting and financial resources. One manager also reportedly 

received training in ‘business planning, costing and marketing’. 

(iii) Project management 

Results indicate that managers were taught how to plan and organise events, projects and 

programmes, including how to do fundraising, and how to develop and sustain a project. 

(iv) Interpersonal skills 

Managers were trained on aspects relating to human relationships and how to manage people 

and conflict situations. Communication skills were taught to assist managers when listening 

to peoples’ problems, so they could give advice and counsel. 

(v) Continued education on care of the older person 

Managers were trained on how to work with elderly people and how to manage the challenges 

of ageing. Some reported they were taught about empowerment programmes with the aim 

to ‘improve knowledge on health conditions’, ‘develop person-centred care for people 

suffering from Alzheimer’s disease’ and ‘empower elders to care for their family in times of 

sickness (e.g. HIV/Aids)’. To ensure the well-being of older persons, managers were informed 

about ‘exercise prescription, diet and nutritional needs of the elderly’ via these training 

programmes. Information on home-based care was also offered. 

(vi) Rights of older persons 

Some managers received training on legislation and policies related to older persons 

specifically pertaining to the Older Persons Act, 13 of 2006. They also received training 

regarding abuse of older persons, women and children. 

(vii) Emergency care 

Some managers reported receiving first aid training in the event of an emergency. 

Managers perceived training needs 

Many managers (77%) received training and 91% thought a training programme was needed 

to help them to manage the service centres. This training programme referred to by managers 

included continuing educational programmes, as well as formal training required to qualify as 
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a manager. The results of their perceived training needs were summarised according to 

themes and are presented below: 

(a) Centre management 

Managers wanted training to assist with activities pertaining to the administration and 

management of the centre, including the allocation and support of staff. There was a need for 

training in this area, so managers could know: 

‘how many people will be needed to give services at the centre’  

‘how to place staff in their correct jobs’ 

‘the condition and employment of staff’. 

Administrative skills training was needed to know ‘how to manage activities at the centre 

doing timetables, rosters, and keeping the books organised’, as well as ‘how to run the centre 

and record activities’. 

(b) Financial management skills 

The results indicated managers wanted training in financial management in an array of areas. 

These included skills on budgeting, fundraising and banking. Some of the manager’s 

comments are reported below: 

 ‘How to use the money correctly to provide services’,  

‘How to work out wages and where staff must work and times of work then also to work 

with money allocated to the centre’, 

 ‘Information on what exactly a budget is so as to manage services properly’. 

(c) Computer literacy skills 

There was a significant need for training in computer skills to improve communication and 

assist with administration of activities at the centre. Many managers said they needed 

‘computer skills on how to use the computer like send emails and type reports’ and ‘to know 

how to use the computer to make me better at my job’. 
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(d) Fundraising skills 

The results indicate that service centres need to raise funds to support sustainability of 

services. Managers felt they had to be innovative and creative with service development. To 

do this, they needed skills training on how to do basic project management and fundraising 

activities to be self-sufficient to sustain their own services.  

(e) Networking and collaboration with communities 

Managers were clear in expressing the need to develop good public relations and network 

with their communities. They felt that networking helped with recruitment of new members. 

They thus wanted to be shown how to link with other organisations and the community should 

support be required, including fundraising. Managers said, ‘we want to see how we can help 

each other’. Furthermore, managers wanted to meet people and form relationships to benefit 

the centre. Managers said ‘teach me skills to assist with how to contact people who can help 

the centre and find new members and fundraising activities. In addition, managers expressed 

the need to have a basic understanding of how to contact and deal with health organisations 

and others like the South African Social Security Agency (SASSA), a national agency of the 

South African government that administers the application, approval and payments of social 

grants. 

(f) Interpersonal skills 

Managers reported that the training programme should include the teaching of appropriate 

interpersonal, communication and counselling skills to assist with conflict management. The 

results indicate that managers want to know: 

‘How to deal with disagreements between people and help them solve problems, give 

advice, and how to talk to one another’ 

Furthermore, managers felt that training in communication skills would also help them on 

how to manage staff, work with groups and learn how to interact with seniors. They further 

reported that being taught communication skills would be useful, ‘especially those elders who 

can’t speak due to stroke’. 

(g) Education on how to train carers and volunteers  
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Managers felt they wanted training to strengthen their knowledge base, so they could teach 

carers and volunteers what to do to help them take care of the elderly, especially those that 

live at home and who cannot come to the centre. One manager stated, ‘Skills are needed to 

train committee members and self’.  

(h) Continued education on how to care for the older person 

The results indicate that managers expressed the need for information on the ageing process 

and the challenges of old age to ‘develop an understanding on the needs of aged people’ and 

‘how disease or sickness affects them’. Managers reported:  

‘I need skills training on what can happen when people become older and the ageing 

process. Also, to prepare people when they get older.’ 

‘I need to understand the challenge of old age and teach people to understand different 

cultures and religions.’ 

(i) Rights of older persons 

Managers requested training on how to ‘support and empower elders in caring for 

themselves’. They felt that it was important to have knowledge on the abuse of older persons, 

so they could develop skills to advocate for the rights of elders and prevent abuse. 

(j) Health care of older persons 

Managers reported they needed to be more knowledgeable about the ‘medical health for 

seniors’ and on ‘how to manage health problems experienced by the elderly’. It was reported 

that more education programmes were required to ‘identify the health care needs of 

members’, as well as improve managers’ ability to impart knowledge on the management of 

chronic diseases such as diabetes and hypertension. One manager wanted to ‘know more 

about the diet, food choices and other factors that influence health’ to prevent disease and 

promote the health of members. 

(k) Emergency care and safety of the older person 

Managers reported a need to know how to manage emergency situations both at the service 

centre and at homes should the need arise. They reported a need to know:  

‘What to do in an emergency when an elder gets sick at the centre’ 
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There was an expressed need to have knowledge on first aid, life support and how to manage 

other types of emergencies. Managers felt that other aspects of safety training should focus 

on ‘what to do if there is a fire and how to prevent it’ and ‘safety management around the 

home and at the centres (e.g. fire prevention)’.  

(l) Development of service measuring instruments 

The results indicated that managers wanted to know how to develop monitoring and 

evaluation instruments that measure the service needs of members, as well monitor the 

quality of services.  

(m) Other training needs 

Managers felt training programmes were inadequate and needed to contain content that 

would help them meet the ongoing and relevant needs of members. This needed to include 

skills training that encompassed handiwork, creative arts, ABET and social work intervention. 

In addition, managers also wanted to know how to be innovative and creative to develop 

services and activities with older persons. Some managers also wanted lessons on how to 

drive a vehicle. 

 Managers’ perceptions of the needs of members of the centre 

Managers acknowledged that programmes offered at service centres were based on the 

interests and needs of their members. However, managers of service centres (n=35) appeared 

to have their own perceptions as to what these needs were.  

The themes and subthemes in managers’ responses are presented according to the six 

determinants of the WHO Active Ageing Policy Framework (Table 2.1). 

Manager’s perceptions of the needs of members related to health and social 

service systems 

(a) Health promotion and disease prevention 

Managers felt that, to prevent NCDs and injuries, members needed to take control over their 

own health through empowerment, education and screening for chronic diseases. They 

reported that:  
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 ‘They should be assisted with chronic disease management e.g. hypertension and 

diabetes’ 

‘There should be education talks to the elderly on how to manage chronic diseases 

themselves’ 

 ‘Health workers affiliated to the service centre should monitor members’ 

‘The physical needs (health support) should include check-ups of members by the 

Department of Health’ 

‘There should be empowerment training on awareness of the challenges of old age’. 

Managers also perceived members to have needs related to general health. They mentioned 

members required:  

‘wellness advice’ and ‘basic health care’ 

 ‘caring for clients’ hygiene and physical needs’ 

(b) Curative services  

The results indicated a need for partnerships with government, health professionals and 

organisations representing older persons to monitor and manage their health. Managers also 

commented that health services needed to be equitable and accessible to members. This 

included access to their medication to manage chronic diseases. Services must also be 

supported by professionals. They stated:  

‘Members should get medication from the club via home-based carers on a monthly basis 

with health observations’ 

‘Health care needs like chronic diseases and co-morbidities. They must bring medication 

to members at the centre’ 

 ‘Members need occupational therapy and other health professionals’ 

‘There should be networking and collaboration with clinics/hospitals to take out clinic 

cards for the elderly so that waiting time is reduced’. 

(c) Long-term care 

Long-term care ensures that persons who are not fully capable of self-care can maintain high 

quality of life [13]. Managers felt that these kinds of services were needed by families and 
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communities to care indirectly for and support the needs of members. Managers commented 

and said:  

‘Respite care is needed for elderly for relief of family’ 

‘They should be able to support families when affected by crime and incidents, HIV and 

Aids’ 

‘They should do home visits and render services to members who cannot physically attend’ 

(d) Mental health services 

Culture and spiritual needs shape the way in which ageing takes place and influence all 

determinants of ageing [13]. Managers felt that religion and the impact of culture played a 

huge role in the lives of members. They noted that service centres attempted to meet the 

needs of members through religious teachings and cultural awareness. Managers said: 

 ‘They have cultural needs – a need to create an awareness among one another’ 

‘Members need spiritual development and religious teachings’ 

 ‘They need to be encouraged by racial and cultural diversity’ 

Managers’ perceptions of the needs of members related to behavioural 

determinants of health 

The adoption of healthy lifestyles and actively participating in self-care is important 

throughout life [13]. However, managers did not perceive there to be a need to address the 

behaviours that affect these healthy lifestyles. Managers did not perceive members to need 

services related to tobacco use, oral health, alcohol use, medication usage, iatrogenesis and 

adherence. It was not clear if this was because members were already fully aware of these 

aspects of their health or if managers did not think services were necessary.  

Managers identified the following aspects related to behavioural determinants of health. 

(a) Physical activity  

Participation in physical activity can delay functional decline and reduce the onset of chronic 

diseases [13]. Managers thus felt members needed to maintain good health through physical 
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exercise and sport activities. The need to include music with physical activity sessions was 

also highlighted. They suggested: 

‘Provide physical exercise to encourage healthy lifestyles’ 

‘Members need exercises to keep themselves active’ 

‘Members need physical exercises with music and sport activities e.g. Golden Games’ 

‘Members need to do arts and crafts activities, singing, dancing and cultural activities’. 

(b) Healthy eating 

Poor nutrition can be caused by, among other reasons, limited access to food and lack of 

information and knowledge about nutrition [13]. The provision of healthy meals was thus 

identified as a basic need of members that required intervention. This was indicated in the 

manager’s feedback:  

‘Provision of balanced meal daily’ 

‘Nutrition (meals on wheels)’, 

‘Members need education programmes that teach them about healthy eating and 

balanced diets’. 

Managers’ perceptions of the needs of members related to personal factors 

Managers did not perceive members needed to be aware of the role of biology and genetics 

in their health. However, the sub determinant of psychological factors was addressed. 

(a) Psychological factors 

Psychological factors include the ability to solve problems and adapting to change and loss, 

greatly influencing the ageing process [13]. The results indicate that managers identified the 

need for stimulation activities to improve members’ cognitive function and to encourage 

integration. Some managers reported that these activities would keep members busy and 

prevent them from getting bored. In addition, members also needed training to do arts and 

crafts to share these skills. Manager’s reported: 

 ‘They should share skills and knowledge in sewing and arts and crafts’ 

‘They need to do activities to avoid boredom’ 
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 ‘Members need to do arts and crafts activities, singing, dancing and cultural activities’ 

‘Activities are needed to keep elders busy’ 

‘They need games to stimulate them’. 

The results also indicated members needed to groom themselves as this would develop their 

self-esteem. Managers said:  

‘Caring for grooming to build self-esteem – washing and cutting hair’ 

‘Services on foot and hair care’, 

Manager’ perceptions of the needs of members related to the physical 

environment 

Managers identified determinants to active ageing relating to the social environment. These 

included: 

(a) Physical environments  

Hazards in the physical environment can lead to debilitating injuries and subsequent disability 

[13]. Managers were nearly unanimous when indicating that members of service centres 

needed assistance with their own safety and safety around the home to care for themselves. 

They said members needed:  

‘Education sessions from police, fire brigade (e.g. first aid/safety) 

‘To be provided with accessibility to ambulance services and first aid’ 

‘Safety regarding equipment and appliance usage’.  

To access services, managers commented that members needed information on transport 

options available to them and how to access it. They also needed transport as a form of 

support to attend programmes and participate in the community. In addition, access to means 

of communication and community organisations was needed. Managers reported:  

‘Members need transport to and from the centre’ 

‘Provide transport to clinics, hospitals, shopping’ 

‘Transport to and from home’ 

‘Information on transport is needed’ 
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‘Provide access to telephones and community organisations, health services and home 

visits’. 

(b) Safe housing 

Managers did not perceive that members needed to be aware of aspects relating to safe and 

adequate housing. 

(c) Falls 

Managers did not report that members needed information on falls prevention despite falls 

most often occurring in the home environment. 

(d) Clean water, clean air and safe foods 

Managers did not identify that members needed access to clean water, clean air and safe 

foods. It was not known if this was because provision had already been made for members. 

Managers’ perceptions of the needs of members on the determinants related to 

the social environment 

Health and wellbeing is affected by the presence of intimate relationships and social support 

[13]. 

(a) Social support 

Many managers identified the value of social interaction and integration among membership 

to combat/prevent loneliness and illness. Managers felt that members’ presence at the service 

centre provided them with relief from their daily routine and strengthened their relationships 

with others. Managers commented: 

‘Members need a place to meet and enjoy social integration and develop personal 

relationships-give them a break from responsibilities at home’ 

 ‘They need to go on social outings and do activities’ 

‘Social integration is necessary to avoid illness’ 

‘Members need social integration and form personal relationships to prevent loneliness 

and encourage racial and cultural diversity’ 

Managers also indicated that members needed support with access to food: 
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‘Provision of food parcels’ 

‘Provide meals’. 

Managers also indicated that members needed to participate in recreational and leisure 

activities, for example,  

‘Social outings’ and ‘excursions and outings’ 

‘Social interaction and integration at the centres such as tours and excursions to holiday 

destinations’. 

(b) Violence and abuse  

The abuse of older persons is common and includes physical, sexual, psychological and 

financial abuse [13]. Managers reported that it was important for members to become aware 

of how to identify this problem. The results indicated the following was needed by members: 

‘Education talks on older persons rights’ 

‘Victim empowerment (training on the Act)’. 

(c) Education and literacy 

Education and literacy of members impacts on their risks for disability and functioning [13]. 

Managers therefore felt continuous training was needed to facilitate members’ knowledge 

and skills. They suggested: 

‘Members need to read and write’ 

‘Attend ABET classes’  

‘Skills development’. 

Managers’ perceptions of the needs of members related to economic determinants 

(a) Income  

Members’ income has a significant impact on their health care, housing and access to 

nutritious foods. This in turn affects their functioning within communities [13]. Managers felt 

that members needed financial aid and to be taught skills on how to manage their finances. 

They reported: 
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‘Maintain a good understanding about the responsibility of looking after themselves (e.g. 

money management)’ 

‘Financial aid’ 

‘Learning opportunities for income generation’. 

Managers felt members were still able to contribute to income-generating opportunities at 

the centre and required skills development in this regard. They mentioned members need to: 

‘be involved in the re-use of articles to generate income for themselves’ 

 ‘do arts and crafts activities to sell for fundraising’. 

(b) Social protection 

A pension is a means of social protection for older people who are unable to earn a living [13]. 

Managers felt that members needed to care for their pensions as a form of income. They 

stated:  

‘Safety by caring for themselves and their pensions’. 

(c) Work  

Older persons can still actively contribute in the work sector whether it is formal, informal, 

unpaid, or in a voluntary capacity [13]. Although managers felt members were still able to 

contribute to income generating opportunities, they did not identify members needing to be 

formally employed.  

4.3 Phase 2 

In phase 2, the socio-demographic, health and psychosocial profile of members were 

presented using the two components (contextual factors and functioning and disability), and 

subsections (personal factors, environmental factors, body functions, activity and 

participation) of the ICF Framework. This was done to contextualise the findings of this section 

of the study within members’ broader experience of functioning and disability [13].  

 Sample 

Based on records available, there were 3 051 registered members at the 35 service centres 

who were eligible to participate in the study (DSD, 2013/2014). Of the 3 051 registered 
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members, 722 were present at the service centres on the different days when the interviews 

were conducted. From these eligible 722 members, 96 members were excluded as they did 

not meet the inclusion criteria, and one was excluded after data collection based on an 

incomplete questionnaire.  

The results for phase 2 of the study thus refer to the sample of 625 members from the 

35 selected senior service centres situated in the Cape Metropole, West Coast, Cape 

Winelands, Overberg, Eden and Karoo.  

 Profile of members of service centres 

The profiles of the members of the centres are presented, linked to the components and 

subsections of the ICF model in Figure 4.2. 

Personal factors  

Personal factors represent influences in the background of an individual’s life and living that 

impact on their functioning. It may also play a role in their level of disability [56, 60, 147]. 

Personal factors may include gender, race, age, other health conditions, fitness, lifestyle, 

habits, upbringing, coping styles, social background, education, profession, past and current 

experience, overall behaviour pattern and character, and individual psychological assets [148]. 

The characteristics of the participating members, relating to the personal factors listed in 

Figure 4.2, are presented below. 
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Figure 4.2: Profile of members of service centres using the ICF model 

 

PERSONAL FACTORS 
• Socio-demographics 

Age 
Gender 
Length of membership 
Marital status 
Education 
Employment 
Income 
Social support 

• Health characteristics 
Health conditions 
Occurrence of falls 

• Lifestyle habits 
Smoking/alcohol 
Diet 
Fitness/physical activity 

• Leisure time activities 

• Perceived mental health 

• Attitudes  

• Aspirations 

ENVIRONMENTAL FACTORS 

• Physical environment 
Living arrangements 

• Support and relationships 

• Access to services 
Health care services 
Transport 
Information 

BODY STRUCTURE & FUNCTION 

• Mental Function 

Energy for daily life 

Sleep 

Concentration 

Understanding& 

Communicating  

• Sensory Function 

Pain 

Vision 

Hearing 

Bladder control 

Balance 

ACTIVITIES & PARTICIPATION 

• General tasks & major life areas 

Daily activities 

Work  

• Mobility 

Walking 

• Self-care 

Washing 

Dressing 

• Domestic life 

Household activities 

• Interpersonal relationships 

• Community, social & civic life 

Community engagement  
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(a) Demographic characteristics 

The sample of participating members was characterised by a female majority (85.1%), with a 

mean age of 74 years (SD=7.44), ranging between 60–100 years old (Table 4.7). Most of the 

participants (48.6%) were in the 70–79-year age group. 

Table 4.7: Age and gender distribution of members of service centres who participated in study 

(n=625) 

Age Category 

(years) 

Males 

N (%) 

Females 

N (%) 

Total 

N (%) 

60–69 32 (34.4) 146 (27.4) 178 (28.4) 

70–79 44 (47.3) 260 (48.8) 304 (48.6) 

80–89 13 (13.9) 109 (20.4) 122 (19.5) 

90+ 4 (4.3) 17 (3.1) 21 (3.3) 

Total 

Age (SD) years 

93 (14.8) 

(73.5 ±7.91) 

Range 60–100 years 

532 (85.1) 

(74.1 ± 7.44) 

Range 60–95 years 

625 (100) 

(74.1 ±7.51) 

Range 60–100 years 

According to Table 4.8, the study participants have an average length of membership of 

7.5 years (SD=6.43) in the service centres, ranging from approximately 5 days to 38 years. 

