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Abstract 

The life expectancy of persons living with an intellectual disability (ID) has significantly 

improved over the last two decades, resulting in an increasing number of these individuals 

attaining old age. In order to promote active aging for persons with ID, discussions on new 

initiatives, for example, designing age-friendly communities have begun at the international and 

local levels. The overall goal of this qualitative research study was to identify features of an age-

friendly community from the perspective of older adults with ID, themselves, their caregivers, 

and service providers. The two specific research objectives of the study were: 1) to generate 

knowledge about the features of age-friendly communities for older adults with ID living in the 

city of Winnipeg, Manitoba; and 2) to increase awareness of the needs of older adults with ID, 

making recommendations for program planning, service delivery, coordination of community-

based services and policies to support healthy and active aging of this vulnerable population.  To 

address these research objectives, a total of seven individuals aged 45+ with ID were 

interviewed. In addition, a total of 15 caregivers/service providers participated in focus group 

discussions organized by St. Amant and Winnserv Inc., community-based service agencies 

supporting persons with ID and their families in community. Data from individual interviews and 

focus groups were recorded, transcribed and manually coded. A comparative analysis was 

conducted to look for similarities and differences in the emerging themes from the individual 

interviews and focus group discussions. Results of the study indicated that many of the current 

features of the city of Winnipeg do not adequately address the needs of persons aging with ID. A 

number of recommendations were made to make Winnipeg a more age-friendly community for 

persons aging with ID. The study was exploratory in nature, the first step towards development 

of future research projects to explore issues and intervention strategies more in depth to promote 

healthy and active aging among persons aging with ID. 
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Chapter 1: Introduction 

 Over the past century, a growing number of individuals living with an intellectual 

disability (ID) have benefited from advancements in several areas including medicine and 

technology, the physical and social environment, and lifestyle choices such as nutrition. 

Consequently, many individuals are living into old age (Long & Kavarian, 2008). The American 

Association on Intellectual and Developmental Disabilities (AAIDD) defines intellectual 

disability as: “significant limitations both in intellectual functioning and in adaptive behaviour as 

expressed in conceptual, social and practical adaptive skill. This disability originates before age 

18” (AAIDD, 2014, p.1). Adaptive behaviour can be explained as the cut-off point where an 

individual is considered to have a variety of limitations in the following areas: conceptual 

(thought process), social and basic life skills, which are all vital to normal functioning in today’s 

society (AAIDD, 2014).   

There are a number of causes that contribute to the development of ID. Research focuses 

on the types of risk factors involved and the timing of onset. Researchers have estimated that 

across the globe there are approximately four million individuals living with sensory, mental, 

physical, or other developmental disabilities, which greatly impair the individual’s ability to 

effectively care for themselves (Long & Kavarian, 2008). Of these, there are approximately 

641,000 individuals older than 60 currently living with ID and this number is projected to double 

by 2030 (Long & Kavarian, 2008).  

The implication being that if the population of persons aging with ID doubles, they will 

be at an increased risk of experiencing poor health and well-being because housing may become 

inadequate, health provision may be neglected, and there may be a lack of appropriate supports. 

Therefore, such individuals will not be productive members of their societies. Continuing to 
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provide inadequate health and social support for this vulnerable population and not plan for the 

future is no longer an option. The life expectancy for persons with ID has increased by 

approximately 250% since the 1930s: from 19 years to 70 years (McCallion & McCarron, 2004). 

The life expectancy of individuals with ID is still much shorter, however, compared to the 

general population and significantly decreases for those individuals living with severe physical 

and mental impairments (Ouellette-Kuntz, Garcin, Lewis, Minners, Martin & Holden, 2005). 

Furthermore, persons aging with ID have significantly lower mobility due to musculoskeletal 

decline such as arthritis (27%) and hip fractures (13%), which produce a significant amount of 

weakness and pain: neurological decline such as stroke (3%), visual deterioration (7%), 

parkinsonism (11%), dementia (4%), and respiratory restriction (1%) (Haveman et al., 2010).  

Current research indicates that there are many factors that are associated with the higher 

risks of many health conditions and diseases in persons aging with ID. The increased risk for 

some of the health conditions, such as dementia, is found to be syndrome-specific. For example, 

persons with Down syndrome are found to be at a greater risk for dementia than persons without 

this type of disability. Some of the health conditions, for example, osteoporosis, are more 

prevalent in persons with ID than those without these types of disabilities, or the general 

population. The higher risk for these conditions could be as the result of disability-related 

conditions (e.g., limitation in mobility) or medications used, for example, high levels of 

anticonvulsant drugs (Haveman et al., 2010). The increased risks for some of the health 

conditions and diseases in persons with ID could be due to their unhealthy life styles, poor living 

conditions and other non-medical factors known to affect individuals’ health and well-being such 

as a lack of social inclusion which could lead to depression.     
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Rationale for the Present Study 

 

 Individuals living with ID have often been portrayed as unhealthy with little 

understanding of health maintenance or promotion strategies. Sutherland, Couch and Iacono 

(2002) define health for individuals living with ID as a complex construct that includes physical, 

mental and social states. Thus, this multifaceted approach to understanding the health status of 

individuals with ID also includes environmental and behavioural determinants. Improving the 

health and well-being of individuals with ID is an important societal concern because the 

population of persons aging with ID is expected to double by 2030, yet those who currently live 

with ID continue to experience a high number of health disparities when compared to the general 

population (Sutherland et al., 2002).  

In order to fully understand the potential determinants that may reduce or enhance the 

overall health and well-being of individuals living with ID, it is important to take into account a 

variety of factors. Some factors that contribute to the aging process include higher rates of health 

risks, lack of communication skills, complex care (some needs become more complicated as 

individuals age), lack of appropriate services and a failure to acknowledge the contribution of 

non-medical determinants of health (e.g., transportation, improper nutrition, social exclusion and 

socioeconomic status). Therefore, persons aging with ID are a vulnerable group of individuals 

because they are in need of assistance to meet their basic needs with regard to personal care or 

management of their property. As a result, service providers, researchers and policy makers have 

begun to focus on the needs of these individuals and society’s responsibility to improve their 

overall health and well-being.   

 In order to prevent unnecessary impairment, maintain functional skill level, and promote 

independence, there is an increasing awareness of the importance of providing community-based 
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services and supports that focus on older persons with ID. Thus, in order to promote active aging 

for individuals with ID, discussion of new initiatives regarding healthy aging (e.g., following a 

healthy diet and avoiding unhealthy habits, for example, smoking and drinking alcohol), active 

aging (e.g., staying socially and physically active) and designing age-friendly communities (e.g., 

minimizing the risk of falls) have begun at the international and local levels. The present research 

study was developed in order to provide vital knowledge on age-friendly community features, 

specific to a vulnerable population of older adults: older adults with ID. The knowledge gained can 

help shape service delivery and policy and will allow for the voices of persons aging with ID to be 

heard. Ultimately, with proper surveillance of the health needs of this vulnerable population their 

overall health and well-being can begin to improve. Based on a thorough review of the current 

literature, to date, there has not been a study completed in Canada on how to make communities 

age-friendly for persons with ID, which is the focus of the present study. 

Study Objectives and Research Questions 

 The overall goal of this research was to identify features of an age-friendly community 

from the perspective of older persons living with ID themselves, their caregivers, family 

members and service providers. The two specific research objectives were:   

Objective 1: 

  To generate knowledge about age-friendly community features for older persons with ID 

living in the city of Winnipeg, Manitoba.  

  Questions: 

  1a.   How do older Manitobans with ID define an age-friendly community?  

  1b.   How do caregivers of older Manitobans with ID define an age-friendly  

   community?  
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  1c.    What are the differences in perspectives of older adults with ID and their  

   caregivers about features of an age-friendly community? 

Responses to the first three questions determined how older persons with ID and their 

caregivers viewed an age-friendly community and determined what features of an age-friendly 

community should be incorporated into communities in Manitoba. The caregiver’s perspective 

determined that individuals aging with ID currently do not have all their needs met. Many of 

these issues need to be addressed in order for this vulnerable population to effectively age in 

place.  

Objective 2:   

 To increase awareness of the needs of older persons with ID and make recommendations 

for program planning, service delivery, coordination of community-based services and policies 

to support healthy and active aging of Manitobans with ID.   

  Questions: 

  1a. What are the greatest barriers preventing healthy/active aging for older  

   Manitobans with ID?  

   1b. What are some of the ways by which healthy/active aging of older   

   Manitobans with ID could be better supported?  

 Responses to these two questions helped to identify the unmet needs and existing gaps in 

services and supports for persons aging with ID and develop recommendations in order to better 

support healthy and active aging of this population.   

Study participants had the opportunity to share their lived experiences about the 

difficulties and challenges they encounter on a daily basis, while continuing to stay in the 

community as they age. The findings of this research are important because, to date, there is 
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limited information available on the living conditions of the older persons with ID in Canada 

overall, and even less is known on how to make communities more age-friendly for this 

vulnerable population, in particular from the perspective of older persons with ID themselves. 

For example, persons aging with ID have the right to be involved in the decision-making of their 

lives, according to their capabilities. The present study was exploratory in nature and the first 

step towards development of a program of research to explore different aspects of an age-

friendly community for persons aging with ID, with the aim of developing population-level 

interventions including policies, programs, use of technology, services, and training, to support 

and promote healthy and active aging of persons with ID.   

Theoretical Frameworks 

 The frameworks utilized in the present study allowed for a clear definition of what is 

classified as an intellectual disability and provided a guideline for examining the features that 

should be included in communities to allow older individuals to successfully age in place. The 

active aging framework and age-friendly communities framework have been suggested as 

valuable tools to utilize when conducting research that focuses on the interaction between the 

physical and social environment and successfully aging in place (World Health Organization, 

2002). In addition, the life course theory was used to explain the importance of understanding 

how certain experiences such as living with an intellectual disability can significantly impact an 

individual’s quality of life. Although these frameworks provide broad perspectives, in this study 

the frameworks were used as tools to assist with the review of literature and the selection of the 

study sample, and informed the interview questions and data analysis, as well as the discussion 

of findings and recommendations.   
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Life Course Theory 

Life course theory, also known as the life course perspective, is a basic theory that brings 

together philosophies and interpretations from a variety of research fields. Life course theory is 

the concept of studying an individual’s growth throughout the course of their life (Elder, 1998). 

A basic definition of life course theory is the extent of an individual’s life from birth until death 

(Stein & Moritz, 1999). The theory also attempts to explain that an individual’s life occurs in a 

series of pre-determined phases that develop through social experiences, which are expected to 

be different for each individual that advances to old age. The life course theoretical standpoint 

has important implications for the field of gerontology because the theory focuses on patterns of 

change over time, which leads to a basic understanding of the process of aging (Fuller-Iglesias, 

Smith & Antonucci, 2009). In order to understand the phenomena of old age and the aging 

process, it is important to take into consideration an individual’s development across the life 

course. Thus, life course theory is very beneficial for studying the process of aging with an 

intellectual disability (ID) because lifelong disability occurs throughout the life course. Positive 

or negative childhood experiences will, without a doubt, impact the aging process for individuals 

living with ID.      

 Aging and development are continuous from the moment of one’s conception to an 

individual’s last breath. From beginning to end, every individual changes and develops based on 

three main trajectories, which are: biological, psychological and social. According to Elder 

(1998), the theory is based on four central principles which can be summarized as follows: First, 

advancing to old age is a continuous experience that occurs for every individual in society, which 

means that adulthood is not a static unchanging condition. As adults age, they undergo 

continuous biological, psychological and social changes, though perhaps at slower rates than 
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children and adolescents. Second, the experiences that shape an individual’s life are interrelated, 

which means each trajectory in these different realms is intimately connected and has reciprocal 

effects on each other. For example, biological developments can influence an individual’s 

psychological and social trajectory. Therefore, trajectories across and within the different 

domains of human behaviour and functioning have mutual interactive effects on one another.  

Third, an individual’s overall life course is influenced by environmental conditions and 

historical events, which means that as an individual develops through the life course, they are 

shaped by a large number of factors and experiences (Campbell, 1996). Some of these factors 

and experiences are close, personal and very direct in the way they can affect an individual 

throughout their life course. For example, the type of family an individual grows up in, the 

relationships built with parents and whether an individual has an older or younger sibling can 

greatly contribute to characterizing an individual’s personal history. The experiences that an 

individual encounters throughout the life course can dramatically shape an individual’s 

development and the trajectories they follow in life. Lastly, efforts to improve life expectancy 

through preventative interventions are most effective when they are based on the specific 

developmental needs and capabilities particular to specific age periods throughout the life course 

(Campbell, 1996).  

 In addition, in order to fully understand the human experience, it must be viewed across 

time (Fuller-Iglesias, Smith & Antonucci, 2009). Life course theory is an important component 

of promoting optimal development at all stages of the life course, including old age. Aging with 

ID is a lifelong process and as a result, reaching advanced old age occurs only after a lifetime of 

experiences. Therefore, it is imperative to study the process of aging with ID across the life 
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course, in order to truly understand how specific life experiences, whether positive or negative, 

have impacted the course of an individual’s life.  

A trademark of life course theory is the dual focus on continuity and change. Life course 

researchers attempt to understand how childhood or adolescent experiences are linked to adult 

outcomes and how transitions or turning points may lead to change in life course trajectories 

(Stein & Moritz, 1999). However, a limitation of applying life course theory to aging with ID is 

that not all individuals living with ID successfully reach old age. A fact of life for this vulnerable 

population is that their life expectancy is significantly shorter compared to the general 

population, so in many circumstances childhood experiences do not shape adult outcomes 

because the stage of adulthood is often never reached. 

 Most aging theories do not incorporate or fully consider the increasing number of 

individuals aging with an intellectual disability. However, it appears that in the field of 

gerontology there is a good set of theories which help to explain the general phenomenon of 

aging (Putnam, 2002). Experiencing lifelong intellectual disability is difficult because ultimately, 

experiencing an intellectual disability through the life course will likely have a significant impact 

on the individual’s overall aging experience (Putnam, 2002). Therefore, life course theory can be 

linked to the process of aging with ID because one of the most important dimensions that shape 

the life course is the historical timeline of each and every individual, whether they are living with 

a disability or not.   

International Classification of Functioning, Disability and Health (ICF) 

 Initially, individuals were defined or identified as having ID because they failed to adapt 

socially in society. Overtime, the identification of ID shifted from social isolation to mental 

capabilities, which are ultimately affected by genetics and heredity. This emphasis led to the 
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appearance of IQ-based statistical norms as a way to both define and classify individuals who 

live with ID (Schalock, 2011). In other words, an ID is assessed using intelligence tests, adaptive 

behaviour scales, documentation of age of onset, developmental measures, social history and 

educational records.  According to Parmenter (2011), the classification of ID requires a current 

intellectual deficit of approximately two or more standard deviations in Intelligence Quotient 

(IQ) below the population mean for a person’s age and cultural group, which is typically an IQ 

score of approximately 70 or below, measured on an individualized, standardized, culturally 

appropriate, psychometrically sound test. As the classification of ID became more difficult to 

diagnose, the International Classification of Functioning was introduced.  

International Classification of Functioning, Disability and Health (ICF) provides a 

common language and framework for describing health and health-related conditions. ICF is a 

tool for measuring functioning in society, regardless of what the reasons are for the impairment. 

ICF is a versatile model intended for a wide range of uses in a variety of sectors. It is a 

classification system of health and health-related domains that helps healthcare providers and 

policy makers describe changes in body function and structure and what a person’s level of 

functioning is, as well as what they can do in their environment. These domains are classified 

from body, individual and societal perspectives, which ensures that individuals living with a 

disability are receiving the best opportunities for a positive quality of life (World Health 

Organization, 2002). ICF allows for a new understanding of the terms “health” and “disability” 

because it acknowledges that every person in society can experience a debilitating factor at some 

point in their life, which in turn means experiencing a disability (World Health Organization 

2002). In other words, ICF provides the “definition, measurement and policy formulations for 

health and disability. It is a universal classification of disability and health for use in health and 
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health related sectors” (World Health Organization, 2002, p. 2). The most important part of ICF 

is that it is used for planning and policy development for decision-makers. Thus, ICF recognizes 

that the experience of disability is a universal human experience. 

Disability is a complex term, covering mental or physical impairments, activity 

limitations and participation restrictions that greatly limit an individual’s ability to function 

normally in today’s society. Therefore, a disability is considered an objective condition referred 

to as a restriction or lack, resulting from an impairment, of ability to perform an activity in the 

manner or within the range considered normal (Townsend, Ryan & Law, 1990). It is important to 

recognize the difference between disability and impairment. According to Townsend, Ryan and 

Law (1990) the term impairment is a condition referred to as a limitation, loss or irregularity of 

psychological functioning, physiological functioning or make-up of an individual.  In other 

words, impairment is also referred to as a problem in body function or structure. Moreover, it is 

also important to recognize the difference between activity limitation and participation restriction 

when studying the population with ID. Activity limitation is defined as “a difficulty encountered 

by an individual in executing a task or action” (World Health Organization, 2012, p. 1) while a 

participation restriction is “a problem experienced by an individual’s involvement in life 

situations” (World Health Organization, 2012, p. 1). In other words, an activity limitation is 

based on the individual and a participation restriction is based on the environment.   

Research has shown that diagnosis does not predict the type of services an individual will 

need, the level of care required, or functional outcomes. Thus, what previous studies have lacked 

is specific data on the level of functioning that will have a direct correlation with the level/type 

of disability (World Health Organization, 2002). ICF has determined that human functioning is 

characterized by three levels of functioning: the body or body part, the whole person, and the 
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whole person in a social setting. As a result, disability then occurs when there is dysfunction 

within one of the following levels: impairment, activity limitation and participation restriction. 

ICF’s main purpose is to focus on all people and concerns everyone in society and their level of 

functioning in order to ensure that individuals living with disabilities are not labelled as a 

separate category of people. ICF is a useful tool for persons with all forms of disabilities because 

ICF measures and identifies the impacts of the physical and social environment and the 

disadvantages and difficulties that may result (World Health Organization, 2002).   

Active Aging Framework 

 Aging and development are continuous from the moment of conception to an individual’s 

last breath. From beginning to end, every individual changes and develops based on three main 

trajectories, which are biological, psychological and social (Elder, 1998). The active aging 

framework is essential to promoting optimal development at all stages of one’s life, including old 

age. Aging is a lifelong process, and as a result, reaching advanced old age occurs only after a 

lifetime of experiences, so it is imperative to study the benefits of active aging throughout an 

individual’s life.  

 Aging is an expected part of the life cycle. Individuals are always aging and every 

individual should have the chance to do so in a healthy and active way. To maintain the highest 

possible quality of life in older age, many researchers, policy makers and healthcare 

professionals take the approach of investing in factors that influence health throughout an 

individual’s life (Stein & Moritz, 1999). Therefore, for people who experience loss of function in 

later life, or who have lived with a lifelong disability, efforts should be targeted at restoring and 

maintaining functional ability to attain the best possible quality of life throughout their entire life 
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course. One potential strategy to improve and maintain functional ability can be accomplished 

through developing age-friendly communities for older adults living with ID.   

 Active aging is defined as “the process of optimizing opportunities for health, 

participation and security in order to enhance quality of life as people age” (World Health 

Organization, 2002, p. 12). Active aging allows older individuals to realize their potential for 

physical, social, and mental well-being. Thus, the main purpose of active aging is for older 

individuals to participate in society according to their needs and capabilities, while providing 

them with adequate protection, security and healthcare. Furthermore, in an active aging 

framework, policies and programmes that promote mental and physical health and social 

connections are vital because they are three essential components to a healthy, well-balanced 

lifestyle.  

The active aging framework was developed as a guideline in order to help improve the 

life expectancy and quality of life of all citizens. The word “active” is significant because it 

refers to continuing participation in social, economic, cultural, spiritual and civic affairs, not just 

the ability to maintain levels of physical activity. Functional capacity (such as muscular strength 

and cardiovascular output) increases in childhood, peaks in early adulthood and eventually 

declines (World Health Organization, 2007). However, the rate of decline is largely determined 

by factors related to lifestyle, as well as external social, environmental and economic factors. A 

community that is actively aging is one based on material conditions as well as social and 

environmental factors that affect individuals’ behaviours and feelings. These factors, and the 

interactions among them, play an important role in the aging process. When social services and 

environmental factors are designed using a holistic and positive approach, the quality of life, 

health and well-being will significantly improve for all individuals aging.  
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“The active aging approach is based on the recognition of the human rights of older 

people and the United Nations Principles of independence, participation, dignity, care and self-

fulfillment” (World Health Organization, 2012, p. 13). The active aging framework is supported 

by the “rights-based” approach, which ensures that all older individuals have their basic social 

and environmental needs promoted and protected. Thus, active aging aims to improve the life 

expectancy and quality of life for all individuals as they age, including those who are frail, those 

who are living with an intellectual disability (ID) or not and those who require constant care. It is 

important to note that the speed of functional decline can be influenced and may be reversible at 

any age through individual healthy lifestyle choices and group measures, for example, promoting 

and developing communities that influence active aging. Thus, because active aging is a lifelong 

process, developing age-friendly communities is not just beneficial for older persons. By 

improving the physical and social environments, access to adequate services and health 

promotion strategies will help to enhance the quality of life and independence of people with 

disabilities, the young, as well as those individuals who are older (Menec, 2007). Therefore, the 

active aging framework has the potential to address many of the challenges of both individual 

and population aging. The active aging framework was established to ensure that supportive 

environments and communities allow healthy choices to become the easy and right choices for 

all individuals as they age.   

 Communities that focus on active-aging can slowly begin to address population aging and 

the potential impacts for the future by following the life course perspective, which recognizes the 

important influence of earlier life experiences on the way individuals age (Elder, 1998). In other 

words, certain challenges will magnify as an individual ages. When health, labour market, 

education and public policies all support active aging, potentially, there will be fewer premature 
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deaths, fewer disabilities associated with old age, a better quality of life for people as they age, 

more people actively participating in community life and reduced medical costs (World Health 

Organization, 2007). The active aging framework follows a life course perspective on aging 

because the framework recognizes that older people are not one homogeneous group, rather, 

individual diversity tends to increase with age (World Health Organization, 2007).   

Age-Friendly Communities Framework 

 The proportion of the global population aged 60 and older will double from 11% in 2006 

to 22% by 2050 (World Health Organization, 2007). As a result, policy makers and service 

providers are increasingly aware of the importance of developing age-friendly communities, 

services and features because little is known about the health of persons aging with ID in terms 

of how they cope and adapt to the process of aging (Tompkins, 2008). Current research suggests 

that well-being in later life is closely related to the physical and social environment, which is an 

important factor mediating aging experiences and opportunities for older adults aging with ID 

(World Health Organization, 2002). Many communities in which older adults live were not 

properly designed for their changing needs and may negatively impact their overall health and 

well-being as they reach advanced old age (World Health Organization, 2007). Furthermore, 

current research has indicated that poor development of a neighbourhood has a significant impact 

on mobility, independence and quality of life of older people living with ID (Lui et al., 2009). 

Unless researchers and policy makers begin to address some of the issues that currently impact 

developing age-friendly communities, additional problems may occur in the future such as the 

loss of older volunteers in community organizations, higher stress levels for family caregivers 

and higher costs for institutional care (Alley et al., 2008).  



  16  

 

 
Allowing older adults the opportunity to remain in their communities for as long as 

possible makes both economic and social sense (Lui et al., 2009). The older population of 

tomorrow requires better designed communities that focus on an integrated aging infrastructure, 

with increased housing, transportation, social service and healthcare options that meet the needs 

of both active and frail older adults (Alley et al., 2008).   

Developing age-friendly communities that meet the needs of older adults today and 

prepare for the next generation of older adults is an issue that requires urgent attention.  

Furthermore, developing age-friendly communities for persons aging with ID is also essential 

because the health and social services needs of older adults living with ID are greater than those 

of the general population.  

 What makes a Community Age-Friendly?  

 An age-friendly community generally refers to “a place where older people are actively 

involved, valued, and supported with infrastructure and services that effectively accommodate 

their needs” (Alley et al., 2008, p. 4). In an age-friendly community, the policies, services and 

structures are directly related to the individual’s physical and social environment, which are 

designed to help older adults actively age. “The measures to help older adults remain healthy and 

active are a necessity, not a luxury” (World Health Organization, 2002, pg. 5). Current research 

indicates that an age-friendly community fosters both connection and contribution (World Health 

Organization, 2007). Thus, age-friendly communities will assist older adults in maintaining 

social inter-connectedness while deepening existing relationships. In addition, the purpose of an 

age-friendly community is to accommodate all citizens who are aging. For example, older adults 

from the general population and older adults living with ID require many of the same policies, 

services and structures in order to promote and encourage independence.   
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Therefore, age-friendly communities can be understood as communities in which age is 

not considered a barrier to improving lifelong interests and activities, where support and 

accommodations exist to meet basic health and social needs of aging individuals, and where 

opportunities exist for older adults to develop new sources of fulfillment and inclusion (Emlet, 

2011). Therefore, it is essential for an age-friendly community to: (a) recognize that all older 

adults have a wide range of skills and abilities, (b) understand and meet the age-related needs of 

older adults, (c) respect the decisions and lifestyle choices of older adults, (d) protect those who 

are vulnerable, and (e) recognize the importance of including older adults in all areas of 

community life (Public Health Agency of Canada, 2012).  

How the Frameworks were used in the Present Study 

The frameworks utilized in the present study help to formulate a concrete understanding 

of what is meant by “disability” and how the term disability is different from impairment, 

activities limitation, participation restriction, as well as a clear understanding of what is meant by 

“age-friendly” communities. In conclusion, the frameworks are useful in creating the study 

design, for developing the discussion and findings, and for discussing relevant practice and 

policy implications for the future. By shaping the study around these frameworks the current 

gaps that are preventing Winnipeg, Manitoba from being an age-friendly community for older 

persons aging with ID can be exposed.  
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Chapter 2: Literature Review 

 This section provides an overview of current research related to the relationship between 

the prevalence of intellectual disability (ID), the health status of older persons living with ID 

compared to the general population, and a special emphasis on eight domains that are essential 

components of developing age-friendly communities for older adults living with ID. Therefore, 

literature that examines the physical environment, transportation, housing, social environment, 

community supports and health services, involvement in the community, respect and social 

inclusion, and information and communication will be discussed. The present study helped to 

determine which domains need immediate attention and improvement in Manitoba in order to 

make our community more age-friendly for older persons living with ID.  

Definition and Prevalence of ID 

 Definition of Intellectual Disability.  

 Individuals living with ID have existed at all ages and have been members of virtually all 

cultures. The term intellectual disability is increasingly being used instead of the term “mental 

retardation.” Terminology for what is now referred to as intellectual disability has varied across 

the research. Over the years, vocabulary used to define intellectual disability has included idiocy, 

feeblemindedness, mental deficiency, mental disability, mental handicap, and mental 

subnormality (Schalock et al., 2007). These previous terms to define intellectual disability are 

now seen as highly derogatory and stigmatizing.   

 A basic definition of the term intellectual disability “refers to some restriction or lack of 

ability having to do with human intellect” (Parmenter, 2011, p. 304). However, the definitions of 

intellectual disability vary across disciplines. For example, The World Health Organisation 

(WHO) and the American Psychiatric Association (APA) have different definitions of 
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intellectual disability. Increasing emphasis has also been placed on the concept that the definition 

of intellectual disability is a dynamic one and reflects social opportunities and attitudes, in 

addition to the functional and personality characteristics of the person concerned. 

The World Health Organization (2011) defines intellectual disability as “intellectual 

disability means a significantly reduced ability to understand new or complex information and to 

learn and apply new skills” (p. 5).  In other words, individuals categorized as having an 

intellectual disability suffer from impaired intelligence, which results in a reduced ability to cope 

independently (impaired social functioning) with a lasting effect on development. 

 On the other hand, the American Psychiatric Association (2011), states that “intellectual 

disability is a disorder that includes both a current intellectual deficit and a deficit in adaptive 

functioning with onset during the developmental period” (p. 1). All three of the following criteria 

must be met: 

1. The disability must be characterized by deficits in general mental abilities such as reasoning, 

problem-solving, planning, abstract thinking, judgment and academic learning.  

2. The deficits in mental abilities impair functioning by limiting and restricting participation and 

performance in one or more aspects of daily life activities, such as communication, social 

participation, or personal independence. Intellectual disability also requires a significant 

impairment in adaptive functioning.   

3. Onset during the developmental period.  

 When considering the term intellectual disability, there are five key assumptions that are 

critical in understanding the significance behind the term. These assumptions are an important 

part of defining intellectual disability because they explain the definition and indicate how the 

definition should be applied consistently throughout the various research fields that focus on ID. 
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The definition of intellectual disability is best understood when the five key assumptions are 

explained together with the definition of intellectual disability (Schalock et al., 2007).  The 

following five assumptions are essential to the definition of intellectual disability:  

1. Limitations in present functioning must be considered within the context of community 

environments typical of the individual’s age, peers and culture. 

2. Valid assessment considers cultural and linguistic diversity as well as differences in 

communication, sensory, motor, and behavioural factors. 

3. Within an individual, limitations often coexist with strengths. 

4. An important purpose of describing limitations is to develop a profile of needed supports. 

5. With appropriate personalized supports over a sustained period, the life functioning of the 

person with intellectual disability generally will improve. 

 Therefore, the term intellectual disability covers the same population of individuals who 

were diagnosed previously under the term mental retardation in number, intensity, category, and 

length of the disability (World Health Organization, 2011). In addition, various individuals and 

groups representing people with intellectual disabilities have become very influential in changing 

the way that language is used to define intellectual disabilities, stating that the terms previously 

used throughout the research degrade these individuals because of the negative connotations that 

encompass previous definitions (Schalock, 2011).  

 Global Prevalence of ID.  

 The prevalence of ID indicates that a certain percentage of the population that has a 

diagnosed impairment at a certain point in life. However, the majority of the impairments that 

are diagnosed usually last throughout the life course (Ouellette-Kuntz et al., 2009). Accurate 

measurement of the prevalence of ID is difficult due to inconsistent definitions, data collection 
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methods, difficulty receiving ethical approval to use study participants from a vulnerable 

population and access to reliable participants. 

 Researchers have estimated that there are between 3.2 and 4.5 million individuals across 

the globe living with sensory, mental, physical, or other developmental disabilities, which greatly 

impair the individuals’ ability to effectively care for themselves (Long & Kavarian, 2008). In 

addition, Ouellette-Kuntz et al. (2009) state that the prevalence of ID reported across the globe is 

often inconsistent, with approximately 2 to 85 per 1,000 individuals currently living with some 

form of ID.   

 Prevalence of ID in Manitoba.  

 Ouellette-Kuntz et al (2009) completed a study estimating the prevalence of intellectual 

and developmental disabilities in Manitoba.  The data were collected from a variety of sources 

including the Hospital Abstracts database, Physician’s Claims database, Education Enrolment 

database and the Social Assistance Management Information Network (SAMIN) database. The 

study focused on the average five-year prevalence of ID for all ages between 1998 and 2003, 

which resulted in a prevalence of 4.7 per 1,000 people.  The highest proportions of ID cases were 

identified based on the Education Enrolment database (36.3%).  The Hospital Abstracts database 

was the second main source for identifying prevalence rates of ID (28.7% of all cases) and a fifth 

(18.8%) of ID cases were identified based on the Physician Claims database only. The data 

reported by Ouellette-Kuntz et al. (2009) show an increase in the overall prevalence of ID in 

Manitoba over time.  However, to date, the cause for the increase of ID in Manitoba is unknown. 

Where do Individuals with ID Live? 

A home is the base where individuals have the security to build their lives as they choose.  

Every individual should be able to choose where to live, whom to see and how to behave in their 



  22  

 

 
home, whether they live with a disability or not. Thus, the housing choices of those with ID 

should be as varied and attractive as those for all citizens. Discrimination of any kind is 

unacceptable. This vulnerable population should also have access to a range of in-home, 

residential and other community support services, including the personal assistance necessary to 

support living and inclusion in the community and to prevent isolation from the community 

(Shaw, Cartwright & Craig, 2011). However, individuals living with ID may not have the choice 

and flexibility of housing and supportive services that they desire. Many individuals living with 

ID reside with their families or rely heavily on informal carers, mainly other family members, for 

support and personal care. Moreover, there is currently a limited supply of adequate housing for 

those individuals who choose to live in specialized disability accommodations, which tends to 

result in restricted choice regarding the type of housing they are offered (Shaw et al., 2011).   

Typically, individuals living with ID are supported by parents who, themselves, are 

growing older and, as a result, are less likely to be able to adequately care for their child. As 

caregivers become older, they are less likely to maintain their caring role (Shaw et al., 2011).  

Thus, there is likely to be an increased demand for formal housing and support services for 

individuals living with ID, especially those who are aging. For example, Manitoba Housing has 

introduced the Manitoba Shelter Benefit to help persons living with ID pay rent in the private 

housing market. Furthermore, the Disabilities Issues Office has worked with Manitoba Housing 

and the City of Winnipeg to host two public meetings to raise awareness about design and 

housing for persons with ID, especially those who are aging (Government of Manitoba, 2013).   

 Shaw et al. (2011) found that 80% of parents caring for an individual living with ID 

expressed a strong preference that their child be placed in a group home setting with other 

individuals living with ID. The parents in this study expressed a strong interest in this type of 

http://www.gov.mb.ca/dio/openingdoors/housing.html
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living arrangement for the following reasons: companionship, friendship, social interaction and a 

sense of community. In addition, greater autonomy and control over their personal space and 

choice regarding how free time is spent were identified as advantages of living with a peer who 

also lives with ID. On the other hand, Shaw et al. (2011) found that 40% of parents would like to 

see their adult child placed in appropriate supported accommodations but that, due to concerns 

about the health and well-being of their child, they chose to continue to care for their child.  

Furthermore, living alone or in small groups, such as one or two roommates in the community is 

generally not preferred by either caregivers or individuals living with ID. Ninety percent of 

family members believe that living alone or in small groups in the community is not desirable 

and that this type of living arrangement leads to feelings of isolation and abandonment (Shaw et 

al., 2011).  

 Shaw et al. (2011) also reported that 30% of caregivers believed that the person they 

cared for is now experiencing the effects of aging and could transition into supportive housing 

for older individuals living with ID. However, 70% of care providers did not feel that the 

residential aged care sector was suitable for the needs of this vulnerable group because the social 

and recreational supports were not tailored to meet their needs (Shaw et al., 2011). Thus, 

individuals aging with ID would potentially become socially isolated through losing the 

opportunity to live with their peers and maintain a social network. Current research suggests that 

there may be a shortage of accommodation dedicated to housing people with lifelong disability 

when their caregivers become old or die (Shaw et al., 2011). 

Health Disparities  

Current research has shown that there is a lack of knowledge regarding appropriate and 

successful services for older adults aging with ID and that this vulnerable population is at a 
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disadvantage when compared to the general population. This lack of knowledge seriously 

compromises the government’s ability to effectively develop age-friendly communities for this 

vulnerable group of people. Current information regarding some of the health risks among older 

adults with ID including physical health status, health behaviours and mental health status is 

summarized in the following section. 

 Physical Health Status.  

 As older adults with intellectual disabilities (ID) achieve old age, they experience 

physical aging changes and age-related chronic diseases that are common to those in the general 

older population as well. However, individuals with ID who live until advanced old age are 

greatly affected by some of the age-related functional deteriorations such as vision and mobility 

(Haveman et al., 2010).   

 Individuals aging with ID tend to experience considerably worse health conditions 

compared to those individuals who do not live with a disability, which greatly impacts the 

process of healthy aging for individuals living with ID. In addition, Haveman et al. (2010) 

indicated that older adults with ID tend to experience highly prevalent, but frequently 

unrecognized or inadequately managed, health conditions such as hearing impairments, obesity, 

epilepsy, skin conditions, dental pathology and behavioural or mental health problems. It is 

important to mention that these poor health outcomes are unrelated to the specific intellectual 

and physical impairments these individuals face on a daily basis. Furthermore, many individuals 

who currently live with ID also have a greater risk of developing a variety of chronic diseases 

that occur during the life course and are related to older-age morbidity or functional impairment 

(Evenhuis, Henderson, Beabge, Lennox & Chicoine, 2001). Thus, from a researcher’s point of 
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view, proper identification and management of disease and the physical impairments related to 

aging for this vulnerable population remains an unmet need.  

 McGuire, Daly and Smyth (2007) stated that “developing evidence-based practices for 

promoting healthy aging and longevity and preventing avoidable mortality depends upon 

defining morbid conditions and establishing accurate and relevant baseline data for older persons 

with intellectual disabilities.” Haveman et al. (2009) state that the core elements that encompass 

good physical health in the elderly population currently living with ID are: (a) stability of 

physical disabilities, (b) good oral health, (c) good nutrition and a normal body mass index 

(BMI), (d) regular physical activity, (e) limitation of medical prescriptions, and (f) minimization 

of age-related diseases. In order for aging individuals with ID to positively experience the six 

core elements that encompass good physical health, they must maintain a positive quality of life 

throughout the life course. “Quality of life is a social construction that is conceived as composed 

of several core concepts, domains and indicators that are shared among people, as well as 

characteristics and interests that are unique to individuals” (Samuel, Rillotta & Brown, 2012, pg. 

3).   

 Dental health is also a major concern for persons aging with ID, with periodontal disease, 

oral mucosal pathology and moderate to severe malocclusion occurring at rates seven times 

higher than the general population. In addition, Strax, Luciano, Dunn, & Quevedo (2010) state 

that poor dental care and socioeconomic status is commonly seen in patients aging with ID. A 

low socioeconomic status plays an important role for older individuals living with ID because 

their financial status may directly impact the type of services they are receiving. In addition, the 

level of insurance available to older adults with ID may prevent access to appropriate and regular 

dental checkups because this type of service may not be covered under their healthcare plans. 
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Moreover, many individuals with ID have thickened saliva, abnormal jaw closure and breathe 

through the mouth, which causes an increase in gum disease and early loss of teeth.  In addition, 

those who are older tend to have higher prevalence estimates of gingivitis. For example, for 

participants at the 2003 World Summer Games in Ireland 48% of older adults with ID aged 50 to 

71 years suffered from gingivitis. There is also an increased incidence of gum disease, with 

gingivitis being 1.2 to 1.9 times higher when compared to the general population (Strax et al., 

2010). Moreover, other studies report prevalence estimates of gingivitis in the range of up to 

97% among persons with ID compared with estimates of up to 59% in the general population 

(Haveman et al., 2010). The need for improved dental services and proper education has been 

highlighted in several research studies, but the oral health status of older adults with ID is not 

well-documented which prevents appropriate services from being planned adequately. 

 The incidence of chronic pain associated with advancing age varies from 25 to 70% in 

people over 65 years living with ID (Haveman et al., 2010). Recurrent acute musculoskeletal 

pain is also a frequently reported symptom in older people with ID (Haveman et al., 2010).  

Furthermore, Haveman et al. (2010) reported that 18 to 99% of persons older than age 50 living 

with ID have suffered from vision problems at some point during the life course, and for 

individuals with ID who are 60 years of age or older, 69% have developed cataracts at some 

point during the life course. In older adults with ID, in general, vision problems are more 

common, and the impairments are also more severe in many cases because of pre-existing 

childhood vision problems. Older persons with ID suffering from vision impairment are usually 

not well prepared regarding education for the specific health problems, attitudes from others, 

rehabilitative efforts or changes with their physical environments, which can deter these 

individuals from effectively coping with their vision problems.  
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 Health Behaviours. 

 Bodde and Seo (2009) also found that individuals aging with ID tend to take part in less 

regular physical activity when compared to the general population. Persons aging with ID also 

tend to lead inactive lifestyles with only about 24% participating in regular exercise 3–4 days per 

week (Ouellette-Kuntz, 2005). Strax et al. (2010) state that aging individuals with ID should be 

placed on an exercise program that is tailored to their abilities because immobility decreases 

strength by 1% to 1.5% per day. Therefore, physical inactivity can cause as much as 50% loss in 

overall strength, which greatly increases the risk of obesity for this aging population.  

In addition, individuals aging with ID are also significantly affected by obesity and have 

high prevalence rates of chronic health conditions such as high cholesterol, high blood pressure 

and cardiovascular disease. The prevalence rates for obesity in aging individuals with ID range 

from 33 to 55% for this vulnerable population (Ouellette-Kuntz, 2005). Behaviours such as the 

consumption of high-fat foods and inadequate intake of fruit and vegetables are likely to play a 

role in the development of obesity and elevated cardiovascular disease for older adults living 

with ID. Haveman et al. (2010) reported that the rate of obesity among people with ID in the 

older age group (60-65) is currently 36% while only 24.1% of the older population without ID 

was found to be obese. Obesity greatly increases the risk of developing a broad spectrum of not 

only cardiovascular, but also pulmonary, metabolic and neoplastic diseases and osteoarthritis. 

Increasing physical activity is the most effective intervention to improve the health status 

for aging adults with ID. The positive effects will greatly improve an individual’s overall 

physical and mental health (Haveman et al, 2010). In order to take full advantage of the positive 

effects of physical activity for aging individuals with ID, there is a need to initiate appropriate 

techniques that can be used to motivate these individual to participate in regular physical 
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activity. Currently, there is very little information available on how to properly motivate and 

encourage physical activity for aging individuals with ID. 

 Mental Health Status.  

 The prevalence of mental ill-health in older adults living with ID is extremely hard to 

determine for a variety of reasons including biased sampling, lack of detail from measurement 

tools and small sample sizes. Therefore, the reported prevalence rates of older adults living with 

ID and experiencing mental-ill heath ranges from 7% to 97% (Cooper, Smiley, Morrison, 

Williamson & Allan, 2007). Mental ill-health is common in adults living with ID and a 

significant contributor to healthcare costs and quality of life for individuals aging with ID. 

Cooper et al. (2007) found that 40.9% of adults with ID experience mental ill-health and 

indicated the most common forms of mental ill-health include psychotic disorder (4.4%), 

affective disorder (6.6%), anxiety disorder (3.8%), pica (2%) and lastly problem behaviour 

(22.5%). Furthermore, Kiani, Tyrer, Hodgson, Berkin & Bhaumik (2013) determined that early 

developmental problems leading to brain damage have a bigger impact on the prevalence of 

mental illness in older adults living with ID. Kiani et al. (2013) found that 32.8% of individuals 

in an urban setting experience mental ill-health and reported the following mental illnesses as the 

most common in urban settings: schizophrenia (2.5%), bipolar affective disorder (3.4%), 

depression (3.7%) and lastly problem behaviour (18.8%). Adults living with ID are more 

susceptible to developing mental ill-health, especially as they age. The most common type of 

mental illness for older adults living with ID is Dementia, which is addressed in detail in the 

following section.  

 The likelihood of individuals aging with ID developing dementia is increasing. For 

example, research has indicated that all individuals with Down Syndrome develop characteristic 
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neuropathological brain lesions associated with Alzheimer disease by the age of 40 years 

(Aylward, Burt, Thorpe, Lai & Dalton, 1997). Over the years, there have been numerous cross-

sectional and longitudinal studies that assess the prevalence of dementia in adults with ID, and as 

a result, researchers and healthcare providers have begun to understand the extent of this health 

issue for this vulnerable population. Current research has contributed to a better understanding of 

the early symptoms and course of dementia, especially among older adults with DS.  

However, there are several diagnostic considerations that are specific to assessing 

dementia in older adults living with ID. First, documentation of dementia in individuals aging 

with ID requires a change in status from baseline functioning, not a change from a normal level 

(Perkins, 2010). As such, longitudinal management of tests that assess the level of impairment in 

individuals with ID is imperative before adequate information can be obtained in order to make a 

proper diagnosis of dementia in an individual with ID. Any decline on cognitive tests must also 

be accompanied by documentation of changes in everyday functioning before the declines can be 

considered diagnostic. Second, the perception of decline and the way that it is assessed will 

depend on the pre-morbid level of intellectual functioning and the individual’s pattern of 

cognitive functioning, which are directly related to the demands of everyday life for the specific 

individual (Perkins, 2010). Lastly, in order for dementia to be diagnosed, changes over time must 

be greater than those related to normal aging in older adults with ID (Aylward et al., 1997). 

Thus, cases of dementia in older adults with ID that are assessed based on these diagnostic 

outlines can be progressive, or static and reversible, or irreversible (Aylward et al., 1997).   

 Among adults with Down Syndrome, the rates of dementia are higher: 56% of those aged 

60 and older have suffered from dementia (Strydom, et al., 2010). Only a few studies have 

focused on the prevalence of dementia among older adults with ID who did not have DS. 
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Strydom et al. (2010) indicated that of 134 older adults with ID over the age of 65 years, 

dementia was diagnosed in 21.6%, which is substantially higher than the prevalence found in the 

general population. Furthermore, Strydom et al. (2010) described the dementia prevalence of 

institutionalized individuals aging with ID. Among those aged 40 years and above at entry into 

an institutionalized setting, the prevalence rate was 36%. In addition, the prevalence increased 

steadily as the individuals with ID aged, and the prevalence rate of dementia for those aged 60 

and older did not decrease. Moreover, the life expectancy for individuals aging with ID and 

dementia is very short. For example, when onset of dementia occurs at the age 55 years, the 

average time remaining until death is only three and a half years (Perkins, 2010). 

 There are several symptoms that are commonly associated with diagnosis of dementia in 

individuals living with DS. For example, some common symptoms include memory loss, 

deterioration in the ability to communicate effectively, personality and behavioural changes, 

confusion and physical limitations (Strydom et al., 2010). In addition, many individuals aging 

with ID who suffer from dementia also experience other symptoms such as neurological 

problems such as seizures which are typically a sign of the disease advancing. The end stage 

symptoms for older adults with DS who also suffer from dementia are also quite severe. Many 

individuals become unresponsive to their environment and lose all capabilities for 

communication, as well as losing all physical capabilities because they become unable to walk, 

and therefore, become totally dependent on a caregiver for everyday tasks (Strydom et al., 2010).  

 As older persons living with ID age, they tend to experience more social and 

environmental difficulties compared to the general population. This vulnerable group faces many 

challenges because older persons living with ID often lose their supportive services because their 

aging families are generally their care providers. Developing communities and services that are 
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age-friendly are of vital importance because once the aging family members are gone; those 

aging with ID will have no one to turn to for support. Age-friendly communities will foster 

independence and contribute to a better quality of life for this vulnerable population (Alley et al., 

2008).  

Domains of an Age-Friendly Community 

There are eight domains that are an integral part of an age-friendly community; these 

include transportation, housing, social participation, respect and social inclusion, opportunities 

for community involvement, communication and information, community supports and health 

services and outdoor spaces and buildings (physical environment) (World Health Organization, 

2007). A figure displaying the eight domains of an age-friendly community can be found at the 

end of the document (Figure 1). Therefore, some of the main features that should be included in 

an age-friendly community are: safety and accessibility, well designed and affordable housing, 

accessible roads and walkways, affordable public transportation, plenty of health and community 

support services and plenty of opportunities for older adults to be socially active (Public Health 

Agency of Canada, 2012). The present study was developed to in order to determine if all of the 

above named domains are essential for promoting independence and active aging among older 

adults with ID, and if there are other important features that the communities need. 

1. Transportation.  

 Adequate transportation, including accessible and affordable public transportation 

systems, are important factors influencing active ageing. The opportunity to get around the 

community greatly impacts social and community participation and access to adequate 

healthcare services. In communities where there is a public transportation system, the system 

often does not meet the needs of older adults, especially those living with ID because the travel 
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times are often fixed and, in general one has to walk several minutes to the first route (World 

Health Organization, 2007). As a result, many older adults continue to drive in order to maintain 

their independence, even though many of them realize they are jeopardizing their own safety and 

the safety of others on the road (World Health Organization, 2007).   

However, many individuals living with ID rely on aging family members for 

transportation, thus it is extremely important to improve the transportation system so that it is 

accessible to older adults living with ID, who will be required to be independent once the care 

provider is gone. Recommendations to make the transportation system more user-friendly for 

older adults living with ID include more flexibility (frequent stops), shorter travel destinations, 

reduced costs, increased handi-transit vehicle availability to older adults and ensuring these 

services provide safety and comfort for older adults, especially those aging with ID (World 

Health Organization, 2007). 

2. Housing.  

 Safe, adequate housing and communities are essential to the overall health and well-being 

of all older adults, especially those who are aging with ID. “It is clear that housing and support 

that allow older people to age comfortably and safely within the community to which they 

belong are universally valued” (World Health Organization, 2007, pg. 30). Current research has 

indicated that for older adults living with ID location, including proximity to family members, 

services and transportation, can mean the difference between positive social interaction and 

independence (World Health Organization, 2002). In addition, many older adults, especially 

those aging with ID, have indicated that they want to remain in their own homes for as long as 

possible (Ellison, White & Chapman, 2011). However, not all communities are age-prepared, 

which has created many limitations for older adults living with ID today.   
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Communities can begin to become more age-friendly by assessing the housing currently 

available to older adults living with ID and then establishing what the potential future needs 

might be (Alley et al., 2007). Changes in the physical environment can require years of 

preparation and development and new local and national community initiatives are a crucial part 

of creating change and developing age-friendly communities. In order to make housing more 

age-friendly for older adults living with ID the following changes should be made to a number of 

communities: lowering the total cost of housing to make it affordable to seniors, especially those 

who are on a tight budget, lowering the cost of essential services (e.g., gas, water, cable), 

improving the designs of homes (e.g., appropriate bathrooms, wide sidewalks, minimal stairs), 

building low maintenance homes and having plenty of housing options available (World Health 

Organization, 2007).  

3. Social Participation.  

 Physically and socially active and involved seniors living with ID are less likely to 

experience social isolation and more likely to feel connected in their communities. These 

connections are particularly important, given the strong linkages between social isolation and 

poor health (Public Health Agency of Canada, 2011). Therefore, supportive changes in the 

community are important, both in terms of reducing the limitations that both older adults from 

the general population and older adults living with ID often face.  Inadequate social support is 

connected with not only an increase in mortality, morbidity and psychological distress, but also a 

reduction in overall general health and well-being (World Health Organization, 2007) of older 

adults living with ID. As individuals age, they are more vulnerable to losing close friends and 

family, and as a result, are more prone to social isolation and loneliness. Current research shows 
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that social isolation and loneliness for older adults is linked to a decline in both physical and 

mental health (Ellison, White & Chapman, 2011). 

4. Respect and Social Inclusion.  

 Older persons want to be able to feel included and respected by all members of their 

communities. Active and involved older persons are less likely to be impacted by social 

exclusion and more likely to feel like contributing members of their communities. Feelings of 

belonging and community involvement have a direct correlation with more positive health 

outcomes for older persons, especially those who are aging with ID. Research has shown that 

“one of the factors associated with feelings of loneliness is a feeling of lack of respect. Like 

social isolation, loneliness can have a negative impact on health” (World Health Organization, 

2007, p.g.21). For example, social exclusion can lead to feelings of depression. In addition, it is 

important that older persons living with ID are treated fairly, with kindness and are shown the 

same amount of courtesy as the general population. Thus, there is a strong importance for 

teaching our communities that patience and understanding are vital components to developing 

age-friendly communities for older persons living with ID. The recommendations to ensure older 

adults living with ID are treated appropriately and included in the community are to educate 

younger people on the difficulties and struggles that come with aging, the importance of social 

inclusion and developing programs and activities that are inclusive for all community members 

regardless of age. 

5. Opportunities for Community Involvement.  

 The development of social networks, social participation and feelings of belonging are 

important to healthy living, disease prevention and the prevention of isolation among seniors 

living with ID. Older adults who remain physically active and socially connected are happier, 
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physically and mentally healthier and better able to cope with life circumstances (Public Health 

Agency of Canada, 2012, pg. 24). Current research shows that the ability to participate in an 

adequate social life depends not only on the offering of activities, but also on having adequate 

access to transportation and facilities (World Health Organization, 2007). Many older adults feel 

that they are active and contributing members of their communities but believe there could be 

more opportunities for participation, which is especially important for older adults living with ID 

(World Health Organization, 2007). Some recommendations to improve community involvement 

for older persons aging with ID, which include offering a variety of activities specifically for 

older adults, ensuring the activities are affordable, offering services that are convenient, offering 

transportation to and from the event, and creating awareness on the importance of maintaining an 

active social life during old age. 

6. Communication and Information.  

 Keeping older adults informed about community events and providing information about 

the community allows seniors living with ID to maintain connection with their community and 

supports them in their daily lives (Public Health Agency of Canada, 2012). Older adults are often 

left out of the planning process and as a result, the plans often do not adequately consider the 

needs of older adults, especially those who live with ID (World Health Organization, 2002). 

Research has shown that the fear of missing information and being left out of mainstream society 

is a concern for older adults almost everywhere. In addition, older adults have stated that their 

biggest concern is not having relevant information and resources readily available to them to 

meet their age-related needs (World Health Organization, 2007). Some recommendations to 

ensure older adults living with ID are receiving adequate information are enough distribution of 

information (through radio, newspaper, TV, etc.), ensuring information is easy to read and 
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locate, ensuring information is in large print and encouraging older adults to stay involved in 

community activities.  

7. Community Supports and Health Services.  

Health and social services need to be integrated, coordinated and cost-effective. There 

must be no age discrimination in the provision of services, and service providers need to treat 

people of all ages with dignity and respect in order to effectively promote active aging (World 

Health Organization, 2007). In addition, there must be no discrimination directed towards older 

individuals living with ID. These individuals are valuable members of our communities and 

require the same access to healthcare services and public programs as all other members of 

society.  

As the population ages, one of the biggest struggles regarding health policy is to balance 

self-care (independence), informal support (dependence on others) and formal care (health and 

social services). As a society, we need to ensure that healthcare services and policies provided 

for older adults living with ID enable and empower these individuals so that they can remain as 

independent as possible for as long as possible (Alley et al., 2007). The increase in the number of 

individuals living with ID and reaching advanced old age is an indication of Canada's success as 

a society and the importance of supporting all citizens, whether they live with a disability or not.  

However, unconditional community support of all citizens can also lead to greater challenges for 

Canada. For example, very little has been accomplished to adequately address the needs of older 

persons living with ID and to promote their inclusion in the community (Menec, 2007). Whether 

or not older people are able to age successfully, healthily and happily depends upon a number of 

factors, including the availability of supports and services that meet the varying needs of seniors 

aging with ID. 
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8. Outdoor Spaces and Buildings.  