Most of the participants were widowed (57.8%), had only primary school education (48.5%), 

and were not engaged in any formal employment (97.3%). However, 15 members reported 

that they were employed and remunerated for their work. They were employed either as 

farmers or labourers, domestic workers or housekeeping supervisors, gardeners, fishermen, 

truck or commercial drivers, or pastors. Three reported they were employed as co-ordinators 

or administrators at the service centres or were remunerated for making meals for its 

members. In addition to income received through employment, nearly all members were in 

receipt of an old age grant/pension (99%). This income was to a lesser degree augmented by 

other resources they received from their spouses, children and family to assist them in caring 

for themselves. However, it was not clear whether these additional resources were monetary 

or non-monetary.  

Members also reported receiving additional support originating from other sources. This 

included financial support from their own retirement annuities and pension funds that 

belonged to their deceased spouses or their parents, members’ own savings, money obtained 
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through divorce settlements and unemployment insurance funds. Members also obtained 

donations from churches or social support groups and were also involved in the sale of arts 

and crafts, the proceeds of which were used to support themselves. Some members rented 

out their homes or properties to tenants and benefited from income received from the 

agreements. Lastly, some members obtained financial support from child support grants, 

foster care grants and disability grants of persons they provided care for. The specific rand 

value of these different forms of income was not clarified. Most of the participating members 

(33.4%) reported they had enough money to meet their needs and perceived that they were 

receiving adequate social support (71.4%), although the type of support was not clear.  

Table 4.8: Profile of members of service centres who participated in study (n=625) 

Characteristic 
 

Number of members 

(%) 

Length of membership at SC (years)  7.55 ± 6.43 years 

Range 0.01–38 years 

Marital status 

 

Never married 

Married 

Separated 

Divorced 

Widowed 

80 (12.8%) 

145 (23.2%) 

6 (1%) 

33 (5.3%) 

361 (57.8%) 

Highest qualification 

 

None 

Primary  

Secondary 

College/Tertiary 

63 (10.2%) 

303 (48.5%) 

219 (35%) 

35 (5.6%) 

(Missing = 5) 

Employment 

 

Yes 

No 

Sometimes 

 

Description of employment# 

15 (2.4%) 

608 (97.3%) 

1 (0.2%) 

(Missing = 1) 

 

Source of income  

(Resources to care for self) * 

Old age grant/Pension 

Spouse 

Children 

Family 

Other# 

619 (99%) 

35 (5.6%) 

62 (9.9%) 

15 (2.4%) 

39 (6.2%) 

Enough money to meet needs Not at all 

A little 

Moderately 

153 (24.5%) 

73 (11.7%) 

168 (26.9%) 
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Characteristic 
 

Number of members 

(%) 

Mostly 

Completely 

209 (33.4%) 

22 (3.5%) 

Adequate social support Yes 

No 

Sometimes 

Not sure 

No response 

446 (71.4%) 

30 (4.8%) 

131 (21%) 

11 (1.8%) 

1 (0.2%) 

(Missing = 6) 

SC = Service Centre; *multiple responses allowed; #information obtained from qualitative questions 

(b) Health characteristics 

According to Anadottir et al. (2011), perceptions of health are not included in the ICF [60]. 

However, multiple variables within various ICF components represent the body and the 

person in context and may play an important role in older persons’ self-ratings of health. The 

perceived health needs of the participating members are presented in Table 4.9. 

Table 4.9: Health related characteristics of members of service centres who participated in study 

(n=625) 

Characteristic 
 

Number of members 

(%) 

Self-reported health problems* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

None 

Hypertension 

Arthritis 

Diabetes 

Visually impaired 

Heart Disease 

Deafness 

Asthma 

Dizziness/Fainting 

Stroke 

Osteoporosis 

Falls 

Blindness 

Lower Leg amputation 

Other# 

66 (10.6%) 

436 (69.8%) 

242 (38.7%) 

194 (31.0%) 

101 (16.2%) 

98 (15.7%) 

55 (8.8%) 

54 (8.6%) 

39 (6.2%) 

33 (5.3%) 

20 (3.2%) 

12 (1.9%) 

2 (0.3%) 

1 (0.2%) 

76 (12.2%) 

Who diagnosed health problem* Health care professional 

Self 

551 (88%) 

15 (2.4%) 
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Characteristic 
 

Number of members 

(%) 

Other# 

Not applicable 

4 (0.6%) 

66 (10.6%) 

Medication usage 

Use of medication for health 

problem 

 

Yes 

No 

Not sure 

 

 

537 (85.9%) 

85 (13.6%) 

1 (0.2%) 

(Missing = 2) 

Take over counter medication 

 

Yes 

No 

Not sure 

 

237 (37.9%) 

383 (61.3%) 

3 (0.5%) 

(Missing = 2) 

Do you know the reasons why you 

are taking medication? 

 

Not on medication 

Yes, I know 

No, I don’t know 

Not sure 

85 (13.6%) 

533 (85.3%) 

1 (0.2%) 

3 (0.5%) 

(Missing = 1) 

Who prescribed the medication? #   

* multiple responses allowed; # information obtained from qualitative questions 

Although almost 11% of members reported having no health problems at all, a large 

proportion of participants reported one or more health problems. Most of the time, these 

health problems were diagnosed by health care professionals such as nurses, doctors, 

psychologists and allied health professionals (88%). Less than one percent of members 

reported that their medical problems were occasionally diagnosed by themselves, their 

spouses and children, or by the opinions of other people. 

The most frequently reported health problems included hypertension (69.8%), arthritis 

(38.7%) and diabetes (31.0%). In addition to the health problems listed in Table 4.9, 12 percent 

of the study participants reported other medical conditions affecting various systems within 

the body. These included cancer, cholesterol, gastrointestinal problems, kidney and liver 

disease, gout, lower back problems, epilepsy, lung disease and thyroid problems. Members 

also reported depression, Parkinson’s disease, joint replacement surgery (e.g. knee, hip, 

spine), and impairments of their vocal cords and sinuses.  
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To manage the reported health problems, 85.9% of members used medication which was 

mostly prescribed by doctors at community health centres and hospitals. On occasion, a few 

(37.9%) members self-medicated and bought over-the-counter medication at the local 

pharmacy or store. Most members (85.3%) reported they knew why they needed to take 

medication. There was however no clarity on whether members remembered to take their 

medication.  

(c) Occurrence of falls 

The occurrence of falls among participating members of the service centres is presented in 

Table 4.10. About 30% of members, when asked directly, had experienced a fall within the 

past year. However, despite most members (69.8%) reporting they had not fallen within the 

past year, most members (73.8%) still had a fear for falling. 

Table 4.10: Occurrence of falls among members of service centres who participated in 

study (n=625) 

Characteristic 
 

Number of Members 

(%) 

History of falls (past year) 

 

 

 

 

Fear of falls 

 

 

 

Yes 

No 

Not sure 

 

Reasons for falls# 

Yes 

No 

Not sure 

 

186 (29.8%) 

436 (69.8%) 

2 (0.3%) 

(Missing = 1) 

 

461 (73.8%) 

149 (23.8%) 

12 (1.9%) 

(Missing = 3) 

# information obtained from qualitative questions 
 

Those members who had fallen were able to provide reasons for their fall. These included: 

(i) tripping over objects; (ii) slipping on surfaces; (iii) fainting; (iv) loss of balance due to 

weakness; (v) lack of adequate support, and (vi) unforeseen circumstances. 

(i) Tripping over objects 

Members reported tripping over objects like furniture, bricks, mats, pavements, grass, roads 

and drains. This happened when their foot hooked on an object due to improper shoes, poor 

lighting, poor visibility of the object and poor vision. Members reported: 
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‘My foot hooked on the uneven paving in the yard causing me to fall’ 

 ‘I did not see the brick and fell over it’ 

‘I fell over a stone in the yard because I was wearing slippers’ 

(ii) Slipping on surfaces 

Some members reported slipping on various types of surfaces due to improper shoes and/or 

surfaces being wet and slippery. 

‘I slipped on a wet floor’ 

‘I was carrying two bags and slipped on an orange peel in the road’. 

(iii) Fainting 

Some members reported dizziness and fainting as a reason for their falls. They said this was 

either due to their hypertension or when they forgot to take their medication. Members said: 

‘I was in the heat at the beach all day, got dizzy, then I fell’ 

 ‘I felt dizzy due to my high blood pressure, so I fell’ 

‘When I forget to take my medication, I get dizzy and sometimes fall’. 

(iv) Loss of balance due to weakness 

Some members lost their balance and fell due to weak and painful legs, and/or poor knee 

stability. This reported weakness was often because of previous strokes, heart disease and 

symptoms of Parkinson’s disease. Members reported: 

‘I have arthritis, so my legs are weak and it just “gave in” and I fell’ 

‘My heart disease has made me weak and frail, making me fall often’ 

‘My leg just got lame and I lost my balance’ 

 ‘Due to my stroke and lower limb weakness I often fall’. 

(v) Lack of adequate support 

Improper support while walking down the stairs (e.g. no rails) and inadequate physical support 

from carers were reportedly some of the causes of falls in members. Members said: 
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‘I didn’t have support when walking down the stairs’ 

‘My sister didn’t hold me when I got out of bed’. 

(vi) Unforeseen circumstances 

On a few occasions, the reasons for falls were related to unforeseen circumstances such as 

road accidents, being pushed by someone or being chased by an animal. Some members also 

said they fell off the chair, either because they missed the position of the chair or the chair 

broke. They also reported falling off the bed due to experiencing nightmares. Members 

mentioned: 

 ‘I was a pedestrian in a motor vehicle accident when the taxi knocked me over’ 

 ‘I was riding a bicycle and didn’t look where I was going and fell off’ 

‘I was helping my daughter into the bus when I felt someone pushing me and I fell’ 

‘I was chased by a dog then I fell’ 

 ‘I fell off the chair, I did not know the chair was broken’ 

‘I fell because I thought the chair was behind me’ 

‘I fell off the bed because I had a nightmare’. 

(d) Lifestyle habits 

The lifestyle habits of participating members are presented in Table 4.11. The adoption of 

healthy lifestyles and engaging in appropriate physical activity, healthy eating and not smoking 

or using alcohol can prevent disease and functional decline in older persons [13]. Members 

were involved in various behaviours that may impact their health positively or negatively, 

directly or indirectly, with positive or negative consequences. 

Table 4.11: Habits, Diet and Physical Activity of members of service centres who participated in 

study (n=625) 

Characteristic 
 

Number of members 

(%) 

Habits 

Use of tobacco 

 

 

 

No, I do not use 

Use everyday 

Use 3 x week 

 

549 (87.8%) 

57 (9.7%) 

14 (2.2%) 



 

95 

Characteristic 
 

Number of members 

(%) 

 

Use of alcohol 

 

Use 5 x week 

No, I do not take 

Take everyday 

Take 3 x week 

Take 5x week 

 

5 (0.8%) 

609 (97.4%) 

3 (0.5%) 

12 (1.9%) 

0 (0%) 

(Missing = 1) 

Diet 

Consumption of fruits 

 

 

 

Consumption of vegetables 

 

 

No, I do not 

Yes, every day 

Yes, 3 x week 

Yes, 5 x week 

No, I do not 

Yes, every day 

Yes, 3 x week 

Yes, 5 x week 

 

 

20 (3.2%) 

187 (29.9%) 

395 (63.2%) 

23 (3.7%) 

14 (2.2%) 

257 (41.1%) 

323 (51.7%) 

29 (4.6%) 

(Missing = 2) 

Fitness / Physical activity  

Favourite exercise activities involved in* 

 

 

 

 

 

 

 

 

 

Gone for walk /outing / 

excursion in past month 

 

Walking 

Exercise class 

Running 

Dancing  

Swimming 

Jogging 

Cycling 

Sports 

Other# 

 

Yes 

No 

 

455 (72.8%) 

397 (63.5%) 

37 (5.9%) 

113 (18.1%) 

32 (5.1%) 

27 (4.3%) 

11 (1.8%) 

98 (15.7%) 

 

 

503 (80.5%) 

119 (19%) 

(Missing = 3) 

*multiple responses allowed; #information obtained from qualitative questions 

Members engaged in more than one type of physical activity with walking (72.8%) and exercise 

classes (63.5%) being the most common. More than three quarters of the members reported 

to have continued participation in walking programmes over the past month. The frequency 

and intensity of these programmes and exercise classes are not clear. In addition to the 

exercise activities listed in Table 4.11, some members reported they also enjoyed 

fishing/angling, and were actively involved in cleaning tasks around the home. 
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The participating members adopted better behaviour choices that would enhance their health 

and well-being. The majority of members reported they did not use alcohol (97.4%), did not 

smoke (87.8%) and ate healthy foods such as fruits (63.2%) and vegetables (51.7%) at least 

three times per week. 

(e) Leisure time activities 

The leisure time activities of the participating members are presented in Table 4.12. Personal 

factors such as the involvement in leisure and social, recreational activities directly influence 

mental health such as enhancing the ability to cope with stress [56], and older persons self-

determination [145]. 

Table 4.12: Leisure time activities on health of members of service centres who participated in 

study (n=625) 

Characteristic 
 

Number of members 

(%) 

Leisure activities 

Opportunity for leisure activities 

 

 

 

 

 

Spent time engaging in hobby in past 

month 

 

 

 

Favourite social & recreational 

activities involved in* 

 

 

 

 

 

 

 

 

 

 

 

Not at all 

A little 

Moderately 

Mostly 

Completely 

 

Yes 

No 

Cannot Say 

 

 

Farming 

Travelling 

Cooking 

Watching TV 

Gardening 

Listening to radio 

Drama and Acting 

Reading 

Sewing 

Knitting 

Story telling 

Playing games 

 

8 (1.3%) 

52 (8.3%) 

161 (25.8%) 

367 (58.7%) 

37 (5.9%) 

 

461 (73.8%) 

154 (24.6%) 

4 (0.6%) 

(Missing = 6) 

 

20 (3.2%) 

128 (20.5%) 

426 (68.2%) 

563 (90.1%) 

339 (54.2%) 

507 (81.1%) 

15 (2.4%) 

425 (68%) 

263 (42.1%) 

290 (46.4%) 

158 (25.3%) 

233 (37.3%) 
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Characteristic 
 

Number of members 

(%) 

 

 

 

Watch TV / Listen to radio in past 

month 

Arts & crafts 

Other# 

 

Yes 

No 

206 (33%) 

 

 

604 (96.6%) 

19 (3.0%) 

(Missing = 2) 

Gone to prayer group/mosque/place 

of worship in past month 

 

Yes 

No 

Cannot say 

 

Other# 

584 (93.4%) 

38 (6.1%) 

1 (0.2%) 

(Missing = 2) 

*multiple responses allowed; #information obtained from qualitative questions 

More than half (58.7%) of participating members mostly had the opportunity for leisure 

activities. They were also involved in various social and recreational activities with 73.8% 

reporting they spent time engaging in a hobby during the past month. Most of the participants 

(93.4%) also reported they had attended a place of worship (i.e. church or mosque) in the last 

month, and some reported they had enjoyed singing in the church choir. However, the most 

favoured activities were sedentary activities, which included watching television (90.1%) and 

listening to the radio (81.1%). In addition, members enjoyed various activities that improved 

their cognitive capacity including their memory. Reading (68%) was the most common pastime 

activity, while many members also enjoyed baking, crochet, painting and playing a musical 

instrument.  

(f) Perceived mental health 

Mental health becomes a struggle for older persons as they try to regain autonomy and 

independence, especially when a feeling of despair and anxiety dominates their daily lives 

[155]. The perceived mental health of the participating members is presented in Table 4.13. 
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Table 4.13: Perceived mental health of members of service centres who participated in 

study (n=625) 

Characteristic 
 

Number of members 

(%) 

Mental health 

Frequency of negative feelings 

 

 

 

 

 

Severity of emotions due to health 

problems  

 

 

Never 

Seldom 

Quite often 

Very often 

Always 

 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

5 (0.8%) 

32 (5.1%) 

44 (7%) 

320 (51.2%) 

224 (35.9%) 

 

431 (69%) 

107 (17%) 

62 (9.9%) 

21 (3.6%) 

3 (0.5%) 

(Missing = 1) 

 

A large proportion of members often experienced negative emotions such as low mood, 

despair, anxiety and depression. Although the causes for these negative feelings were not 

clarified, most members (69%) reported they did not perceive them to be due to their health 

problems.  

(g) Attitudes  

Health can be interpreted as reconciliation with how life has become and is associated with 

personal characteristics [155]. A positive attitude to life, an important part of this process, 

allows older persons to reconcile themselves with the difficult aspects of ill health and accept 

their situation [155]. The attitudes of participating members are presented in Table 4.14, after 

which members’ aspirations are presented. 
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Table 4.14: Attitudes of members of service centres who participated in study (n=625) 

Characteristic 
 

Number of members 

(%) 

Self-perceptions and attitudes 

Rate quality of life 

 

 

 

 

 

Satisfied with self 

 

 

 

 

 

Acceptance of bodily appearance 

 

 

 

 

 

Satisfied with health 

 

 

 

 

 

How much enjoy life 

 

 

 

 
 

Feel life is meaningful 

 

 

 

 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied  

Very satisfied 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied  

Very satisfied 

 

Not at all 

A little 

A moderate amount 

Mostly 

Completely 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied  

Very satisfied 

 

I do not enjoy life 

A little 

Much 

Not sure 

 
 

My life is not meaningful 

Meaningful a little 

Very meaningful 

Not sure 

 

11 (1.76%) 

18 (2.8%) 

28 (4.5%) 

442 (70.7%) 

125 (20.0%) 

 

2 (0.3%) 

3 (0.5%) 

14 (2.2%) 

459 (73.4%) 

147 (23.5%) 

 

4 (0.6%) 

6 (1%) 

81 (13%) 

451 (72.2%) 

83 (13.3%) 

 

6 (0.9%) 

22 (3.5%) 

45 (7.2%) 

454 (72.6%) 

98 (15.7%) 

 

7 (1.1%) 

3 (0.5%) 

30 (4.8%) 

584 (93.4%) 

(Missing = 1) 
 

13 (2.1%) 

13 (1.2%) 

49 (7.8%) 

550 (88.8%) 

 

Overall behaviour pattern and character may play a role in disability at any level [56]. A large 

proportion of members rated their overall quality of life (70.7%) and health (72.6%) as 
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satisfactory. They were mostly accepting of themselves (73.4%) and their bodily appearances 

(72.2%). However, members were uncertain whether their lives were meaningful (88.8%) and 

whether they enjoyed life (93.4%).  

(h) Aspirations 

To gain insight into the broader context of members’ lives, they were provided with the 

opportunity to talk about what was important to them and describe how they felt about their 

future. Most members portrayed later life as a period in which they continued to live engaged 

lives. However, 18 participants responded with an emphatic ‘No plan for the future’, while 

four other participants were not sure as they had not given any prior thought to the 

statement. Members reported: 

‘I have no plans for the future’ 

‘I am not sure as I have not given it a thought’. 

The remaining participants expressed a broad variety of self-determined aspirations which 

have been classified into two groups, namely aspirations not reflecting a possible future-

oriented behaviour (n=70), and aspirations with possible future-oriented behaviour (n=533). 

These are described from the qualitative responses of members below. 

(i) Aspirations without possible future-orientated behaviour 

Reading through the aspirations without possible future-oriented behaviour, three themes 

were identified: 

‘Living day-to-day’ 

Members were most concerned with achieving ordinary things in life by accomplishing day-

to-day activities. This may have allowed a sense of some control over what a few regarded as 

the increasing unpredictability of their lives [156]. Members reported:  

‘I don’t have plans for the future because I live day to day’ 

‘I have no immediate plans, I will take every day as it comes’. 
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‘Satisfaction with circumstances’ 

Members reported being contented and satisfied with their health and present lives and had 

no desire to change their circumstances. They wanted a life of happiness and peace and did 

not want to be a burden to others. Members reported: 

‘I have no immediate plans, I am satisfied with what I have at the moment’ 

‘I have no future plans, I want my health to remain like it is as I am happy’ 

‘I don’t really have plans. I don’t want to be a nuisance. My children are grown and have 

their own children and their spouses are drinkers’. 

 ‘Awaiting death’ 

Many members commented on their own future and were accepting of death. Members 

reported: 

‘I am looking forward to being with my deceased husband’ 

‘I want to continue attending the centre and spend time with family, other than that I’m 

going to die’ 

‘I want to live for God and look forward to meeting God’. 

(ii) Aspirations with possible future-orientated behaviour 

Reading through the aspirations with possible future-oriented behaviour, six themes were 

identified that could trigger possible future-oriented behaviours and the accompanying 

benefits. These included:  

‘Maintaining or enhancing physical functioning’ 

Members reported they would like to get involved in activities that capitalise on their 

functional ability, specifically mobility. They aspired to travel both locally and abroad visiting 

friends and family or going on tours and excursions with service centres. Members reported: 

‘I want to travel locally and overseas to visit my children’ 

‘I would like to go on more outings with the service centre’. 
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Members also indicated they wanted to continue engaging in their hobbies and social 

activities. 

‘I want to continue enjoying my fishing and other hobbies’ 

‘I hope to do my needlework and paintings again’. 

 These aspirations will enhance a sense of companionship through socialisation, as well as a 

sense of belonging.  

‘Taking responsibility for personal health and wellness’ 

Members expressed aspirations that entailed taking personal responsibility for some of the 

behavioural determinants of their health and wellness to enhance a sense of being in control, 

by making changes to their lifestyle behaviours. Their aspirations related to participation in 

physical activity, healthy eating and enhancing cognitive health through improving literacy 

skills. Members reported: 

‘I want to live a healthy life, ensuring I eat well and exercise properly’ 

‘I would like to start exercising in an exercise class’ 

‘I would like to run a marathon’ 

‘I would like to participate in Golden Games sports for a long time still’ 

‘I want to learn to read and write’. 

‘Being relevant in the community’ 

To preserve a sense of purpose through recognised and valued roles, members aspired to give 

back to their communities by volunteering their abilities as well as by contributing to the 

economic activities. Members reported: 

‘I would like to stay actively involved in community work at the service centre and church’ 

‘I want to do voluntary work with seniors’ 

‘I want to continue to do home visits and deliver religious teachings to people’ 

‘I would like to help my son who is a drug addict to change his ways and give himself to 

God’. 
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Members also wanted to contribute to economic activities that improved their financial status 

and to create business opportunities. Members said: 

‘I am currently establishing a business that sells compost for the gardens’ 

‘I would like to start a business selling dried fruit and nuts’ 

‘I want to gather money to buy a sewing machine, so I can in turn make money by selling 

items’. 

‘Remaining physically and economically independent’ 

Wishing to avoid a sense of being dependent on others, or wishing to maintain a sense of 

control, the members aspired to have the necessary resources to maintain a sense of 

independence. Members reported: 

‘I would like to have a job to support myself if I could’ 

‘I dream of having a driver’s licence to drive a car’ 

‘I would like to have a car of my own so that I have freedom to go where I want to go’. 

Members also wanted to live comfortably and independently in their own homes and had 

made plans to rebuild or make renovations. They commented: 

‘I would like to apply for plans to build a house’ 

‘I would like to extend my house and build additional rooms to accommodate children who 

visit’ 

‘I would like my house to be painted’. 

‘Preparing for the afterlife’ 

In preparation for the afterlife, the participants expressed aspirations to enhance their 

spirituality by continuing to engage in religious activities 

‘I want to continue going to church every Sunday, praising God and doing good to people’ 

‘I want to attend mosque more often for the holy month of Ramadan’ 

‘I want to continue to serve God and spend time in prayer to provide me with good health’. 
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‘Unable to do things’ 

Recognising the difficulties in maintaining independence due to inability to continue normal 

activities, participants acknowledged the need for assistance in relocating to old age 

residential facilities. Members said: 

 ‘I am waiting for admission to an old age home’ 

‘When I can no longer live by myself I will move to the old age home’. 

Environmental factors  

The environment in which members live or operate from may significantly influence their 

functioning, and it is helpful to explore how it enables or disables the person [148]. These 

influences can be either positive (facilitator) or negative (barrier), or act as both at the same 

time. The environments of the participating members, relating to the environmental factors 

listed in Figure 4.2, are presented below. 

(a) Physical environment  

Physical environments, as well as safe, adequate housing and neighbourhoods can make a 

difference between the independence or dependence of an older person, and is essential to 

their well-being [13]. Nearly three quarters of members (70.6%) felt very safe in their daily 

lives but were not sure (59.5%) whether their physical environment contributed to their illness 

or healthy state (Table 4.15). 

Table 4.15: Physical environment and living arrangements of members of service centres who 

participated in study (n=625) 

Characteristic 
 

Number of members 

(%) 

Living arrangements* 

 

 

 

 

 

Reasons for living arrangements# 

 

Alone 

Spouse 

Children or family 

Extended family 

Other# 

 

Living alone 

Living with children/extended 

family 

143 (22.9%) 

129 (20.6%) 

308 (49.3%) 

122 (19.5%) 

85 (13.6%) 
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Characteristic 
 

Number of members 

(%) 

Contribution of physical 

environment to illness or health 

 

 

Feeling safe in daily life 

 

 

 

 

Contributes to illness 

Contributes to healthy state 

Not sure 

 

Not at all 

A little 

A moderate amount 

Very much 

Extremely 

28 (4.5%) 

219 (35%) 

372 (59.5%) 

(Missing = 6) 

15 (2.4%) 

25 (4%) 

114 (18.2%) 

441 (70.6%) 

30 (4.8%) 

* multiple responses allowed; # information obtained from qualitative questions 
 

Members reported various types and rationales for their living arrangements. The living 

arrangements of participating members are presented in Table 4.15.  

(b) Rationale for the current living arrangements of members  

Almost 70% of the members resided with their children or extended family members, while a 

smaller proportion (22.9%) lived alone (Table 4.15). The reasons for members’ living 

arrangements are presented below: 

(i) Members’ living alone  

Some members chose to live alone because they wanted to be independent, make their own 

decisions and care for themselves. Others did not want to live with their children and be 

dependent or become a burden to them, while some members chose not to live with their 

children because they were abused by the children or family. A few members reported that 

they did not prefer it but lived by themselves because they had no other choice and did not 

have children or family to reside with that could care for them. Members said:  

‘I choose to live alone and enjoy my independence. I do not like to be a burden to others’ 

 ‘I prefer to stay alone. I don’t want to interfere in my children’s lives’ 

‘I want to be alone as I have a son on drugs and he has stolen too much from me’ 

 ‘I enjoy my independence and ability to make my own decisions’ 

‘I don’t have children to look after me. I don’t like living alone’ 
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(ii) Members’ living with children or extended family 

Members reported that they lived with their children or extended family either to receive 

some form of care for themselves, or to provide care to their children or extended families. 

Additional clarifications for these living arrangements are reported below. 

To receive care for themselves 

Many members clarified that because they had health-related problems, they lived with their 

children or family to receive the necessary care. Some members also needed financial support, 

while others chose this living arrangement because they had nowhere else to live. Members 

also felt unsafe living alone, especially after a divorce or death of a spouse. Members reported: 

 ‘I live in my own house. My daughter, her husband and children came to live with me. I 

had a stroke, so I cannot look after myself’ 

‘I live with my children, so they can care for me as I have health related problems’  

 ‘I live with my sister because I have nowhere else to live. I grew up with her. We take care 

of each other’ 

‘My daughter doesn’t want me to live alone. She lives with me for my safety’ 

‘I live with my daughter because my husband passed away and I am scared of living alone’ 

‘My husband and I moved here after we were raped and sodomised and put in witness 

protection, but eventually I am still living here’. (Communal Living Facility) 

To provide care to their children and/or extended families 

Some members reported that the rationale for their living arrangement was to support and 

take care of the needs of their children or families. The type of care needs ranged from 

financial to physical, social and emotional support. Some members acted as guardians to their 

orphaned grandchildren and helped support them, while others continued to take care for 

their own sick or disabled children, and their own parents. The extent of care provided by 

members for these health-related problems of the adults differed among participants. 

Members reported: 

‘I am looking after my two grandchildren as my son and his wife (their parents) passed 

away’  
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‘My grandchildren live with me for help and financial assistance’ 

‘I live in my own house with my unmarried daughter and my grandchildren. My son also 

lives with me. He was in an accident and is a paraplegic’ 

‘My son has epilepsy and he lives with me. I enjoy my independence, but I take care of him’ 

‘I am taking care of my mom’. 

In addition, members also provided support to their grown-up children who were separated 

from their spouses, or who were unemployed or homeless. Members mentioned: 

‘My children live with me for financial reasons. Daughters are not working, and I help take 

care of them’ 

‘I am living in my own house. My daughter and grandchildren are living with me. My 

daughter is going through a divorce’ 

 ‘I am living in my own home. My four children and their children (grandchildren) live with 

me because they have nowhere else to go’. 

(c) Support and relationships 

Table 4.16 indicates that most members (74.9%) were satisfied with their personal 

relationships while interacting with others, and reported no difficulty dealing with people 

unknown to them (86.3%), or in maintaining friendships (90%). Most members (78.9%) 

expressed satisfaction in the support they received from friends. In the past 30 days, 

approximately 90% of members had received visits from friends/relatives, while more than 

three quarters of the members had had the opportunity to visit friends and relatives (88.3%) 

and render some form of support to them (61.9%). The type of support rendered was not 

specified.  

Table 4.16: Support and relationships of members of service centres who participated in study 

(n=625) 

Characteristic 
 

Number of members 

(%) 

Satisfied with personal relationships 

 

 

 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied 

Very satisfied 

4 (0.6%) 

11 (1.8%) 

19 (3%) 

468 (74.9%) 

123 (19.7%) 
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Characteristic 
 

Number of members 

(%) 

 

Difficulty dealing with people not 

known 

 

 

 

 

 

 

Difficulty in maintaining friendship 

 

 

 

 

 

Satisfied with support from friends 

 

 

 

 

 

Received visits from friends/relatives 

in past month 

 

 

Visited friends/relatives in past 

month 

 

 

Helped family or friend or neighbour 

in past month 

 

 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

 

 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied 

Very satisfied 

 

Yes 

No 

 

 

Yes 

No 

 

 

Yes 

No 

 

 

539 (86.3%) 

52 (8.8%) 

22 (3.5%) 

7 (11.1%) 

4 (0.6%) 

(Missing = 1) 

 

 

563 (90.0%) 

38 (6.1%) 

18 (2.9%) 

5 (0.8%) 

1 (0.2%) 

 

6 (1%) 

8 (1.3%) 

21 (3.4%) 

493 (78.9%) 

97 (15.5%) 

 

568 (90.9%) 

55 (8.8%) 

(Missing = 2) 

 

552 (88.3%) 

70 (11.2%) 

(Missing = 3) 

 

387 (61.9%) 

231 (37%) 

(Missing =7) 
 

(d) Service accessibility  

Formal and informal social structures and services have an impact on individuals in a 

community [148]. Services provide benefits, structured programmes and operations to meet 

the needs of individuals. Access to services, information and transport are presented in Table 

4.17.  
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Members reported that information they needed in day-to-day life was readily available to 

them most of the time (62.6%) and expressed satisfaction with their transport (71.8%) and 

access to health care services, such as hospitals and clinics (72%). 

Table 4.17: Access to information, services and transport of members of service centres 

who participated in study (n=625) 

Characteristic 
 

Number of members 

(%) 

Availability of information needed in 

day-to-day life 

 

 

 

 

 

Level of satisfaction with access to 

hospitals or clinics to receive health 

care 

 

 

 

 

Satisfied with transport 

 

Not at all 

A little 

Moderately 

Mostly 

Completely 

 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied 

Very satisfied 

 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied 

Very satisfied 

10 (1.6%) 

49 (7.8%) 

146 (23.4%) 

391 (62.6%) 

27 (4.3%) 

(Missing = 2) 

 

9 (1.4%) 

30 (4.8%) 

35 (5.6%) 

450 (72%) 

99 (15.8%) 

(Missing = 2) 

 

5 (0.8%) 

28 (4.5%) 

29 (4.6%) 

449 (71.8%) 

113 (18.1%) 

 

Body structure and functions  

Body functions are the physiological aspects of body systems, while structures are the 

anatomical support [148]. The body functions of the participating members relating to the 

factors listed in Figure 4.2 are presented below.  

(a) Mental function 

Mental functions refer to functions of the brain that include both global (consciousness, 

energy and drive) and specific mental functions (memory, language and calculation) [148]. 
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Table 4.18 depicts aspects of mental and cognitive function that may affect activities and 

participation of members of service centres.  

Despite frequent depressive symptoms, more than half (62.1%) of members reported that 

they were able to concentrate very well, (79%) could follow a conversation, (64%) had a 

moderate amount of energy for everyday life and (54.1%) were satisfied with their sleep.  

Table 4.18: Mental and cognitive function of members of service centres who participated in study 

(n=625) 

Characteristic 
 

Number of members 

(%) 

Energy for everyday life 

 

 

 

 

 

 

Satisfaction with sleep 

 

 

 

 

 

Ability to concentrate 

 

 

 

 

 

 

Can you follow conversation? 

 

 

Not at all 

A little 

Moderately 

Mostly 

Completely 

 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied 

Very satisfied 

 

Not at all 

A little 

A moderate amount 

Very much 

Extremely 

 

 

Yes 

Yes, not always 

No, never 

Not sure 

10 (1.6%) 

26 (5.8%) 

400 (64%) 

158 (25.3%) 

0 (0%) 

(Missing =2) 

 

8 (1.3%) 

46 (7.4%) 

96 (15.4%) 

338 (54.1%) 

137 (21.9%) 

 

18 (2.9%) 

29 (4.6%) 

153 (24.5%) 

388 (62.1%) 

33 (5.3%) 

(Missing = 4) 

494 (79.0%) 

122 (19.5%) 

5 (0.8%) 

1 (0.2%) 

(Missing = 3) 
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(b) Sensory function and pain 

Sensory functions include functions of the senses, seeing, hearing, tasting and sensation of 

pain [148]. Table 4.19 depicts aspects of sensory function that may affect participation and 

activities of members of service centres. 

Thirty six percent of members reported that physical pain had to a large extent prevented 

them from doing what they needed to do. However, 72.3% of members perceived their 

hearing abilities to be good and about 68%reported no difficulty with vision, and 74.6% did 

not lose control of bladder function. A large proportion of members (93.6%) reported they 

could stand and balance without support for one minute but 68.8% could do so for 30 minutes.  

Table 4.19: Sensory function and pain of members of service centres who participated in study 

(n=625) 

Characteristic 
 

Number of members 

(%) 

Physical pain preventing what needs 

to be done 

 

 

 

 

Difficulty with distant vision 

 

 

 

 

 

Difficulty with near vision 

 

 

 

 

 
 

Can you hear 

 

 

 

 

I have no physical pain 

Pain has not prevented me 

A little extent 

Much extent 

Not sure 

 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

None  

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 
 

Yes, hearing good 

Yes, not always 

No, never 

Not sure 

 

55 (8.8%) 

180 (28.8%) 

6 (1%) 

217 (34.7%) 

167 (26.7%) 

 

398 (63.7%) 

105 (16.8%) 

92 (14.7%) 

24 (3.8%) 

5 (0.8%) 

(Missing = 1) 

425 (68.0%) 

98 (15.7%) 

84 (13.4%) 

13 (2.1%) 

4 (0.6%) 

(Missing =1) 
 

452 (72.3%) 

170 (27.2%) 

2 (0.3%) 

0 (0%) 

(Missing= 1) 
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Characteristic 
 

Number of members 

(%) 

 

Lose control of bladder 

 

 

 

 

Stand without support – 1 min 

(balance) 

 

 

 

Difficulty in standing for 30 minutes 

(balance) 

 

Yes 

No 

Not sure 

 

 

Yes 

No 

Not sure 

 

 

None  

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

 

147 (23.5%) 

467 (74.6%) 

9 (1.4%) 

(Missing = 2) 

 

585 (93.6%) 

36 (5.8%) 

3 (0.5%) 

(Missing = 1) 

 

429 (68.8%) 

66 (10.6%) 

68 (10.9%) 

52 (8.3%) 

9 (1.4%) 

(Missing = 1) 

 

Activities and participation  

Activity is defined as the execution of a task or action by the individual, whereas participation 

is the involvement in a life situation [148]. Every action, particularly when executed in a social 

environment, may be considered participation, and participation always entails the execution 

of an action or task [147, 157]. The performance of activity or level of participation of 

members relating to the domains listed in Figure 4.2 are presented below.  

(a) General tasks and major life areas 

General tasks and major life areas of participating members are presented in Table 4.20. 

General tasks refer to the ability to carry out single or multiple tasks, organising routines and 

handling stress. These tasks can be used in conjunction with more specific tasks or actions to 

identify the underlying features of the execution tasks under different circumstances [148]. In 

major life areas, the tasks and actions are required to engage in education, work and 

employment [139]. 
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Table 4.20: General tasks and major life areas of members of service centres who participated in 

study (n=625) 

Characteristic 
 

Number of members 

(%) 

General tasks 

Difficulty learning new task 

 

 

 

 

 

 

Satisfaction with ability to do daily 

activities 

 

 

 

None 

Mild 

Moderate 

Severe  

Extreme/Cannot do 

 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied 

Very satisfied 

 

448 (71.8%) 

60 (9.6%) 

76 (12.2%) 

28 (4.5%) 

12 1.9%) 

(Missing = 1) 

 

6 (1%) 

15 (2.4%) 

49 (7.8%) 

486 (77.8%) 

68 (10.9%) 

Major life areas 

Satisfied with capacity for work 

 

 

 

 

 

Difficulty in day to day work 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied 

Very satisfied 

 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

4 (0.6%) 

18 (2.9%) 

59 (9.4%) 

487 (77.9%) 

57 (9.1%) 

 

524 (83.8%) 

47 (7.5%) 

37 (5.9%) 

14 (2.2%) 

3 (0.5%) 

 

More than three quarters of members reported that they never experience difficulties with 

learning new tasks (71.8%) and were satisfied in their abilities to do daily activities (77.9%) 

and work (83.3%). Members reported they had no difficulty in the performance of their day-

to-day work (83.8%). 

(b) Mobility, self-care, domestic life and interpersonal relationships 

Mobility, self-care, domestic life and interpersonal relationships of participating members are 

presented in Table 4.21. 
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Mobility is defined as changing body position or location (e.g. walking, running, climbing, etc.) 

whereas self-care refers to actions that entail caring for the self and body parts (e.g. washing, 

drying, dressing etc.) [148]. Areas of domestic life include acquiring a place to live, food, 

clothing and other necessities, household cleaning and repairing, and caring for personal and 

other household objects [148]. Interpersonal relationships are about carrying out the actions 

and tasks required for basic and complex interactions with people in a contextually and 

socially appropriate manner [148]. 

Approximately 88% of the members reported they were mobile and able to walk without 

support for 10 minutes. They had no difficulties with activities of self-care such as washing 

themselves (91.8%) or getting dressed (94%). In terms of domestic life activities, nearly three 

quarters of members had no difficulty in doing activities around the home. In terms of 

personal relationships, most members indicated they were neither satisfied nor dissatisfied 

with their sex life (66.9%).  