 Developing communities that enhance physical well-being and quality of life, 

accommodate independence, foster social interaction and enable people to conduct their daily 

activities with minimal support are essential for those currently aging with ID (Public Health 

Agency of Canada, 2012). The physical environment includes the safety of outdoor spaces, 

accessibility of buildings and a clean, friendly environment (Menec, Means, Keating, Parkhust & 

Eales, 2011). In order to foster independence for older adults living with ID, age-friendly 

communities should enable every citizen to fully participate in community life. Current research 

demonstrates that older adults who live in unsafe communities with multiple physical barriers are 

less likely to remain independent, and consequently, become more susceptible to loneliness, 

depression, decreased physical activity, increased mobility problems and typically rely on an 

aging care provider for assistance in daily tasks (Alley et al., 2007). In addition, “whether driving 

a car or taking public or private transportation, access to transportation allows seniors to 

participate in social, cultural, volunteer and recreational activities, as well as enabling them to 

carry out such daily tasks as working, shopping or going to appointments” (Public Health 

Agency of Canada, 2012, p. 4). Some examples of programs, environments and polices that 

enhance quality of life include barrier-free workplaces, flexible work hours, modified work 

environments and part-time work for older adults who live with ID, well-lit streets for safe 

walking, accessible public toilets, exercise programs that help older adults maintain their 

mobility and easy access to health centres, rehabilitation programs and cost-effective procedures.  

Furthermore, research has indicated that an unsafe physical environment can create 

debilitating and painful injuries among older adults living with ID (World Health Organization, 

2007). For example, a heavy door could potentially prevent older adults living with ID from 
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entering a building because they may be too weak to open it or they could suffer an injury such 

as a broken wrist.  

The purpose of creating a more user-friendly physical environment is so that older adults 

can maximize the benefits of services, programs, policies and facilities through convenience and 

support. Some essential features to ensure that communities are age-friendly for older adults are 

the provision of clean and safe environments, safe walkways and resting areas, safe pedestrian 

crossings and the maintenance of accessibility of all available services (World Health 

Organization, 2007).          

Age-Friendly Manitoba 

 In 2008, the Manitoba government launched the Age-Friendly Manitoba Initiative and 

100 municipalities from all over Manitoba including cities, towns, villages, and rural 

municipalities are now formally part of the Age-Friendly Manitoba Initiative. The 100 

municipalities encompass over 800,000 residents, or about 80% of the population of Manitoba, 

and on average, 20% of the population in these municipalities is aged 60 and over (Centre on 

Aging, 2010). The Age-Friendly Manitoba Initiative has been very successful and many older 

adults in Manitoba have agreed that the top most age-friendly needs are that older adults are 

treated with respect, older adults feel safe when walking alone, snow clearing is done in 

sufficient time to ensure safer driving conditions, there is enough close parking spaces located at 

stores and other services, and road signs are large and easy to read.  

Furthermore, nearly two-thirds of communities in Manitoba have started initiating 

projects in order to become more age-friendly. Some age-friendly projects in Manitoba 

communities include installation of power doors and wheelchair accessible washrooms; more 
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handicap parking; improvements to sidewalks, walking trails, and curbs; and the development of 

meal programs and grocery delivery programs (Centre on Aging, 2010).  

Moreover, an initiative in Winnipeg is the Mayor’s Senior Advisory Council, composed 

largely of seniors, which reports directly to the Mayor’s Office. The council submits an annual 

report that includes recommendations on how Winnipeg can improve the current services that are 

offered and how the city of Winnipeg can be made more age-friendly and more accessible for 

everyone, especially older adults. The Mayor’s Senior Advisory Council has become very 

successful in Winnipeg, with several suggestions being implemented including the addition of 

information on age-friendly communities on the City of Winnipeg’s website and an increase in 

the font size in the Winnipeg Leisure Guide. To some, these changes may seem insignificant, but 

to older adults living in Winnipeg this change represents progress and demonstrates that more 

positive changes may be coming (Veselyuk, Krauchi, Ines & Menec, 2012).  

Developing Age-Friendly Communities for Older Persons Living with ID 

 An older person’s independence is threatened when physical or mental disabilities make 

it difficult to carry out the activities of daily living. As adults with ID age, these individuals are 

likely to encounter additional barriers related to the aging process, such as difficulties with 

mobility (World Health Organization, 2007). Older persons with ID view aging as taking longer 

to do things, feeling tired, experiencing reduced mobility and requiring more medical reviews 

and medication (Ellison et al., 2011). In addition, for those individuals aging with ID, the ability 

to carry out daily tasks and participate in community life is often dependent on accessible 

infrastructure and social resources.  

Through advancements with medicine and technology, the life expectancy of individuals 

living with ID has substantially improved, and as a result, young people living with ID live until 
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old age. Therefore, this vulnerable group also requires urgent attention from policy makers and 

service providers in order to make communities more age-friendly for these individuals.  Ellison 

et al. (2011) reported that older persons living with ID consider factors such as poverty, lack of 

social connections and limitations to participation in meaningful activity, inadequate support 

hours, inappropriate accommodation, and complex health needs as having a negative impact on 

the aging process. Thus, positive changes in our communities are of vital importance in order to 

reduce the restrictions that individuals with ID often face on a daily basis. Current research has 

shown that older persons living with ID require assistance with activities of daily living, 

transportation, financial resources that promote having choices, access to leisure activities, more 

social contact and companionship (Ellison et al., 2011).   

As individuals with ID live longer, policies and programs that help prevent and reduce 

the limitations these vulnerable individuals often face should be developed. From a researcher’s 

point of view, one practical way to look at designing policies and programs in order to create 

more age-friendly communities is to think about enablement instead of disablement. The 

“disabling process increases the needs of older people and leads to isolation and dependence.  

The enabling process restores function and expands the participation of older people in all 

aspects of society” (World Health Organization, 2007, p.g.37). Belonging in a community and 

being able to participate fully is vital in maintaining the overall quality of life and well-being of 

individuals aging with ID.   

 For many years, individuals living with ID have been seen as “the weak and helpless,” 

especially as they reach old age. As a result, much of the focus directed towards this vulnerable 

group has been aimed towards interventions and supports rather than improving their overall 

health, well-being and contribution to society. Until recently, there have been very few services 
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and policies established to promote healthy and productive aging for individuals living with ID, 

especially those individuals who reach old age (Llewellyn, Balandin Dew & McConnell, 2004). 

Many older persons with ID experience systemic disadvantages such as social exclusion, low 

levels of workforce participation and financial hardship. Thus, the challenge for the aging sector 

is to develop a policy framework for “aging in place” that is specifically designed to recognize 

the multiple disadvantages faced by many older adults with ID. Currently, there is not enough 

knowledge about older adults aging with ID and those who support them.  

Recommendations for “Aging in Place” for Older Persons Living with ID 

 In order to effectively establish communities that are age-friendly, it is imperative to 

involve older persons living with ID and their caregivers in the exploration of their needs, but it 

is also important to engage the community in meeting these needs. Thus, planning must begin 

before these individuals reach old age. For example, changes in activity and dietary patterns 

desirable for healthy aging need to begin early (Llewellyn et al., 2004). Second, as a society we 

need to look beyond the traditional sources of health and lifestyle advice because typically 

promotion strategies have been poor, and healthcare providers have failed significantly in 

supporting older persons living with ID (Llewellyn et al., 2004). For example, population-based 

health programs such as quitting smoking and free breast screening tend to have lower rates of 

utilization from older persons living with ID, primarily because of low referral rates from 

healthcare professionals (Llewellyn et al., 2004).  

Finally, older persons living with ID can be productive members of society and “age in 

place” if they can maintain their health and social connectedness and be actively involved in 

community life. This vulnerable group requires attention in middle age so that they do not 

become overwhelmed by ageist attitudes that prevent them from living an independent, healthy 
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and well-balanced life (Llewellyn et al., 2004). Researchers, service providers and policy makers 

must work together to design and implement evidenced-based practices that plan for positive and 

healthy senior years for this vulnerable population. The transition can be easier for all seniors, 

regardless of a disability or not, with the implementation of age-friendly communities.  
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Chapter 3: Methods 

Study design 

 The present study was qualitative in nature. The study was designed to explore features 

of an age-friendly community from the perspective of persons with ID themselves and their 

caregivers using individual interviews and focus group discussion. The present study followed a 

qualitative approach because the study questions were designed to explore subjective 

experiences and opinions. 

Interviews 

 The individual interview questions were developed based on the WHO Age-Friendly 

Cities Project (World Health Organization, 2007), modified to be written at grade six reading 

level, reviewed by two managers from two community-based agencies supporting persons with 

ID (St.Amant and Winnserv Inc.) and pilot tested with a 55 year old person who has an ID and is 

living with family. The rationale behind pilot testing the questions was to ensure that they were 

clear and at the appropriate reading level and to determine approximately how long the 

interviews would last. The pilot testing of the individual interview also allowed the opportunity 

to practice the way that the questions should be asked and develop some probing questions that 

could be using during the subsequent interviews. Individual interviews were conducted with 

seven older adults who had an ID, who were living in the community and were at least 45 years 

of age. 

Interview participants were recruited by St. Amant and Winnserv Inc. which are 

community-based agencies that are a comprehensive resource for Manitobans with intellectual or 

developmental disabilities and autism. They are not-for-profit organizations that offer a wide 

range of programs and services to support individuals and their families.  
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 Individual interviews with persons with ID were completed in their homes to ensure they 

felt safe and comfortable with the interview process. The individual interviews lasted no longer 

then one hour in duration because many of the participants with ID lost focus around the thirty 

minute mark. 

Focus Groups  

Three focus groups were also conducted utilizing a total of 15 caregivers of individuals 

with ID (two focus groups had 6 caregivers present and one focus group had only three 

caregivers present). One focus group included six caregivers from Winnserv Inc., one focus 

group included three caregivers from St.Amant and the last focus group included another six 

caregivers from St.Amant. 

In addition, the study asked for a caregiver who has spent a significant amount of time in 

the community with the individual aging with ID. The term caregiver was fairly loose. For the 

purpose of the present study a caregiver could be a paid employee (support worker), service 

provider (management of an agency) or a family member. Caregivers were used for the present 

study because they provided a different perspective and understand some of the daily challenges 

that persons aging with ID experience. 

  The focus groups lasted approximately one and half to two hours, with a refreshment 

break halfway through. The focus groups allowed for the elaboration of responses from all 

participants because participants fed off one another, creating more in depth responses to the 

focus group questions. Conducting focus groups allowed the caregivers and service providers to 

relate to one another, and they were able to learn from one another through their lived 

experiences. Conducting focus groups also allowed caregivers and service providers to provided 

important insights into age-friendly features and barriers that otherwise might not emerge. The 
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voices of the caregivers were essential because they could articulate more clearly what is 

required in order to make our communities more age-friendly for aging adults living with ID.  

 The use of three focus group sessions allowed for different views and opinions to emerge, 

which helped to create a knowledge base for developing recommendations to improve our 

communities. The use of three focus groups eliminated any potential biases because the types of 

clients that are supported by each agency were different in terms of age, gender and level of 

disability and functioning, the regions in which the clients live, the length of time the 

interviewee’s had been a care provider for were different and the level of funding provided by 

the agencies to the clients in terms of housing, social activities and healthcare services. 

Sites for Recruitment 

 The study solicited the voices of older adults with ID and those directly involved in their 

care as they age. Participants were recruited from two community-based agencies in Winnipeg, 

organizations with which my thesis advisor Dr. Shooshtari is affiliated (St.Amant) or has 

previously established partnerships (Winnserv Inc). The management of St. Amant and 

Winnserv Inc. provided assistance with the recruitment of participants. In total, six care 

providers from Winnserv participated and nine care providers from St. Amant participated. 

Target Population 

 The target population for the individual interviews included persons with ID aged 45+, 

who were high functioning (mild ID defined as having an IQ between 50 and 70, or borderline 

ID defined as having an IQ between 70 and 85) (Conyers, Martin, Martin, & Yu, 2002) and who 

were living in the community. The aim was to recruit eight to ten older individuals living with ID 

in Winnipeg. For the focus groups, the aim was to recruit a minimum of 14 caregivers of older 

persons with ID (e.g., parents or support workers). The study aimed to use 45 as a cut off age for 
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individuals living with ID because they tend to age much quicker compared to the general 

population.  

Recruitment Method 

 A recruitment package including an information sheet detailing the specifics of the 

research project, a consent form and the interview questions was given to the participants prior to 

individual interviews and focus groups to allow the participants to prepare before the interviews 

or focus groups took place. A poster, including a contact number for questions, was sent to both 

sites in hard copy and by email advertising the study. The management of St. Amant and 

Winnserv Inc. introduced the study to general community members through their newsletters and 

to the care providers involved in or employed by their programs. They asked interested 

participants to sign a participant information sheet stating that they were interested in 

participating in an individual interview or a focus group. Recruitment occurred in this manner 

because the present study was looking for a range in age, gender, and type of disability and type 

of care provider (e.g., parent or support worker).  

The study recruitment represented a purposive sample, meaning that the present study 

was looking for a specific target population in order to effectively address the research questions. 

Once I had the names of the individuals who were interested in participating in an individual 

interview, I contacted them by telephone and arranged a day and time that the interview could 

take place. I agreed to conduct all individual interviews at the homes of participants living with 

ID to ensure the participants felt safe and comfortable. For the focus groups, once the 

management of St.Amant and Winnserv Inc. had a list of names, they sent out an invitation to 

caregivers and service providers who expressed interest in the study via email which included the 

day and time the focus group would take place.  
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Data Collection  

The interview questions were sent to the potential participants in advance of the 

meetings, which ensured respondents were prepared and felt comfortable having a conversation 

with someone they did not know. This approach proved to be beneficial because the majority of 

the individual participants were very open to discussion, appeared interested in the topic and 

were all very friendly towards me. Both the individual interviews and focus groups were held in 

a location convenient to the participants, that is, at, St. Amant and Windserv Inc or in their 

homes. Furthermore, the individual interviews and focus groups took place in a culturally 

sensitive manner to ensure complete participation from all of the participants. I led both the 

individual interviews and focus group discussions and tape-recorded both.  

Ethics Approval 

 This study was approved by the Health Research Ethics Board of the University of 

Manitoba.  In addition, the study was approved by both St. Amant and Winserv Inc. A research 

access application form was also submitted to St.Amant. Approval of this application form 

granted permission to conduct individual interviews with older persons living with ID and a 

focus group with several care providers. The conduct of the study followed the required 

procedures according to the University of Manitoba ethics protocol. Ethical considerations that 

apply to the general population also apply when conducting research with people with ID; these 

include voluntary participation, informed consent, freedom to withdraw, and confidentiality. In 

addition, consent was given by persons with ID who participated in the study. That is, the 

participants who were verbal, had mild ID, and did not have a substitute decision maker (SDM), 

gave their own consent. For the present study, all study participants living with ID were able to 

give their own consent to participate in the research study.  
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Data Analysis 

 The main objectives of this research project were to generate knowledge about age-

friendly community features for older persons living with ID in Manitoba and to increase 

awareness of the needs of older persons living with ID. Another objective of the research project 

was to make recommendations for program planning, service delivery, coordination of 

community-based services and policies to support healthy and active aging of Manitobans aging 

with ID. There were several stages of analysis, each with a different purpose which will be 

detailed in this chapter. 

First Cycle Coding 

 First cycle coding was the process that happened during the initial coding of the data. 

There were several stages of analysis, each with a direct purpose which will be detailed in this 

section.   

 Pre-Coding.  

 The data for the present study was manually coded. The coding process started with a 

pre-coding phase, as outlined in Saldana (2009). The pre-coding phase organized the data in a 

way that was easy to read and interpret. The data recorded from both the individual interviews 

and focus group sessions were transcribed into a Word document. Instead of keeping the data 

running together as long unbroken passages, the text were separated into short-paragraph or 

sentence like units with a line break in-between whenever the thought or topic appeared to 

change. Initially the transcribed data was placed into two columns. The first and widest column 

contained the transcribed data – interview and focus group transcripts. The second column 

contained space for the preliminary codes. The transcribed data were then separated into a colour 
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rich text that represented the nine categories that were discussed throughout each individual 

interview and focus group. The categories were separated as follows:  

1. General information was typed in a blue font.  

2. Transportation was typed in an orange font. 

3. Housing was typed in a green font. 

4. Social participation was typed in a red font. 

5. Respect and social inclusion was typed in a purple font.  

6. Opportunities for community involvement were typed in a black font. 

7. Communication and information was typed in a teal font. 

8. Community support and health services were typed in a pink font.  

9. Outdoor spaces and buildings were typed in a grey font.  

 The pre-coding phase allowed for initial and thorough readings of the data, while jotting 

in the second column tentative ideas or codes. The process occurred multiple times before clear 

and consistent codes emerged.  

 As previously mentioned, the present study included multiple participants. Thus, the pre-

coding phase allowed for the coding of one participant’s interview to be completed before 

moving onto the second interview. This was an important step in the pre-coding phase because 

this process ensured that the preceding data was not influencing or affecting the coding of the 

next participant.    

 Attribute Coding.  

 General information found at the beginning of the data set, instead of embedded within it, 

included basic descriptive information such as the setting of the interview site (e.g., address), 

participant characteristics (e.g., gender), data format (e.g., interview transcript) time frame (e.g., 
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December, 2013, 1:00 – 2:00 p.m.). Attribute coding is appropriate for qualitative research, 

especially those with multiple study participants and sites (Saldana, 2009). This phase of coding 

was beneficial for the present study because it allowed for effective data management and 

provided essential study participant information that was easy to locate and interpret.  

 Descriptive Coding.  

 Summarized in a word or short phrase the basic idea that the study participant was 

discussing (e.g., their home or taking the bus). This phase of coding was used to put into 

perspective what was heard and understood throughout each individual interview and focus 

group session. Descriptive coding helped to answer the question of “what are the negatives about 

aging in the community of Winnipeg” and “what are the positives about aging in the community 

of Winnipeg” because each participant was able to express in their own words what it is like 

getting older as a person living with ID in Manitoba. In addition, the caregivers were able to 

discuss in detail from their perspective what it is like living in Winnipeg as a person who is aging 

with ID. Descriptive coding was also beneficial because each caregiver was able to express what 

changes need to be made in order to have older Manitobans with ID age in place successfully. 

This method of coding categorized the data at a basic level to provide an organizational grasp of 

the study.  

 Initial Coding.  

 This phase involved breaking down the transcripts into discrete parts, closely examining 

them, and then comparing them for similarities and differences (Saldana, 2009). Thus, having the 

transcripts colour coded was useful for this phase because it was easy to determine what topic 

was being discussed and allowed for quick reference between each category to determine the 

emerging similarities and differences. The initial coding phase was intended as a starting point to 
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introduce analytic leads for further exploration and to determine which direction to take the 

study. Detailed line-by-line coding occurred, paying close attention to the rich dynamics of the 

data. Initial coding was particularly useful for the individual interviews because many of the 

participants answered with short sentences or one word phrases. Finally, a third and final column 

emerged – the main themes or final codes. The third column was used for the comparative 

analysis in order to compare the frequency of the main themes. For example, individual 

interview number one was compared to individual interview number two and the St.Amant focus 

group was compared to the Winnserv Inc. focus group (see table 27).  

Second Cycle Coding 

 Second cycle coding methods were used because they allow for the reorganization and 

reanalyzing of data coded through first cycle methods. The second cycle stage of coding ensured 

that topics and emerging themes were fitting together in order to develop a coherent 

understanding of the data. The primary goal of completing second cycle coding was to develop 

an understanding of the reoccurring codes that emerged through first cycle coding and fit them 

into main themes. For example, responses such as “no one has really asked me”or “ya I wish I 

could” would be a reoccurring theme of social exclusion. Therefore, second cycle coding 

developed the “meta-code” – the category label that identified similarly coded data (Saldana, 

2009).   

 Pattern Coding.  

 For the present study pattern coding was utilized because this process of coding was 

exploratory in nature and helped to establish the emerging themes. The pattern codes that 

emerged were helpful for pulling together all the data into a more meaningful description of the 

information. Pattern coding was used as a way of grouping together several emerging codes into 
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a smaller number of themes. For example, during first cycle coding approximately 40 codes 

emerged and during second cycle coding the end result was approximately 20 main themes. 

Pattern coding was use to develop the major themes from the data, search for causes and 

explanations as to why certain codes occurred more frequently, and help to determine which of 

the eight domains of an age-friendly community need the most attention from researchers, policy 

makers and services providers.   

Summary 

 Given the partnership with governmental and non-governmental organizations, the 

knowledge gained through the present study can help shape service delivery and policy in the 

future. Furthermore, this research should provide relevant and important information for service 

providers and policy makers in order to ensure our communities are designed to improve the 

quality of life for the growing number of older Manitobans living with ID. The information 

presented in this research study will demonstrate the importance of developing age-friendly 

communities in order to substantially improve the health and well-being of the aging population, 

especially those who are aging with ID. 

 The main objectives of this research project were to generate knowledge about age-

friendly community features for older adults living with ID in Manitoba and to increase 

awareness of the needs of older adults with ID. Another objective of the research project was to 

make recommendations for program planning, service delivery, coordination of community-

based services and policies to support healthy and active aging of Manitobans aging with ID.   

 

 

 



  53  

 

 
Chapter 4: Results 

 This chapter is divided into three sections. In the first section, characteristics of the study 

population are described. In the second section of this chapter, the findings from individual 

interviews with persons with ID are presented and summarized by the eight domains of the “age-

friendly community” conceptual framework. Both the positive and negative experiences of 

persons aging with ID in Manitoba are reported. In the third section, findings from focus groups 

with caregivers of persons with ID are reported. They include some of the main barriers 

identified by the caregivers as reasons why aging in place is difficult for persons with ID in our 

communities. 

Description of Study Population 

 A total of seven older persons with ID aged 45+, living in a variety of areas in the city of 

Winnipeg including St. Vital, St. James, Transcona and Garden City and who were high 

functioning (e.g., had either a mild or border line ID) participated in the study. Six of the study 

participants were female and one study participant was male. The study participants ranged in 

age from 45 to 57 years of age. The majority of the individuals aging with ID were independent 

and able to live on their own in the community, with some support received from paid staff to 

complete daily errands such as going to the bank. The majority of participants felt that their 

needs are being met and the process of aging has not created many challenges for them yet. It 

was noted that the study participants provided very short answers to the interview questions, 

requiring constant probing to maximize the information provided. The study participants 

provided valuable information on the barriers that are encountered on a daily basis for 

community living.   
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 Three focus group discussions were conducted. A total of 15 individuals providing care 

to an older person with ID were recruited from St. Amant and Winnserv Inc., and participated in 

the discussions. The focus group participants were all paid caregivers (e.g., support workers, or 

managers of community group homes). No family member participated in the focus groups. In 

addition, the majority of the caregivers were female staff. In total, 14 female caregivers and 1 

male caregiver participated. St. Amant was represented by nine caregivers and Winnserv Inc. 

was represented by six caregivers.  

Findings from Individual Interviews 

 Individual interviews were conducted to determine the level of age-friendliness in the 

City of Winnipeg, Manitoba from the perspective of older persons with ID themselves. Eight 

broad topic areas related to features of community living including transportation, housing, 

social participation, respect and social inclusion, opportunities for community involvement, 

communication and information, community support and healthcare services and outdoor spaces 

and buildings were explored and discussed. The study participants were also asked to reflect on 

community services and policies that may impact active aging in persons with ID in Manitoba. 

Individual interviews were used to determine the features and characteristics of Winnipeg that 

are age-friendly (advantages) and the barriers that exist for active aging of persons with ID. The 

results are reported by each section of the individual interviews. An example of the research 

questions for the individual interviews can be located in appendix e. 

1. General Information. 

 Tell me about living in Winnipeg as a person who is getting older.  

 At the beginning of each individual interview a general question, “tell me what it is like 

to live in Winnipeg as a person who is getting older” was asked. The purpose of this question 
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was to gain some general information from the study participants in addition to making them feel 

more comfortable with the interview process prior to asking them the core questions. The 

majority of the study participants viewed Winnipeg as a city that they like to live in and are 

satisfied with calling Winnipeg home. For example, one study participant stated, “oh, it’s good in 

Winnipeg because you get a lot of freedom.” Another study participant said, “I like it here, it is a 

nice city, and I have been here a long time.” A different study participant said, “I am happy 

here.” Another study participant said, “I like the cold” demonstrating overall satisfaction with 

living in the city of Winnipeg. 

 The opening question allowed the study participants to express their opinions on the 

advantages as well as the disadvantages of living in Winnipeg. The emerging themes during 

initial coding that were advantages of living in Winnipeg included receiving help from other 

people, a lack of crime in their neighbourhoods, enjoying their neighbourhoods, maintaining a 

relationship with family members, maintaining independence and being able to have a variety of 

interests or hobbies. The majority of the study participants felt that they were not experiencing 

any challenges that were impacting their daily lives. For example, one probing question that was 

asked of persons aging with ID was “are you experiencing any challenges as you are getting 

older?” One participant said, “no, no challenges even though I am getting older.”  

The emerging themes relating to the disadvantages of living in Winnipeg included poor 

snow removal, cold winters and certain activities becoming more difficult as they age (e.g., 

work). As an example, another probing question was “do you ever think about working less now 

that you are getting older?” The participant responded by saying, “I can’t work less, they want 

me to work more.” The response from this participant indicates frustration and a desire to work 
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less, potentially pointing to a lack of community awareness regarding the complex needs of this 

vulnerable population.  

 The second cycle stage of coding found that the emerging themes were overall 

satisfaction with living in Winnipeg and independence.  

 Satisfaction. When the study participants were asked the probing question “what is it like 

to live in Winnipeg as a person who is getting older?” The theme of satisfaction came up 

repeatedly indicating overall contentment with living in Winnipeg. Dissatisfaction was reported 

less often indicating that in general, only a few of the study participants disliked some of the 

aspects of living in Winnipeg.  

  Independence. Analysis of responses to the general question showed the importance of 

maintaining independence for older persons with ID. Maintaining independence, while aging, 

was a main theme across all seven of the individual interviews. When commenting on her own 

level of independence a study participant responded by saying, “ya we try to be,” indicating that 

she and her roommate try to do as many things on their own before they receive help from a 

support worker. Results from the individual interviews indicated that all seven of the individuals 

aging with ID were able to maintain a high degree of some form of independence, for example, 

by working outside of their homes or assisting with tasks around the home, and for the most part 

have maintained a high level of social and physical involvement within their communities.  

2. Transportation. 

 What is the bus system like in your community? Is it easy to use and access?

 Transportation is a key feature of a community and plays an important role in the 

mobility of individuals and their level of social participation within the community. The ability 

to use public transportation depends on several factors including an individual’s ability to get to 
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the bus stop according to the pre-determined schedules, ability to pay for the bus fare and the 

ability to understand which routes to take in order to get to a certain destination.  

Public Transportation. The majority of the study participants indicated that the public 

transportation system provides good coverage of Winnipeg, enabling people to get to their 

desired destination, which is important in order to maintain independence and social 

connectedness. However, a few of the study participants expressed concern about the adequacy 

of public transportation routes. For example, one study participant stated, “you cannot get from 

one end of the city to another on one bus, a transfer must be used.” At times there are 

accessibility issues with the public transportation system, because the travel and waiting times 

are often long, which has deterred some of this individuals from taking the bus. However, the 

majority of the study participants reported that they were independent and able to use the public 

transportation system regularly on their own to get to various activities such as work. For 

example, when the study participants were asked the main research question “is the bus system 

easy to use and access?” One study participant reported, “yes, the bus is easy I just show my bus 

pass and sit down.” Another study participant reported, “yes, easy to use.” 

 The positive emerging themes of public transportation during initial coding included ease 

of use, proximity (e.g., close to home) and convenience (e.g., one stop to get to their destination). 

Several themes emerged regarding shortcomings of public transportation including wait time, 

travel time and harsh weather conditions during the winter months.   

 The emerging themes during second cycle coding included accessibility, affordability, 

overcrowding and independence.  