Table 4.21: Mobility, self-care, domestic life and interpersonal relationships of members of service 

centres who participated in study (n=625) 

Characteristic 
 

Number of members 

(%) 

Mobility 

Walk without support – 10 min 

 

 

 

Yes 

No 

Not sure 

 

549 (87.8%) 

70 (11.2%) 

5 (0.8%) 

(Missing = 1) 

Self-care 

Difficulty washing body 

 

 

 

 

 

Difficulty getting dressed 

 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

 

574 (91.8%) 

20 (3.2%) 

17 (2.7%) 

11 (1.8%) 

3 (0.5%) 

 

588 (94%) 

13 (2.1%) 

12 (1.9%) 

8 (1.3%) 

3 (0.5%) 

(Missing = 1) 
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Characteristic 
 

Number of members 

(%) 

Domestic life 

Difficulty with house activities 

 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

 

461 (73.8%) 

76 (12.2%) 

67 (10.7%) 

20 (3.2%) 

1 (0.2%) 

Interpersonal relationships 

Satisfied with sex life 

 

Very dissatisfied 

Dissatisfied 

Neutral 

Satisfied 

Very satisfied 

 

2 (0.3%) 

18 (2.9%) 

418 (66.9%) 

169 (27%) 

7 (1.1%) 

(Missing = 11) 

 

(c) Community, social and civic life 

Community, social and civic life of participating members are presented in Table 4.22. 

Community participation entails engagement in all aspects of community social life, such as 

engaging in charitable organisations, service clubs or professional social organisations [148], 

as well as performance of activities in relation to a person’s town, city or local area. 

Participation is estimated by the performance of an individual in his current environment [60].  

A majority (78.9%) of members had no difficulty in joining community activities. Nearly half of 

members were to some degree, and in different ways and times, engaged in their 

communities through their involvement in volunteer activities. According to WHO (2002), 

voluntary work gives older people the opportunity to make significant contributions to their 

communities [13]. More than a quarter of the members had participated in some form of 

unpaid community volunteer work within the last month. One of the members’ favourite 

volunteer activities included babysitting (12%).  
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Table 4.22: Community, social and civic life of members of service centres who participated in 

study (n=625) 

Characteristic 
 

Number of members 

(%) 

Difficulty joining in community 

activities 

None 

Mild 

Moderate 

Severe 

Extreme/Cannot do 

493 (78.9%) 

45 (7.2%) 

68 (10.9%) 

13 (2.1%) 

6 (0.9%) 

Engagement in Community 

 

 

 

 

 

 

 

Unpaid community/volunteer work 

in the past month 

 

 

Favourite volunteering activities* 

 

Yes 

No 

Sometimes 

Not sure 

No response 

 

If yes, explain# 

 

Yes 

No 

 

 

Driving 

Baby sitting 

Other# 

218 (34.9%) 

323 (51.7%) 

73 (11.7%) 

5 (0.8%) 

5 (0.8%) 

(Missing = 1) 

 

 

204 (32.6%) 

415 (66.4%) 

(Missing = 6) 

 

41 (6.6%) 

75 (12%) 

 

* multiple responses allowed; # information obtained from qualitative questions 
 

(i) Volunteer community participation 

The type of community activities and reasons for members’ involvement are presented in this 

section (Table 4.22) from qualitative information collected from participants. 

Members reported that they participated in volunteer work to assist people in need, through 

organisations, the structures of the church, service centres, hospitals and libraries, or in their 

personal capacities. They acted as consultants and offered advice to municipalities and 

organisations, while serving on various committees and attending required meetings. These 

included the Salvation Army, Hospice, and Society for the Prevention of Cruelty to Animals, 

Rehabilitation Centres for drug addicts, Age in Action, Older Persons Forum, Anglican 

Woman’s Fellowship, Street and Residents Committee, Women’s League, Pensioners 

Clubs/Service Centres, Rate Payers Associations and Burial Societies. 
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Many members took pleasure in assisting people who were sick or poor by lending them 

money, providing them with housing and gardening services, and donating cooked food and 

other items to them when needed. Members reported they cared for the sick in the 

community by providing them with transport to collect their medication or for check-ups at 

hospital, and to do shopping for them. Further support services were provided in the form of 

sewing and laundry of their clothing as well as cleaning of their homes. Physical assistance to 

the sick in the community was also offered via home visits in terms of toileting and 

mobilisation. Members participated in community organisations called ‘neighbourhood 

watches’ to provide security to homes, and reported involvement in fundraising activities for 

example, knitting, sewing, baking and handiwork. 

(ii) Involvement in religious activities 

In terms of religious activities, a large emphasis was placed on involvement in church and 

community activities. Many members did ministerial work as pastors and deacons that also 

required them to travel and deliver religious teachings, advice and prayer. They often donated 

money to churches and attended, assisted and participated in events, fundraising activities 

and social gatherings at the church. Members sometimes provided ‘Sunday school’ classes 

and taught others to sing in choirs, cooked for bazaars and soup kitchens, and recruited people 

to church. As patrons of the church, some members did maintenance work and odd jobs, and 

served on various committees. 

(iii) Involvement in service centre activities 

With regard to members’ involvement at service centres, many reported they prepared tea 

and meals, assisted with fundraising and administration and served as committee members. 

They often attended activities and various meetings at the service centre. Some were involved 

with arts and crafts, some managed the shop at the service centre, while others attended 

activities at other service centres. 

(iv) Involvement with activities for children and the youth programmes 

Members of service centres seemed to place tremendous importance on their involvement 

with children and youth programmes in the community. Their activities included imparting 

religious teachings and motivational talks at schools, mentoring, advising and counselling the 
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youth, as well as teaching reading and giving care to children after school. In addition, 

members assisted with fundraising at schools and made food parcels to feed children. Some 

also fostered children and took care of their grandchildren. 

(v) Involvement in education, and health and wellness initiatives 

Further engagement in their communities, saw members of service centres involved in health 

and wellness initiatives like providing foot care (‘to prevent health complications’), hair care 

and massage services, as well as playing music for older persons. Community sports 

involvement included walking groups, playing games with older persons, competing in 

competitions and working with community sports teams. Time was also spent on tutoring the 

community on literacy and teaching methods (i.e. teaching people to read and write), first aid 

training, as well as personally attending workshops and training initiatives. 

In conclusion, members engaged and participated in a variety of activities within their 

communities. This ranged from voluntary involvement in various organizations, including 

service centres, as well as religious activities, programmes for children and youth, education, 

and health and wellness initiatives. 
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CHAPTER 5 DISCUSSION 

5.1 Introduction 

The aims of this two-phased study were to explore the characteristics of Service Centres for 

Older Persons in the Western Cape Province and the profile of the members of these centres. 

This entailed exploring the organisational structures of the centres, the types of services 

offered, the profile of the managers of the centres and their perceptions of the needs of 

members of the centres. The second phase of the study explored the socio-demographic 

profile, health and psychosocial characteristics of members of the centres. 

The findings of the two phases of the study are discussed as a response to the WHO 

recommendation that stipulated that by the first half of the 21st century, member countries 

should have evaluated how applicable the 2002 Active Ageing Policy Framework is to their 

countries [15]. This chapter discusses aspects of the services provided by senior service 

centres as outlined in the WHO Framework on Active Ageing.  

5.2 Application of the WHO Active Ageing Framework 

The six determinants of the WHO active ageing framework relate to health and social services, 

behaviour, personal factors, physical environment, social environment and economic state 

were used as a base to investigate service provision to older persons at service centres[13]. 

The programmes available at the service centres are highlighted below in the different 

domains: 

 Health and social services 

The AAPF proposes that health systems need to take a life course perspective that focuses on 

health promotion, disease prevention, equitable access to quality primary health care and 

long-term care [13].  

Service centres in this study successfully provided screening programmes to prevent and 

manage chronic illnesses. These programmes were provided by nurses affiliated to a primary 

health care centre nearest to the service centre. Screening programmes were, however, 

limited and mostly focused on the detection of conditions such as hypertension and diabetes 
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mellitus, even though a large percentage of members suffered from multimorbidity (Table 

4.9). Despite limited programmes at the centres, priority needs of members were addressed 

as most of their self-reported health problems included hypertension, arthritis and diabetes 

(as diagnosed by a health care professional). Since most staff at service centres were 

volunteers, it is possible that service centres lacked the human resource capacity and trained 

professional staff to extend the scope of screening programmes offered. This is in contrast to 

modernised health care systems in developed countries where screening for geriatric 

syndromes and multi-dimensional assessment is more recognised [158]. This could also 

possibly be the reason why no services focusing on primary and secondary prevention 

strategies for chronic conditions were provided. Thus, the quality of testing/screening for 

chronic conditions, despite not being clarified in this study, still needs to be addressed if 

services at service centres in the Western Cape are to align themselves to the goals of the 

framework.  

The WHO  highlights the importance of curative services provided by the primary health care 

sector [13]. Despite most members (72%) reporting they were satisfied with their access to 

health care services, they had no access to curative health services at service centres and 

reported they were referred to secondary and tertiary levels of care as required. Curative 

services are not part of the mandate of the services of the centres, even though it is 

recommended by the framework. According to the WCDSD (2015), there are limits to what 

can be achieved without buy-in from other provincial departments. It is therefore 

recommended that there should be interdepartmental collaboration and engagement 

between the WCDSD and stakeholders to deliver integrated service delivery to older persons 

[8]. Furthermore, the framework acknowledges the shift in the global burden of disease and 

the inadequacy of present acute  care models to address health needs of older persons [13]. 

It highlights the future increase in demand for medication to delay and treat these chronic 

diseases. Thus, service centres, as organisations representing older persons, could provide 

members with accessibility to medications if adequate resources (physical, human and 

financial) are available. In order to improve quality of care, it is therefore important that the 

Department of Health (DoH) is involved in bringing primary health care services to older 

persons at the level of community-based care (i.e. the service centres) [8]. According to the 

WCDSD (2015), certain non-governmental organizations (NGO’s) are already providing a 
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primary healthcare service to older persons, relieving the pressure on the public health system 

[8]. It is therefore important that the WCDSD collaborate with the DoH to facilitate the 

development of packages of care for older persons, detailing essential health services older 

persons can reasonably expect at primary, secondary and tertiary facilities [8]. However, 

despite the deficiency in curative services, managers reported member involvement in specific 

sporting and associated activities that forms part of the active ageing programme at service 

centres. Centre participation in the Golden Games and City of Cape Town games were 

preventative health services that promoted the benefits of physical activity and social 

integration [8].  

The framework emphasises that both informal and formal health and social services should 

be provided to those members who are unable to care for themselves [13]. In response, 

service centres offered members home visits conducted by volunteers at the centre (Table 

4.2). The framework emphasises that these volunteers should receive ongoing training and 

education on how to care for people as they age. Although the need to train volunteers exist, 

this study observed that there is only a small percentage of service centres that provided 

training to these caregivers. However, the type, content and duration of this training was not 

explored and could thus not be specified. This paucity of training was possibly due to a lack of 

professional expertise to provide the training or inadequate facilities within which to conduct 

such training.  

The framework also suggested that formal caregivers must be provided with adequate 

remuneration and working conditions if service centres were expected to retain support for 

members [13]. This may be especially relevant to service centres in the Western Cape, South 

Africa as most support is received from volunteers (Table 4.1) and given the country’s slow 

economic growth [7], caregivers may be forced to seek employment to maintain a sufficient 

standard of living that meets their expectations, thus impacting the delivery of programmes 

at service centres that could be provided. 

Programmes that promote mental health and social connections are as important as those 

that improve physical health status [13], and are an integral part of long-term care. Although 

the definition of mental health is itself culture bound [27], having religious faith seemed to 

help older persons accept past lives, give them strength in the present and make them less 
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anxious about their future [156]. However, similar to in a study by Drewnowski et al., (2003), 

service centres, apart from religious activities, did not provide routine mental health screening 

for members despite data reporting a high frequency of perceived negative emotions such as 

low mood, despair, anxiety and depression (Table 4.13) [27]. Mental health becomes a 

struggle for members to regain autonomy and independence, especially when negative 

emotions dominate their daily lives [155]. Promoting mental health offers a promising route 

to improving health related quality of life [27]. The provision of comprehensive mental health 

services thus needs to be addressed at service centres in more detail in the future. 

In summary, with an expected increase in the life expectancy of older persons and inevitable 

growth of the older population in South Africa, there will be an increased demand for long 

term and chronic health care [7]. The health status and risk profiles of members will thus be 

dramatically influenced by the capacity of the clinical and public health systems available to 

them. The framework highlights that countries such as South Africa need to develop a 

continuum of affordable, accessible, high quality and age-friendly health and social services 

that address the needs and rights of members [13]. However, service centres in the Western 

Cape tended to be limited in the health and social services they provide and are only partially 

effective in meeting the needs of its members. It is therefore important for service centres to 

prepare in all areas for the increasing demand for health services for age related health 

conditions that could support members independent living in communities. Thus, to prevent 

and reduce the burden of disability due to chronic diseases, screening programmes need to 

be more comprehensive and holistic, and should address both the physical and mental health 

needs of members since the ability to perform activities of daily living is also related to mental 

health status [27]. However, since there are no routine mental health screening tools for older 

persons at the primary level of care [27], this needs to be developed.  In addition, to further 

sustain and provide access to health and social services to members who cannot attend, 

service centres need to consider the provision of training, support and remuneration for their 

caregivers. 

 Behaviour 

Members need to have access to opportunities to learn about and use technologies to 

improve their health literacy since rapid technological changes in society will most likely 
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impact on their health status and health services [29]. Since most members have not 

completed high school and live in poverty, they have a higher risk of having low health literacy 

[35]. Therefore to promote health literacy and participation of members in communities, the 

framework highlights the need to provide basic education and learning opportunities 

throughout the life course [13]. Education programmes for members were offered in more 

than 60% of service centres but no clarity provided insight into the content of these 

programmes (Table 4.3). It is therefore possible that the education provided may have been 

relevant and was targeting behaviours that impact on healthy lifestyles. Although more 

research focusing on these aspects at service centres is needed to be conducted in the future, 

it is known that physiotherapists can play a vital role in the promotion of health and wellness 

of members through various education programmes [120].  

Given that non-communicable disease is the leading cause of morbidity, disability and 

mortality of populations across the world, the framework emphasises the need to address the 

risk factors [13]. Thus, engaging in health-promoting behaviours such as appropriate physical 

activity and healthy eating, abstaining from smoking, using medication wisely and being 

screened regularly is important in delaying or preventing the emergence of diseases and 

functional decline, and in improving quality of life [13]. According to the findings from this 

study, service centres are doing well in providing a variety of sports and exercise programmes 

and physical activities. Dance and/or aerobics, as well as walking programmes seemed to be 

the most common activities, while swimming and/or water aerobics occurred in only one 

centre (Table 4.3). While more than half the members highlighted walking (455/625) and 

exercise classes (397/625) as their favourite activity, only 5% (n=32) indicated that they 

participate in swimming. High participation in walking may be because members and service 

centres found it to be a cost- effective way to exercise that required little financial resources. 

Members’ non-participation in swimming could be because most service centres did not have 

swimming facilities, or they did not know how to swim. It is also possible that members’ 

engagement with certain physical activities could have been influenced by their level of 

motivation and personal beliefs, as well the availability of public transport to facilities towards 

and away from the service centres. Furthermore, members’ past falls could have increased 

their anxiety about participating in activity and exercise. However, being active can help older 

people reduce the risks of falls, hence greater physical and economic benefits with substantial 
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associated lower medical costs [13]. Various other factors could also impact members’ 

participation and choice of physical activity at service centres. These include limited 

infrastructure and resources (i.e. physical and financial), the facility itself and location thereof, 

as well as the availability of staff, instructors, and programmes[159]. Since physical design and 

social elements within service centres can have a therapeutic effect on members’ wellbeing 

[25], it would therefore be useful to consider redesigning and building more modern facilities 

to accommodate for much needed services in the future.  

The framework puts emphasis on the importance of healthy eating and acknowledges one of 

the causes of malnutrition in old age is limited access to food. Similar to what was indicated 

in studies in the United States (48), service centres responded by providing members access 

to meals. However, the quantity and nutritional value was unclear. As a result, programmes 

related to nutrition and healthy eating could not be confirmed in this study. Members, 

however, reported that they do consume fruits and vegetables three times per week but were 

not asked in this study where they obtained it. It could thus not be confirmed if they obtained 

it from the service centre. It was also not known who advises the centre on healthy eating. It 

would therefore be useful to conduct further research at service centres to develop culturally 

appropriate, population-based guidelines for healthy eating as proposed by the framework. 

Since medication is used to prevent and treat chronic diseases, members need to know its 

side effects and how it impacts on their health, as well as the importance of taking it as 

prescribed. Despite this, less than half of service centres provided education to members on 

the safety of medication use or provided access to health services that addressed challenges 

relating to adherence or iatrogenesis (Table 4.3). It is possible that self-medication can also 

lead to iatrogenesis. Fortunately, from the large proportion (537/625) of members that used 

medication, more than three quarters (533/625) were aware of the reasons for taking them.  

Despite the framework recommendation, service centres did not include addressing oral 

health, possibly due to a lack of resources. The negative impact of tobacco and alcohol use on 

their health was also not addressed. This could be due the fact that most members reported 

they did not use these substances. However, young people who comprise the next generation 

of older persons, and who may become future members of service centres, are known to 

engage in these risky behaviours that will impact their health [160]. Managers of service 
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centres therefore need to be conscious of this in planning of services for the next generation 

of members. In addition, for members who do smoke and drink alcohol, quitting would prove 

beneficial as it would enhance their active ageing [43]. They therefore need to be educated 

about this.   

In summary, social and environmental factors play key roles in influencing health behaviours 

and addressing risk factors that can be modified. It is therefore important for service centres 

to provide programmes that reduce risk factors associated with major diseases and increase 

factors that protect the health of members. A balanced perspective is therefore needed that 

incorporate education and programmes on healthy eating, oral health, alcohol and tobacco 

use, and the use of medication. 

  Personal factors 

Personal influences such as genetics and psychological factors have an impact on health and 

longevity [3]. Although the framework reports on genetics to some extent being involved in 

the causation of disease, no services were provided at service centres to assess members’ 

risks. Although it may not be within the scope of service centres to conduct genetic testing, it 

may be beneficial to provide education to members on the awareness of genetics and its role 

in disease, so that members can have a better understanding of their disability. 

Psychological factors were a vital component of active ageing as nearly all service centres 

provided services to enhance members’ cognitive skills through arts and craft activities (Table 

4.3). This is in agreement with related research on active ageing which showed the importance 

of stimulating the mind and having psychological resources [45]. Similarly to Mapuma’s 2014 

study, members’ personal factors had an impact on active ageing through their participation, 

self-fulfilment and independence [14]. In his study, Mapuma (2014) found that low self-

esteem was a problem as it inhibited older persons’ full participation in several activities taking 

place either at community or at society level [14]. In contrast, the findings of this study 

revealed that members generally reported positive self-perceptions and attitudes to life 

(Table 4.14). They were involved in leisure activities and had no difficulty in engaging in 

community activities (Table 4.12). Since leisure is social by nature, leisure participation can 

facilitate the development of companionship and friendship, and consequently strengthen 

beliefs about the availability of social support [82]. 
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A large proportion of members rated their quality of life (442/625) and health (454/625) as 

satisfactory, despite living in poverty, and were mostly accepting of themselves and bodily 

appearances (Table 4.14). This could be attributed to the fact that most older persons that 

regularly attend service centres have generally higher levels of health and life satisfaction 

[161] and tend to over rate their health [19]. The framework recommends that older persons 

need to be encouraged to be self-efficient and develop coping styles to adapt to transitions in 

life [13]. However, meaning in life has been associated with a range of health outcomes in 

older persons, including better self-rated health, enhanced psychological well-being, a lower 

risk of experiencing anxiety and depression, and the adoption of beneficial health behaviours 

[162-165]. Most members were satisfied with themselves although were not sure if they 

enjoyed their lives or if they were meaningful (Table 4.14). These findings were in contrast to 

a study by Dhurup et.al, (2009) who reported concern for the high reported incidence of life 

dissatisfaction among older persons, as the possible lack of meaningful participation in leisure 

activities [82]. In a study by Wong (2003), older persons with higher income or those who were 

financially stable were more satisfied with life than those with lower incomes [166]. However, 

in this study, despite experiencing poverty, most members portrayed later life as a period in 

which they wanted to continue living engaged lives and expressed a broad variety of self-

determined aspirations with possible future-orientated behaviour (e.g. travelling, serving 

communities, working with the youth etc.). Realistic self-determined aspirations contribute to 

keeping individuals ‘behaviourally engaged in life’, providing reasons for aspiring to a 

behaviour [164, 167]. This may contribute to the ability of members to maintain control over 

their own development in accordance with the goals of the framework. However, members 

who expressed aspirations with no future orientated behaviour should not be ignored as they 

could be uncertain about the meaningfulness in their lives [168]. This could have possibly been 

affected by their experiences during the apartheid era [121] or because older persons may 

have become ‘invisible’ due to a predominantly youthful population [169]. However, since 

physiotherapists have a key role to play in promoting health and wellness in older persons 

[118, 120], an awareness of the self-determined aspiration of members could help develop 

optimal practice in the area of health promotion at service centres. Physiotherapists can 

ensure that services provided at service centres are best suited to the aspirations of members. 

It is therefore imperative that managers take cognisance of these factors in planning future 



 

127 

services at service centres so that programming can be relevant to the diverse needs of 

members 

In summary, the lifelong trajectory of health and disease for individuals is the result of a 

combination of genetics, environment, lifestyle, nutrition and chance [13]. It is therefore 

imperative that members of service centres are appropriately educated on how to modify the 

influence of heredity on functional decline and onset of disease. Furthermore, it should be 

noted that members experiences and attitudes throughout life may have affected their 

individual circumstances and perceptions. Thus, some members found that living in the 

present was more meaningful while others had aspirations for the future.  

 Physical environment 

The goal of the framework is to provide safe, adequate housing to assist older persons to 

remain within communities [13]. Characteristics of the physical environment in which 

members live differed and potentially influenced their perceptions of their health, level of 

independence and participation in family and community life. However, most members 

reported they were not sure if their physical environment contributed to their illness or health 

(Table 4.15). The findings of this study do not correspond with the goal of the framework to 

provide safe, adequate housing to assist older persons to remain within the communities [13].  

The South African government aims to provide housing subsidy schemes to support older 

persons [7]. However, only a quarter of service centres provided members with information 

on housing, of which the details were undetermined. If the South African government is to 

achieve its goal of minimising the number of older persons entering old age homes, and keep 

members integrated into communities, the challenge facing adequate housing needs must be 

addressed at service centres in the future. Service centres could provide programmes that 

empower and educate members on housing application processes (including referral 

pathways) and assist them to complete the required administrative forms. 

Despite the fact that nearly three quarters of members felt safe in their daily lives (Table 4.15), 

it is well known that older persons are often exposed to criminal activity within communities, 

especially in the Western Cape [170]. However, service centres did not address aspects related 

to safety of neighbourhoods in their programmes. Therefore, in partnership with community 

organisations and various service providers, service centres need - to introduce public 
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information and awareness campaigns that address the need for example, safe public parks 

and other public spaces, in addition to the installation of sidewalks and streetlights [171]. 

Worldwide there is an increasing trend for older persons to live alone; however, this differs 

among countries [13]. Less than a quarter of the members reported living alone, while half 

lived with children or family to receive care for themselves, or to provide care to their children 

or extended families (Table 4.15). Irrespective of members’ living arrangements, the 

framework recommends that members live in proximity to family members, and should have 

access to services and transportation as this could mean the difference between social 

interaction and social isolation [13]. Although improving access to service centres is the 

foundation to any future sustainable model of care [8], the lack of available and affordable 

transport is one of the key reasons older persons do not attend service centres [8]. In response 

to this, more than half of service centres provided transport to its members. The mode of 

transport was provided in the form of buses, minibuses or motor vehicles and differed 

between centres.  Thus, some service centres who did not provide transportation to members 

possibly lacked the financial resources to afford and sustain such a service. Despite this, if 

efforts need to be made to ensure members remain integrated in their communities, as 

suggested by the framework, the SA Government must extend its support to all service centres 

by fulfilling their need for transportation.  

Hazards within the physical environment are also known to have a negative impact on older 

persons [13]. According to the framework, the majority of injuries such as falls are preventable 

and most often occur in the home environment [13]. Despite most members reporting they 

had not fallen within the last year, they did have a fear of falling (Table 4.10). Members who 

had fallen indicated it was due to slipping on surfaces, fainting, losing balance due to 

weakness, lack of adequate support and unforeseen circumstances. The physical environment 

thus remains a risk for falls. Service centres have not included in their services any education 

or guidelines on falls prevention. Given that falls are known to affect the physical and 

psychological wellbeing of older persons [172], this type of intervention would help address 

the risk factors. 

Furthermore, characteristics of the environment such as the air quality and cleanliness, in 

addition to clean water and safe foods [13] are important to prevent chronic illness in older 
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persons [13, 173]. However, no comprehensive services on the environment were provided 

to members of service centres to address these needs. It would therefore be useful for 

members to be educated on the impact of these factors on their health in the future. 

In summary, the physical environment can make the difference between members’ 

independence and dependence. To ensure that members remain active within programmes 

at service centres and within their communities, their safety and protection is of utmost 

importance. Hazards in the physical environment can lead to debilitating injuries amongst 

members, thus influencing their level of engagement. The multiple physical barriers therefore 

need to be addressed by providing information on safe adequate housing and transportation 

to access service centre activities and health services. 

  Social environment 

Older people are more likely to lose family members and friends and be more vulnerable to 

loneliness, social isolation and social support [13, 35]. Social interaction is therefore an 

important component of active ageing [71]. In its totality, social interaction is known to have 

some level of influence on the physical and mental health of older persons and is critical to 

their wellbeing [71]. According to the framework, social support, opportunities for education 

and lifelong learning, peace, and protection from violence and abuse are key factors in the 

social environment that enhance health, participation and security of older persons [13].  

In relation to the WHO determinant ‘social environment’, all service centres that participated 

in this study played an important role by providing social support programmes and facilitating 

integration, as mentioned by others [32, 40, 89]. These included outreach programmes, 

guardianship for members, recreational and inter-generational programmes (Table 4.4). 

Further social support was extended in the form of home visits to provide meals and religious 

activities. Faith gives meaning and structure to people’s lives, and through praying, they gain 

comfort and consolation [174].  Religious activities thus enabled members to engage with 

their spirituality to find peace with themselves. In addition, support groups provided 

emotional strength through supportive social connections as recommended by the framework 

[13]. Most members (446/625) reported they had adequate social support although the type 

of support was not clear (Table 4.8). They were satisfied with their personal relationships and 

support received from friends, and had no difficulty dealing with unknown people or 
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maintaining friendships. This could possibly be attributed to differing cultural values of older 

persons in the Western Cape but needs to be verified. According to the framework, cultural 

values and tradition determine to a large extent how members age because they influence all 

the other determinants of active ageing [13]. Unlike in high income countries where there is 

a trend of older persons living alone and independently, most of the members (308/625) lived 

with their children and family members as a preferred way of living (Table 4.15). This was 

similar to the cultural norm in most Asian countries where extended families live together in 

multigenerational households [13], possibly providing more social support. 

Since members are also vulnerable to crime and abuse, the framework recommends that 

sustained efforts are to be made to focus on increasing public awareness of this problem. 

Service centres did not provide programmes that focused on empowering members to 

recognise when their human rights had been violated. It would be useful for service centres 

to increase awareness of the injustice of elder abuse through public information and 

awareness campaigns. The framework suggests the involvement of media, young and older 

persons to achieve this goal. In addition, the training of law enforcement officers, health and 

social service providers, spiritual leaders, advocacy organisations and groups of older persons 

(such as members) to recognise and deal with elder abuse is recommended by the framework 

[13]. This study did not explore if these services were already provided by service centres.  It 

would therefore be useful to further investigate training opportunities for communities. 

The framework also recognises that low levels of education and literacy are associated with 

increased risk for disability and higher rates of unemployment [13]. Like young people, older 

people need training in new technologies since access to health information has shifted from 

more traditional resources such as books, magazines and broadcast media, to online websites 

[175]. Without literacy, members may have trouble finding and using health information to 

support their decision-making. Nearly half the current cohort of members are illiterate and 

had only a primary school education, with just six percent having tertiary qualifications (Table 

4.8). However, the quality of life and life satisfaction of members is and could be further 

improved if they continue learning in later life [29]. Programmes at some service centres 

therefore provided members with education and learning opportunities so they could remain 

engaged in meaningful and productive activities. Apart from education on healthy lifestyles, 

only a small number of service centres provided members with ABET training. Given that it is 
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anticipated that the next generation of members of service centres will be IT literate, more 

educated and have developed skills, programmes at service centres will need to be better 

prepared to cater for their needs in the future.  

In summary, service centres recognise the importance of social support to overcome many 

barriers members face within their social environments. From home visits and support groups, 

to meals provision and spiritual guidance, a network of social integration is introduced to 

members who may otherwise be physically and emotionally isolated. Despite this, 

programmes at service centres that promote an awareness of the abuse of older persons is 

limited. This needs to be addressed if members are to be empowered to make autonomous 

decisions about their lives. Furthermore, since members may face many health decisions 

requiring their active and involved participation, more service centres need to include 

accessibility to health information in their programmes and focus on health literacy for 

members who want to guide their own health care. 

  Economic state 

The AAPF emphasises the need to provide services that address the social, financial and 

physical security needs of older persons [13]. Although financial stability has an important 

influence on older persons’ wellbeing [35], poverty is prevalent in older populations [176]. 

Many older persons do not have reliable or sufficient incomes or social protection, and often 

rely on their families for support [13]. The framework thus recommends that countries 

develop mechanisms, such as the national old age pension in South Arica, to provide social 

protection for older persons who are unable to earn a living [3]. Nearly all members (619/625) 

received an old age grant/ means-tested pension as a source of income to care for themselves 

(Table 4.8). However, service centres do not support or provide education to members about 

the processes (e.g. how to apply) and safety of their pensions (e.g. how to safeguard against 

theft and abuse), neither do they provide accessibility to these pensions. This could possibly 

be due to a lack of resources and trained staff to provide this service. Service centres thus 

need to explore training and mentorship opportunities to support the capacity building of 

their members, staff and caregivers through collaboration with other organizations. It would 

also be useful to develop key minimum requirements for managers and staff level of skills; 

however, this needs further exploration as it was not assessed in this study. 
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Members also need to be recognised and actively participate in economic development 

activities, formal and informal work and voluntary activities [13]. Despite only 2% of members 

reported being employed, most members (209/625) felt they had enough money to meet 

their needs (Table 4.8). In addition, some service centres provided opportunities for members 

to engage in formal work to generate income by attracting a monthly salary (e.g. chefs and 

managers). However, more research is needed to confirm whether the number of older 

persons being employed at service centres is significant, since most of the support staff at 

service centres were volunteers. According to the framework, concentrating only on work in 

the formal labour market tends to ignore the valuable contribution that older persons make 

in work in the informal sector and unpaid work in the home [13]. Volunteering opportunities 

allow older persons to harness their strengths towards tasks they see as meaningful, enabling 

them to feel engaged and helpful [35]. Voluntary work also benefits older people by increasing 

social contacts and psychological well-being, while making significant contributions to their 

communities [13].  

According to the framework, development projects (such as what is offered at service 

centres), need to ensure that older people are eligible for full participation in income 

generating opportunities [13]. Income generated from fundraising activities supported the 

programmes at service centres. However, it was not clear if a portion of this income was 

allocated to members for their personal needs. Nonetheless, since older persons often take 

prime responsibility for managing their households [13], service centres need to make 

provision for structured services that support income generation for its members.  

In summary, the economic environment has a significant effect on active aging. It is thus 

important for service centres to provide programmes to address the security of members 

income, hence aiding the reduction of poverty among older persons. Furthermore, service 

centres must recognise and enable the active participation of members in economic 

development activities, formal and informal work, as well as voluntary activities as this will 

help ensure independence and an increased sense of value. 

5.3 Factors affecting implementation of the policy framework 

From available data, some factors were identified that impacted on the implementation of the 

policy framework. 
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 Financing programmes at service centres 

Data collected indicated that funding played a pivotal role in the provision of services at 

service centres (Table 4.1). Financial support for service centres in the Western Cape came 

from multiple sources and varied among centres with a large percentage of support coming 

from government and members themselves. This practice was similar to senior clubs in the 

United States that collected membership fees to support their operations; however, the 

source was not specified [37]. There was also no clarity in the findings of this study as to the 

source of income received from members (i.e. whether they were voluntary donations or 

membership fees) as this was not asked. Similar to a study conducted in the United States that 

indicated limited data on how reliant service centres are on public funding, managers of 

Western Cape service centres were also faced with several critical challenges to the continued 

health and viability of their organisations due to funding challenges and decreased financial 

support from government [34]. In South Africa, the criteria considered for funding service 

centres are not clear. However, the WC DSD does provide a different amount of funding to 

each service centre [68]. Similarly, to what was reported in the United States, managers of 

Western Cape service centres reported that many centres had been forced to stop providing 

many of the services they used to provide to members due to lack of funding, and 

subsequently have seen a considerable drop in attendance [68]. Furthermore, although most 

of service centres indicated they had annual budgets, some managers, for various reasons, 

were unable to provide an estimation of the budget allocated to individual service centres. 

Knowledge of the financial management and funding of service centres is therefore important 

for understanding the circumstances under which the centres operate. It was evident that 

some managers did not have a clear understanding of the logistics of funding, suggesting that 

training of managers in this area is needed. This was similar to what was found in a study by 

the WC DSD, which reported that centres had a lack of understanding of the criteria contained 

in the transfer payment agreements, and there were misunderstandings between 

management and members regarding the allocation of funding from the WC DSD [8]. 

However, in addition to subsidy received from the WC DSD, most service centres in Western 

Cape supplemented their budgets through fundraising activities and private donations [68]. 

However, it is suggested by the researcher that service centres should explore additional 

avenues of income and funding to sustain service delivery. In addition, since the findings 
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indicated that most of support came from volunteers, it would be useful if reimbursement 

incentives are introduced to attract more staff to support service programmes.  

 Managing service centres 

Service centres were affiliated to the DSD, reported an involved community and had varied 

management and staffing structures. Most of support came from volunteers (Table 4.1). 

According to Rosenberg (2013), this type of structure can pose many challenges as volunteers 

have their own views on how an organisation should be run. They may see themselves as 

decision makers, thus their discourse may animate their work [92]. Leadership could thus have 

had an impact on the services provided. Only 31% of managers indicated they had previous 

experience in managing facilities like those of service centres. According to Pardasani and 

Sackman (2014), low levels of education and literacy also affect leadership abilities [45]. Given 

South Africa’s historical context and the lack of basic educational opportunities and resources 

current older generations were previously exposed to, managers may not be adequately 

skilled and prepared to manage service centres. The results of this study found that the 

average age of managers was 63 years and their educational qualifications were varied, with 

less than 50% having received a tertiary education (Table 4.6). This differed from studies 

conducted in high income countries which reported a substantial growth in the educational 

level of its administrators [45]. Despite this, lack of funding also had implications for 

retainment and employment of skilled managers for leadership roles at service centres since 

they may not be adequately compensated [45]. Thus, given the valuable role that staff at 

service centres play in facilitating relationships of members [143], it is anticipated that 

challenges related to the training of managers need to be addressed in future research. The 

findings of this study indicated that more than three quarters of managers at service centres 

received some form of training (Table 4.6). However, managers identified the need for 

additional support and training for themselves to address the needs of members, and to offer 

services that meet the AAPF requirements. These areas of training included computer literacy 

skills, fundraising skills, networking and collaboration with communities, education on how to 

train carers and volunteers, health care of older persons, development of service measuring 

instruments, as well as ABET. The managers perceived the needs of the members would relate 

to health care, social support, inactivity, isolation, and safety among others.  Furthermore, the 

findings also showed little similarity between centres. There appeared to be no uniformity in 
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services provided at centres, possibly because services at a centre were informed by the 

availability of resources or the interests of managers. It is therefore necessary that the WCDSD 

utilise the WHO AAPF in planning services at service centres.   

5.4 The role of physiotherapy in facilitating active ageing at service 

centres 

Although the WCPT position statement states that physiotherapists may work in a variety of 

settings, including service centres [39], the findings of this study could not confirm if 

physiotherapists provided programmes at service centres in the Western Cape. Nonetheless, 

should they provide programmes at service centres; physiotherapists remain well positioned 

to promote the health and wellness of members and support the realisation of their identified 

aspirations for the future by addressing five important physical behaviours into their 

treatment programmes. These include physical activity prescriptions, nutrition and weight 

management, smoking cessation, sleep and stress management [120]. Physiotherapy also 

improves mental health through exercise by reducing anxiety, depression, and negative mood 

and by improving self-esteem and cognitive function [177]. 

Implementing community-based health promotion programmes becomes increasingly 

important in enabling health care professionals, such as physiotherapists, to improve the 

quality of life for the older persons [178]. Physical activity appears to be the most important 

and effective intervention physiotherapists can incorporate into every persons’ plan of care 

to promote health and wellness [120]. Physical activity refers to any activity that has an energy 

cost, such as housework, shopping, gardening or structured exercise programmes (such as Tai 

Chi or aqua-aerobics) [179]. Since members indicated engagement in many of these activities 

within their daily lives, an evidence-based approach to improving members’ physical activity 

levels needs to be followed. Physiotherapists need to educate members about the health 

benefits of physical activity, create an awareness among members regarding the 

recommended minimum guidelines for physical activity, explore perceived barriers to physical 

activity, promote self-efficacy for exercise, encourage goal setting and monitoring of 

outcomes, build social support and include strategies to prevent relapse [120].  

Physiotherapy services also needs to be accessible to members who do not have direct access 

to conventional programmes at service centres. Physiotherapists can therefore conduct home 
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visits and implement programmes directed at promotion, prevention, treatment intervention 

and rehabilitation [39]. 

5.5 Limitations to study 

According to Portney and Watkins (2009), convenience sampling, as was used in phase 2 of 

the study, can become problematic if the study period is too short and a sufficient number of 

subjects cannot be obtained [123]. Two main limitations are highlighted in the study, relating 

to the study design and the sample size.  

A cross-sectional quantitative research design was utilised for this two-phased study, which 

explored the profiles of the service centres for older persons in the Western Cape, as well as 

the profile of the members. Standardised instruments and self-developed questionnaires 

were administered. Some open-ended questions were included in these instruments, which 

generated qualitative responses. Hicks (2009) reports that asking open-ended questions has 

value and allows for the holistic understanding of members’ perception within their social 

setting [180]. As the research design for the larger study was not qualitative, the responses 

generated were not explored further by the researchers to determine, for example, the 

motives and values of the participants in setting their aspirations. A qualitative research design 

should be utilised in exploring the qualitative responses in depth. 

The number of older persons who participated in this study is not representative of older 

persons in the province. The participants (n=625) formed a very small proportion of older 

persons in the province – 4.1% of the registered members of the service centres, and 0.12% 

of older persons in the population in 2011. The number of senior centre members who 

attended on any given day was also unpredictable, thus full attendance of membership could 

not be guaranteed on days of data collection, due to the older participants facing many 

challenges in their communities, for example, lack of transport, ill health, lack of income and 

lack of interest in programmes offered, as found in a study conducted by Pardasani (2010) 

[99]. In addition, some service centres had fewer members. These factors also possibly 

affected the sample representation of members in this study. The data generated cannot 

therefore be generalised to the population of older persons in the Western Cape Province.  
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Given the global ageing trend and the challenges facing older persons in communities, this 

study did not determine the long-term sustainability of service centres or the quality of 

programmes being offered. However, despite the limited knowledge that this study provides 

on service centres in the Western Cape, it provides a basis for further research to determine 

the amount of variability that may exist in other provinces in South Africa. 