 Accessibility. When the study participants were asked the main research question “what 

is the bus system like in your community? Is it easy to use and access?” The theme of 
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accessibility came up repeatedly indicating, that for the most part, the public transportation 

system is easy to use and it is accessible. For example, when the study participants were asked 

the probing question “do you have a good understanding of the bus system in Winnipeg?” A 

common response provided by the study participants was, “yes I know how to use the bus” 

demonstrating that the current bus system is adequate and easy enough to use. Most of the study 

participants felt that Winnipeg possesses a public transportation system that offers good service 

to older adults, including buses and special services for persons with disabilities (e.g., access to a 

ramp for easy access onto the bus). A negative comment made by the majority of the study 

participants was related to the fixed bus schedules. Several of the participants reported that the 

system is not always sensitive to their needs, which raises the issue of accessibility. For example, 

one study participant showed dislike for the public transportation system by saying, “I hate 

taking the bus because it is always late.” 

 Affordability. Most of the study participants also felt that the affordability of the public 

transportation system is an age-friendly feature by stating, “ya, I can afford the bus.”  

 Overcrowding. A negative comment made by the majority of the study participants was 

related to the number of people that take the bus and the lack of seating available during busy 

times, which raises the issue of overcrowding on the public transportation system. For example, 

when the issue of overcrowding was raised, one study participant was asked the probing question 

“do you always get a seat on the bus?”One study participant stated, “sometimes I get a seat.”  

  The questions on public transportation in this study allowed the study participants to 

express their opinions on the current public transportation options available to them. The study 

participants who were users of public transportation reported that they like this service for the 

following reasons: 



  59  

 

 
 Convenience. The bus stops are located in close proximity to their homes. 

 Ease of use. It’s easy to understand and use the bus system. 

 Affordability. The use of public transportation is affordable.  

 Independence. The use of public transportation allows individuals to be 

independent. 

 Confidence.  The use of public transportation allows individuals to feel confident.  

 On the other hand, the study participants who were users of public transportation reported 

that they do not like this service for the following reasons: 

 Fixed schedules. There are long waiting and travel times. 

 Transportation stations. Poor snow removal on sidewalks and roads.  

 Passenger courtesy. Limited seats are available on the bus. 

 Safety. Stepping up onto the bus is difficult. 

 Private Transportation. 

 What is it like going for a drive in your community? 

 A few of the study participants reported that they use private transportation, which was 

provided to them by family members, caregivers, taxi, or handi-transit. For example, one study 

participant reported that, “I do like the car better because the staff takes me where I need to go.” 

The emerging themes during initial coding that were positives of private transportation included 

easier to use, more comfortable and more convenient. Several negative themes related to private 

transportation also emerged including reliance on staff and size of vehicles.   

From the second stage of coding, emerging themes relating to using private transportation 

in Winnipeg included support from others and accessibility.  
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Support from Others. When the older adults living with ID were asked the main 

research question “what is it like to go for a drive in your community” the issue of support from 

others came up repeatedly, indicating that older persons with ID rely heavily on support from 

staff to take them where they need to go. For instance, one study participant stated, “I like the car 

better.”  

Accessibility. Issues related to accessibility were reported less frequently, indicating that 

older persons living with ID do not have many difficulties with the use of private transportation 

in Winnipeg. The theme of accessibility included both the positives (e.g., more comfortable) and 

the negatives (e.g., sometimes difficult to get into) of using private transportation. In fact, all 

seven of the older persons living with ID stated that they preferred the use of private 

transportation over the public transportation in Winnipeg. The study results from the individual 

interviews showed that, by far, transportation provided by family members and caregivers is the 

most common, easiest and frequently used transportation option. Driving in a car was a desired 

mode of transportation because the majority of the study respondents liked the convenience, 

enjoyment, and familiarity of the experience. 

  The study participants who were users of private transportation reported that they like 

these services for the following reasons: 

 Comfort. A car is more comfortable to sit in. 

 Accessibility. A car is easier to get into. 

 Get more things done. More errands can be completed during the day (e.g., 

groceries, banking, and visiting people). 

 The study participants who were users of private transportation reported that they dislike 

these services for the following reasons: 
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 Reliance. Individuals have to rely on other people to get them places. 

 Accessibility. Some vehicles are harder to get into (e.g., trucks and vans). 

 Lack of Control. Some people drive their vehicles too fast, which can create 

panic. 

 Safety. The seat belts are sometimes difficult to put on. 

 Summary of Key Findings. The topic of transportation came up as a dominant issue 

throughout the research study because adequate transportation appeared to play an essential role 

in active participation in community life for the older adults living with ID. For example, the 

issue of transportation is connected to social participation and community involvement as well as 

access to community support and health services. Although the study participants reported using 

both public and private transportation, the most common mode of transportation utilized by the 

study population was private and not public transportation. All of the study participants preferred 

driving with a support worker. 

3. Housing. 

 Tell me about the house or apartment where you leave. 

 Is there anything you would change about your home? 

 Appropriate and affordable housing is another key feature of an age-friendly community. 

Adequate housing plays an important role in an individual’s safety and security from crime and 

helps to influence positive health behaviours for many individual’s aging with ID. The majority 

of the study participants indicated they like the home they live in, whether it was an apartment or 

a house, and all of the study participants felt they lived in nice neighbourhoods. Three of the 

study participants were independent and able to live on their own in an apartment and the other 

four participants lived in group homes with roommates. For example, the male participant had 
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one roommate, one female participant had three roommates and another female resident had one 

roommate.  

However, the study results showed that, in most circumstances, the majority of the study 

participants relied solely on their support workers to provide adequate and appropriate care. For 

instance, when the study participants were asked the main research question “tell me about the 

home you live in,” all of the study participants stated, “I am happy in my home” at some point 

throughout the interview. In addition, a dominant response from the study participants was, “I 

wouldn’t change anything” which shows overall satisfaction regarding the type of dwelling 

persons aging with ID are currently residing in. Results from the housing questions indicated that 

the ability to live independently in one’s own home depends on a range of factors, including the 

health and well-being of an individual, sufficient money and the availability of support services. 

For example, when the study participants were asked the probing question “are stairs becoming 

more difficult as you age?” About half of the study participants stated, “stairs are OK” indicating 

these individuals do not experience any mobility issues. However, the other half of the study 

participants said, “sometimes the stairs are hard.” The individuals who mentioned that the stairs 

were hard lived in apartment buildings, raising the issue of the impacts of aging. In most 

circumstances these individuals relied on the use of an elevator to get them to their floor on the 

days that they felt tired or just did not feel like taking the stairs. The study participants who lived 

in apartments all agreed that the elevator is easier to use than the stairs. For example, one study 

participant stated, “ya the elevator is easier for me.”  

 The positive themes that emerged during initial coding included happy with home, doing 

things alone (e.g., cleaning), wouldn’t change location, easy to get around home, close to 

essentials, enough room and staff plan meals. Several negative themes regarding housing in 
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Winnipeg also emerged including wants to make changes, wants to go to a new home, landlord 

won’t help and sometimes stairs are hard.  

 From the second stage of coding, several themes emerged relating to housing including 

independence, satisfaction, support from others and accessibility.  

 Independence. The theme of independence occurred frequently throughout all seven of 

the interviews. For example, when the study participants were asked the probing question “do 

you do your own cooking” the majority of the respondents indicated that they could cook on 

their own, or were able to assist support workers with getting meals ready (e.g., cutting 

vegetables). One study participant stated, “I do all the cooking and I clean the bathrooms.” In 

addition, a study participant who lived in a group home with three roommates was asked the 

probing question “does staff cook for you?” The participant responded by saying, “I get to cook 

sometimes too.” Also, a study participant who lived in an apartment was asked the probing 

question “do you do your own laundry?” The participant responded, “ya I do my own laundry.” 

Another study participant living in a townhouse was asked the probing question “do you do all 

the cleaning by yourself?” The participant responded by saying, “ya nobody else is going to 

clean up around here.” Throughout the seven individual interviews, the persons aging with ID 

valued the importance of maintaining some form of independence whether that was doing things 

on their own or helping the staff that work in their home.  

Satisfaction. The theme of satisfaction during second cycle coding was also reoccurring 

throughout all seven of the individual interviews. For instance, when the study participants were 

asked the main research question “is there anything you would change?” a variety of responses 

were given including, “no I’ll stay here,” “I like it just the way it is,” and “no nothing to change” 

clearly indicating that the individuals who participated in this research study are satisfied with 
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the homes that they live in. It should also be noted that all seven of the study participants 

reported that they were satisfied with the amount of room they have in their homes.  

Support from Others. Furthermore, the theme of support from others was also 

dominant. The study participants indicated that they received help from support workers by 

providing the following responses, “staff plans the meals for me,” “staff do the cooking for me,” 

and “sometimes my worker helps me with the groceries.” Throughout the individual interviews 

support from paid staff was an essential component allowing persons aging with ID to 

successfully age in their own homes. For instance, one participant stated, “I want to move to a 

nursing home so they can do my laundry for me, cook for me and take me to the doctor.”  

Accessibility. Lastly, the positive theme of accessibility also emerged. The majority of 

the study participants reported that they enjoyed their homes due to being within close proximity 

of essential services such as work, the doctor, grocery stores and the mall. The following 

responses were provided demonstrating the importance of proximity including, “I like the 

location, it is close to Garden City,” “close to Assiniboine Clinic,” “ya we are close to Grace 

Hospital” and “work is just over there.” 

 Additionally, from the second stage of coding, some negative themes emerged relating to 

housing including dissatisfaction and social disrespect.  

 Overall Dissatisfaction. When the study participants were asked the main research 

question “is there anything you would like to change about your home?” The study participants 

gave the following responses, “ahh move the furniture around or something, nothing crazy,” “ya 

if I could, I would like a roommate again,” “umm, I would like them to paint, they only painted 

once” and one study participant mentioned that they wanted to move into a new home because 
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they do not have anything in common with their roommates. The participant said, “ya I get bored 

sometimes.”  

 Social Disrespect. Lastly, one of the individuals living in an apartment expressed 

concerns about their landlord. The participant said, “I don’t like him, he is very demanding,” “he 

said if I say anything else he will kick me out,” “he said don’t bring friends over here anymore or 

I will kick you out” clearly raising the issue of social disrespect. It should be noted that of the 

two individuals who lived in apartments, this participant was the only one who experienced 

difficulties with a landlord, but the difficulties appeared to be extreme. The participant was 

forced to stay at this apartment because she could not afford anything else. The apartment is 

classified as low-income housing and she is on welfare.  

 The study participants reported the following as the most common age-friendly features 

of the current homes they reside in including:  

 Ease of use. Easy to navigate around their homes. 

 Accessibility. Apartments have elevators.  

 Close proximity. All homes/apartments were convenient to work, doctor, grocery 

stores, etc. 

 Social connections. Enjoy having roommates. 

 Independence. Enjoy doing things alone. 

 Adequate size. Plenty of room in their homes. 

 Availability of staff. Receive continuous support. 

 The study participants reported the following as the most common barriers of their homes 

including: 

 Difficult landlords. (e.g., busy or rude) 
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 Want to make changes. Homes/apartments are both old and outdated. 

 Issues with accessibility. Too many stairs. 

 Not affordable if not on welfare. Participants relied on welfare or social agencies.  

 The study results show individuals aging with ID rely on constant support from 

caregivers or support workers. Without the care they receive on a daily basis, aging in place 

would become next to impossible.  

4. Social Participation.  

 How easy is it to socialize in your community? 

 What activities do you participate in? 

 One of the main features of an age-friendly community, social participation was defined 

as the inclusion of older persons aging with ID in a variety of activities including recreational, 

social, cultural, educational and spiritual activities (World Health Organization, 2007). Social 

participation has a strong impact on an individual’s overall mental well-being. Research shows 

that social participation affects a number of health-related outcomes including mental health, 

physical health, mobility, etc. The study results showed that, in most circumstances, many of the 

study participants aging with ID relied solely on their support workers to provide adequate 

opportunities for social participation. All of the study participants were asked the main research 

question “how easy is it to socialize in your community?” One of the participants said, “ya 

sometimes we go to a community club.” Another study participant said, “oh, sometimes.” A 

different study participant said, “sometimes I stay home, sometimes I go to my sister’s house” 

and lastly, one study participant replied by saying, “so, so.” It should be noted that a few of the 

study participants were unclear what this question meant. A few of the study participants 

responded by asking, “what does that mean?” In general, a lot of probing was required in order 
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to receive adequate information regarding the social participation domain. The study results 

showed that individuals aging with ID participate in a variety of activities to maintain social 

connections within their communities, but the majority of the participants required assistance 

from their support staff in order to get to the activity. A few of the participants were independent 

and able to get to activities on their own using the public transportation system.  

 During initial coding the positive emerging themes included type of activity they 

participated in, meeting friends through their agency and availability activities close to home. 

Several negative themes regarding social participation in Winnipeg also emerged including 

difficulties affording the activities, not asked to be in a program, want to be in a group and 

lacking friends.  

 The second stage of coding resulted in several positive themes relating to social 

participation including social inclusion, good mobility and independence.  

 Social Inclusion. The theme of social inclusion was the most dominant theme during the 

second stage of coding. Social inclusion meant the types of activities in which persons aging 

with ID participated. The most common activities reported included going bowling, hanging out 

with friends and going to the movies. In response to the main research question “what type of 

activities do you participate in?” Some of the responses included, “I know how to bowl and all 

that,” “ya, I enjoy the movies,” “I got to bleak house on Tuesday” (bingo) and, “ya I like to go 

for coffee.” Nearly half of the respondents felt that there are a good variety of choices for social 

participation that are interesting, and many noted the availability of activities that encourage 

and/or incorporate physical activity. For example, going to the gym, dances, going for walks in 

the park and one participant even mentioned the opportunity to participate in belly dancing 

classes. In addition, the majority of the study participants felt that the current activities in 
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Winnipeg are affordable and appreciated the convenience of activities (e.g., location). 

Furthermore, the majority of the study participants indicated the opportunity to participate in 

formal and informal social activities depends not only on the offer of activities, but on getting 

information about various activities. 

 Good Mobility. Another emerging theme was good mobility. For the purpose of this 

research project, good mobility referred to the ability to actively participate in activities without 

experiencing difficulties. The majority of the study participants were still physically active and 

denied any challenges with participating in activities such as going to the gym, doing yoga, 

attending belly dancing classes and going for walks in the park. Nearly all of the participants 

were actively involved in a bowling league, or went bowling on a regular basis.  

 Independence. Lastly, the theme of independence occurred less often throughout the 

social participation domain, but provided very valuable information on how these individuals 

were able to maintain some form of independence. Independence was defined as paying for 

activities on their own with money that was earned through paid work, or getting to activities 

alone or the ability to utilize and understand discount opportunities for movies (e.g., scene card). 

For example, when the participants were discussing the activities that they like to participate in, 

they were asked the probing question “does the home give money for that?” Most of the study 

participants replied by saying, “no, I pay.” In addition, the participants demonstrated their ability 

to maintain independence in the community because all of the participants discussed how they 

meet their friends for coffee on a regular basis. A few of the study participants also discussed 

how they use the bus independently to get to activities such as the movies and bowling. The 

proximity of activities allows individuals aging with ID to maintain some form of independence 

because all of the activities they engage in were one bus route away from home. Therefore, they 
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do not have to rely solely on staff to get them to activities. Lastly, one of the study participants 

discussed how she had her own scene card, which provides discounts for movies and allows an 

individual to earn points to watch a movie for free. This demonstrated independence because 

many people from the general population are not aware of the benefits and cannot be bothered to 

sign up for it.  

 During second cycle coding some negative themes also emerged including social 

exclusion and affordability.  

 Social Exclusion. Social exclusion meant being excluded from activities, clubs, or 

programs that are offered throughout Winnipeg and affordability referred to the inability to 

afford some of the activities in Winnipeg that promote social participation. Social exclusion was 

the most dominant negative theme and was mentioned by all of the individuals aging with ID. 

For example, the study participants were asked the probing question “have you been asked to 

join a club or program?” Some of the responses included, “ya, I want to be in a group,” “ya, in 

the winter I want to do more things,” “no, not asked to do that” and, “no, nothing offered.” The 

study results indicated that persons aging with ID are often excluded from some programs or 

clubs. In addition, the study participants were asked the probing question “other than family, do 

you have a lot of friends” or “do you have a lot of friends in your apartment?” One study 

respondent said, “no, not much friends.” Another participant replied by saying, “no, I only got 

one.” Another response was, “do things more with staff” showing a lack of friends because the 

study participants mostly relied on staff for entertainment. The study results show that persons 

aging with ID lack adequate opportunities to make new friends, as well as maintain friendships 

that have already been established. These results demonstrate that persons aging with ID are at a 

great risk for social isolation.  



  70  

 

 
Affordability. The theme of affordability occurred throughout a few of the interviews. 

The participants were asked the probing question “do you find it difficult to afford these 

activities?” One of the participants replied by said, “sometimes yes.” Another participant said, “if 

it was cheaper I would go” referring to Folklorama. In addition, one study participant had a 

strong interest in wrestling but mentioned that it is expensive and therefore this individual is not 

able to attend wresting events very often. The majority of the persons aging with ID relied on 

money from their group home or social agency in order to afford activities such as the movies, 

going out for supper, Folklorama and wrestling. The most common social activity that was 

affordable for all of the study participants was going out for coffee with friends.  

The study participants reported the following as the most common age-friendly features 

of social participation in Winnipeg: 

 Plenty of options. A variety of activities are offered in Winnipeg (e.g., movies, 

sporting events, bowling). 

 Accessibility. Facilities are easy to get to and are accessible once there (e.g., 

movie theatres). 

 The opportunity to make new friends (e.g., bowling leagues or bingo). 

 Maintain physical activity. Plenty of activities available that promote physical 

exercise.  

The study participants reported the following as the most common barriers of social 

participation in Winnipeg including: 

 Lack of transportation (e.g., rely on staff to get places). 

 Lack of friends. Difficult to make new friends.  

 Social exclusion (e.g., no one asks them to join clubs). 
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 Issues with affordability. A lot of the activities in Winnipeg are expensive. 

 Redundant. Continuously do the same social activities (e.g., movies and coffee). 

In summary, the results show that persons aging with ID rely on support from caregivers 

or support workers to find them appropriate activities to attend on a regular basis. However, 

many of the activities offered in Winnipeg are expensive, which means older adults aging with 

ID cannot attend them on a regular basis because they have limited disposable income available 

to them. Thus, without the support from caregivers (family) and support workers (staff), 

adequate social participation and social inclusion in Winnipeg is difficult. Furthermore, persons 

aging with ID often mentioned a lack of friends during the individual interviews. Without proper 

opportunities to maintain friendships or meet new friends, the possibility for social isolation 

greatly increases for this vulnerable population. The majority of the participants were often 

excluded from opportunities to participate in clubs or programs, thus the majority of the 

participants indicated they get bored very quickly.  

5. Respect and Social Inclusion. 

How are you treated in the community as a person who is aging? For example, do people 

ignore you?  

 Another main feature of a community’s social environment, respect and social inclusion 

deals with the attitudes, behaviours and perceptions of individuals from the general population 

and of the city of Winnipeg as a whole. Throughout the research study, participants reported 

differing types of behaviour and attitudes being directed towards them. In most circumstances, 

the individuals aging with ID felt that they were often respected, accepted and felt included by 

other people when they were out in the community. However, some study participants did 

acknowledge that have been disrespected while out in the community and some felt they are 
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excluded when it comes to their family members. As a whole, the study results indicate persons 

aging with ID generally feel that on a daily basis, they are shown respect and kindness by 

members of the community. The majority of the study participants felt that politeness is also 

exhibited in Winnipeg. In addition, a few participants discussed how youth were often 

considered the culprits of impoliteness and rudeness and the majority of the incidents involving 

rudeness or impatience occurred on the public transportation system. For example, all of the 

study participants were asked the probing question “do you think people are respectful towards 

you in the community?” All of the participants responded to this question with one word 

answers, demonstrating that they potentially did not understand the question. Nevertheless, all of 

the participants responded by saying, “ya.” Thus, from the standpoint of persons aging with ID in 

Winnipeg these individuals believed that they are shown respect and patience on a daily basis.  

 The positive themes of respect and social inclusion that emerged during initial coding 

included people are respectful, individuals are treated well in the community, people are helpful, 

people are nice and individuals feel included in the community. Some negative themes also 

emerged including being called names, sometimes ignored by people in the community and 

sometimes people are mean.  

 From the second stage of coding, a few common positive themes emerged relating to 

respect and social inclusion including social respect and social inclusion.  

 Social Respect. The participants were asked the probing question “are people friendly 

towards you?” The dominant answer was “yes, people are friendly.” One study participant 

described how she had fallen while walking in the community and explained how a complete 

stranger was friendly and respectful towards her by saying, “but a man helped me up and asked 

are you ok?” The same individual was asked, “are people in the community respectful towards 
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you?” She responded by saying, “oh ya, always, no problems” showing that even though people 

may not understand the complex needs of this vulnerable population they are still willing to 

show respect and kindness towards them, which helps to foster a greater sense of community 

belonging.  

 Social Inclusion. Furthermore, all of the participants were asked the main research 

question “do you think people ignore you when you are in the community?” The majority of the 

participants replied by saying, “no,” evidently showing that people in Winnipeg are willing to 

provide assistance to persons aging with ID while they are out in the community. For example, 

one lady was discussing how she really enjoyed going to the mall. During the conversation, she 

was asked a probing question “when you are at the shopping mall is everyone willing to help 

you?” She responded, “ya.” 

 During second cycle coding some negative themes also emerged including social 

disrespect and social exclusion. The issue of social disrespect occurred a few times throughout 

the individual interviews.  

 Social Disrespect. The study participants were asked the probing question “has anyone 

ever been rude to you?” A participant responded, “ya, one time this lady asked me for change on 

the street, I told her I didn’t have any and then she grabbed my bag.” As a result, this experience 

led to this individual having trust issues within the community and now prefers to ignore 

everyone because it makes her feel more safe. One study participant even talked about how she 

experienced rudeness from a youth. During this conversation the participant stated, “one time a 

kid said excuse me old lady” and also said, “one time at school someone called me retarded,” 

raising the issue of community awareness and a lack of respect for this vulnerable population. 
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When asked how this situation made the participant feel, she responded, “felt strange with a kid 

saying that” and “it was rude and made me feel mad and hurt.”  

 Social Exclusion. Moreover, the theme of social exclusion was also discussed by a few 

of participants in the individual interviews. Social exclusion for this domain referred to not being 

accepted or paid attention to by other community members. For example, one study participant 

was asked the main research question “do they ever ignore you” while he was discussing a visit 

to the store. He responded by saying, “yes” and was then asked a probing question “at the store 

do they pay attention to you? Or do you have to go to the counter and ask for help?” He 

responded by saying, “ask for help” pointing to the issue of social exclusion and the inability to 

effectively help this vulnerable population in the community. Adding to the issue of social 

exclusion, one study participant was asked a probing question “when you go out, are people 

mean to you, or nice to you?” The participant said, “sometimes mean” and explained how she 

would rather do things on her own. In addition, the majority of the adults aging with ID 

commented on the lack of a relationship with their family members and friends. For the most 

part, persons aging with ID do not have much family in Winnipeg and if they do, they only spend 

time with them once a week or on the holidays. One study participant also said, “no she is too 

busy for me and doesn’t know how to pick up her phone,” referring to one of her friends, raising 

the issue of social exclusion.   

 The study participants reported the following as the most common age-friendly features 

of respect and social inclusion including: 

 Patience. Community members are generally patient with these individuals. 

 Sense of belonging. Individuals felt included and respected by people in the 

community. 
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 Friendly. Community members are friendly towards these individuals.  

 The study participants reported the following as the most common barriers to respect and 

social inclusion in the city of Winnipeg including: 

 Sometimes ignored. Have to ask for help in stores. 

 Lack of community awareness. Younger kids are disrespectful (e.g., called names 

like old lady). 

 Mobility issues. Increase the likelihood of experiencing social isolation (e.g., hard 

to get to social activities). 

 People are busy. Friends and family sometimes don’t have enough time for these 

individuals. 

 The topic of respect and social inclusion appeared to create some confusion for the 

individuals aging with ID. Many of the responses were one word answers which indicated that 

they did not have a good understanding of what it means to be respected and included by 

community members. However, based on the short responses that were provided, in general, 

adults aging with ID are found to be treated fairly, respectfully and are shown kindness and 

support from people living in the city of Winnipeg.  

6. Opportunities for Community Involvement. 

Tell me about how much you involve yourself in the community. For example, do you 

volunteer or work? 

Tell me about your participation in social events in your community. For example, are 

you in a club? 

 The last feature of a community’s social environment, opportunities for community 

involvement, refers to the opportunities available for paid and volunteer work, which is related to 
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both the economic determinants of active aging and a positive social environment. Based on the 

results of the present study, persons aging with ID are contributing to their communities. In fact, 

many of the study participants have continued to provide paid and volunteer work for the city of 

Winnipeg. A successful age-friendly community will provide a variety of paid work and 

volunteer options for older adults living with ID to consider. Results from the study showed that 

having a variety of options allowed older adults living with ID to be contributing members of 

society. It was found that contribution to society through paid and volunteer work contributed to 

a greater sense of self worth, feeling active, and also helped these individuals to maintain their 

overall health and social connection with their community. For example, when participants were 

asked the main research question “do you work?” The majority responded, “yes, I work.”  

 The positive themes that emerged during initial coding included participate in paid work, 

participate in volunteer work and enjoys volunteering. Some negative themes also emerged 

during initial coding including no one has helped me find volunteer work, not asked to be in a 

seniors club and tired from work. 

 From the second stage of coding, a few positive themes emerged relating to opportunities 

for community involvement including social inclusion and independence.  

 Social Inclusion. The participants were asked a probing question “how often do you 

work?” Some of the participants worked five days a week, but for the most part, the participants 

worked at least one day a week. In addition, the majority of the participants enjoyed working 

because it helped to keep them busy and involved with the community, meaning that persons 

aging with ID are still able to maintain a connection to their community through paid work. The 

fact that nearly all of the respondents were able to work demonstrates that persons aging with ID 

are still able to maintain some form of independence even though they are getting older and their 
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challenges are becoming more complex. These older persons aging with ID participated in a 

variety of paid work options including Wendy’s (e.g., hostess), EPIC (a day program where 

some activities are paid work and some are volunteer), and Kitchen Kraft (e.g., counting bolts), 

cleaning churches and doing the recycling. In addition, when participants were asked the main 

research question “do you volunteer?” The majority of the participants reported they are 

connected to the community through volunteer work. Some of the volunteering persons aging 

with ID participate in included Deer Lodge Centre (e.g., pouring coffee for the residents), 

building a home for Habitat for Humanity (e.g., able to use a hammer to provide assistance), 

attend Shiloam Mission (e.g., help serve food to the homeless), help at a church (e.g., stuff 

envelopes) and a variety of activities with EPIC (e.g., going to the library). However, one study 

participant responded by saying, “I tried too, but I didn’t hear from them” referring to the 

Winnipeg Pet Shelter. This particular participant is currently not volunteering and only expressed 

an interest in volunteering with animals. 

 During second cycle coding some negative themes also emerged including social 

exclusion and a lack of resources.  

 Social Exclusion. The issue of social exclusion emerged when the participants were 

asked a probing question “do you find it easy to find paid or volunteer work?” The common 

response was, “no.” A few study participants stated, “no one has helped me find volunteer 

work.” If these individuals do not have access to a reliable support worker, it was clear that they 

lacked the opportunity to participate in paid and volunteer work. Furthermore, the participants 

were also asked the main research question “have you been asked to join a seniors program?” 