CHAPTER 6 CONCLUSION AND RECOMMENDATIONS 

6.1 Conclusion 

The aims of this two-phased study were to explore the characteristics of Service Centres for 

Older Persons in the Western Cape Province and the profile of the members of these centres. 

Table 6.1 provides a summary of the evaluation of the WHO Active Ageing Policy Framework 

in the selected Service Centres for Older Persons in the Western Cape. Given the scarcity of 

evidence on how the framework has been applied in South Africa, this study explores how 

service centres in the Western Cape are aligned with the WHO framework on Active Ageing 

and whether they provide services that cater for the needs of their members. The findings 

revealed that programmes at service centres, although varied, were unequally represented 

within the six determinants and were deficient at most service centres (Table 6.1).  

Table 6.1: Summary of determinants of active ageing and programmes provided at service centres 

Determinants Items Availability 

 Yes         No 

Descriptor 

Health and 

social care 

systems 

Health promotion 

& disease 

prevention 

✓   Screening mostly for BP and glucose 

testing despite members’ multimorbidity. 

No primary and secondary prevention 

strategies  

Curative services  ✓  Members only referred to secondary and 

tertiary levels of care # 

Long term care ✓   Volunteers doing home visits offered 

education programmes   

Mental health 

services 

 ✓  Some centres only provided religious 

activities # 

Behaviour Physical activity ✓   Variety of physical activities offered by 

centres  
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Determinants Items Availability 

 Yes         No 

Descriptor 

Healthy eating  ✓  Meals provided at some centres; 

nutritional value unclear  

Oral health  ✓  No services provided 

Alcohol  ✓  No services provided 

Medications ✓   Education on safety of medication  

Iatrogenesis  ✓  No services provided 

Adherence  ✓  No services provided 

Personal Biology & genetics  ✓  No services address members risks  

Psychological 

services 

✓   Arts and crafts design activities offered to 

enhance members’ cognition 

Physical 

environment 

Physical 

environment 

✓   Transport provided to access services 

Safe housing ✓   Unclear if information on housing 

addressed safety of neighbourhoods 

Falls ✓   Falls risk screening offered at five centres. 

No guidelines on falls prevention provided 

Clean water, clean 

air & safe foods 

 ✓  No services addressed characteristics of 

environment impacting chronic illness 

Social 

environment 

Social support ✓   Social support addressed at all centres 

Violence & abuse  ✓  No services provided 

Education & 

Literacy 

✓   Education and literacy for members 

provided through Adult Basic Education 

Training and library services # 

Economic Income ✓   Arts and crafts sale provided income for 

the centre 

Social protection  ✓  No services provided on safety of pensions  

Work ✓   Formal work and volunteering offered 

# Information obtained from qualitative questions 

Health and social services provided by service centres are only partially effective in meeting 

the needs of members. Screening programmes need to be more comprehensive and holistic 

while the provision and accessibility of medication for members need consideration. To 

provide health and social services to members who are unable to care for themselves, it is 

imperative to provide training, support and remuneration to their caregivers. Service centres 
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were limited in providing education programmes to reduce members’ risk factors associated 

with chronic diseases of lifestyle and the use of medication. Physical activity programmes 

were provided, although lack of infrastructure and resources in addition to availability of staff 

resulted in limitations to the variability of activities within these programmes. A more 

balanced perspective is needed to include programmes on healthy eating, oral health, and 

alcohol and tobacco use. 

In this study, Members reported positive self-perception and attitudes to life with no difficulty 

in community engagement. Most members also reported self- satisfaction with their health 

and quality of life, and despite living in poverty, portrayed later life as a period in which they 

wanted to continue living engaged lives. Many members expressed self-determined 

aspirations with possible future-orientated behaviour that could contribute to them shaping 

their own futures. In terms of physical environment in which members live, service centres 

only provided members with access to transport, information on housing and fall risk 

screening. The safety of neighbourhoods, guidelines for falls prevention and aspects relating 

to the characteristics of the environment (such as clean water, clean air, safe foods) were not 

addressed. It is therefore important for service centres, in partnership with communities and 

other service providers, to consider the impact of physical environment on members’ health. 

All service centres provided adequate social support programmes. However, training of 

members and communities to address the rights of older persons, especially relating to the 

challenges of violence and abuse, needs consideration. Furthermore, despite some service 

centres providing ABET to members, they need to be further empowered to make decisions 

about their health through improved access to health information. In addition, most members 

were in receipt of a national old age pension and participated in employment and volunteering 

opportunities at service centres. However, services relating to the accessibility and security of 

income were limited, highlighting the need to explore training and mentorship opportunities 

to support the capacity-building of members, staff and caregivers through collaboration with 

other organisations.  

Service centre managers thus need to acknowledge the diverse role of culture and the values 

of older persons in Western Cape to better respond to the diversity of needs and interests 

that exists across their membership. Managers responsible for providing these programmes 



 

140 

tended to be women with limited skills and who needed more education and training to 

manage the centres appropriately. The members of service centres who benefit from these 

programmes, despite presenting with health challenges and multi-morbidities, indicated 

aspirations for the future. Since the goal of the NPD is to increase life expectancy of older 

persons to 70 years by 2030, a more comprehensive exploration of the profile of older persons 

will assist the service centre managers to respond to the diversity of needs and interests of 

members. In addition, programmes need to be innovative and the challenges experienced by 

service centres, such as financial support/budgets, resources, staffing and training 

opportunities must be addressed. To do so, service centres need to enhance their service 

paradigm to offer programmes in collaboration with a wide variety of community partners, 

including physiotherapists. Physiotherapists have a crucial role to play in raising awareness of 

the importance of members playing an active role in their decisions about their health and 

health care, thus responding to the diversity of needs and interests exists across individuals 

who attend these centres. 

6.2 Recommendations  

To respond to the WHO recommendations on the applicability of the framework to South 

Africa, and in view of the goal of the NDP (2013) to increase life expectancy, it has become 

necessary to extend the scope of this study to other provinces in the country. 

Recommendations arising from findings of this study are divided into clinical 

recommendations and research recommendations. 

 Clinical recommendations 

1. The determinants of active ageing, as suggested by the AAPF, can be used to explore if 

and how far service centres are already working on the realisation of active ageing within 

future programmes. To achieve this, research is necessary to address challenges faced by 

service centres and investigate the impact that financial support / budgets, resources and 

staffing have on the facilitation of positive outcomes for individual members within 

service centre programmes.  
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2. Since building infrastructure and appearances impacts on members’ wellbeing [22], it is 

recommended that service centres are upgraded and renovated to provide more modern 

facilities.  

3. Managers are responsible for providing programmes at service centres. Similar to what 

was found in other studies [93], it is recommended that service centre managers become 

more aware of the changing demographics of older populations so as to respond to the 

growing health care needs of members. The next generation of members will have a 

different way of life and will be IT literate. Service centres will therefore need to provide 

services to cater for the future generation of older persons who are educated and have 

skills.  

4. To ensure the efficient management of service centres, the education and training of 

managers needs to be addressed. Partnering with academic institutions (e.g. colleges and 

universities) therefore becomes essential to provide training workshops and community-

based support to educate management, staff, activity and recreational professionals, as 

well as publicise the existence and benefits of service centres. Higher education 

institutions could possibly also subsidise the implementation of mentoring programmes 

with incentives for experienced or retired managers working with new leaders.  

5. Service centres provide excellent venues for professionals, such as physiotherapists, to 

introduce their knowledge and skills to members as they bring a valuable perspective to 

the ageing network. Given the changing and growing needs of members in the future, 

there will be an increasing demand for multidisciplinary programmes that combine the 

expertise of professionals to address these needs. 

 Research recommendations 

1. If the goal of the framework is for older persons to live longer and healthier into their old 

age, it becomes important to have ongoing research to increase knowledge and 

understand the needs of members of service centres, as well as acknowledge their goals 

and aspirations for the future. This will allow service centres to be innovative in their 

future programming to ensure service programmes are relevant. Research should include 

the use of larger sample sizes in other parts of the country.  
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2. Higher education/research institutions need to play a key role in sensitising governments 

through research on ageing issues and facilitate the choice of topics on ageing for 

physiotherapy undergraduate projects and post graduate dissertations, as well as develop 

core competencies within the physiotherapy curriculum that are appropriate for the 

diverse aging population in South Africa. This could be further supported by the already 

established Interdisciplinary Institute of Ageing in Africa based at the University of Cape 

Town in the Western Cape.  
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Appendix 2: Letter to National Department of Social Development 

NPO 

Directorate 

National Department of Social Development 

Private Bag X901 

Pretoria 

0001 

Date: ________________ 

Dear ____________________ 

RE: REQUEST FOR PERMISSION TO CONDUCT A RESEARCH STUDY AT SERVICE CENTRES IN 

THE WESTERN CAPE 

I am a qualified physiotherapist employed at the University of Cape Town as a clinical educator 

working in the area of geriatrics. I am currently registered for MSc Physiotherapy by 

dissertation and the title of my thesis is: ‘An exploration of services and member profiles at 

Senior Service Centres in the Western Cape, South Africa’. Please see information below 

pertaining to the intended study for your perusal. 

Background 

The generation of older persons (elderly) is rapidly increasing with African countries 

experiencing the fastest growing population in the world. South Africa has the continents 

highest percentage of older persons, with the Western Cape making up 8.7% of the total 

national population. Ageing of populations is unfolding amidst widespread economic strain 

where the elderly face many challenges and are vulnerable to poor health outcomes (including 

ill health and disability relating to chronic non-communicable diseases like hypertension, 

diabetes, high cholesterol, obesity, tobacco and alcohol abuse), poor social support, altered 

family structures, poverty, abuse, the impact of HIV/AIDS and poor living conditions. These 

problems are worsened by a lack of infrastructure and services within the community and 

eventually contribute significantly to their loneliness and isolation.  

Globally, governments are becoming increasingly sensitive to the consequences of ageing and 

are more aware that the average life expectancy of its citizens will continue to increase. Thus, 

in order to ensure that older persons enjoy good quality of life and age successfully, global 
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policies on ageing recommend that services and programmes directed at the elderly should 

focus on improving psychosocial well-being, quality of life and independence.  

It is also suggested that health promotion strategies should facilitate the prevention of disease 

and disability in the elderly, while ensuring the enablement of physical and social 

environments. Thus, in order to understand the health, welfare and social support needs of 

the elderly, their health status, functioning and quality of life needs to be measured. 

Service centres support successful ageing by providing a wide range of opportunities for 

health, social, recreational and educational services for the elderly, as well as volunteer 

development advocacy and outreach. Attendance at these centres have also been found to 

improve psychological wellbeing, satisfy social needs, improve friendships and stress levels, 

as well as contribute to a positive perception of general health and wellbeing.  

Service centres were developed internationally but have now become increasingly popular in 

South Africa. Previous correspondences with your department indicated that there is an 

incomplete national data base on service centres and programmes implemented at these 

centres. However, in the Western Cape there are 200 registered service centres distributed 

across various districts and municipalities. Although these service centres cater for a variation 

in the population it serves, there is very little information available on needs-based service 

provision. In addition, organisational structures, designs and services, as well as voluntary 

membership vary in characteristics at these services and therefore it is unclear what the 

possible links are between characteristics of members and services provided. Details on how 

these service centres are managed, as well as their programme delivery are also unclear.  

Purpose of the study 

The purpose of this study is to explore the characteristics of service centres for older persons 

and the services provided at these facilities. This includes determining its organisational 

structures, the managers’ profile, their perception of the needs of elderly members at the 

centre and types of services offered. In addition, this study also aims to gain an understanding 

of the older persons’ (members) health and well-being, their health care needs and demand 

for services, as well as determine if programmes offered are relevant and cater for their needs. 

Exploration of the social demographic profile of members at the service centres will provide 



 

159 

information pertaining to the economic background and psychosocial characteristics that 

could impact health care needs.  

Procedure for the study 

Participants (managers and members of service centres) will be recruited from the provincial 

database of 200 service centres within the five districts and Cape Metropole in the Western 

Cape. However, due to time constraints and limited resources, only a selected sample of 

service centres will be included in this study (see attached list). Participants (managers and 

members of service centres) will be interviewed by the researcher or trained fieldworkers in 

their preferred language and assisted to complete a questionnaire. These fieldworkers would 

receive procedural training, will be required to provide their written informed consent to 

assist with the study and also be requested to complete and sign a confidentiality agreement 

as a method to protect the rights of those who participate in the study. Individual consent will 

be obtained from each participant and confidentiality assured at all times. 

Once permission is obtained from your office to proceed with this study, it is my intention to 

notify the district office of the intended study and recruit support from individual managers 

and members of the selected centres. Data will be collected on a day, time and venue agreed 

upon by myself and the manager at each individual service centre. Provision will also be made 

for alternate meeting dates should it be required.  

Potential benefits of the study 

Information obtained from this study will inform the development of health-related 

interventions and programmes at these service centres that are based on the needs of 

members. Developed programmes could therefore benefit both participants and future users 

of these facilities by aiming to impact on autonomy and independence, as well as facilitate 

well- being and quality of life. Since this study also forms part of national study, the outcomes 

could be used as a model to guide similar research within service centres in other provinces 

in South Africa. Information obtained from participants will therefore be included in the 

national research study. 

I would hereby like to request your support and permission to conduct the abovementioned 

research study at the selected service centres in the Western Cape. Ethical approval to 



 

160 

conduct this study has been received – Reference: HREC REF 663/2014. A copy of a detailed 

research protocol is available on request. If you have any questions regarding the study, please 

feel free to contact me, Fahmida Harris, my supervisors (Professor Amosun/Dr Kalula) or the 

chairperson of the UCT Research Ethics Committee, Professor Blockman.  

Thank you. 

Kind regards 

Ms Fahmida Harris 

Details of researcher 

Title: Ms  Surname: Harris  Name: Fahmida  

Tel:  021 691 8313 (h)   021 406 7679 (w) 

Fax:  021 406 6323 (w)   Cell: 082 777 0793 

Email:  fahmida.harris@uct.ac.za 

Address: Division of Physiotherapy, Department of Health and Rehabilitation Sciences, 

F45, Old Main Building, GSH, Observatory. 7945 

Details of supervisors 

Professor Seyi Ladele Amosun   Dr Sebastiana Kalula 

Research Supervisor    Research Co-Supervisor  

Cell: 082 777 3877    Cell: 083 516 0961 

Email: seyi.amosun@uct.ac.za  Email: sebastiana.kalula@uct.ac.za 

______________________________  ______________________________ 

Professor Marc Blockman 

UCT Research Ethics Committee 

Tel: 021 406 6338 

Email: marc.blockman@uct.ac.za 

_____________________________ 
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Appendix 3: Letter of Support from the National Department of Social Development 

 
From: Dorothy Thuli Mahlangu (mailto:DorothyT@dsd.gov.za) 

Sent: 05 August 2014 11:48 AM 

To: Fahmida Harris 
Cc: lorrainep@socdev.gov.za; Debra Fortuin 

Subject: RE: UCT RESEARCH STUDY IN GERIATRICS - PERMISSION REQUESTED 

 
Dear Fahmida 
I am so excited to note that someone is interested in older persons. The proposed research is very 
much appreciated. As you aware the Older Persons Act, (13 of 2010) is mandating a shift from 
institutional Care to Community based Care and support services. The research will assist 
in identifying gaps in the current service provision. It will assist in establishing community-based care 
services where they are needed most and may also provide a best practice model. 
You are therefore permitted to conduct the research and requested to consider sharing the outcome 
of your research with the Department. Thank you so much for the anticipated contribution 
Regards, 
 
Ms Dorothy Thuli Mahlangu 
Director: Care and Services to Older Persons 
National Department of Social Development 
Tel: 012 312 7782 
Cell: 0730383929 
Email: DorothyT@dsd.gov.za 
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Appendix 4: Letter to Provincial Department of Social Development 

Director 

Older Persons Programme 

Western Cape Department of Social Development 

14 Queen Victoria Road 

Cape Town 

8000 

Date: ________________ 

Dear ____________________ 

RE: REQUEST FOR PERMISSION TO CONDUCT A RESEARCH STUDY AT SERVICE CENTRES IN 

THE WESTERN CAPE 

I am a qualified physiotherapist employed at the University of Cape Town as a clinical educator 

working in the area of geriatrics. I am currently registered for MSc Physiotherapy by 

dissertation and the title of my thesis is: ‘An exploration of services and member profiles at 

Senior Service Centres in the Western Cape, South Africa’. Please see information below 

pertaining to the intended study for your perusal. 

Background 

The generation of older persons (elderly) is rapidly increasing with African countries 

experiencing the fastest growing population in the world. South Africa has the continents 

highest percentage of older persons, with the Western Cape making up 8.7% of the total 

national population. Ageing of populations is unfolding amidst widespread economic strain 

where the elderly face many challenges and are vulnerable to poor health outcomes (including 

ill health and disability relating to chronic non-communicable diseases like hypertension, 

diabetes, high cholesterol, obesity, tobacco and alcohol abuse), poor social support, altered 

family structures, poverty, abuse, the impact of HIV/AIDS and poor living conditions. These 

problems are worsened by a lack of infrastructure and services within the community and 

eventually contribute significantly to their loneliness and isolation.  
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Globally, governments are becoming increasingly sensitive to the consequences of ageing and 

are more aware that the average life expectancy of its citizens will continue to increase. Thus 

in order to ensure that older persons enjoy good quality of life and age successfully, global 

policies on ageing recommend that services and programmes directed at the elderly should 

focus on improving psychosocial well-being, quality of life and independence.  

It is also suggested that health promotion strategies should facilitate the prevention of disease 

and disability in the elderly, while ensuring the enablement of physical and social 

environments. Thus, in order to understand the health, welfare and social support needs of 

the elderly, their health status, functioning and quality of life needs to be measured. 

Service centres support successful ageing by providing a wide range of opportunities for 

health, social, recreational and educational services for the elderly, as well as volunteer 

development advocacy and outreach. Attendance at these centres have also been found to 

improve psychological wellbeing, satisfy social needs, improve friendships and stress levels, 

as well as contribute to a positive perception of general health and wellbeing.  

Service centres were developed internationally but have now become increasingly popular in 

South Africa. Previous correspondences with your department indicated that there is an 

incomplete national data base on service centres and programmes implemented at these 

centres. However, in the Western Cape there are 200 registered service centres distributed 

across various districts and municipalities. Although these service centres cater for a variation 

in the population it serves, there is very little information available on needs-based service 

provision. In addition, organisational structures, designs and services, as well as voluntary 

membership vary in characteristics at these services and therefore it is unclear what the 

possible links are between characteristics of members and services provided. Details on how 

these service centres are managed, as well as their programme delivery are also unclear.  

Purpose of the study 

The purpose of this study is to explore the characteristics of service centres for older persons 

and the services provided at these facilities. This includes determining its organisational 

structures, the managers’ profile, their perception of the needs of elderly members at the 

centre and types of services offered. In addition, this study also aims to gain an understanding 

of the older persons’ (members) health and well-being, their health care needs and demand 
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for services, as well as determine if programmes offered are relevant and cater for their needs. 

Exploration of the social demographic profile of members at the service centres will provide 

information pertaining to the economic background and psychosocial characteristics that 

could impact health care needs.  

Procedure for the study 

Participants (managers and members of service centres) will be recruited from the provincial 

database of 200 service centres within the five districts and Cape Metropole in the Western 

Cape. However, due to time constraints and limited resources, only a selected sample of 

service centres will be included in this study (see attached list). Participants (managers and 

members of service centres) will be interviewed by the researcher or trained fieldworkers in 

their preferred language and assisted to complete a questionnaire. These fieldworkers would 

receive procedural training, will be required to provide their written informed consent to 

assist with the study and also be requested to complete and sign a confidentiality agreement 

as a method to protect the rights of those who participate in the study. Individual consent will 

be obtained from each participant and confidentiality assured at all times. 