The majority of the participants stated, “no,” but expressed an interest in joining a seniors 

program if someone would ask them.  
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 Lack of Resources. During one of the individual interviews a staff member was present 

to provide support, and when the participant was asked the main research question “have you 

been asked to join a seniors program” the staff responded by saying, “no seniors club is close by, 

and from my experience you need a doctor’s note.” Only a few of the participants were 

independent and able to get to work or volunteer opportunities alone, and some of the 

participants relied on staff to transport them, which adds to the possibility of social exclusion and 

shows a lack of resources because persons aging with ID have to rely on the availability of staff 

to participate in activities. The majority of the participants wanted volunteer opportunities to be 

closer to home. 

 The study participants reported the following as the most common age-friendly features 

of opportunities for community involvement:   

 Treated with respect. Individuals are treated fairly at the work place.  

 Feel a sense of community involvement.  

 Get a chance to socialize with new people (e.g., customers). 

 Feel a sense of independence and value. Able to work alone or contribute to 

important projects (e.g., build a home for Habitat for Humanity).  

 The study participants reported the following as the most common barriers of 

opportunities for community involvement in the city of Winnipeg including:  

 Difficult to find paid work and volunteer opportunities on their own.  

 Lack of response from potential employers or volunteer agencies. People could 

not be bothered to call interested volunteers back.  

 No reduced work week (e.g., study participant wanted to work less). 
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 Rely on support workers or services providers to find paid work and volunteer 

opportunities.  

 Participants of the present study appeared willing to work, but lacked the skills and 

abilities required to find paid and volunteer work on their own. In addition, based on the study 

results, paid work and volunteer opportunities for older adults living with ID should be more 

flexible in terms of how often they are required to work and should also be better suited to meet 

the needs of this vulnerable population. Results of the present study also indicated that many of 

the available jobs are physically demanding and tend to have the aging individual become tired a 

lot quicker. However, it is important to note that research has shown that feelings of community 

involvement greatly contribute to an individual’s overall well-being (World Health Organization, 

2007). Thus, the challenge for authorities in Winnipeg is to create more paid work and volunteer 

opportunities that meet the needs of this vulnerable population in order to ensure that they feel 

like contributing members of their communities.  

7. Communication and Information. 

Is it easy to get the information you need in your community, for example, about services 

or events? 

 The category of communication and information involves both the social environment as 

well as the health and social service determinants that impact the age-friendliness of Winnipeg. 

Without adequate means of obtaining information or the ability to meet and connect with 

essential services that could support active aging, the process of aging in place could become 

difficult. The information provided by study participants suggests that the most widely used 

methods of communication in Winnipeg continue to be more traditional methods such as TV, 

word of mouth through staff or family members, telephone, pamphlets from work or day 
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programs, newspapers and the radio. Based on the study results, individuals aging with ID found 

that the most effective communication tools were directly through support workers or service 

providers (e.g., St. Amant and Winnserv Inc).  

However, although, more and more information is found only on the Internet, individuals 

aging with ID tend to rely solely on their additional supports, which may be a factor that can 

impact the level of age-friendliness in Winnipeg. For example, the study participants were asked 

a the main research question “is information for services and events easy to find?” Only a few of 

the study participants responded, “yes.” In addition, the study participants were asked about 

services in the community. For example, the participants were asked a probing question “do you 

know where to find information on the flu shot?” The majority of the participants responded by 

saying, “yes” because they received the information from their doctor or support worker. Some 

of the participants also stated that they received information through their work or church. One 

study participant stated, “ya we find things out from our Church sometimes.” Most of the 

participants completely relied on the support of staff to provide them with information on 

services and events in the community. Without the support of staff, the individuals in this study 

would likely not receive important information regarding services and events.  

 The positive themes that emerged during initial coding included informed by staff, how 

they received information (e.g., watch the news) and events are easy to find. One negative theme 

that also emerged during initial coding was needing help with reading (i.e., font size of 

newspaper is too small). 

 From the second stage of coding, a few positive themes emerged relating to 

communication and information including accessibility, support from others and independence. 

 Accessibility. In terms of accessibility, the participants were asked about the newspaper 
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and if they had any difficulty reading it. The majority of the participants stated that they read the 

newspaper on a regular basis to learn about what is happening in Winnipeg. Most of the 

participants found the newspaper easy to read, but a few were not interested in reading in the 

newspaper. Nearly all of the participants mentioned that they did not have any challenges 

reading the newspaper, and they felt that the font size is appropriate and easy to read. In addition, 

the participants were asked a probing question “do you watch the news?” The majority of the 

participants responded, “yes, I watch the news.” One participant stated, “I don’t like the news 

about the North End, people getting stabbed or shot, it is craziness.” For the most part, persons 

aging with ID were informed about what is happening in Winnipeg through the newspaper, the 

news and their support staff. No one discussed how they are able to attain information 

independently (e.g., using the Internet).  

 Support from Others. Support from others was also a common theme during the second 

stage of coding. The study participants were asked a probing question “how do you receive 

information about services and events?” Most of the participants utilized support from staff in 

order to become knowledgeable about services and events in Winnipeg. For example, one 

participant was discussing a helpful worker she has through Winnserv Inc. The participant said, 

“he helps us get in touch with people in the community.” The same participant also talked about 

how she receives help from the government by saying, “we also have workers in the government 

too who help us with rent and stuff.” Another participant discussed how she was able to start 

volunteering by saying, “Lifeworks, they set me up with that.” Across all of the interviews 

persons aging with ID maintain connection because they receive adequate support from staff or 

other services (e.g., community agencies, the church or their doctor). The interviews showed that 
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without the help of staff, there would be a huge gap in receiving valuable information, raising the 

issue of potential social isolation of this vulnerable population.  

 Independence. Independence was also a theme that came up during the interview 

questions regarding communication and information. One study participant discussed how she 

participates in civic opportunities such as voting by stating, “sometimes I vote. If something 

comes up, I vote.” This participant was asked, “and you get all that information easily?” She 

replied by saying, “ya, no problem.”  

 The study participants reported the following as the most common age-friendly features 

of communication and information:  

 Accessibility. Newspaper is easy to read (e.g., font size is appropriate). 

 Adequate delivery of information. Staff and service providers effectively delivery 

information. 

 Information provided through community involvement (e.g., church or work). 

 The study participants reported the following as the most common barriers to 

communication and information: 

 Rely solely on staff to provide information on important things (e.g., flu shot). 

 Vision or reading difficulties faced by older adults living with ID. 

 Poor access to the Internet. 

 The topic of communication and information also appeared to create some confusion for 

these individuals aging with ID. Many of the responses were one word answers, which indicated 

that they did not have a good understanding of the importance of communication and 

information and how this topic is directly related to their level of community involvement. The 

study results showed that staying connected with community events and people as well as 
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receiving timely, practical information to manage life and meet an individual’s basic needs were 

vital components for this vulnerable population in order to maintain active aging. The rapidly 

evolving information and communication technologies such as the Internet or relying solely on 

staff can be viewed as possible determinants of social exclusion. 

8. Community Support and Health Services. 

 Is it easy to access services in the community, which help make getting older easier? 

 The category of community support and health services included the social environment, 

health and social services that impact the age-friendliness of Winnipeg. Health and support 

services are vital to maintaining individuals’ overall health and well-being as they age. As a 

result, without adequate means of accessing community supports and essential health services 

(e.g., adequate care from a doctor) that could support and promote active aging, aging in place 

could become unattainable.  

Older adults’ comments focused mostly on health services, as opposed to community-

based social services. The majority of the study participants did not have any concern regarding 

the quality of care they receive. For example, one study participant was asked a probing question 

“is there anything that can help make getting older easier?” The individual responded, “not yet, I 

am OK.” On the other hand, the present study found that a few of the participants were 

concerned about the availability of sufficient good quality, appropriate and accessible care. For 

example, a few of the study participants stated that they have had the same physician for a “long 

time” or that there was a level of discomfort because the physician assigned to them is a male, 

but they would prefer a female physician.  

 During initial coding several positive themes emerged regarding community support and 

health services including likes the doctor, no changes are needed, goes with staff to the doctor, 
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doctor is easy to talk to and the doctor is close to home. Some negative themes also emerged 

including had their doctor for a long time, would like a female doctor instead of a male and no 

one has helped make the aging process easier.  

 From the second stage of coding, a few positive themes emerged relating to community 

support and health services including accessibility, support from others and overall satisfaction 

with the support and services these individuals receive.  

 Accessibility. The theme of accessibility emerged because the participants were asked a 

probing question “is the doctor close to home?” A reoccurring response from the participants 

was, “yes, the doctor is close to home.” None of the participants stated that they had any 

difficulty getting to the doctor. Some of the participants were independent and able to go to the 

doctor on their own by bus. On the other hand, some of the participants relied on support of staff 

to transport them to the doctor. However, the participants did not view this as a hindrance to 

attending the doctor because several of the participants mentioned how they like to have their 

staff with them when they are going to the doctor. Unfortunately, without the lack of in depth 

answers, it was difficult to attain information on other services provided in Winnipeg (e.g., the 

dentist). In addition, this was a more complex topic and the second last domain of the interview 

process. All of the participants started losing focus and started having a difficult time 

concentrating and answering the questions. 

 Support from Others. The theme of support from others came up a few times during the 

individual interviews. For example, the participants were asked the main research question “do 

you know of any services that have helped make getting older easier?” One participant said, “my 

work” and also said, “Ernie from Peer Personal and people I know on the phone like relatives.” 

A different participant had a similar response saying, “my work,” “people I talk to on the 
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phone,” and “the staff in my home.” These participants were asked a probing question “how 

have they helped you?” The responses included, “they help with decisions,” “they give positive 

support” and “I talk to them on the phone, they give positive support.” For the most part, the 

participants did not elaborate on their responses, they simply provided a yes or no answer 

indicating satisfaction or dissatisfaction with the services offered in Winnipeg.  

 Overall Satisfaction. Lastly, the theme of satisfaction occurred a few times. For 

example, when the study participants were asked a probing question “do you like your doctor?” 

The majority of the participants responded, “yes, I like my doctor.” In addition, when the 

participants were asked a probing question “does your doctor treat you good” the majority of the 

participants also said, “yes, my doctor treats me good.” Also, when the participants were asked 

another probing question “do you have a good doctor?” The majority of the participants 

responded, “yes, I have a good doctor.” The results from the community support and health 

services domain show that based, on the opinions of persons aging with ID, they feel that they 

receive appropriate and adequate care from essential services such as the doctor. A few of the 

participants also discussed the positive experiences they encountered at the hospital. These 

individuals did not have anything negative to say about their experiences, they felt that they were 

treated fairly and in a timely manner. 

During second cycle coding the negative theme of lack of resources emerged. 

 Lack of Resources. When the study participants were asked the main research question 

“is it easy to access services in the community, which help make getting older easier? Some of 

the participants responded with very negative answers such as, “no, no one has helped me,” “no 

one has given tips about getting older,” “no one has given me anything” and “I don’t want to get 

older.” These responses indicate that there must be better access to community supports and 
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health services for this population. Unfortunately, the majority of the participants felt that they 

have not received any information that will help them with the aging process. For example, one 

study participant said, “I would like someone to help me going shopping in the winter.” All of 

the persons aging with ID also expressed an interest in receiving more help to alleviate some of 

the stress of getting older. In addition, a few of the study participants really disliked the fact that 

they had a male doctor. For example, two of the study participants were asked, “would you like a 

female doctor better?” Both individuals responded by saying, “yes” but, one individual also said, 

“but you can’t find one.” This is a concern because these individuals should have the opportunity 

to change the services that are currently offered to them, if they desire.  

The study participants reported the following as the most common age-friendly features 

of their community as related to community support and health services: 

 Receive help from staff. Support workers identified as helpful. 

 Receive support from family. Family identified as helping with getting older. 

 Treated fairly. Generally shown respect by healthcare providers. 

 Close proximity. Physician’s offices were convenient for the study participants. 

 Workers attend appointments. Caregivers or support workers attend appointments 

to help make the individuals feel more comfortable.  

 The study participants reported the following as the most common barriers to community 

support and health services: 

 Not enough resources. Lack of support services. 

 Lack of support. Lack of information on how to age successfully. 

 Rely solely on support workers or service providers to get them to appointments. 
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 Expressed difficulty in communicating with physicians (e.g., one individual said 

the physician does not listen). 

 The topic of community support and health services also appeared to create some 

confusion for these individuals aging with ID. Many of the responses were one word answers 

indicating that they did not have a good understanding of the topic. However, the information 

that was provided during the interviews indicated that several of the study participants believed 

they received adequate care from their physicians. In addition, one individual expressed gratitude 

for the services that the pharmacy provides. This study participant was grateful that her 

medication could be delivered because during the cold winters, she does not like leaving her 

home. Features such as this greatly contribute to Winnipeg’s level of age-friendliness and an 

individual’s ability to successfully age in place. Overall, older adults living with ID are satisfied 

with the support they receive in the community and did not mention many challenges. However, 

some of the participants did express interest in changing the gender of their doctor’s, but 

mentioned that this is difficult.  

9. Outdoor Spaces and Buildings. 

Tell me about stepping outside your home to go for a walk to get fresh air, run errands or 

visit. Is it easy or hard? 

Tell me about going into buildings. Is it easy or hard? 

 As the final key feature of a community’s physical environment, the outdoor spaces and 

buildings in Winnipeg have a strong influence on an individual’s physical mobility, safety from 

injury and level of social participation (World Health Organization, 2007). Age-friendly 

communities should recognize that barrier-free buildings and streets help to enhance the mobility 

and independence of people with ID, the young as well as those aging in the general population. 
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In addition, safe and secure neighbourhoods allow everyone to venture outside in confidence to 

participate physically and socially in their community.  

Participants were asked the main research question “tell me about stepping outside your 

apartment to get fresh air or run errands. Is it easy or hard?” Most of the participants felt that it 

was easy for them to get around the community. However, a few of the study participants 

expressed concern regarding the condition of sidewalks and roads and slow snow removal in the 

winter. In addition, one study participant was adamant that no one could make her life easier. For 

example, when she was asked a probing question “do you have any suggestions” she replied by 

saying, “na, I can’t make any suggestions, life is life” “well I can’t make any suggestions,” and 

“you can’t change anything” demonstrating that this individual felt that she did not have a voice 

and believed that nothing could be done to help make her life easier in terms of getting around 

the community. A few of the participants also expressed a desire to live within close proximity 

of all essential services such as the doctor, grocery store, their workplace and the bank. For the 

most part, the participants felt that their home was in a convenient location and close to essential 

services.  

 During initial coding several positive themes emerged regarding outdoor spaces and 

buildings including easy getting around the community, feeling safe in the community, doors are 

not heavy and easy to walk outside. Some negative themes also emerged including sidewalks are 

in bad condition, poor snow removal in the winter, hard to get around and scared to give 

suggestions on how to improve the city of Winnipeg.  

 From the second stage of coding, the positive themes relating to outdoor spaces and 

buildings included accessibility, safety and independence. 
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Accessibility. The theme of accessibility was the most common one during the second 

stage of coding. For example, the participants were asked a probing question “is everything 

accessible for you?” For the most part, none of the participants had any complaints regarding 

accessibility in the community and responded to this question by saying, “ya” or “ya, it’s easy.” 

The participants were also asked the main research question “do you have a hard time getting 

into buildings?” The most common answer was “no” indicating that the buildings in Winnipeg 

are easy to get into. In addition, the participants were asked a probing question “are the doors 

heavy? The majority of the persons aging with ID felt that the doors are not heavy and did not 

have any complaints. Some individuals mentioned using the automatic door if they felt it was too 

heavy. One study participant did complain that her apartment door was too heavy, which raised 

the issue of having difficulty entering or exiting the apartment. The apartment also lacked the 

option of using an automatic push button to open the door, creating some challenges for her 

especially if she was carry groceries, etc. Lastly, the participants were asked a probing question 

“are there benches in the community for resting?” Some of the participants felt that there were 

ample benches and had often utilized them to rest while they were out walking. A few stated that 

there are not enough benches and would like to see more in the community. For example, one 

participant responded by saying, “no, they should get some.” Another participant said, “no, I 

don’t think there are benches to rest.” 

 Furthermore, almost all of the participants complained about accessibility during the 

winter months. For example, the participants were asked a probing question “are the 

streets/sidewalks cleared of snow quickly?” A common response to this question was, “no, the 

sidewalks are not cleaned quickly,” and “no, takes a long time,” raising the issue of accessibility 

during the winter months. The majority of the participants felt that the lack of snow removal 
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during the winter months impeded their ability to get around the community. Many of the 

participants felt that it was too difficult to go outside during the winter months and were afraid of 

falling on a slippery sidewalk. A few of the participants also complained about the lack of space 

on the sidewalk and also complained about the overall condition of the sidewalks being poor. For 

example, one participant stated that the sidewalks were in poor condition by saying, “no, but it’s 

nobody’s fault.” Another participant said, “oh no, bad, bad, bad. One time I fell down.” A 

different participant said, “but last year when there was a bad winter storm it took them awhile to 

clean up, it makes it difficult to walk.” During the individual interviews it was the harsh 

Winnipeg winters and lack of snow removal lead to social isolation during these few months 

because it was extremely difficult for persons aging with ID to remain independent.   

 Safety. Safety was also a theme that emerged during the second stage of coding. All of 

the persons aging with ID stated that they felt safe and secure in their neighbourhoods and 

reported that they are unaware of any issues regarding frequent crime. In addition, the 

participants explained their safety concerns tend to relate more to worrying about potential 

accidents such as falling backwards when going up several stairs. Some of the participants also 

mentioned that they would rather be out in the community during the day and liked to stay inside 

at night time. All of the participants felt safer in the community during the day or when it was 

still light outside depending on the time of year. One participant stated, “sometimes when I am 

walking I am making sure no one is following me.” 

 Independence. Independence was also a theme during second cycle coding because a 

few of the participants discussed how they go for walks alone and are able to get around the city 

without any difficulties. The participants were asked a probing question “do you find it 

confusing to get around the community?” Most of the participants said, “no.” In addition, they 
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were asked a probing question “do you have to ask for help in the community?” Most of the 

participants said, “no,” showing that for the most part they are able to maintain independence. 

Only a few of the participants mentioned that they relied on staff to help them with grocery 

shopping.  

 The study participants reported the following as the most common age-friendly features 

of outdoor spaces and buildings: 

 Safety. Study participants feel safe in their neighbourhoods. 

 Accessibility. Housing is convenient to essential services.  

 The doors are not too heavy and they have a push button for easy access. 

 Ramps to get into buildings and buses. 

 The study participants reported the following as the most common barriers to outdoor 

spaces and buildings: 

 Lack of benches for resting. 

 Too many stairs. 

 Poor snow removal. 

 Poor conditions of sidewalks. 

 Sidewalks are not wide enough. 

 The topic of outdoor spaces and buildings came up as a dominant issue across the eight 

domains because there was a reoccurring theme throughout the individual interviews that access 

to buildings, essential services and safety were viewed as essential features that older adults 

living with ID would like to see in their communities. Persons aging with ID indicated that safe, 

accessible and beautiful physical environments will help them to maintain independence in 

Winnipeg, especially during the winter months. The most common complaints were poor 
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sidewalk conditions and lack of prompt snow removal in the winter. When persons aging with ID 

discussed the physical environment as being accessible and safe, they tended to feel a sense of 

independence and confidence that enabled them to get out of their homes and actively participate 

physically and socially within their neighbourhoods.  

Findings from Focus Group Discussions  

 This portion of the study was designed to provide information on the degree to which the 

city of Winnipeg is age-friendly for persons with ID from the perspective of their caregivers. 

This information in combination with the information obtained from individual interviews 

provides a comprehensive picture of the age-friendliness of Winnipeg for the target population. 

Similar to the individual interviews, eight broad topic areas were explored and discussed 

including not only necessary features of Winnipeg’s basic structure and its physical environment, 

but also services in Winnipeg that may impact active aging. The aspects of community life that 

were presented in this study are interrelated and often wove together various issues across the 

eight main themes. In total, 15 caregivers participated in the focus group discussions. Nine 

caregivers participated from St. Amant and six caregivers participated from Winnserv Inc. The 

caregivers ranged in age from 20 years to 65 years old. In addition, 14 caregivers were females 

and one was a male. The majority of the caregivers who participated in the present study were in 

management positions, and a few were front line staff in the group homes. Overall, the 

caregivers believed that many changes are required in Winnipeg, before it can be considered age-

friendly. An example of the focus group questions can be located in appendix d.   

1. General Information. 

What do you think it is like to live in Winnipeg as a person who as an intellectual 

disability and getting older? 
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 At the beginning of each focus group, the main research question “what do you think it is 

like to live in Winnipeg as a person who has an intellectual disability and getting older” was 

asked. The purpose of this question was to have the caregivers think about how aging with ID 

can create challenges for them and for their care recipients as they are supporting them in the 

community. The opening question allowed the study participants to express their opinions on the 

advantages as well as the disadvantages of living in Winnipeg. The study participants were asked 

to provide responses based on their own observations and perspectives. For example, one study 

participant said, “I think it is fairly difficult to age in Winnipeg with ID.” Another study 

participant said, “as you age, a barrier would be your physical disabilities, especially in the 

homes.” In addition, another participant said, “you cannot just say come on, hurry up. It takes 

time, so that is something that affects how long it takes to do things in the community.” All of 

these responses brought forward the added challenges that older persons aging with ID face on a 

daily basis.  

 Some of the positive themes that emerged during initial coding included workers being 

cautious in the community and older adults helping roommates around the home. It should be 

noted that during the conversation most of the responses were very negative. During the initial 

coding phase the negative emerging themes experienced by caregivers of older adults with ID 

included a lack of money, equipment is expensive, older adults with ID are only allowed to save 

a certain amount of money, and poor diet.  

 Results from the second cycle stage of coding showed that the most common emerging 

themes were affordability, impacts of aging, lack of resources and a lack of community 

awareness.  
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 Affordability. In terms of affordability, some of the participants felt that older adults 

with ID lack the appropriate amount of money to effectively age in place. For example, one 

participant said, “the cost of equipment as you age increases,” another participant said, 

“especially when you’re already on a limited budget, it’s very challenging,” and one participant 

also said, “the cost of things is just crazy.” Also, one participant said, “I know that a lot of people 

living with ID have a lot of trouble with money and not having enough to do the things that they 

enjoy.” Lastly, a different participant said, “it would be nice if St. Amant had a fund, like a 

retirement fund for people who are aging; they could have money set aside to assist with gaps.” 

All of these responses raised the issue of affordability.  

 Impacts of Aging. In addition, the impacts of aging were a reoccurring theme throughout 

the focus group discussions. For example, one study participant said, “but with our population 

we are seeing old people at much younger ages like 40 or 50 years old, not 70 or 80,” another 

participant said, “I have someone I am supporting who is 45 years old, but if you were to meet 

her you would think she is a lot older because her body is that of an 80-year-old.” One 

participant said, “you can’t just throw them over your shoulder and say let’s go.” Some of the 

study participants were also asked a probing question “have you noticed that some of their 

intellectual challenges are getting worse as they age as well?” One participant responded by 

saying, “thoughts are trailing off. Just stop mid sentence, or they cannot express themselves the 

way they used to.” Most of the caregivers believed older persons living with ID face a variety of 

challenges on a daily basis. 

 Lack of Resources. In terms of lack of resources, several responses included, “if it is 

really going to be for their own good, they should be getting the same quality and access to care 

as the general population,” “it’s surprising for me because from my understanding it is cheaper 
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for the government to support these individuals through institutionalization, so why all of a 

sudden are we making this huge shift in thinking to integrating them into the community when 

their quality of life could be better in an institution,” and “we need more services to be accessible 

and covered by the government.” Another response from one study participant included, “but the 

things that we are talking about, nothing has been done. There have been all sorts of solutions 

and nobody’s followed through. Nothing has been done.” 

 Lack of Community Awareness. Lastly, when discussing the lack of community 

awareness some of the responses involved contributions to a poor diet including “it is places like 

McDonalds that advertise drinks, etc. So to try and convince someone who cannot grasp the 

bigger picture that all that stuff is going to kill you if you eat and drink too much of it is a 

constant battle,” and “when they go out places they always get chocolate, cookies and drinks, so 

they age a lot quicker.” On the other hand, one participant was concerned that nothing has been 

done to improve eating habits for older persons with ID. This participant said, “so that’s my 

concern, there are all these problems, everybody talks and talks. We have to do something.” In 

addition, when discussing how this population ages much quicker, one participant asked, “so are 

there government policies on what defines them as a senior?” 

 The majority of the caregivers believe that there are many changes that could be made in 

our communities. In most cases, the caregivers provided information that was not reported in any 

of the individual interviews. In addition, the focus group discussions demonstrated the important 

role that caregivers play in improving the lives of persons aging with ID. The focus groups 

attempted to determine several recommendations to address the problems or barriers identified as 

preventing Winnipeg from being a more age-friendly community for persons aging with ID. At 

the end of each domain recommendations that were made by the caregivers will be shared.  
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 2. Transportation.  

  As one of the key components of an age-friendly community, transportation plays an 

important role in the mobility of an individual and their level of community involvement. One of 

the main topics that developed through the focus group discussions was to ensure that all forms 

of transportation (public and private) are affordable and easily accessible. Developing both 

private and public transportation options that meet the needs of aging adults living with ID is 

important because their lives are guided by the availability and affordability of such services. 

Thus, if adequate transportation options are not provided there is a potential for more aging 

adults living with ID to become socially isolated and lose mobility. 

 Public Transportation.  

What is the public transportation system life for older adults living with intellectual 

disabilities in your community? 

The positive themes that emerged during initial coding relating to public transportation 

were the bus is easy to use, the bus allows for community involvement and day programs help 

pay for bus passes. The negative themes that emerged during initial coding included no reduced 

fair, there is stigma attached to older adults with ID riding the bus and the bus is difficult to get 

on.   

 Results from the second cycle stage of coding found that the themes relating to public 

transportation were accessibility, affordability and support from others.   

Accessibility.  In terms of accessibility, the focus group participants were asked the main 

research question “what is the public transportation system like for individuals in the community 

aging with ID? For example, do you think it is hard?” The feedback relating to this question was 

mixed. Some caregivers felt the bus was too difficult, but others felt that the bus is easy to use 
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and did not express any concerns. Some of the responses included, “I work with two people who 

take it fine everyday and independently, but I also work with other people who need to have the 

ramp lowered, or it takes them a long time to get on the bus, or walking from one bus stop to the 

next is exhausting,” “it’s better now that they have the kneeling buses. Before the kneeling buses 

it was difficult for seniors,” “not really a viable long-term option” and “it is ridiculous how long 

they have to sit on the bus for.” One participant also said, “it’s easier, but it contributes to them 

losing some skills.” Overall, the majority of the caregivers felt that the bus system is not 

adequate for persons aging with ID.  

 Affordability. The affordability of the public transportation system was also a theme that 

emerged during second cycle coding. For the most part, the caregivers expressed frustration at 

the lack of a reduced bus rate for this vulnerable population, but a few thought bus rides are 

reasonably priced. For example, some of the participants stated that only seniors are entitled to a 

reduced rate and, when asked a probing question “is it much cheaper?” The response was, “only 

50 cents cheaper.” However, this was an interesting topic because generally persons aging with 

ID age much quicker and experience age-related challenges a lot earlier in life when compared to 

the general population. Thus, many of the caregivers felt persons aging with ID should be 

entitled to a reduced rate. The theme of affordability for public transportation occurred less often 

because the majority of the caregivers agreed that private transportation is a more reliable and 

accessible option. However, some of the caregivers mentioned that the cost of handi-transit 

“could always be cheaper.”  

 Support from Others. Lastly, support from others was another theme that emerged 

during second cycle coding. For example, when asked a probing question “is the public 

transportation system affordable?” one participant responded by saying, “some day programs, 
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like if that is how they get to work every day will pay for a bus pass.” In addition, when 

discussing public versus private transportation one participant said, “a few people I know do take 

public transportation, but by and large most people are transported another way,” indicating that 

persons aging with ID rely on heavily on caregivers. The majority of caregivers felt that 

Winnipeg offers a good public transportation system for its residents and minimal support is 

needed when using the public transportation system.  

 The study participants reported the following as the most common age-friendly features 

of public transportation: 

 Accessibility. Convenient stops located close to home. 

 Assisted services. Ramps for easy accessibility. 

 Receive help from others. Day programs will pay for bus passes. 

 The study participants reported the following as the most common barriers to public 

transportation: 

 Poor signage. Signs are confusing. 

 Affordability. No reduced bus fair. 

 Long wait times. 

 Long travel times. 

 Private Transportation.  

What is it like for older adults living with intellectual disabilities to go for a drive in your 

community? 

Caregivers who participated in the study agreed that persons aging with ID rely heavily 

on private transportation (e.g., staff or handi-transit) to transport them to various destinations. In 
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fact, one study participant stated, “we figured out that the public transportation system is a last 

resort, the transit bus is really not used that much.” 

 The positive themes that emerged during initial coding included car was easier to use 

then the public transportation system and use the car more for transportation. On the other hand, 

several negative themes emerged including handi-transit is not convenient, lack eligibility for 

support and car use contributes to older adults with ID losing skills. 

 The second cycle stage of coding found that the positive theme that emerged was support 

from others. Some negative themes also emerged including accessibility and a lack of resources.  

 Support from Others. The theme of support from others emerged when the participants 

were asked a probing question “do you use the bus more when taking them out in the 

community, or is it more driving?” Several of the caregivers agreed that driving in cars is a better 

option. One of the participants said, “as a supervisor you are required to have a vehicle so that 

usually ends up that you have to take them in your own person vehicle.” Another participant 

said, “and for people that use a wheelchair or have support from family services they have 

vouchers for taxis that they can use for trips.” In addition, the participants were asked “so 

essentially if the homes don’t have a vehicle at their disposal it would make it that much more 

difficult for these individuals to do anything?” Throughout the focus group discussions the 

majority of the caregivers agreed that having access to a private vehicle was essential for older 

persons aging with ID. 

 Accessibility. Issues with the accessibility of private transportation were reported by a 

number of the caregivers. In addition, handi-transit was reported as the most common form of 

private transportation by the majority of the caregivers. Some responses that proved issues 

relating to handi-transit included, “handi-transit is really limited to time periods, you have to 
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book the week before and confirm times,” “or you get a window and or tell you the exact time 

you have to be ready so booking things becomes difficult,” “you may end up waiting for hours or 

may miss your ride,” “they cancel without notice.” A different participant said, “and I think it is 

a minimum of two hours, they won’t pick you up for an hour and then drop you off again,” 

raising the issue of accessibility of this private transportation option. 

 Lack of Resources. The theme of lack of resources also emerged during second cycle 

coding. Caregivers were referring to not knowing whether persons aging with ID could receive 

reduced bus rates, reduced private transportation rates or even be subsidized by the government. 

For example, one participant said, “I am not even sure that if someone who walks with some 

assistance or who have aged or tire easily, I am not sure if they are eligible for those taxi slip.” A 

participant responded to this by saying, “I know a couple of years ago they weren’t.” A different 

participant stated, “I know now they might depends on your CSW [Community Support Worker] 

and how much they fight for you,” indicating a lack of resources. In general, the caregivers 

seemed unaware of any government subsidies or reduced fees. Nearly all of the caregivers would 

like to have this changed and believed that persons aging with ID should receive some benefits.   

 The study participants reported the following as the most common age-friendly features 

of private transportation: 

 Respect. Drivers are friendly. 

 Convenient. Door to door service. 

 Accessibility. More convenient and comfortable. 

 Easy to get into. 

 Variety of options (e.g., cab, support workers, hand-transit). 
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 The study participants reported the following as the most common barriers to private 

transportation:  

 Affordability. Specialized services are expensive. 

 No leeway on time (e.g., if you are 2 minutes late, handi-transit will leave). 

 Long travel times (e.g., Kings Transport has individuals on the bus for over an 

hour). 

 Recommendations. The topic of transportation came up as a dominant issue across the 

eight domains because adequate transportation plays an essential role in many other aspects of 

community living and active aging. However, based on the study results the majority of 

caregivers agreed that persons aging with ID rely solely on the support of others to get them 

from one destination to the next. The caregivers provided several recommendations to improve 

the age-friendliness of Winnipeg relating to accessibility and affordability of transportation 

services in Winnipeg including the following: educate older adults and support staff on how to 

properly use the public transportation system; improve services on transportation (e.g., make 

them more accessible, increasing night and weekend service), create more parking stalls 

designed specifically for seniors or individual’s with disabilities, promote community awareness 

of the needs of this vulnerable population, reduce the cost for both private and public 

transportation and improve the accuracy of information provided by drivers (e.g., taxi drivers’ 

knowledge and directions given). 

3. Housing.  

Tell me about some of the changes older persons with intellectual disabilities face in their 

own homes.  
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Appropriate and affordable housing is viewed as another key feature of an age-friendly 

community. Similar to the general population, research shows that good housing plays an 

important role in the safety and security, independence and good health for persons aging with 

ID (Tompkins, 2008). The focus group discussions indicated that it is essential for the authorities 

in Winnipeg to offer different housing options to persons aging with ID such as apartments, 

group homes and single-family homes that are safe, affordable and accessible for persons aging 

with ID. The majority of the caregivers that participated in the study reported that Winnipeg does 

not adequately meet the housing needs of this aging population and has fallen short in terms of 

the options available to have persons aging with ID successfully age in place. 

 The positive themes that emerged during initial coding included older adults living with 

ID have the support of staff to meet their needs. On the other hand, the negative emerging themes 

included stairs are difficult, new homes are hard to get, aging creates more challenges and need 

more home care  

 During the second cycle stage of coding the emerging themes were accessibility and a 

lack of resources. 

 Accessibility. Most of the caregivers had negative opinions regarding the accessibility of 

the homes. For example, when the caregivers were asked the main research question “in terms of 

the housing these individuals live in, what are some of the challenges they face?” Some of the 

responses included, “it’s becoming a growing problem to have enough homes that are wheelchair 

accessible.” However, a few caregivers disagreed with this statement by saying, “we are starting 

to get more homes that are wheelchair accessible.” Furthermore, one participant said, “in 

addition to stairs, there is a lady who lives downstairs in a Console home that, in terms of fire 

drills and the potential for fire, she is supposed to exit the home using a fire exit, which she is 
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having a lot of difficulty navigating physically and intellectually as well,” and “in one of our 

homes we don’t even have a bathroom on the main floor.” The responses from the caregivers 

indicated that improvements are required in order to make the homes that persons aging with ID 

live in more accessible. 

 Lack of Resources. The lack of resources was another theme that emerged during second 

cycle coding. When the caregivers were asked the main research question “in terms of the 

housing these individuals live in, what are some of the challenges they face?” Some of the 

respondents said, “the existing homes are not meeting their needs so these people are going to 

have to move eventually,” “I think one problem is that there is not a lot of options in terms of 

housing, especially for someone who is aging,” and “we need specialized training that we can 

use in the homes because home care is not 100% reliable. They say they will come in but then 

they don’t show,” which also raises the issue of a lack of adequate training for front line staff 

(e.g., group home staff). The responses from the caregivers indicated that there are gaps in the 

services that are available for both staff and older adults living with ID to utilize. This issue 

needs to be addressed otherwise society will have more and more caregivers becoming stressed 

and overworked. 

 The study participants reported the following as the most common age-friendly features 

of Winnipeg as related to housing: 

 Close proximity. Accessible to essential services. 

 Adequate access to equipment. Easy access to bars and lifts. 

 The homes are big enough and have plenty of room.  

 Some new homes are being built with special features (e.g., wider hallways and 

doorways). 
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 The study participants reported the following as the most common barriers to housing 

including: 

 Lack of Resources. Not enough services available. 

 Not enough homes available. Lack of housing options. 

 Difficult to get into new homes. 

 Current homes are outdated and do not adequately meet their needs. 

 Too many stairs. 

 Sidewalks are not wide enough. 

 Recommendations. The topic of housing also came up as a main issue across the eight 

domains because the caregivers strongly believed accessible, affordable and adequate housing 

plays a key role in the opportunity to successfully age in place. For example, an accessible home 

that is close to essential services determines opportunities for community involvement, social 

participation, allows for better access to the public transportation system and better access to 

health services. Furthermore, affordable housing allows for higher disposable income, thus adults 

aging with ID will be able to maintain community involvement both socially and physically.  

Based on the information provided through the focus group discussions, many persons 

aging with ID rely on constant support from caregivers. Therefore, without the care they receive 

on a daily basis, aging in place would become next to impossible. The caregivers provided many 

recommendations to improve the age-friendliness of Winnipeg including exploring the 

development of new housing models (e.g., affordable apartment or condominium buildings or 

more multigenerational homes), housing should be remodelled to improve accessibility, and 

caregivers should help older adults consider what their housing related needs will be and make 

the necessary changes in order to be able to age in place. Therefore, Winnipeg should model the 
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United Nations Convention on the Rights of Persons with Disability “recognizing the importance 

of international cooperation for improving the living conditions of persons with disabilities in 

every country, particularly in developing countries” (United Nations, pg.6, 2006).  

4. Social Participation.  

 How easily to older adults with intellectual disabilities socialize in your community?

 Social participation is known as one of the key features of an age-friendly community. 

For the city of Winnipeg to be age-friendly in regards to social participation, it is important that 

opportunities for social participation that are adequate, accessible and affordable for persons 

aging with ID are provided in order to ensure that they continue to be involved in their 

communities even though they are facing age-related difficulties. The study results found 

persons aging with ID have a wide range of interests, abilities and capabilities. Thus, authorities 

should pay close attention to provide wellness, recreational and social activities for this 

vulnerable population. 

The themes that emerged during the initial coding phase included activities are the 

responsibility of staff, activities are difficult to find and most of the activities provide unhealthy 

food options. During the initial coding phase the majority of the caregivers were not satisfied 

with the social participation opportunities available for the persons aging with ID. 

 Results from second cycle coding determined that the emerging themes were support 

from others, accessibility and social inclusion.  

 Support from Others. Support from others was a positive theme because it showed 

older adults have caregivers that they can rely on to find them activities to do. For example, 

when asked a probing question “so then is it generally up to the staff to find activities?” All of 

the caregivers agreed that it was the responsibility of staff to find activities. For example, one 



  106  

 

 
participant said, “the staff is trained to take them out in the community and facilitate activities.” 

Another participant replied by saying, “it all depends on how skilled the staff are,” and “if staff 

are willing there is an activity every night and something good.” A different participant said, “it 

is our responsibility to find an outing or finding things for a group to get together, for example 

with their friends, and we do just that.” Based on the responses from the caregivers without the 

support they receive from caregivers, persons aging with ID would have a difficult time 

participating socially in their community and would likely experience social isolation more 

frequently.  

 Accessibility. Accessibility was also a theme that emerged during second cycle coding. 

However, the caregivers generally expressed negative opinions on the accessibility of social 

activities in Winnipeg. For example, the caregivers were asked the main research question “in 

terms of social participation, how easily do they socialize in the community?” Nearly all of the 

caregivers expressed concern for adequate opportunity to socialize in Winnipeg. Some of the 

responses to this question included, “when they become retired, it becomes more difficult 

because they are not going to their day programs anymore. So it becomes a bit more work for the 

staff in the homes. For example it becomes more difficult to find people to go for coffee 

with,” and “sometimes it would be nice to have a drop in centre. A place that people could just 

drop in, have some coffee, listen to music, you know just do whatever.” Another participant said, 

“it’s difficult.” Only one caregiver had a positive response and said “I find it pretty good actually 

for some of the people I support.” Overall, most of the caregivers expressed concerns with the 

accessibility and variety of activities that Winnipeg offers to this population.   

 Social Inclusion. Lastly, social inclusion was also a theme that emerged during second 

coding. The caregivers generally felt persons aging with ID are willing to participate in a variety 
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of activities and have felt included when they are out in the community. For example, one of the 

caregivers mentioned, “one lady we support goes to Charleswood Senior Centre.” The caregivers 

felt this was a great idea and wanted to learn more information about it. In addition, all of the 

caregivers felt that it was extremely important to continue to integrate older adults living with ID 

into mainstream society. For example, one caregiver said, “but I have seen people with ID in the 

classes designed for the general population,” and another caregiver stated, “I think one of the 

challenges in the special needs field is helping integrate these individuals into the general 

society. So you run into problems if you start creating services that are specific to individuals 

with ID.” In addition, another caregiver made a strong point by saying, “I think it is best for them 

to socialize with everyone in the community so that they can feel a sense of belonging, rather 

than to isolate them.” Throughout the focus group discussions the majority of the caregivers felt 

Winnipeg does a good job of including older adults with ID into mainstream society. 

 The study participants reported the following as the most common age-friendly features 

of social participation: 

 Inclusive to everyone. Current leisure guide activities are welcoming. 

 Close to home. Most activities are convenient. 

 Affordability. Some activities are free. 

 Staff are trained to take them into the community and facilitate activities. 

 The study participants reported the following as the most common barriers to social 

participation:  

 Redundant. Lack of options. 

 Not all activities are suitable. Difficult to find appropriate activities for older 

adults with ID. 
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 The caregivers are responsible. Rely on staff to find activities. 

 Activities aimed for individuals with ID provide unhealthy food (contributes to 

negative health behaviours). 

 Affordability. Most of the activities are expensive.  

 Recommendations. The topic of social participation also came up as a main issue across 

the eight domains because affordable and adequate opportunity for social participation plays a 

key role in an individual’s ability to maintain a connection with their community. Caregivers 

found persons aging with ID rely on others to find them appropriate activities to attend on a 

regular basis. However, there is a lack of options available and many of the activities offered in 

Winnipeg are expensive, which means persons aging with ID cannot attend them on a regular 

basis because they have limited disposable income available to them. Thus, the focus group 

discussion determined there is room for improvement in the areas of opportunities for low-

income seniors, improvements with urban design and infrastructure (e.g., creation of drop in 

centres) as well as the use of programs aimed at increasing physical activity. In addition, 

caregivers and service providers indicated that better options need to be available (e.g., cooking 

classes, arts and crafts, bingo) and these activities need to be more affordable and accessible.  

5. Respect and Social Inclusion. 

In what ways does your community show, or not show respect for persons who are aging 

with intellectual disabilities?   

Another main component of a community’s age-friendliness, respect and social inclusion, 

refers to the importance of the relationships that are developed between persons aging with ID 

and adults from the general population. In order for a community to be age-friendly, all 

individuals, including those aging with ID, must feel respected, valued and included by other 
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members of society. Based on the results from the present study, social isolation was considered 

to be a low level of interaction with others from the community combined with the experience of 

loneliness.  

The majority of the caregivers felt persons aging with ID are not socially isolated yet. 

The results from the present study also demonstrated that for older adults living with ID, some of 

the barriers they face on a daily basis may come from experiencing the biases of others or being 

discriminated against (e.g., ageism or disablism) (Emerson, 2010). This can lead aging adults 

living with ID to believe they are not accepted or welcomed in their community, further 

increasing the risk for social isolation. The study results showed a number of the caregivers felt 

persons aging with ID are not treated fairly and are not respected in the community, especially 

when it comes to the healthcare and hospitality fields.  

 During the initial coding phase, respected in the community came up several times as a 

positive emerging theme. Results from the initial coding phase also found the most common 

negative emerging themes were lack of proper care and asked to leave.  

 At the second cycle stage of coding, the most common negative emerging themes were 

social disrespect and treated differently. The common positive theme that emerged was social 

respect.  

 Social Disrespect. The theme of social disrespect arose from asking the caregivers that 

main research question “do you feel that these individuals are respected in the community?” In 

general, a few of the caregivers felt that persons aging with ID are disrespected in the 

community. Some of the responses included, “no, they are not respected,” “we were asked to 

leave a restaurant the other day” and “for the most part any integrated activity we have gone to 

with the people I care for, we have been asked to leave.” Although issues with social disrespect 
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only occurred for a few of the caregivers, it seemed that the issues were fairly extreme (e.g., 

being asked to leave a restaurant). Thus, it would appear, after speaking with the caregivers, that 

more community awareness is required on how to effectively understand and interact with this 

vulnerable population. 

 Treated Differently. The theme of treated differently refers to older adults with ID not 

being treated the same way older adults from the general population. Some of the caregivers felt 

persons aging with ID lacked proper care in terms of specialized services such as the dentist. For 

example, when the caregivers were asked the main research question “do you feel these 

individuals are respected in the community?” One of the caregivers responded by giving the 

example such as, “I think we can even look at the example about the dentist from earlier. It’s 

really easy to go in and pull their teeth. We had a client going in for a cleaning and he came out 

with six missing teeth. We were like are you kidding me?” Another caregiver had a similar 

experience and gave the example, “they didn’t even come out for one of the ladies we took to the 

dentist. They pulled four of her teeth, and two of them were front teeth. We didn’t know until we 

saw her. The doctor never came out to talk to us. He had my cell number, and we were right 

there, but no he never said anything.”A different caregiver provided the example of, “they didn’t 

even put our guy into recovery when he was under general anaesthesia.” Many of the caregivers 

felt persons aging with ID should be treated better when receiving care. Many of the caregivers 

did not know what to do in these situations and wondered if a complaint would be worthwhile. 

 Social Respect. On the other hand, some of the caregivers discussed positive experiences 

while out in the community and did not mention any concerns regarding social disrespect. For 

example, the caregivers were asked a probing question “is there a lot of stigma and exclusion?” 

Some of the caregivers responded by saying, “when they are with staff they seem to be 
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respected,” “I took a lady to Rainbow Stage she knew all the songs and was singing so loud. One 

of the ladies in front of me turned around to her and said, ‘you know all the songs, what’s your 

name?’ and then they just started chatting.” Another caregiver said, “one time my companion 

just walked in front of everyone in line, I asked him to please come back, but all the people said, 

‘no go ahead.’ A different response was, “in general, people have been very understanding and 

supportive.” Lastly, one of the caregivers responded by saying, “I feel bad because we often 

move slowly, but people are so patient.” In general, when speaking with the caregivers, it 

appeared most of them felt older adults with ID are treated appropriately, respectfully and fairly 

in the community.  

 The study participants reported the following as the most common age-friendly features 

of respect and social inclusion:  

 Members of the community are generally helpful. 

 Members of the community are generally patient and show respect. 

 Community buildings are accommodating (e.g., wheelchair ramps, accessible 

seating and push buttons to open doors). 

 The study participants reported the following as the most common barriers to respect and 

social inclusion: 

 Lack of community awareness about the needs of this vulnerable population. 

 Lack of options that provide opportunities for social inclusion. 

 Essential services providers (e.g., doctor, dentist, etc.) showed the most 

disrespect. 

 Stigma attached to individuals living with ID (e.g., disablism). 
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 Recommendations. Despite the efforts of individuals and communities, isolation and 

social disrespect of persons aging with ID still exists and persist in Winnipeg. The challenge now 

is finding a way to improve community awareness and increasing the understanding of the 

importance of including this vulnerable population in all aspects of community life. Thus, in 

order for communities to become age-friendly it is important for all citizens to realize that we 

must respect others and their rights, acknowledge that everyone is important and has a 

contribution to make if they choose and always try to assist people who are in need. Therefore, 

more community awareness regarding respect and social inclusion is a vital component of 

improving the age-friendliness of Winnipeg. Winnipeg should focus on the United Nations 

Convention on the Rights of Persons with Disabilities. For example, “recognizing also that 

discrimination against any person on the basis of disability is a violation of the inherent dignity 

and worth of the human person” (United Nations, pg.5, 2006) and should be a main focus for all 

citizens living in Winnipeg. The focus group discussions showed there is room for improvement 

in improving community awareness in order to help understand the complex needs of those aging 

with ID, focus on engagement and education of the aging process, show respect through more 

appropriate language (e.g., intellectual disability instead of “retarded”) and increase advocacy 

and assistance for older adults aging with ID with respect to service and program delivery.  

6. Opportunities for Community Involvement. 

Tell me about the level of participation in volunteer work for older adults living with 

intellectual disabilities. 

Tell me about the level of participation in paid work for older adults living with 

intellectual disabilities. 

Tell me about their level of involvement in other activities. (e.g., culture) 
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 Opportunities for community involvement refer to the opportunities available for paid 

and volunteer work. This topic is related to both the economic determinants of active aging such 

as socio-economic status and positive opportunities to contribute to a community. However, only 

a few of the persons aging with ID were employed in paid part-time work. Opportunities for 

community involvement are important for providing a sense of meaning in the lives of adults 

aging with ID. The present study results indicated that there is a lack of employment and 

volunteer opportunities, in general, for older adults living with ID. The study participants in the 

focus group discussions agreed age discrimination or disablism (discrimination because someone 

lives with a physical or intellectual disability) was partly to blame for the lack of meaningful 

paid and volunteer work opportunities (Emerson, 2010). Throughout the study the caregivers 

thought opportunities for community involvement such as paid or volunteer work can offer many 

valuable life lessons and experiences that can greatly contribute to an individual’s overall life 

satisfaction and well-being.  

 The positive theme that emerged during second cycle coding was social inclusion. 

Negative themes that emerged during second cycle coding included issues with accessibility and 

treated differently.  

Results from the initial coding phase found that the emerging themes regarding 

opportunities for community involvement were mostly negative including volunteer 

opportunities are hard to find, they don’t make any money and they need more options for paid 

work.   

Social Inclusion. The theme of social inclusion emerged when the caregivers were asked 

the main research question “in terms of education, culture and spiritual activities, are these 

available to them?” The majority of the caregivers felt that, if they looked hard enough, they 
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could find these types of activities, but mentioned that cost and transportation was a separate 

issue. In addition, some caregivers were concerned about persons aging with ID being accepted 

into universities or colleges. For example, one caregiver said, “I wonder sometimes if some of 

them wanted to go to college, how that would work?” In addition, some caregivers felt that 

opportunities for education, culture, etc. are almost non-existent in Winnipeg. For example, one 

caregiver said, “again, it’s hard to find.” Some of responses that indicated social inclusion 

included, “they go to church and sometimes the church even calls to find out why they didn’t 

show up that day.” “As for education, they take classes sometimes, like cooking or painting,” 

and “Folklorama is an example that a lot of people tend to do often.” 

 Accessibility. In terms of accessibility, all of the caregivers were asked the main research 

question “is volunteer work available to them?” The majority of the caregivers felt that volunteer 

work in Winnipeg is very difficult to find. Some of the responses from the caregivers included 

“none,” “you really have to work hard to find it, and it is hard to keep” and “I think it’s hard to 

find places to volunteer.”One caregiver said, “maybe the options are there, but we just aren’t 

aware of them. Like where can they volunteer, what places are going to be more accepting?” The 

issue of a lack of resources for caregivers and not knowing where the opportunities for volunteer 

work are was frequently raised. In addition, the caregivers were asked the main research question 

“how are the opportunities for paid work?” Most of the caregivers felt that paid work is difficult 

to find and if persons aging with ID are lucky enough to find paid work, they are not paid fairly. 

One caregiver said, “it is very, very difficult to find paid work,” raising the issue of a lack of 

opportunities available for persons aging with ID to participate in paid work. 

 Treated Differently. The theme of treated differently emerged when the caregivers were 

asked a probing question “do they make minimum wage?” Some of the responses from 
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caregivers were, “they do not get paid the same as the general population,” “they don’t even get 

paid minimum wage,” and “one of the ladies we support, she showed me her pay stub and she 

only makes $4 an hour,” “and no she is not paid minimum wage, it seems kind of illegal.” The 

responses from the caregivers demonstrate that persons aging with ID are not treated the same as 

the general population. All of the caregivers expressed a desire for this to change immediately. 

One caregiver said, “this area really needs to be addressed: they really work hard, but what they 

bring home at the end of the month doesn’t show the amount of work they do.” 

 The study participants reported the following as the most common age-friendly features 

of opportunities for community involvement: 

 Contributes to a sense of pride and community involvement. 

 Maintains an individual’s skills. 

 Helps build positive relationships and friendships. 

 Helps build a strong work ethic. 

 The study participants reported the following as the most common barriers to 

opportunities for community involvement: 

 Options for employment are limited. 

 Paid less then minimum wage. 

 Volunteer opportunities are often difficult to find. 

 Both paid and volunteer work requires a lot of commitment. 

 Rely on staff for transportation. 

 Recommendations.  Despite the efforts of caregivers, the opportunities for community 

involvement are limited. Thus, the challenge for Winnipeg is to create more paid work and 

volunteer opportunities that meet the needs of this vulnerable population, ensure the 
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opportunities for community involvement are flexible and accessible, increase the wages so that 

persons aging with ID are treated fairly and increase the visibility of paid and volunteer work. 

When the above recommendations are met, persons aging with ID will feel a greater sense of 

belonging to their communities and, in turn, will feel like contributing members of society. 

7. Communication and Information. 

Describe how older individual’s living with intellectual disabilities get information in 

your community, for example, about services or events? Is it easy or hard? 

 The category of communication and information involves both the social environment as 

well as the health and social service determinants that impact age-friendliness of Winnipeg. This 

domain is an essential feature of developing age-friendly communities because it is important to 

ensure that as a society we communicate with all aging adults living with ID in a timely, 

effective and appropriate way. Winnipeg should be following the United Nations Convention on 

the Rights of Persons with Disabilities in order to improve the level of communication and 

information adults aging with ID receive. For example, “recognizing the importance of 

accessibility to the physical, social, economic and cultural environment, to health and education 

and to information and communication, in enabling persons with disabilities to fully enjoy all 

human rights and fundamental freedoms,” (United Nations, pg.6, 2006) is a vital component of 

improving the age-friendliness of Winnipeg for this vulnerable population.  

The study participants from the focus group discussions felt that without adequate means 

of obtaining information, or the ability to meet and connect with essential services that could 

promote active aging, the process of aging in place could become difficult to attain. The present 

study results indicated caregivers are the main source of communication for persons aging with 

ID and it is their responsibility to ensure the needs of aging adults living with ID are met on a 
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daily basis. Regardless of the variety of communication choices and the amount of information 

available, the central concern expressed in the focus groups discussions was to have relevant 

information that is readily accessible to older people living with ID.   

 The themes that emerged during initial coding regarding communication and information 

included rely on staff to find information and the staff felt information is easy to find.  

 The second cycle stage of coding determined the emerging themes were accessibility and 

support from others.  

 Accessibility. The theme of accessibility emerged when the caregivers were asked the 

main research question “is it easy to get information on services and events?” Overall, the 

caregivers felt information regarding services and events is relatively easy to find and access in 

Winnipeg. Some of the caregivers responded by saying, “I get papers handed to me all the time, 

“this is coming up, and I want to go,” “one gentleman subscribes to the newspaper,” and “they 

get a lot of information from their day programs.” In addition, one caregiver said, “for the most 

part staff know how to access information quickly” and another caregiver said, “it is either there 

or it isn’t.” 