Once permission is obtained from your office to proceed with this study, it is my intention to 

notify the district office of the intended study and recruit support from individual managers 

and members of the selected centres. Data will be collected on a day, time and venue agreed 

upon by myself and the manager at each individual service centre. Provision will also be made 

for alternate meeting dates should it be required.  

Potential benefits of the study 

Information obtained from this study will inform the development of health-related 

interventions and programmes at these service centres that are based on the needs of 

members. Developed programmes could therefore benefit both participants and future users 

of these facilities by aiming to impact on autonomy and independence, as well as facilitate 

well- being and quality of life. Since this study also forms part of national study, the outcomes 

could be used as a model to guide similar research within service centres in other provinces 

in South Africa. Information obtained from participants will therefore be included in the 

national research study. 
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I would hereby like to request your support and permission to conduct the above-mentioned 

research study at the selected service centres in the Western Cape. Ethical approval to 

conduct this study has been received – Reference: HREC REF: 663/2014. Permission has also 

been granted by the National Department of Social Development. A copy of a detailed 

research protocol is available on request. If you have any questions regarding the study, please 

feel free to contact me, Fahmida Harris, my supervisors (Professor Amosun/Dr Kalula) or the 

chairperson of the UCT Research Ethics Committee, Professor Blockman.  

Thank you. 

Kind regards 

_______________________ 

Ms Fahmida Harris 

Details of researcher 

Title: Ms  Surname: Harris  Name: Fahmida  

Tel:  021 691 8313 (h)   021 406 7679 (w) 

Fax:  021 406 6323 (w)   Cell: 082 777 0793 

Email:  fahmida.harris@uct.ac.za 

Address: Division of Physiotherapy, Department of Health and Rehabilitation Sciences, 

F45, Old Main Building, GSH, Observatory. 7945 

Details of supervisors 

Professor Seyi Ladele Amosun   Dr Sebastiana Kalula 

Research Supervisor    Research Co-Supervisor  

Cell: 082 777 3877    Cell: 083 516 0961 

Email: seyi.amosun@uct.ac.za  Email: sebastiana.kalula@uct.ac.za 

______________________________  ______________________________ 

Professor Marc Blockman 

UCT Research Ethics Committee 

Tel: 021 406 6338 

Email: marc.blockman@uct.ac.za 

_____________________________ 

mailto:fahmida.harris@uct.ac.za
mailto:seyi.amosun@uct.ac.za
mailto:sebastiana.kalula@uct.ac.za
mailto:marc.blockman@uct.ac.za
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Appendix 5: Letter to Service Centre Managers (Request for participation of service 

centre in study) 

Manager  

Service Centre for Older Persons 

 

Date: ______________ 

Dear Sir / Madam 

RE: NOTIFICATION OF RESEARCH STUDY TO BE CONDUCTED AT SERVICE CENTRES IN THE 

WESTERN CAPE 

I am a qualified physiotherapist employed at the University of Cape Town as a clinical educator 

working in the area of geriatrics. I am currently registered for MSc Physiotherapy by 

dissertation and the title of my thesis is: ‘An exploration of services and member profiles at 

Senior Service Centres in the Western Cape, South Africa’. 

Please be herewith notified of my intention to conduct a research study at selected service 

centres (find list attached) that are under your supervision in the _______________ district. 

These service centres were recruited from a provincial database of 200 service centres within 

the five districts and Cape Metropole in the Western Cape. Find attached the approval 

documentation from the Department of Social Development (DSD).  

Service centres are distributed across various districts/municipalities and accessibility to 

means of communication is not clear. It is therefore requested from you to provide me with 

this information in order to arrange a meeting with the centre manager. Your support to 

recruit participating managers will be highly appreciated. Please see information below 

pertaining to the intended study for your perusal. 

Background 

The generation of older persons (elderly) is rapidly increasing with African countries 

experiencing the fastest growing population in the world. South Africa has the continents 

highest percentage of older persons, with the Western Cape making up 8.7% of the total 

national population. Ageing of populations is unfolding amidst widespread economic strain 
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where the elderly face many challenges and are vulnerable to poor health outcomes (including 

ill health and disability relating to chronic non-communicable diseases like hypertension, 

diabetes, high cholesterol, obesity, tobacco and alcohol abuse), poor social support, altered 

family structures, poverty, abuse, the impact of HIV/AIDS and poor living conditions. These 

problems are worsened by a lack of infrastructure and services within the community and 

eventually contribute significantly to their loneliness and isolation.  

Globally, governments are becoming increasingly sensitive to the consequences of ageing and 

are more aware that the average life expectancy of its citizens will continue to increase. Thus 

in order to ensure that older persons enjoy good quality of life and age successfully, global 

policies on ageing recommend that services and programmes directed at the elderly should 

focus on improving psychosocial well-being, quality of life and independence. It is also 

suggested that health promotion strategies should facilitate the prevention of disease and 

disability in the elderly, while ensuring the enablement of physical and social environments. 

Thus, in order to understand the health, welfare and social support needs of the elderly, their 

health status, functioning and quality of life needs to be measured. 

Service centres support successful ageing by providing a wide range of opportunities for 

health, social, recreational and educational services for the elderly, as well as volunteer 

development advocacy and outreach. Attendance at these centres have also been found to 

improve psychological wellbeing, satisfy social needs, improve friendships and stress levels, 

as well as contribute to a positive perception of general health and wellbeing.  

Service centres were developed internationally but have now become increasingly popular in 

South Africa. Although these service centres cater for a variation in the population it serves, 

there is very little information available on needs-based service provision. In addition, 

organisational structures, designs and services, as well as voluntary membership vary in 

characteristics at these services and therefore it is unclear what the possible links are between 

characteristics of members and services provided. Details on how these service centres are 

managed, as well as their programme delivery are also unclear.  

Purpose of the study 

The purpose of this study is to explore the characteristics of service centres for older persons 

and the services provided at these facilities. This includes determining its organisational 
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structures, the managers’ profile, their perception of the needs of elderly members at the 

centre and types of services offered. In addition, this study also aims to gain an understanding 

of the older persons’ (members) health and well-being, their health care needs and demand 

for services, as well as determine if programmes offered are relevant and cater for their needs. 

Exploration of the social demographic profile of members at the service centres will provide 

information pertaining to the economic background and psychosocial characteristics that 

could impact health care needs.  

Procedure for the study 

Data will be collected on a day, time and venue agreed upon by the researcher and the 

manager at each individual service centre. Provision will also be made for alternate meeting 

dates should it be required. Participants (managers and members of service centres) will be 

interviewed by the researcher or trained fieldworkers in their preferred language and assisted 

to complete a questionnaire. Please note that fieldworkers will receive procedural training 

and be required to provide their written informed consent to assist with the study. They will 

also be requested to complete and sign a confidentiality agreement as a method to protect 

the rights of those who participate in the study. Individual consent will be also be obtained 

from each participant and their confidentiality assured at all times. 

Potential benefits of the study 

Information obtained from this study will inform the development of health-related 

interventions and programmes at these service centres that are based on the needs of 

members. Developed programmes could therefore benefit both participants and future users 

of these facilities by aiming to impact on autonomy and independence, as well as facilitate 

well- being and quality of life. Since this study also forms part of national study, the outcomes 

could be used as a model to guide similar research within service centres in other provinces 

in South Africa. Information obtained from participants will therefore be included in the 

national research study. 

I would hereby like to request your support to conduct the above-mentioned research study 

at your selected service centre. Ethical approval to conduct this study has been received – 

Reference: HREC REF: 663/2014. A copy of a detailed research protocol is available on request.  
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If you have any questions regarding the study, please feel free to contact me, Fahmida Harris, 

my supervisors (Professor Amosun/Dr Kalula) or the chairperson of the UCT Research Ethics 

Committee, Professor Blockman.  

Thank you. 

Kind regards 

Ms Fahmida Harris 

Details of researcher 

Title: Ms  Surname: Harris  Name: Fahmida  

Tel:  021 691 8313 (h)   021 406 7679 (w) 

Fax:  021 406 6323 (w)   Cell: 082 777 0793 

Email:  fahmida.harris@uct.ac.za 

Address: Division of Physiotherapy, Department of Health and Rehabilitation Sciences, 

F45, Old Main Building, GSH, Observatory. 7945 

 

Details of supervisors 

Professor Seyi Ladele Amosun   Dr Sebastiana Kalula  

Research Supervisor    Research Co-Supervisor  

Cell: 082 777 3877    Cell: 083 516 0961  

Email: seyi.amosun@uct.ac.za  Email: sebastiana.kalula@uct.ac.za 

______________________________  ______________________________ 

Professor Marc Blockman 

UCT Research Ethics Committee 

Tel: 021 406 6338 

Email: marc.blockman@uct.ac.za 

________________________________ 
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mailto:seyi.amosun@uct.ac.za
mailto:sebastiana.kalula@uct.ac.za
mailto:marc.blockman@uct.ac.za
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Appendix 6: Information sheet – Managers of Service Centres for Older Persons 

Title: ‘An exploration of services and member profiles at Senior Service Centres in the Western 

Cape, South Africa’ 

Division of Physiotherapy 

Department of Health & Rehabilitation Sciences 

F45, Old Main Building 

GSH, Observatory 

 7925 

Date: ________________ 

Dear Sir / Madam 

Re: Participation in Research Study  

As part of the requirements in fulfilment of a Master’s degree at the University of Cape Town, 

I am conducting a study to explore the characteristics of service centres for older persons in 

the Western Cape, the managers of the centres, and the services provided by the centres.  

This study also aims to gain an understanding of the older persons’(members) health and well-

being, their health care needs and demand for services. It is intended that the results of this 

study will contribute to the development of interventions and programmes at the service 

centres, based on the needs of the older persons they serve. Information obtained from this 

study may be included in a national research study and will be publicised. 

As a result of your affiliation to a senior service centre, your name was selected at random 

from a list of registered service centres in the Western Cape. Although research findings of 

this study will benefit future members of service centres, there is no direct benefit to you as 

a participant. Participation in this study is voluntary and will not negatively affect your 

employment at the service centre, neither is there any known health related or physical risk 

of injury to yourself. 

Trained fieldworkers or I will meet with you at a date and time agreed upon. You will be given 

a written consent form to complete and sign. This indicates that you understand how the study 

will be carried out, the implications and consequences of your participation, and that you are 

willing to participate in the study. Thereafter, you will be assisted to complete a questionnaire 
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that will be in a language that will be easily understood. The questionnaire requests 

information about you as the manager of the centre, the structure of the centre, and the 

services provided by the centre to its members. This process should take approximately 15 

minutes to complete. Please note that we will be available to clarify any questions you may 

have. You can also refuse to answer any questions that make you uncomfortable.  

Information will be kept confidential. Your name is only on the informed consent form and 

will not be paired or reflected with the results of this study. Only information provided by you 

will be represented. The data will be stored in a password protected database, will only be 

available to researchers involved in the study, and will be destroyed once the study is 

completed. Please note that should you wish to withdraw from the study, you will be able to 

do so only before data is submitted.  

Thank you in advance for your co-operation. If you would like a summary of our findings, it 

will be made available to you via the Department of Social Development, its individual 

provincial and district offices, as well as your affiliated service centre. 

If you have any questions regarding the study, please feel free to contact me, Fahmida Harris, 

or my supervisors (Professor Amosun/Dr Kalula). This study has been approved by the Human 

Research Ethics Committee (HREC), Faculty of Health Sciences at the University of Cape Town. 

Should you have any questions or concerns about your rights or welfare as research 

participants, you may contact the HREC chairperson.  

Sincerely 

___________________________ 

Fahmida Harris (principal researcher) 

BSc Physiotherapy, Clinical Educator, UCT 

Tel: 021 406 7679 / 082 777 0793 

Fax: 021 406 6323 

Email: fahmida.harris@uct.ac.za 

Division of Physiotherapy, Department of Health and Rehabilitation Sciences, F45, Old Main 

Building, GSH, Observatory, 7945 

Supervisors 

Prof Seyi Ladele Amosun (Tel: 082 777 3877) 

mailto:fahmida.harris@uct.ac.za
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seyi.amosun@uct.ac.za 

Dr Sebastiana Kalula (Tel: 083 516 0961) 

sebastiana.kalula@uct.ac.za 

HREC Chairperson 

Prof Marc Blockman (Tel: 021 406 6338) 

marc.blockman@uct.ac.za 
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Appendix 7: Managers Informed Consent Form 

Participant Informed Consent Form – Managers of service centres for older persons 

TITLE: ‘An exploration of services and member profiles at Senior Service Centres in the 

Western Cape, South Africa’ 

I, _____________________________________ (full name and surname), have read / have 

had read to me by ____________________________________ (full name and surname), the 

information sheet regarding participation in a research study conducted by a masters student 

at the University of Cape Town. The objectives of the study have been described to me in a 

language that I understand. I understand what is required of me and I have had all my 

questions answered. I do not feel that I am forced to take part in this study and am doing so 

out of my own free will. I know that my identity will not be disclosed, and that I can withdraw 

at any time if I so wish, provided it is before data is entered. This will have no bad 

consequences for me. I acknowledge that I will not benefit directly from participating in this 

study. 

Should I have further questions about this research study, I may contact:  

Fahmida Harris (Researcher) Tel: 021 406 7679 Fax: 021 406 6323 

    Cell: 082 777 07 93 Email: fahmida.harris@uct.ac.za 

Should I have any questions or concerns about my rights or welfare as a participant in this 

research study, I may contact: Professor Marc Blockman (Chairperson of the Human Research 

Ethics Committee, Faculty of Health Sciences, University of Cape Town)  

Tel: 021 406 6411 Email: marc.blockman@uct.ac.za 

Participant Name: ______________________________________________ 

 

Signed/Thumbprint: _______________________________ at ________________________ 

(place) on  

________________________ (date) 

mailto:fahmida.harris@uct.ac.za
mailto:marc.blockman@uct.ac.za
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Researcher / Field Worker Name: __________________________________ 

Signed: _______________________________ at _________________________ (place) on  

________________________ (date) 

 

Witness Name: __________________________________________________ 

I hereby attest that the abovementioned participant has understood the consent process and 

has willingly agreed to participate in this study. 

Signed: _______________________________ at _________________________ (place) on  

________________________ (date) 
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Appendix 8: Information sheet – Members of Service Centres for Older Persons 

Title: ‘An exploration of services and member profiles at Senior Service Centres in the Western 

Cape, South Africa’ 

Division of Physiotherapy 

Department of Health & Rehabilitation Sciences 

F45, Old Main Building 

GSH, Observatory 

 7925 

Date: ________________ 

Dear Sir / Madam 

Re: Participation in Research Study  

I am a student completing my postgraduate master’s degree at the University of Cape Town, 

I am conducting a study to explore the profile of members at service centres for older persons 

in the Western Cape, as well as the characteristics of managers and services provided. 

This study aims to gain an understanding of the needs and functional abilities of older persons 

who are members at these centres. It is intended that the results of this study will provide 

information on whether the needs of members attending the centres are met. Information 

obtained from this study may be included in a national research study and will be publicised. 

The service centre at which you are a member was selected at random from a list of registered 

service centres in the Western Cape. Thus, as a result of your affiliation you were afforded the 

opportunity to partake in this study. Although research findings of this study will provide 

insight into the management of service centres, there is no direct benefit to you as a 

participant. Your participation in this study is voluntary and will not negatively affect your 

membership at the service centre, neither is there any known health related or physical risk 

of injury to yourself. 

Trained fieldworkers or I will meet with you at a date and time agreed upon. You will be given 

a written consent form to complete and sign. This indicates that you understand how the study 

will be carried out, the implications and consequences of your participation, and that you are 

willing to participate in the study. Thereafter, you will be assisted to complete three 

questionnaires that will be in a language that will be easily understood. The questionnaires 
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request information about yourself, your quality of life, your abilities and challenges you may 

be facing. This process should take approximately 45 minutes to complete. Please note that 

we will be available to clarify any questions you may have. You can also refuse to answer any 

questions that make you uncomfortable.  

Information will be kept confidential. Your name is only on the informed consent form and 

will not be paired or reflected with the results of this study. Only information provided by you 

will be represented.  

The data will be stored in a password protected database, will only be available to researchers 

involved in the study, and will be destroyed once the study is completed. Please note that 

should you wish to withdraw from the study, you will be able to do so only before data is 

submitted.  

Thank you in advance for your co-operation. If you would like a summary of our findings, it 

will be made available to you via the Department of Social Development, its individual 

provincial and district offices, as well as your affiliated service centre. 

If you have any questions regarding the study, please feel free to contact me, Fahmida Harris, 

or my supervisors (Professor Amosun/Dr Kalula). This study has been approved by the Human 

Research Ethics Committee (HREC), Faculty of Health Sciences at the University of Cape Town. 

Should you have any questions or concerns about your rights or welfare as research 

participants, you may contact the HREC chairperson.  

Sincerely 

___________________________ 

Fahmida Harris (principal researcher) 

BSc Physiotherapy, Clinical Educator, UCT 

Tel: 021 406 7679 / 082 777 0793 

Fax: 021 406 6323 

Email: fahmida.harris@uct.ac.za 

Division of Physiotherapy, Department of Health and Rehabilitation Sciences, F45, Old Main 

Building, GSH, Observatory, 7945 

 

mailto:fahmida.harris@uct.ac.za
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Supervisors 

Prof Seyi Ladele Amosun (Tel: 082 777 3877) 

seyi.amosun@uct.ac.za 

Dr Sebastiana Kalula (Tel: 083 516 0961) 

sebastiana.kalula@uct.ac.za 

 

HREC Chairperson 

Prof Marc Blockman (Tel: 021 406 6338) 

marc.blockman@uct.ac.za 
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Appendix 9: Members Informed Consent Form 

TITLE: ‘An exploration of services and member profiles at Senior Service Centres in the Western 

Cape, South Africa’ 

I, _____________________________________ (full name and surname), have read / have 

had read to me by ____________________________________ (full name and surname), the 

information sheet regarding participation in a research study conducted by a masters student 

at the University of Cape Town. The objectives of the study have been described to me in a 

language that I understand. I understand what is required of me and I have had all my 

questions answered. I do not feel that I am forced to take part in this study and am doing so 

out of my own free will. I know that my identity will not be disclosed, and that I can withdraw 

at any time if I so wish, provided it is before data is entered. This will have no bad 

consequences for me. I acknowledge that I will not benefit directly from participating in this 

study. 

Should I have further questions about this research study, I may contact:  

Fahmida Harris (Researcher) Tel: 021 406 7679 Fax: 021 406 6323 

     Cell: 082 777 07 93 Email: fahmida.harris@uct.ac.za 

Should I have any questions or concerns about my rights or welfare as a participant in this 

research study, I may contact: 

Professor Marc Blockman (Chairperson of the Human Research Ethics Committee, Faculty of 

Health Sciences, University of Cape Town) Tel: 021 406 6411 Email: 

marc.blockman@uct.ac.za 

Participant name: ______________________________________________ 

Signed: _______________________________ at ________________________ (place) on 

________________________ (date) 

Researcher / Field worker name: __________________________________ 

Signed: _______________________________ at _________________________ (place) on 

________________________ (date) 

 

mailto:fahmida.harris@uct.ac.za
mailto:marc.blockman@uct.ac.za
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I have witnessed the accurate reading of the consent form to __________________________ 

(participant member), and the individual has had the opportunity to ask questions. I hereby 

attest that he/she has understood the consent process and has willingly agreed to participate 

in this study. 