 Support from Others. The theme of support from others emerged when the caregivers 

were asked a probing question “it seems like if the staff were not around times we would a lot 

more difficult?” All of the caregivers agreed persons aging with ID rely solely on caregivers or 

day programs to provide them with information on services and events. The theme of support 

from others emerged when the caregivers said, “I think so,” “most of them are completely 

dependent on us to find things to do for them,” “but we are finding more and more of these 

individuals that as they age they now have to rely on staff a little bit more because things are 

becoming a little bit harder” and “most of them are completely dependent on us to find services 
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for them.” In addition, one caregiver said, “the majority of them cannot read.” The responses 

from the caregivers showed that without the support of caregivers, persons aging with ID may 

become victims of social isolation and miss out on services or events happening in Winnipeg. 

 The study participants reported the following as the most common age-friendly features 

of communication and information: 

 Relatively easy to access (e.g., searching the Internet). 

 Ensures active involvement in community events. 

 Fosters feelings of inclusion within the community. 

 Information provided through community involvement (e.g., day programs). 

 The study participants reported the following as the most common barriers to 

communication and information: 

 Complex systems (e.g., computers – aging adults cannot access it themselves). 

 Aging adults living with ID rely solely on caregivers or service providers. 

 Lack of a central location to access information – usually have to travel various 

avenues to find information. 

 Lack of awareness of existing programs and services. 

 Recommendations. The caregivers felt it is important for information to be delivered to 

persons aging with ID through direct personal delivery, telephone and distribution in key 

locations such as community centres and bulletin boards, public services, libraries, grocery 

stores, doctors’ offices or even banks. A frequent suggestion made by caregivers to improve 

communication was to provide more information targeted to older people living with ID through 

dedicated newspapers or regular columns in the newspaper, as well as through specialized radio 

and television programs. In addition, caregivers and service providers also recommended having 
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one central location where information on community events and services could be found in 

order to ensure that the information is easily accessible. 

8. Community Support and Health Services. 

What is your experience like with trying to access services in the community to help 

persons aging with intellectual disabilities? 

 A main component of ensuring that a community is age-friendly is to provide relevant 

and appropriate services that are designed to meet the needs of persons aging with ID. Many of 

the concerns raised by caregivers in the focus group discussions dealt with the availability of 

sufficient good quality, appropriate and accessible care. In other words, there is now a greater 

need to provide a diverse range of services for an expanding population of persons aging with 

ID. The topic of community support and health service issues dominated the focus group 

discussions, reflecting the strong importance this domain has for active aging. 

 This topic received both positive and negative comments. Most of the comments about 

community support services made by caregivers concerned the quality of care received from a 

variety of the services available in the community. In addition, the majority of the caregivers 

mentioned a lack of services that are available to assist with the aging process. For example, 

when the caregivers were asked the main research question “what is your experience in trying to 

access services that help persons aging with ID?” Some of the responses included, “if you have a 

case worker, it’s great, but if you don’t, things don’t happen” and “it’s really restrictive.” 

Another caregiver said, “there really isn’t an abundance of resources available for anybody,” 

showing that there is a lack of resources available in Winnipeg to help persons aging with ID.  

With respect to health services specifically, comments were much more negative in 

nature, with complaints about lack of physicians and dentists with adequate training in how to 
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effectively communicate and deal with the ID population, lack of oversight of nursing and 

assisted living facilities, lack of insurance coverage for healthcare-related needs (e.g., dental 

expenses). Moreover, all of the caregivers expressed concern for issues with the affordability of 

care. There were positive comments too, although fewer in number, about particular health 

services that were provided/or paid for by insurance and the quality of these services. For 

example, a few of the caregivers positively mentioned access to homecare nurses who 

demonstrate patience and deliver high quality care to persons aging with ID. 

Results from the initial coding phase found that the negative emerging themes regarding 

community support and health services were poor communication, healthcare providers’ lack of 

training, a lack of support and bad doctor’s who don’t listen. 

The second cycle stage of coding determined themes of lack of communication, lack of 

resources and the fact that older adults with ID are treated differently. Overall, the themes that 

emerged during second cycle coding were mostly negative.  

Lack of Communication. The theme of lack of communication emerged when 

discussing the type of care received from specialized providers such as dentists and physicians. 

Overall, the majority of the caregivers voiced very negative opinions of the type of care older 

adults with ID receive. Some of the caregivers made noteworthy comments such as, “I also find 

that with healthcare workers, they tend to listen to what we have to say and not necessarily what 

the individual’s needs are; they don’t talk to the person we are supporting” and “I have phoned a 

couple of times, but I cannot get her in any sooner. They have done the assessment, so now we 

just wait for an opening, but they don’t even give you a time frame, so we just wait indefinitely.” 

Another caregiver also said “they need to take time to talk to the person,” raising the issue of a 

lack of communication. The general consensus throughout the focus group discussions was 
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healthcare providers have little to no training in how to communicate with persons aging with 

ID, and this was evident based on the perceptions of the caregivers and the feedback they 

provided. 

Lack of Resources. The theme of lack of resources emerged when discussing the 

availability of good quality care and access to adequate services. For example, the caregivers 

were asked a probing question “is it difficult to access services? For example, changing a 

doctor?” Most of the responses from the caregivers were negative, but a few caregivers were 

more positive. Some of the positive comments included, “there are always doctors accepting 

patients,” “I don’t really think it is any different than the general population,” “I haven’t 

experienced too many difficulties with that.” Some of the negative comments regarding access to 

services included, “good doctors that go above and beyond are pretty hard to find,” “there are 

some clinics that are really good at supporting people with disabilities, and there are some that 

aren’t” and “they aren’t attached to particular specialists, which is a freedom that we have, that 

they don’t.” Another caregiver stated, “but we can’t change anything.” The negative responses 

from caregivers indicated that there is a lack of resources available to persons aging with ID. 

Being Treated Differently. Lastly, the issue of being treated differently emerged when 

the caregivers discussed their experiences when supporting persons aging with ID at the dentist 

or physician’s office. Overall, the majority of the caregivers discussed negative experiences 

during the focus group discussions and generally felt persons aging with ID should be receiving 

much better care. Some of the negative comments included, “and the increase in pain killers, 

when she still has pain, like common.” A different caregiver agreed with the potential of over 

medicating persons aging with ID by saying, “ya but they don’t care if they are on 15 pills.” 

Another caregiver discussed their negative experience at the dentist by saying, “he said that had 
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nothing to do with the seizure disorder, he made an assumption that because she doesn’t speak a 

whole lot or comprehend much, that dentures would be way too much and she can’t take care of 

them” and “she has this beautiful smile, and now all of a sudden she has the huge hole in her 

mouth, it’s ridiculous.” One caregiver also said, “they may or may not give good quality of 

service, but that is a different issue.” The negative responses from the caregivers voiced concern 

and frustration over the way persons aging with ID are treated when they are accessing relevant 

services in the community. Overall, most of the caregivers felt more training is required in the 

healthcare field in order to adequately care for this vulnerable population. 

The study participants reported the following as the most common age-friendly features 

of community support and health services: 

 Expediency. Availability of delivery services (e.g., pharmacy). 

 Accessibility. Availability of equipment and aids (e.g., bars and lifts). 

 Sufficient support. Programs that support caregivers and service providers (e.g., 

respite). 

 Services generally were convenient to an individual’s home. 

The study participants reported the following as the most common barriers to community 

support and health services: 

 Lack of trained healthcare professionals. 

 Healthcare professionals’ lack of abilities and skills to communicate with 

individuals with ID. 

 Healthcare professionals’ ignorance of persons with ID at the appointments (e.g., 

doctors talk to support staff and not the client). 

 Affordability. Equipments and aids are extremely expensive. 



  123  

 

 
 Minimal or no insurance coverage for some of the healthcare services which 

makes affordability of services difficult. 

Recommendations.  Community support and health services are vital to maintaining the 

health, well-being and independence of individual’s aging with ID. The focus group discussions 

indicated that there are great challenges for persons aging with ID to access community support 

as well as a range of health services that are not strictly medical. During the focus group 

discussions, conversations about community support and health services focused on the range of 

services available and the level of care received. Nearly all of the caregivers noted some positive 

features, some challenges, and made a number of recommendations. The recommendations made 

include co-locating of various services (e.g., a central location for all essential services such as 

the doctor and dentist); increasing awareness of the existing healthcare services; forming 

partnerships to facilitate getting funding for services and to delivering more effective, responsive 

services; and increasing the availability of particular services (e.g., home care nurses).  

Lastly, negative attitudes and poor communication skills by healthcare providers were 

common complaints. Some of the problems voiced included a lack of sympathy, disrespect, and 

treating older people with ID as a burden. General recommendations offered for improving the 

level of care received are to improve communication skills and to train healthcare professionals 

on how to properly care for this vulnerable aging population. 

9. Outdoor Spaces and Buildings. 

What do you think it is like for older individuals living with intellectual disabilities to step 

outside of their home to go for a walk to get fresh air, run errands or visit? 

What is it like for older individuals living with intellectual disabilities to access things in 

the community? For example, is it easy to go into buildings? 
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 As the final key feature of a community’s physical environment, outdoor spaces and 

buildings have a strong influence on an individual’s physical mobility, safety from injury and 

level of social participation. When people view a neighbourhood safe and accessible, they are 

more likely participate in outdoor activities or engage with the community. An accessible 

community is one where people of all abilities, including older adults, have the opportunity to 

participate in everyday life fully and safely. Therefore, accessibility requires a shift in awareness 

and attitudes and extends to questions of safety and perceptions of safety. Communities that are 

unsafe or have accessibility issues can impact almost every aspect of an individual’s everyday 

life. 

 Overall, the caregivers who participated in the focus group discussions felt a number of 

changes are required for Winnipeg to accommodate the needs of persons aging with ID. The 

majority of the comments that were made during the focus group discussions were negative. 

When the caregivers were asked the main research question “what do you think it is like for 

older individuals living with intellectual disabilities to step outside of their home to go for a walk 

to get fresh air, run errands or visit? One caregiver stated, “I have also noticed that there are still 

a lot of issues around Winnipeg in terms of building accessibility.” Another caregiver said, 

“there are no ramps at MTS centre.” In addition, one caregiver stated, “buildings need to have a 

larger space for people who have wheelchairs and walkers.” 

 Results from the initial coding phase found emerging themes were the sidewalks are in 

poor condition, when going out in the community it is hard to get around, the weather during 

the winter months is too cold and buildings in the community need more push buttons to allow 

for easier accessibility.  

Results from second cycle coding determined the emerging theme of accessibility.  
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Accessibility. For this domain, comments from caregivers regarding accessibility were 

mainly negative. For example, the caregivers were asked the main research question “what is it 

like for older individuals living with intellectual disabilities to access things in the community? 

For example, is it easy to go into buildings? Some of the responses included, “we go out for 

lunch a lot, but at one of the restaurants there is no ramp, so she has to take this big step every 

time,” another caregiver said, “and then sometimes the ramps are so far away, so to walk all that 

distance, or go around is a really long walk, then she becomes exhausted.” In addition, a few of 

the caregivers mentioned how it is difficult to get around Winnipeg. Some responses included, 

“so it’s hard, not everything is accessible,” “not every place is accessible, that’s the thing” and 

“you don’t realize how difficult things are until you have someone who is in a wheelchair or has 

difficulty with mobility.” Lastly, most of the caregivers expressed concerns regarding doors, 

stairs, sidewalks and public washrooms. Some of the responses included, “doors should be 

wider.” Another caregiver said, “and every door should have the automatic push button.” Some 

other negative responses regarding the outdoor spaces and buildings included, “what we could 

use is more family washrooms so that I can be in the outer room with the group while the other 

individual uses the washroom,” “the sidewalks need to be fixed; they are horrible and cracking” 

and another caregiver even mentioned, “there are not enough benches to sit down
.” 

All of the 

responses indicate issues with the outdoor spaces and buildings in Winnipeg.  

Some of the positive feedback from caregivers included “the mall is good for going for 

walks,” “but again, we have staff and that is part of their job to clean the pathway and what not 

to make it accessible” and “like the movie theatres are perfect.”  

 The study participants reported the following as the most common age-friendly features 

of outdoor spaces and buildings: 
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 Most buildings have automatic push buttons to open heavy doors. 

 Facilities have adequate accessible seating (e.g., MTS Centre, movie theatres). 

 Safe communities with minimal crime. 

 Most buildings have ramps or escalators to make accessibility easier. 

 The study participants reported the following as the most common barriers to outdoor 

spaces and building: 

 Sidewalks and streets are in poor condition.  

 Not enough benches for resting. 

 Doorways should be wider. 

 Lack of public amenities (e.g., washrooms). 

 Recommendations. The topic of outdoor spaces and buildings came up as a dominant 

issue across the eight domains because there was a reoccurring theme throughout the focus group 

discussions that access to buildings, essential services and safety were viewed as essential 

features that caregivers of persons aging with ID would like to see in their communities. 

Recommendations from caregivers to improve the age-friendliness of Winnipeg included adding 

more street lighting, placing signage on buildings to aid in navigation, adding more parking near 

green spaces to increase physical activity, designing and implementing pedestrian environments 

that meet the needs of older adults living with or without ID, providing rest areas (e.g., benches), 

installing audio cues at crosswalks and providing recreational games (e.g., chess, checker boards) 

in public spaces such as the Forks.  
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Chapter 5: Discussion and Conclusion 

 The present study aimed to provide information on age-friendly features of our 

community (the City of Winnipeg) for persons aging with ID. The information provided 

enhances the existing knowledge on age-friendly features of our community for the vulnerable 

population of older adults with ID. This is a substantial contribution to the published scientific 

literature on this topic. In addition, it is my hope that the knowledge gained from this research 

study is used by different government departments (e.g., Health, Family Services, and Housing) 

and non-governmental organizations (e.g., St. Amant, Winnserv Inc.) serving persons with ID to 

improve the services that they provide to persons with ID, especially as they age. The qualitative 

research methodologies, including both individual interviews with persons with ID and focus 

group discussions with caregivers of persons with ID, were appropriate and useful to hear the 

voices of persons with ID and their caregivers. To the best of my knowledge, this is the first 

study of this kind to discuss the features of an age-friendly community from the perspective of 

adults with ID and their caregivers in Manitoba, and in Canada.  

Given the cultural differences and differences in the healthcare and social support 

systems of different countries, and even among the Canadian provinces, it is extremely important 

to explore the features and barriers of the age-friendliness of any given community based on the 

voices of the local residents. Although extensive research has been conducted on how 

communities in Manitoba are age-friendly for older persons, the voices of those aging with an 

intellectual disability (ID), and those of their caregivers have not been heard. In fact, due to the 

difficulties in communicating with persons with ID, or those with any type of cognitive 

impairment, they have been screened out of research on age-friendly communities (Menec, 

2007).  
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The City of Portage la Prairie, Manitoba was involved with the age-friendly imitative. 

Results from focus groups held in Portage la Prairie were provided to the World Health 

Organization and, along with those from the cities, incorporated into the Age-Friendly Cities 

Guide (World Health Organization, 2007). Prior research indicated that developing an age-

friendly community is extremely important to enhance the health and well-being of all seniors 

including those living with ID. For example, in 2007, the World Health Organization released a 

guide to help cities become more age-friendly. The guide was based on research from 33 cities 

around the world. In each city, focus groups were held with seniors, caregivers of seniors, and 

service providers to identify specific features of what makes the city age-friendly, focusing on 

the eight age-friendly domains: transportation, housing, social participation, respect and 

inclusion, opportunities for community involvement, communication and information, 

community support and health services and outdoor spaces and buildings (World Health 

Organization, 2007).  

 This chapter is divided into four sections. In the first section, the results from the 

individual interviews and focus group discussions are discussed in the context of the published 

literature. In the second section, the study strengths and limitations are discussed. The third 

section contains a discussion of the implications of the study results for practice and policy 

development. In the last section, several suggested directions for future research are made. 

Section 1. Discussion of the Study Results 

 The social and built environments represent important areas to promote age-friendly 

communities. Because changes in the built environment can require years to achieve, planning is 

an essential part of creating change in community environments. The planning process has many 

phases from the physical environment (e.g., design), to the social environment (e.g., social 
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inclusion) to community empowerment, growth and development (Tompkins, 2008). Designing 

age-friendly communities is all about creating communities that benefit people of all ages and 

mobility levels. For example, safe communities benefit men and women, aging adults and 

children. Essential services and programs that allow aging adults with or without ID to age in 

place benefit all families and communities, and individuals will benefit when older adults are 

active and contributing members of society through paid or volunteer work (Tompkins, 2008). 

Current research has shown that aging in place is based on how a community will support 

individuals as they age. What is available in the community when you step outside your front 

door (e.g., are amenities easily accessible)? What are the opportunities for community 

involvement (e.g., paid or volunteer work) and mobility options (e.g., private and public 

transportation)? How will housing options and the community provide the economic and social 

sustainability (e.g., programs that assist with the aging process) to live a good life, as long as the 

person lives? (Tompkins, 2008) Research has found that more and more “baby boomers” want to 

stay at home for as long as possible, regardless of living with physical or mental impairments 

(Kennedy, 2010).  

Communities can support aging in place, but some communities may also contain 

barriers that make community living more difficult for older adults, especially those living with 

ID. Many current homes and neighbourhoods in which persons with ID live were not designed 

for their changing needs and may impact their well-being (Alley et al., 2007). Therefore, it is 

essential that the communities of today address the issues of age-friendliness otherwise they may 

have to tackle more aging-related problems in the future, such as lower levels of community 

involvement from this population, higher stress levels for caregivers and higher costs of 

privatized care, such as nursing homes.  
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The positives and negatives reported by the older adults living with ID and their 

caregivers in this community project illustrate how the eight domains of an age-friendly 

community proposed by the World Health Organization (2007) are highly relevant and 

interconnected in many ways in the city of Winnipeg. The study results indicate that the city’s 

landscape, buildings, transportation system, and housing options, which are all part of an 

individual’s physical environment, contribute to confident mobility, and help to foster 

independence. In addition, providing opportunities for meaningful social participation, which 

relates to an individual’s social environment, determines their level of community involvement 

and successful prospects for aging in place. Consistent with the literature, a lack of opportunities 

for social participation leads to inactivity, social isolation, and exclusion (Tompkins, 2008). In 

addition, empowerment and self-worth are reinforced by a culture that recognizes, respects, and 

includes older people. Relevant information in appropriate and effective formats also contributes 

to personal growth and development as well as to positive lifestyle choices. Lastly, accessible 

and well-coordinated health services have an obvious influence on an older adult’s health status 

(Alley et al., 2007). 

 Prior research has determined the overall well-being of older adults depends on the 

ability of these individuals to function and remain active in their community of choice and to 

continue to enjoy their desired level of support and interaction with other people (Lui et al., 

2009). The increase of interest in the concept of developing age-friendly communities has 

identified a paradigm shift in the understanding of the aging process. Instead of viewing older 

people as a social problem or burden, new discussions view aging as a positive process and 

emphasize the active roles older people play in society (Lui et al., 2009). 
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 The assets of and barriers to age-friendly communities reported by the seven older adults 

living with ID and the fifteen service providers who were consulted during this research project 

confirmed the importance of developing age-friendly communities. All of the study participants 

provided many examples that indicated that some of the current features of Winnipeg are 

impeding an individual’s ability to actively and successfully age in place. Therefore, it is 

important to ensure that the city of Winnipeg becomes an “age-friendly city that emphasizes 

enablement rather than disablement; it is friendly for all ages and not just elder-friendly” (World 

Health Organization, pg.72, 2007). In following this concept, policy and services should be 

tailored to meet the needs of all citizens living in Winnipeg, especially those citizens who are 

aging with physical or mental impairments. This study was consistent with previous research that 

found that transportation services are linked to opportunities for social and economic 

participation as well as access to essential health services. Housing should be considered in 

connection with outdoor spaces and the rest of the physical environment so that homes are 

located in areas that are safe and secure and are close to essential services to help keep aging 

adults with ID active and connected to their community. Social inclusion of older people with ID 

should focus on maintaining feelings of value and self-worth by allowing them to be active 

members of their community through paid and volunteer work (World Health Organization, 

2007). 

Summary of the Study Findings. 

 In the following section a summary of results regarding each domain of the age-friendly 

community conceptual framework will be presented and discussed, highlighting the major 

concerns that were expressed by both the older adults with ID and their caregivers. Wherever 
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possible the opinions and perspectives of older adults with ID and that of their caregivers are 

compared and contrasted. 

Findings of this research have met the original research objectives by enhancing the 

existing knowledge regarding which factors, including transportation, housing, social 

participation, respect and social inclusion, opportunities for community involvement, 

communication and information, community support and health services and outdoor spaces and 

buildings are correlated with the age-friendliness of communities in Winnipeg.  

 The findings provided a summary of the thoughts, ideas and suggestions about what 

features are essential in the development of an age-friendly community, which were generated 

from individual interviews with persons aging with ID and from focus group discussions with 

caregivers who support persons aging with ID on a daily basis. The present study was initiated in 

order to encourage communication and action that supports and assists persons aging with ID 

with the opportunity to age in place. A number of suggestions were made that could potentially 

be used to assist the vulnerable population of persons aging with ID to live in a safe and secure 

environment, to enjoy healthy and active lifestyles while continuing to participate fully in 

society. 

1. Transportation. 

 In this study, I found that access to adequate transportation, public or private is important 

to older adults with ID in several ways. Access to adequate transportation allows older adults 

living with ID to maintain connectedness with their community. Being able to move about the 

city determines active participation and access to community and health services, as well as 

being able to fulfil daily tasks such as getting to work or going grocery shopping. Community 

participation is found to contribute to an individual’s sense of belonging. Access to adequate 
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transportation also enables persons with ID to access essential services such as healthcare. In 

addition, adequate, affordable and accessible public and private transportation allows an aging 

adult living with ID to complete errands such as grocery shopping or going to the bank 

independently or with the support of staff. 

The majority of the persons aging with ID who participated in the study believed that 

Winnipeg provides a public transportation system that offers good services including buses, with 

special services for persons with disability and special needs, and those with low income. In 

addition, most of the study participants reported that the services are affordable, which is one of 

the features of age-friendliness of our community. Many of the older adults reported that the 

public transportation system is easy to get to and accessible for older persons living with ID. 

Driving in a car with support staff was, however, found to be the desired mode of transportation 

for many respondents, as they liked the convenience, enjoyment, and familiarity of the 

experience. 

In contrast, the majority of the caregivers were concerned with the travel and wait times 

of the public transportation system. These were the most common complaints expressed by 

caregivers. The caregivers also agreed that the most common mode of transportation was private 

transportation (e.g., personal car or handi-transit) because it is an easier way to transport older 

adults living with ID. 

Based on the study results, when assessing the level of age-friendliness of a community, 

the following features are essential components of the housing domain and should be improved 

in Winnipeg: 

o More parking spots reserved for people with mobility issues 

o Parking spots should be located close to amenities. 
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o  More affordable and accessible community transportation services (e.g., public 

bus). 

o More affordable and accessible private transportation services (e.g., handi-transit). 

o Larger street signs and bus stops that are easier to read. 

o Reduced bus fair for individuals with ID. 

2. Housing. 

Whether living independently in an apartment or with roommates in a group home, prior 

research has shown that appropriate, safe and accessible housing significantly contributes to 

successfully aging in place (Plouffe & Kalache, 2011). Consistent with the previous studies, 

findings from the present study confirmed that there is a strong link between appropriate housing 

and the independence and quality of life of persons aging with ID. Overall, many of the persons 

aging with ID who participated in the study reported that they would like to age in place, 

meaning these individuals want to stay in their homes despite decline in their functional abilities 

and mobility issues. The caregivers who participated in the focus group discussions suggested 

that if older adults living with ID are provided with a variety of affordable, safe and accessible 

housing options, the likelihood of aging in place will substantially increase.  

In summary, the majority of older adults felt that Winnipeg provides housing that is close 

by and accessible to essential services, which is a positive aspect that reflects age-friendliness of 

the city. Many of the individuals with ID who participated in the study believed that the city of 

Winnipeg provides the opportunity for persons with ID to age in place because all of the 

participating older adults were happy with their current homes. However, the cost of housing was 

seen as the biggest barrier, reducing age-friendliness of the city because all of the aging adults 
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relied on social services to assist them with paying for their housing (e.g., social assistance or 

agencies such as Winnserv Inc. and St. Amant).  

Based on the study results, when assessing the level of age-friendliness of a community, 

the following features are essential components of the housing domain and should be improved 

in Winnipeg: 

o Provide a range of appropriate and affordable housing options. 

o Provide housing in close proximity to all essential services. 

o Make housing renovations more affordable with opportunities for subsidies or 

grants for individuals on fixed incomes or for those supported by government 

agencies. 

o Include affordable mobility support equipments (e.g., lifts and bars). 

o Design the houses to meet the needs of individuals living with ID (e.g., no stairs). 

o Make houses that are more accessible. (e.g., more walk-in showers should be 

provided). 

o Freeze Taxes or subsidize housing option for person with ID. 

3. Social Participation. 

Older adults with ID who participated in the study perceived the city of Winnipeg to be 

age-friendly with respect to social participation. Nearly half of the respondents reported that 

there is a good variety of choices for involvement that are interesting and many noted the 

availability of activities that encourage and/or incorporate physical activity. Of important note 

was presence of support for social activities among neighbours and the community in general 

(e.g., older adults with ID were encouraged to get out and about), the availability of cultural 
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opportunities and activities (e.g., Folklorama), the availability of affordable and convenient 

activities (e.g., location and frequency).  

The caregivers tended to disagree with the older adults living with ID. The majority of 

the caregivers reported that there are not enough options to keep persons with ID socially 

involved in their community. Whether living independently or in a group home, easy access to 

activities that allow for social participation appeared to be a concern for many of the study 

participants. Many of the caregivers believed that many of the social activities that older persons 

with ID were involved in were redundant, expensive and hard to get to. Study participants 

reported that for Winnipeg to be an age-friendly community, diversity within the community 

should be recognized by providing a variety of programs and activities. Consistent with prior 

research, my findings emphasize that in an age-friendly community, aging adults with ID should 

be able to live healthy and active lives in a cooperative, welcoming and inclusive environment. 

An age-friendly community should promote socialization with a variety of people and encourage 

lifelong learning (Tompkins, 2008). 

Based on the study results, when assessing the level of age-friendliness of a community, 

the following features are essential components of the social participation domain and should be 

improved in Winnipeg: 

o Have a listing of events in a centralized location (e.g., grocery store) 

o Have more diverse multicultural activities within neighbourhoods.  

o Provide a wider range of activities available to residents with all levels of 

functional abilities. 

o Provide a wide range of indoor and outdoor activities that are accessible and 

affordable 
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o Provide activities in convenient locations (e.g., more events should take place in 

specific neighbourhoods to reduce travel time). 

o Provide plenty of educational opportunities (e.g., cooking classes or university) 

o All activities should be well publicized and easy to find.  

4. Respect and Inclusion. 

 Nearly half of the older adults with ID who participated in the study felt they are 

respected and included in the community. The majority reported that they be treated by others in 

the community with respect and courtesy. For the two older adults who experienced rudeness 

and disrespect, they found that youth were often the culprits, with incidents taking place on the 

public transportation system.  

This finding is not consistent with previous research, which found that persons aging with 

ID are more likely than those who are healthy or able-bodied to be viewed negatively (World 

Health Organization, 2007). It should be noted that this topic was slightly confusing for the older 

persons with ID who participated in this study.   