Name of witness: ______________________________   Thumbprint of Participant:

  

Signed: _______________________________ 

at _________________________ (place) on  

________________________ (date) 
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Appendix 10: Questionnaire Phase 1 (Modified Self-developed) 

QUESTIONNAIRE: EXPLORING SERVICE CENTRES FOR OLDER PERSONS – PHASE 1 

Characteristics of Senior Service Centres (Please tick correct option) 

3. Allocated number of the service centre: _________________ 

4. Name of the district in which the centre is located: _______________ 

5. What is the organisational structure of the service centre? 

Government 

1 

Non- Profit 

2 

Private 

3 

Others 

4 

If 4, please specify: 

_________________________________________________________ 

6. Where is the location of the centre? 

Urban 

1 

Rural 

2 

Mixed 

3 

7. When was this centre started? 

Please specify _________________ 

8. When was this centre registered with the Department of Social Development? 

__________ 

9.  What organisation is the centre affiliated to? 

(a) Health care organisations 

(b) Social development organisations 

(c) Religious organisations 

(d) None  

(e) Others, please specify __________________________ 

10. Is the community involved in the centre? 

(a) Yes 

(b) No 
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(c) Sometimes 

(d) Not Sure 

11. How many members belong to the centre? (Please give an average number) ________ 

12. What is the predominant gender of the members of the centre? 

(a) Female 

(b) Male 

(c) Mixed 

13. What are the needs of the members of the centre that the centre attempts to meet? 

Please specify, 

 

 

 

 

14. What is the title of the person in charge of the delivery of programs offered by the centre? 

(a) Centre director 

(b) Activity director 

(c) Site manager 

(d) Administrator 

(e) Site supervisor 

(f) Other (please specify) _____________________ 

15. What is the status of employment of the person in charge of programme delivery? 

(a) Full time 

(b) Part time 

(c) Permanent 

(d) Temporary 

(e) Contract 

(f) Unknown 
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(g) Other (Please specify) _____________________ 

16. What is the highest educational qualification of the person in charge of programme 

delivery? 

(a) Primary School 

(b) High School 

(c) College 

(d) University graduate (bachelor or masters) 

(e) Others 

(f) Unknown 

(g) None 

17. What type of remuneration is available for the person in charge of programme delivery? 

Paid Salary 

1 

Volunteer 

2 

Unknown 

3 

18. What types of staff support are available for programme delivery (multiple responses 

allowed) 

(a) Volunteers 

(b) Staff paid by centre 

(c) Contract employees 

(d) Peer leaders 

(e) Professionals 

(f) Students 

(g) Staff from another organisation 

(h) None 

19. Do members pay to belong to this centre? 

Yes 

1 

No 

2 

Not sure 

3 
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20. Do you have an annual budget to run this centre? 

Yes 

1 

No 

2 

Not sure 

3 

 

21. If yes, how much is the budget? ______________________ 

22. From where does the centre obtain the funds to function? (multiple responses allowed) 

(a) Government ____________ 

(b) Members ____________ 

(c) Public donors ____________ 

(d) Donor organisations ____________ 

(e) Other ____________ 

23. If funds are obtained from multiple sources, what proportion of your annual budget 

comes from each source? 

(a) Government ___________ 

(b) Members ___________ 

(c) Public donors  ___________ 

(d) Donors organisations ___________ 

(e) Other  ___________ 

24.  What do you spend your annual budget on? (multiple responses allowed) 

(a) Salaries of staff ___________ 

(b) Meeting the needs of members ___________ 

(c) Upkeep of office/meeting space ___________ 

(d) Other  ___________ 

25. What proportion of your budget is spent on each expenditure item? 

(a) Salaries of staff    __________ 

(b) Meeting the needs of members __________ 

(c) Upkeep of office/meeting space __________ 
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(d) Others    __________ 

26. What factors influence the types of programs the centre offers? (multiple responses 

allowed) 

(a) Interest of clients 

(b) Needs of clients 

(c) Mandated 

(d) Other (please specify) ________________ 

27. Did the person responsible for programme delivery receive any training towards 

managing the centre? 

(a) Yes 

(b) No 

(c) Not sure 

28. If yes, describe the training received (content, length of training)  

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 

29. Do you think a training programme is needed? 

(a) Yes 

(b) No 

(c) Not sure 

30. What should the training programme consist of? Please describe:  

 

 

 

 

 

31. Which of the following programmes are offered by the centre? (Please respond either Yes 

or No) 
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Blood pressure monitoring ______ Cholesterol screening ______ 

Glucose testing ______ Vision/hearing screening ______ 

Nutrition programmes ______ Safety programmes in medication use ______ 

Fall risk screening ______ Home safety programmes ______ 

Education programmes for 

caregivers 

 

______ 

Chronic disease self-management ______ 

Education programmes for 

members 

 

______ 

Balance and/or strength exercise ______ 

Dance and/or aerobics ______ Walking programmes ______ 

Yoga, Pilates and/or stretch 

exercise 

 

______ 

Swim and/or water aerobics ______ 

Arts and craft design ______ Social activities ______ 

Social work service  ______ Information on housing ______ 

Guardianship for members 

without families 

 

______ 

Transport ______ 

Outreach programmes to 

find other older persons 

 

______ 

Others: (please specify) ______ 

32. Are these services provided in the local languages of the members? 

(a) Yes 

(b) No 

(c) Not sure 
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Appendix 11: Questionnaire Phase 2 (Self-developed) 

QUESTIONNAIRE: EXPLORING THE PROFILE OF MEMBERS OF SERVICE CENTRES IN PHASE 2 

(Please tick correct option) 

1. Allocated number of the service centre _____ 

1. Name of the district in which the centres is located _______ 

2. How long have you been a member in this centre? _______ 

3. What is your gender?   

Male Female 

4. What is your date of birth? _____/_____/_____ (Day/Month/Year) 

5. What is the highest level of education you received?  

None at all 

1 

Primary school 

2 

Secondary school 

3 

Tertiary 

4 

6. What is your marital status? 

Never married 

1 

Married 

2 

Separated 

3 

Divorced 

4 

Widowed 

5 

7. Who are you living with? 

Alone 

1 

Spouse 

2 

Children 

3 

Extended 

family 

4 

Other (please 

specify) 

5 

If Other, please specify ___________________________ 

8. From where do you obtain resources to look after yourself? (you may tick more than one 

response) 

Old age grant 

1 

Pension 

2 

Spouse 

3 

Children 

4 

Family 

5 

Other (please specify) 

6 

If Other, please specify _____________________________ 

9. Are you employed at the moment? (Working and getting paid?) 

Yes 

1 

No 

2 

Sometimes 

3 

Not sure 

4 
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10. If you are employed, please describe what your work entails. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

11. Do you use tobacco? (smoking, snuffing or chewing) 

No, I do not use 

tobacco 

1 

Yes, I do everyday 

 

2 

Yes, I do 3 times a 

week 

3 

Yes, I do 5 times a 

week 

4 

12. Do you take alcohol?  

No, I do not take 

alcohol 

1 

Yes, I do 

everyday 

2 

Yes, I do 3 times a 

week 

3 

Yes, I do 5 times a 

week 

4 

13. Do you eat fruits?  

No, I do not eat fruits 

1 

Yes, I do 

everyday 

2 

Yes, I do 3 times a 

week 

3 

Yes, I do 5 times a 

week 

4 

14. Do you eat vegetables?  

No, I do not eat 

vegetables 

1 

Yes, I do everyday 

2 

Yes, I do 3 times a 

week 

3 

Yes, I do 5 times a 

week 

4 

15. Identify your favourite activities that you partake in  

 Reading ____ Watching TV ____ 

 Walking ____ Gardening ____ 

 Farming ____ Dancing ____ 

 Exercise class ____ Swimming ____ 

 Sewing ____ Story telling ____ 

 Knitting ____ Listening to radio ____ 

 Running ____ Jogging ____ 

 Travelling ____ Playing games ____ 

 Driving ____ Cycling ____ 

 Arts and crafts ____ Sports ____ 
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 Cooking ____ Baby sitting ____ 

 Volunteer work ____ Drama/acting ____ 

 Other (please specify) ____   

16. Do you have any of the following medical conditions?  

 Hypertension ____ Diabetes ____ 

 Asthma ____ Heart disease ____ 

 Blindness ____ Osteoporosis ____ 

 Dizziness/fainting ____ Arthritis ____ 

 Lower leg amputation ____ Stroke ____ 

 Falls ____ Cataracts ____ 

 Visually impaired ____ Other (please specify) ____ 

17. Who diagnosed the medical condition? 

 Doctor ____ Nurse ____ 

 Health care professional ____ Native doctor ____ 

 Self ____ Friend ____ 

 Other (please specify) ____   

18. Can you hear when someone talks to you? 

Yes, my hearing is 

good 

1 

Yes, but not always 

2 

No, never 

3 

Not sure 

4 

19. Can you follow the conversation when you are with several people? 

Yes, I do 

1 

Yes, but not always 

2 

No, never 

3 

Not sure 

4 

20. How much difficulty do you have in seeing and recognising an object or a person you know 

across the road?  

None 

1 

Mild 

2 

Moderate 

3 

Severe 

4 

Extreme/cannot do 

5 

21. How much difficulty do you have in seeing and recognising an object at arms lengths for 

example, reading or sewing?  

None 

1 

Mild 

2 

Moderate 

3 

Severe 

4 

Extreme/cannot do 

5 
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22. Do you lose control of your urine? 

Yes 

1 

No 

2 

Not sure 

3 

23. Can you stand without support for one minute?  

Yes 

1 

No 

2 

Not sure 

3 

24. Can you stand with support for one minute?  

Yes 

1 

No 

2 

Not sure 

3 

25. Can you walk without support for 10 minutes? 

Yes 

1 

No 

2 

Not sure 

3 

26. Can you walk with support for 10 minutes? 

Yes 

1 

No 

2 

Not sure 

3 

27. Have you fallen within the past year? 

Yes 

1 

No 

2 

Not sure 

3 

28. Do you know why you fell? 

Yes 

1 

No 

2 

Not sure 

3 

If Yes, please comment:_____________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

29. Are you afraid of falling? 

Yes 

1 

No 

2 

Not sure 

3 

30. Are you currently taking any medications? 

Yes 

1 

No 

2 

Not sure 

3 

31. Do you know the reason why you are on medication?  

I am not on medication 

1 

Yes, I know 

2 

No, I do not know 

3 

I am not sure 

4 
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32. Who prescribed the medication for you? (please specify) ___________________ 

33. Do you take medication you bought across the counter?  

Yes 

1 

No 

2 

Not sure 

3 

34. Do you remember to take your medication regularly? 

I am not on 

medication 

1 

I remember 

2 

No, I do not 

3 

Sometimes 

4 

No response 

5 

35. Do you feel you have an adequate social support system? 

Yes, I do 

1 

No, I do not 

2 

Sometimes 

3 

Not sure 

4 

No response 

5 

36. Would you describe yourself as being engaged in your community? 

Yes, I am 

1 

No, I am not 

2 

Sometimes 

3 

Not sure 

4 

No response 

5 

37. If so, in what are you involved in? (Example: attending community meetings; assisting 

people in need etc.) 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

38. In the past month have you, 

  Yes No Cannot 

say 

a Spent time doing a hobby (something you like 

doing)? 

 

_____ 

 

_____ 

 

_____ 

b Gone out for a walk or an outing/excursion? _____ _____ _____ 

c Gone out to visit friends and relatives? _____ _____ _____ 

d Received visits from relatives and friends in your 

home? 

 

_____ 

 

_____ 

 

_____ 

e Watch television or listen to radio? _____ _____ _____ 

f Done unpaid community/volunteer work? _____ _____ _____ 

g Helped a family member or friend/neighbour? _____ _____ _____ 
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h Gone to a prayer group/mosque/place of worship? _____ _____ _____ 

39. Please describe your plans for the immediate future? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Appendix 12: Questionnaire Phase 2 (WHOQOLBREF)  

Please read each question, assess your feelings, and circle the number on the scale for each question 

that gives the best answer for you. This assessment asks how you feel about your quality of life, health, 

or other areas of your life. Please answer all the questions. If you are unsure about which response to 

give to a question, please choose the one that appears most appropriate. Please keep in mind your 

standards, hopes, pleasures and concerns. We ask that you think about your life in the last four weeks. 

1. How would you rate your quality of life? 

Very dissatisfied Dissatisfied 

Neither 

satisfied nor 

dissatisfied Satisfied Very satisfied 

1 2 3 4 5 

2. How satisfied are you with your health? 

Very dissatisfied Dissatisfied 

Neither 

satisfied nor 

dissatisfied Satisfied Very satisfied 

1 2 3 4 5 

 

The following questions ask about how much you have experienced certain things in the last four 

weeks: 

3. To what extent do you feel that physical pain prevents you from doing what you need to do? 

I have no 

physical pain 

Pain has not 

prevented me A little extent Much extent Not sure 

1 2 3 4 5 

4. How much do you need any medical treatment to function in your daily life? 

I do not need 

medical treatment Some treatment Much treatment Not sure 

1 2 3 4 

5. How much do you enjoy life? 

I do not enjoy life 

1 

A little 

2 

Much 

3 

Not sure 

4 
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6. To what extent do you feel your life to be meaningful? 

My life is not 

meaningful 

1 

Meaningful a 

little 

2 

Very meaningful 

3 

Not sure 

4 

7. How well are you able to concentrate? 

Not at all 

1 

A little 

2 

A moderate 

amount 

3 

Very much 

4 

Extremely 

5 

8. How safe do you feel in your daily life? 

Not at all 

1 

A little 

2 

A moderate 

amount 

3 

Very much 

4 

Extremely 

5 

9. Does your physical environment contribute to your illness or health? 

Contributes to my illness 

1 

Contributes to my healthy state 

2 

Not sure 

3 

 

The following questions ask about how completely you experience or were able to do certain things in 

the last four weeks: 

10. Do you have enough energy for everyday life? 

Not at all 

1 

A little 

2 

Moderately 

3 

Mostly 

4 

Completely 

5 

11. Are you able to accept your bodily appearance? 

Not at all 

1 

A little 

2 

Moderately 

3 

Mostly 

4 

Completely 

5 

12. Have you enough money to meet your needs? 

Not at all 

1 

A little 

2 

A moderate 

amount 

3 

Mostly 

4 

Completely 

5 

13. How available to you is information that you need in your day to day life? 

Not at all 

1 

A little 

2 

Moderately 

3 

Mostly 

4 

Completely 

5 
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14. To what extent do you have the opportunity for leisure activities? 

Not at all 

1 

A little 

2 

Moderately 

3 

Mostly 

4 

Completely 

5 

15. How well are you able to get around? 

Very poor 

1 

Poor 

2 

Neither poor 

nor good 

3 

Good 

4 

Very good 

5 

16. How satisfied are you with your sleep? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 

17. How satisfied are you with your ability to perform your daily living activities? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 

18. How satisfied are you with your capacity for work? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 

19. How satisfied are you with yourself? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 

20. How satisfied are you with your personal relationships? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 
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21. How satisfied are you with your sex life? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 

22. How satisfied are you with the support from friends? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 

23. How satisfied are you with your access to hospital, clinics to receive health care? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 

24. How satisfied are you with your transport? 

Very dissatisfied 

1 

Dissatisfied 

2 

Neither 

satisfied nor 

dissatisfied 

3 

Satisfied 

4 

Very satisfied 

5 

 

The following question refers to how often you have felt or experienced certain things in the last four 

weeks: 

25. How often do you have negative feelings such as blue mood, despair, anxiety, and depression? 

Never 

1 

Seldom 

2 

Quite often 

3 

Very often 

4 

Always 

5 
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Appendix 13: Questionnaire Phase 2 (WHODAS II) 

In the past 30 days, how much difficulty 

did you have in: 

None Mild Moderate Severe Extreme / 

cannot do 

Standing for long periods such as 30 mins 1 2 3 4 5 

Taking care of your household 

responsibilities 

1 2 3 4 5 

Learning a new task, for example learning 

how to get to a new place? 

1 2 3 4 5 

How much of a problem did you have 

joining in community activities (eg 

festivities, religious or other activities) in 

the same way as anyone else can? 

1 2 3 4 5 

How much have you been emotionally 

affected by your health problems? 

1 2 3 4 5 

 

In the past 30 days, how much 

difficulty did you have in: 

None Mild Moderate Severe Extreme / 

cannot do 

Concentrating on doing something for 

10 minutes? 

1 2 3 4 5 

 

Walking a long distance such as a 

kilometre (or equivalent)? 

1 2 3 4 5 

Washing your whole body? 1 2 3 4 5 

Getting dressed? 1 2 3 4 5 

Dealing with people you do not know? 1 2 3 4 5 

Maintaining a friendship? 1 2 3 4 5 

Your day to day work? 1 2 3 4 5 

 

Overall, in the past 30 days, how many days were these 

difficulties present? 

 

Record number of days _____ 

In the past 30 days, for how many days were you totally 

unable to carry out your usual activities or work because of 

any health condition? 

 

Record number of days _____ 

In the past 30 days, not counting the days that you were 

totally unable, for how many days did you cut back or 

reduce your usual activities or work because of any health 

condition? 

 

Record number of days _____ 

This concludes our interview. THANK YOU FOR PARTICIPATING. 
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Appendix 14: Questionnaire (Bertera et.al) 
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Appendix 15: Fieldworkers Informed Consent Form / Confidentiality Agreement 

PARTICIPATORY INFORMED CONSENT FOR FIELDWORKERS  

Research Study: UCT  

‘An exploration of services and member profiles at Senior Service Centres in the Western 

Cape, South Africa’ 

 

I, ____________________________________ hereby acknowledge that I am agreeing to be a 

fieldworker and to assist in research processes (including data collection) to the below 

mentioned researcher of my own free will. I understand that I would receive training from the 

researcher on what duties are required of me as well as procedures of this study. I would have 

an opportunity to have all my questions answered. In agreeing to be a part of this research 

study, I acknowledge that all information I obtain pertaining to participant responses be kept 

confidential and that any concerns or questions relating to uncertainties within the research 

process will be discussed with the primary researcher. Should I no longer be able to assist with 

this research study I will inform the researcher mentioned below in writing at least 3 weeks 

prior but as soon as possible.  

 

Participant (field worker) 

Name & Surname: ____________________________________ 

Tel no: ___________________________ 

Signed: _______________________________ at _________________________ (place) on 

________________________ (date) 

 

Researcher 

Signed: _______________________________ at _________________________ (place) on 

________________________ (date) 

 

Researcher contact details 

Name & Surname:  FAHMIDA HARRIS 

Tel:   021 4067679 (w) 

Cell:   082 777 0793 
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Fax:  021 450 66323 

Email:  fahmida.harris@uct.ac.za 

Witness: ________________________ Date: ______________ Place: _________________ 
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Appendix 16: WHOQOL-BREF scoring 

SCORING OF THE WHOQOL-BREF 
 

The WHOQOL-BREF (Field Trial Version) produces four domain scores. There are also two 

items that are examined separately: question 1 asks about an individual’s overall perception 

of quality of life and question 2 asks about an individual’s overall perception of his or her 

health. Domain scores are scaled in a positive direction (i.e. higher scores denote higher 

quality of life). The mean score of items within each domain is used to calculate the domain 

score. Mean scores are then multiplied by 4 to make domain scores comparable with the 

scores used in the WHOQOL-100, and subsequently transformed to a 0-100 scale, using the 

formula above.  

A method for the manual calculation of individual scores is below: 

Physical domain= ((6-Q3) + (6-Q4) + Q10 + Q15 + Q16 + Q17 + Q18) x4 

Psychological domain= (Q5 + Q6 + Q7 + Q11 + Q19 + (6-Q26) x4 

Social Relationships domain= (Q20 + Q21 + Q22) x4 

Environment domain= (Q8 + Q9 + Q12 + Q13 + Q14 + Q23 + Q24 + Q25) x4 

Where more than 20% of data are missing from an assessment, the assessment should be 

discarded. Where up to two items are missing, the mean of other items in the domain is 

substituted. Where more than two items are missing from the domain, the domain score 

should not be calculated (except for domain 3, where the domain should only be calculated if 

<1 item is missing).  

 

 
 