Findings from focus group discussions were also inconsistent with the findings from 

individual interviews. The negative views and lack of respect for this vulnerable population 

became a heavy topic during the focus group discussions. The caregivers who participated in the 

focus groups reported that in most circumstances, the individuals aging with ID are respected, 

accepted and included by other people from the community. However, the majority of caregivers 

acknowledged that the individuals that they support have been disrespected while out in the 

community, and they are often excluded from opportunities to be socially involved because there 

are a limited number of activities currently being offered to them. In addition, many caregivers 
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noted difficulties with receiving adequate care from essential services such as physicians and 

dentists.  

Research has shown that feelings of value, worth, inclusion and a sense of belonging 

greatly contribute to an individual’s overall well-being (World Health Organization, 2007). 

When an older adult feels a sense of community involvement they may be more inclined to 

participate in community activities.    

Caregivers suggested fostering education for people from the general population about 

the life course and the aging process to enhance understanding and thus respect within 

community. They stated that more community awareness is required in order to effectively 

understand the complex needs of this aging population. As the experience of disrespect and a 

lack of awareness occurred most often in the healthcare services by physicians and dentists, more 

training of healthcare professionals is highly recommended.   

Based on the study results, when assessing the level of age-friendliness of a community, 

the following features are essential components of the respect and social inclusion domain and 

should be improved in Winnipeg: 

o All community members must always treat individuals with ID with respect. 

o There should be more community awareness regarding the complex issues 

associated with aging with ID. 

o To the extent possible all community activities be inclusive for all citizens (e.g., 

activities should not be separated by age or functional ability).  

o Education opportunities on proper communication techniques that foster greater 

social inclusion be offered (e.g., especially in the healthcare field).  

o All community members pay attention to and include individuals aging with ID.  
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5. Opportunities for Community Involvement. 

Many of the persons aging with ID who participated in this study were still actively 

involved in paid work and volunteer activities. Current research has shown that feelings of 

community involvement greatly contribute to an individual’s overall well-being and life 

satisfaction (World Health Organization, 2007). However, the study results revealed that there 

needs to be more opportunities for employment and volunteer work for this population. Despite 

the importance of paid work and volunteering, the study participants noted that finding paid 

work and volunteer opportunities was difficult, particularly those that would be most suited to 

them. As a result, many of the adults aging with ID relied on caregivers (St. Amant and 

Winnserv Inc.) to find them appropriate paid work and volunteer opportunities. Older adults with 

ID who participated in this study wanted more opportunities and a greater range of options for 

paid work and volunteer opportunities. As emphasized by Tompkins (2008), communities, 

caregivers and service providers should encourage persons with ID to participate in paid and 

unpaid activities.  

Opportunities for community involvement supports a beneficial and meaningful way for 

aging adults living with ID to enjoy their lives, and provides the potential, assurance and 

importance of aging in place within a community (Tompkins, 2008). It is important to build an 

employment and volunteer base that supports opportunities for persons aging with ID to be 

active and contributing members of their communities because this will ensure they are involved 

and included in a strong employment and volunteer culture. In addition to encouraging persons 

aging with ID to become involved as employees and volunteers, another key component of 

developing age-friendly communities is that employment and volunteer activities should be 

structured to be flexible, with opportunities for short-term involvement, rather than routine 
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weekly schedules (Tompkins, 2008). A similar suggestion was made by caregivers who 

participated in this study. 

In summary, all of the persons aging with ID maintain involvement with their community 

by engaging in paid work or volunteer opportunities. In addition, some were also engaged in 

church activities.  It appeared that the persons aging with ID saw all of these functions as 

important for providing a sense of meaning in their lives. They also noted that it makes them feel 

good when caregivers or service providers encourage them to participate in such activities.  

On the other hand, the caregivers did note the lack of employment opportunities, in 

general, for persons aging with ID and felt that disablism was partly to blame for this. Instances 

of disablism were also noted in volunteer activities. In addition to encouraging persons aging 

with ID to become involved as volunteers or as advocates, a key suggestion was that paid work 

and volunteer activities should be structured to be flexible, with opportunities for short-term, 

episodic involvement, rather than routine weekly schedules. All of the caregivers also felt that 

the lack of fair pay needs to be addressed immediately because they felt that many older adults 

living with ID work extremely hard and thus deserve fair compensation for their work.  

Based on the study results, when assessing the level of age-friendliness of a community, 

the following features are essential components of the opportunities for community involvement 

domain and should be improved in Winnipeg: 

o Provide a variety of opportunities for paid and volunteer work.  

o Offer comparable wages regardless of having mental or physical impairments. 

o Encourage persons with ID to participate in paid and volunteer work. 

o Recognize and value persons with ID for contributing to their communities 
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o Set accommodating and flexible paid work and volunteer schedules (e.g., half 

days) 

o Provide paid and volunteer work opportunities within close proximity to homes 

(e.g., one bus stop or walking distance away). 

6. Communication and Information. 

In this study I found that older adults with ID valued the importance of staying connected 

to their communities and learning about information that can improve their daily lives and level 

of involvement in community activities. This will help keep persons aging with ID well informed 

and aware of the programs and services available to them (Tompkins, 2008). However, I found 

that the aging adults living with ID generally relied solely on the information being distributed 

through support workers or services providers (St. Amant and Winnserv Inc). Therefore, an 

important feature of improving age-friendliness in Winnipeg would be to distribute information 

in key locations such as community centres and bulletin boards, public services (doctors), 

libraries and grocery stores where it is easily accessible and easy to read. Caregivers who 

participated in the study strongly agreed that staying connected with people in the community is 

vital for active aging of persons with ID. They reported that service providers pay a great deal of 

attention to this topic, but they also highlighted the need for more opportunities for information 

sharing. Some of the focus group participants reported that they are frustrated by not knowing 

about services and opportunities that could be useful, and by having to go to multiple places to 

get the needed information. For example, many of the caregivers reported that they relied on day 

programs and the Internet in order to become informed about community events and essential 

services. From the study I found that there was a fear of missing information and of being left 

out of mainstream society.  
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Based on the study results, when assessing the level of age-friendliness of a community, 

the following features are essential components of the communication and information domain 

and should be improved in Winnipeg: 

o Regularly distributed information on community events (e.g., flu shots) should be 

provided. 

o Advertisements should be easy to read and typed in large font. 

o Information should be distributed to places where individuals with ID conduct 

their daily activities (e.g., malls, banks, grocery stores). 

o Local channels must broadcast community events several times a day. 

o A central location where caregivers and service providers can access information 

on community events (e.g., website) that is updated daily should be provided. 

o Public computers that are easily accessible and found in a variety of locations 

should be available. 

7. Community Support and Health Services. 

During the study, two persons aging with ID voiced a clear desire for basic healthcare 

(i.e., transitioning to a nursing home for receiving 24 hour care). In addition, they reported that 

more social services are needed. The available services should be improved in order to fully 

protect, help and provide adequate care for persons aging with ID (Garcia & McCarthy, 1996). 

Most comments about community support and health services made by caregiver’s concerned 

information sharing about the types of services available in the community and the quality of 

care persons aging with ID are receiving. Unfortunately, professionals in aging often lack 

knowledge about the various disability issues, while professionals in the field of disability often 

know little about the process of aging with a disability (Sheets, 2005). With respect to health 
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services, caregivers comments were much more negative in nature, with complaints about lack of 

training of physicians and dentists in treating patients with ID, healthcare providers lack proper 

communication skills when assessing patients aging with ID, a lack of oversight of nursing and 

assisted living facilities that can help these individuals age in place, a lack of insurance coverage 

for healthcare-related costs and thus an extreme lack of affordability. There were positive 

comments too, although fewer in number, such as noting a variety of services are available, and 

they are relatively easy to access in terms of mobility. 

 In summary, both the persons aging with ID and the caregiver’s comments focused 

mostly on health services, as opposed to community-based social services. The participants of 

this study listed numerous barriers to age-friendliness of health services, with most of the 

complaints pertaining to the intertwining and interrelated topics of healthcare quality, 

affordability and access. Positive comments were provided by caregivers which included 

healthcare services being located within close proximity of their homes and services providers 

were willing to accompany the persons aging with ID to all appointments.  

Based on the study results, when assessing the level of age-friendliness of a community, 

the following features are essential components of the community support and health services 

domain and should be improved in Winnipeg: 

o Provide plenty of healthcare professionals who are trained on how to care for 

individuals aging with ID. 

o Ensure healthcare professionals are respectful and show a genuine interest in 

caring for this population. 

o Improve communication between physicians and persons aging with ID. 

o Provide access to delivery services (e.g., medications). 
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o Provide access to affordable homecare services (e.g., home care nurses). 

o Home supports should flexible and available in a timely manner. 

o Provide access to one stop healthcare facilities.  

o Respite should be affordable and flexible for caregivers. 

8. Outdoors Spaces and Buildings 

From community development and design, to community empowerment, growth and 

development – the main goal is to create great neighbourhoods and communities for people to 

benefit from as they age. Creating age-friendly communities is one of the most effective policy 

approaches in order to effectively prepare for the increasing number of individuals who are aging 

with ID (Tompkins, 2008). Based on the study results persons aging with ID are choosing to age 

in place, by staying in their neighbourhoods despite the several limitations they face on a daily 

basis. The study participants agreed a neighbourhood that people consider unsafe does not 

encourage outdoor activities or engagement with the community, limiting opportunities for 

physical fitness and social participation. Crime, traffic, noise and poor lighting are all safety 

factors, as well as social issues such as the extent of social interaction and mutual respect among 

citizens living in a neighbourhood. Furthermore, study participants agreed improved community 

connections and awareness can enhance safety and security. The study results showed good 

architecture and design can play a major role in allowing persons aging with ID to remain active 

– both physically and socially active in their communities. Also, the study results showed that 

physical environments that are age-friendly, communities can remove barriers and empower 

persons aging with ID to maintain better physical and mental health, promote their social 

inclusion and active civic participation, and help this vulnerable population to maintain a good 

quality of life. 
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 In summary, the older adults living with ID who participated in this study did not voice 

many concerns regarding the age-friendliness of Winnipeg. The majority of the persons aging 

with ID complained about the poor condition of the sidewalks. The caregivers reported that 

buildings in Winnipeg generally do not have enough parking for persons aging with ID some felt 

that other parking amenities such as awnings and parking services (e.g., valets) are needed in 

places such as hospitals. There was also consensus among caregivers that the Forks is a hectic 

area (e.g., high traffic, noise) of the city are not friendly to those receiving care. The Forks was 

mentioned several times throughout the focus group discussions because it is a common place for 

persons aging with ID to visit. Other barriers to age-friendliness for the persons receiving care 

include insufficient pedestrian infrastructure, lack of accessibility in buildings, lack of amenities 

in buildings (e.g., toilets, rest areas), and a sense of lack of safety and security in parts of the city. 

Among the age-friendly features identified by the caregivers were Winnipeg’s many natural 

features and green spaces that enable taking interaction with other people. Certain areas of the 

city and some buildings were considered to be particularly accessible, such as malls and larger 

retail stores, as they were equipped with good parking, toilets, rest areas and generally accessible 

design features.  

Based on the study results, when assessing the level of age-friendliness of a community, 

the following features are essential components of the outdoor spaces and buildings domain and 

should be improved in Winnipeg: 

o Improve the condition of streets and sidewalks. 

o Prompt snow removal. 

o Provide accessible benches for resting. 

o Provide accessible public restrooms. 



  146  

 

 
o Fewer stairs, wider doors and push buttons are easily accessible for heavy doors. 

o Services should be located in close proximity of all neighbourhoods.  

Section 2. Strengths and Limitations 

Study Strengths 

To my knowledge, this was the first time persons aging with ID have been included into a 

research study. This was beneficial for the study because dealing directly with a vulnerable 

population allowed their voices and opinions to be heard. In addition, using persons aging with 

ID in this research study ensured that I was understanding their perspective on what features are 

essential to the development of age-friendly communities.  

In addition, the research study met the target sample size. I was able to recruit the number 

of participants I wanted. Furthermore, both males and females aging with ID participated in the 

research study and the participants ranged in age, which again allowed for varying perspectives.  

The research study also gained perspectives from both paid and unpaid caregivers. Even more 

important, all of the individuals involved in this research study can help to encourage and 

empower people from the general population to advocate for the planning processes to begin in 

order to ensure Winnipeg becomes more age-friendly. By meeting the target sample size, I was 

able to gather relevant and reliable information from persons aging with ID and their caregivers 

to determine what needs to improve in order for Winnipeg to become more age-friendly. Given 

the limited resources currently available on this topic, the information presented in this research 

study can be used to determine which community needs are most urgent and which 

characteristics are most amenable to policy and practice. 

The research study included a diverse sample size. The participants in the study were 

from various areas across Winnipeg. It was beneficial to the study to get different perspectives 
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regarding the eight domains of an age-friendly community. This helped to see the advantages 

and disadvantages of a variety of areas in Winnipeg. By utilizing a diverse sample size, I was 

able to determine that some community characteristics, such as accessible and affordable 

transportation, housing, and health services, as well as safety and opportunities for community 

involvement emerged as important aspects that contribute to the ability to successfully age in the 

community when aging with ID.   

Study Limitations 

 The results of this study must be considered with several limitations in mind. One 

limitation of this study relates to the use of focus group research methodology to gather 

information from the caregivers of persons aging with ID. During the focus group discussions, it 

was noted that a few of the study participants felt uncomfortable, nervous or shy perhaps because 

they did not fully participate in the focus group discussions. Some focus group participants were 

not willing to speak at great lengths. Therefore, these individuals did not provide a lot of detailed 

information. In addition, the focus group strategy was considered a limitation because the 

participants could have easily changed their responses to provide more socially acceptable 

answers, or provide answers they thought I wanted to hear as the researcher. For example, during 

the focus group discussions some of the participants would simply say “I agree” without 

explaining why they felt this way. The focus group discussions also created an added challenge 

during the coding process. Using a focus group discussion was a limitation when attempting to 

code the data because some of the study participants would start speaking before another 

participant was done talking. Thus, these individuals were talking at the same time. As a result, 

when replaying the tape recorded interview, I was unable to understand individuals who talked at 

the same time.  
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 Another limitation of the study was that the study was directly dealing with a vulnerable 

group of people who had difficulty answering and understanding the questions. Although 

persons with a high level of functioning were recruited for this study, many of the study 

participants lacked the verbal skills and abilities to provide in depth answers to the study 

questions. For example, many of the study participants aging with ID provided yes or no answers 

or looked to their support staff to answer the questions on their behalf. As a result, I probed for 

more information in virtually all of the individual interviews. Probing for more information was 

a limitation in this study because the study participants began to lose interest and focus, which 

caused them to respond with an answer such as “I don’t know.” 

 An added limitation of the present study was the communication challenges that arose 

during the individual interviews. In many of the individual interviews I found there was a 

communication barrier because some of the study participants were difficult to understand. The 

communication barrier also created a challenge when coding the data. The individual interviews 

were tape recorded and transcribed once the interviews were completed. Some of the study 

participants were very hard to understand on the tape recorder. As a consequence, some of the 

information they provided could not be understood and was unable to be used for the study.  

 Furthermore, as a qualitative study that focused on the perspectives of persons aging with 

ID and their caregiver’s understanding of an age-friendly community, the findings are the 

specific views of those individuals who participated in the study. Thus, the study results cannot 

be generalized to the larger population of older adults with ID living in the city of Winnipeg. 

Although attempts were made, I was not able to hear the voice of persons aging with ID, who 

speak languages other than English (e.g., French), which might affect their community 

involvement, social participation, access to information and health and social services.  
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Lastly, the study did not include any focus group participants who were family-related 

caregivers, thus, the study was not inclusive of all types of caregivers that support older persons 

aging with ID. For example, a family-related caregiver may lack the financial means to 

adequately care for an older adult living with ID or a family-related caregiver may be aging 

themselves, which could automatically create a more stressful experience across all eight of the 

domains of an age-friendly community.  

 Despite limitations, this study was the first of this kind to attempt to hear the voices of 

persons aging with ID and those of their caregivers on the importance of developing more age-

friendly communities, with several suggestions for action.  

Section 3. Implications of the Study Results for Practice and Policy 

 This research study is expected to provide vital knowledge on age-friendly community 

features specific to a vulnerable population of older adults, that is, older adults with ID. The 

knowledge gained can help shape service delivery and policy and allow for the voices of this 

vulnerable population to be heard. 

 Policy.  

 People aging with ID are a global phenomenon that requires international, national and 

local action. Failure to acknowledge the increased life expectancy of this vulnerable population 

and the complex issues that come with aging with ID will create an array of consequences 

around the globe (Tompkins, 2008). When focusing on aging with an intellectual disability, it is 

important to ensure that policies affecting all individuals with ID are developed as a background 

to improving their situation when they reach advanced old age. However, according to available 

research, there are currently no policies which specifically focus on older adults with ID and how 

it is imperative that their healthcare needs be met. In addition, there is no policy in place that 
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addresses how to effectively improve the healthcare needs of adults aging with ID (Hogg, 

Lucchino, Wang & Janicki, 2001).  

Consequently, persons aging with ID should be included within policies and programs 

that are designed for the betterment of the older population generally and should also receive 

whatever additional supports they require in order to improve their overall health and well-being. 

Hence, there is a significant need to develop policies and programs for healthy aging that can be 

accessed by persons aging with ID. It is important that older adults with ID experience natural 

inclusion into the appropriate healthcare systems, which can be facilitated and supported by 

appropriate training for both healthcare professionals and the rest of society (Hogg et al., 2001).  

 Policies and programs that are established for persons aging with ID need to ensure this 

vulnerable population has access to health services that include health promotion and support 

services that will guarantee the greatest possible quality of life as these individuals reach 

advanced old age. However, Hogg et al (2001) indicated that in developed regions, access to 

primary healthcare provision is restricted by a wide range of factors including lack of medical 

history, lack of training concerning the health issues relative to older persons with ID, difficulty 

in undertaking medical examinations because of communication problems, absence of 

specialized back-up for complex medical conditions, lack of understanding on the doctor’s part 

of informed consent issues and difficulty in dealing with sexual issues related to contraception. 

Regardless of the various healthcare difficulties, a policy of inclusion should encourage access to 

generic health services. In addition, it is imperative that information and education be put in 

place to increase awareness on the rising prevalence of adults with ID advancing to old age. 

 Inclusion of persons aging with ID in the current primary healthcare system is important 

and the available services must be viewed in the context of the inclusion of all people, regardless 
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of age, or disability. In order to achieve this, the following recommendations should be 

considered because the health services in developed regions are continuously changing and 

expanding in order to improve the quality of life for every individual in society. The 

recommendations include: screening from infancy onwards to establish the nature of an 

individual’s disabilities and determination of the ways in which these can best be met is 

imperative, surveillance across the life course is important in order to understand specific 

conditions and the development of policies within evolving health and social services that will 

facilitate access for those aging with ID is required (Hogg et al, 2001). Moreover, “in order to 

effectively develop evidence-based policies and programs that fully include older adults with ID, 

government departments need to know more about their characteristics: who they are, where they 

live, which kind of supports and services they have access to, and their unmet needs for both 

healthcare and social support services” (Shooshtari et al., 2012). In addition, service training of 

appropriate healthcare professionals is required in order to meet the health needs for adults aging 

with ID, and support for family and other caregivers to identify the healthcare needs of this 

vulnerable population is imperative (Hogg et al., 2001). The lack of services to address the 

healthcare needs of older adults with ID often allows easily remedied conditions to increase 

barriers posed by disabilities and reduces community participation of older adults with ID.  

 United Nations Principles for Older People. The policy framework for active aging 

(Figure 2) is guided by the United Nations Principles for Older People, which can also be used 

for individual’s aging with ID. This policy focuses on independence, participation, care, self-

fulfillment and dignity. The policy framework requires action on three basic levels, which are 

health, participation and security. If the risk factors for physical and mental decline are kept low 

and protective factors are kept high, older adults with ID will enjoy a longer quality of life 
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(World Health Organization, 2002). When communities support full participation in a variety of 

activities, older adults with ID will continue to make a productive contribution to their 

communities through paid and unpaid work as they age. Lastly, when policies address the 

security of persons aging with ID, these adults are ensured of protection, dignity and care, which 

allow them to feel independent and safe in their neighbourhoods (World Health Organization, 

2002). 

 Attaining the goal of active aging and developing more communities that are age-

friendly will require action in a variety of sectors including health and social services, education, 

the labour market, social assistance, housing, transportation and rural and urban development. 

The active aging approach provides a frame- work for the development of strategies to improve 

population aging. Successful population aging can be accomplished by pulling together the three 

pillars for action of health, participation and security, and these pillars offer a platform for 

addressing the concerns of older people living with ID. The time to improve the quality of life 

for the population aging with ID is now.  

 Educational Opportunities for Adults Living with ID.  

 The Government of Manitoba recently announced the launch of the Transforming Future 

Demonstration Project which was developed by Red River College in the city of Winnipeg. This 

program provides an opportunity for adults with ID to learn in an inclusive, supportive 

environment and to examine career options based on personal skills and interests. In addition, the 

project improves the level of community involvement for individuals living with ID in Winnipeg 

and greatly improves the overall level of age-friendliness. The project is divided into two stages.  

 Stage 1. The program helps students with ID learn the skills necessary to transition into 

other college programs or to learn the essential workplace skills needed to function successfully 
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in the workplace. Students with ID will learn study skills, personal management skills, essential 

workplace skills, job search skills, and interviewing skills as they prepare to enter the world of 

work or choose a learning path that meets their needs and interests. 

 Stage 2. Upon successful completion of Stage 1 of the program, students may choose to 

enter the workforce or enroll in one of Red River Colleges academic program tracks (Culinary 

Arts or Administrative Assistant) with continued support from Transforming Futures staff and 

instructors. 

Section 4. Future Research Directions  

 The present study was exploratory in nature and the first step towards development of future 

research projects to explore certain issues or aspects of age-friendliness of the community to promote 

healthy/active aging among persons with ID. For example, this study focused on Winnipeg. Further 

research will be needed to hear the voices of those living in rural areas and small towns in the 

province. Future studies should also compare provinces to determine aspects and strategies that 

promote active/healthy aging of persons with ID. On-going dialogue on this topic is needed to 

measure progress over time.  

In addition, future research projects should include a variety of languages (e.g., French) in 

order to gain a greater perspective. For example, individuals who do not speak English as their first 

language may be at an increased risk for experiencing age-related challenges, especially if they do 

not have daily support from a caregiver. Furthermore, future research studies should include a variety 

of ethnicities (e.g., Aboriginal) to also gain a variety of perspectives. The present study utilized 

mostly females of Caucasian decent from a middle socio-economic status. Thus, if future studies 

focused on different ethnicities and socio-economic standings, the results may be different than those 

reported in the present study. 
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Lastly, future research projects should use different data collection methods (e.g., 

ethnography). By utilizing this type of data collection, future researchers could access persons aging 

with ID who may experience low levels of functioning. For example, by utilizing ethnography as a 

data collection method, researchers may be able to gain the perspective of persons aging with ID who 

are non-verbal.  

Furthermore, the results of the study will be shared with all the stakeholder groups 

involved in promoting health and well-being, and quality of life of persons with ID. The study 

results will be presented at scientific conferences such as the Spring Research Symposium at the 

U of M, the International Age-Friendly Rural and Remote Communities’ symposium and the 

Coming of Age Conference.  

 In addition, the results from the study may be published in scientific journals such as the 

Disability and Health Journal, Journal of Intellectual & Developmental Disability, Journal of 

Applied Research in Intellectual Disabilities, Journal of Policy and Practice in Intellectual 

Disabilities and the Journal of Aging and Health. 

Conclusion 

 There is a growing amount of research available on the importance of developing age-

friendly communities in order to improve the possibility of effectively aging in place in an 

individual’s chosen community. The re-imagined city that is age-friendly focuses on having its 

citizens remain in their neighbourhoods until advanced old age regardless of physical or mental 

impairment. Thus, the concept is that aging-in-place communities will be vibrant enough to 

attract young people to move into these communities, while welcoming older people with or 

without ID to stay in their communities for a lifetime. In addition, current research has shown the 

development of age-friendly communities has a strong influence on an aging individual’s overall 

health, well-being, independence and levels of physical activity and social involvement 
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(Tompkins, 2008). However, to date, this is the first study that has focused on the population of 

persons aging with ID in Manitoba and Canada. Findings from this community-based study 

enhance existing knowledge on the importance of developing age-friendly communities for 

persons aging with ID as well as those individual’s who are aging from the general population.  

 The information presented in this research study has been based on the World Health 

Organizations definition of age-friendly communities and used the theoretical frameworks of life 

course theory and active aging as a way to highlight key issues surrounding future development 

of age-friendly communities. There is now a consensus among researchers that well-being in 

later life involves more than having good health and physical comfort. In fact, a good quality of 

life is based on the eight domains of an age-friendly community. The information presented in 

this study indicates that positive outcomes for persons aging with ID involve more than self-

sufficiency. Positive outcomes include the ability of persons aging with ID to remain active in 

their community of choice and to continue to enjoy their desired level of community 

involvement, support and interaction with other citizens.  

Within four years (2007-2011), over 560 communities in eight Canadian provinces have 

been working to become more age-friendly. The provincial and federal governments have 

supported the efforts of these Canadian provinces. The Canadian provinces which are attempting 

to become more age-friendly are also indirectly promoting knowledge development of the 

importance of age-friendly communities and how the development of such communities can 

greatly increase the quality of life for individuals aging with ID (Plouffe & Kalache, 2011). 

 The review of current literature on age-friendly communities has demonstrated a 

supportive environment with positive opportunities for community involvement is important for 

aging in place, and there is local and national attention towards building an integrated 
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environment for persons aging with ID. To meet the challenges of building an age-friendly 

community, policy-makers and service providers are encouraged to take proactive measures and 

to engage with multiple stakeholders as well as empower persons aging with ID themselves to 

enhance the opportunity to successfully age in place.  

 Based on the present study, many older individuals chose to stay in their homes rather 

than assisted living such as nursing homes. However, these communities might not provide ideal 

living environments. For example, appropriate, affordable housing might be limited, or a clean 

and safe physical environment might not exist. A reliance on caregivers to provide transportation 

has led to having fewer convenient essential services, such as grocery stores being within 

walking distance, and traffic congestion can make both driving and walking dangerous for older 

adults living with ID, to name just a few issues related to the physical environment. 

Consequently, older adults with ID can be particularly vulnerable in the communities in which 

they live. Mobility limitations, for instance, can create unique challenges in dealing with cracked 

sidewalks, or entering a building that has a heavy door that is difficult to open. In addition, the 

lack of adequate training provided to individuals in the health services field (e.g., physicians and 

dentists) hinders the overall health and well-being of persons aging with ID. Thus, in order to 

make communities more age-friendly a key recommendation is to provide more community 

awareness regarding the complex needs of this vulnerable population and improve education and 

training for front line staff (e.g., physicians, dentists and support workers) (Conyers, Martin, 

Martin & Yu, 2002). 

 The argument has been made that communities need to become more age-friendly in 

order to improve the number of individuals aging in place who have a good quality of life. The 
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study findings indicate that a wide range of factors must be considered for communities to be 

age-friendly for persons with ID.  

  This research study has provided a summary of the considered thoughts, ideas and 

suggestions about what constitutes an age-friendly community generated from discussions held 

in Winnipeg with persons aging with ID, as well as caregivers who support persons aging with 

ID. The research study is intended to foster discussion and action that supports and enables older 

persons aging with ID to “actively age” and “age in place.” The main goal is to have persons 

aging with ID to live in security, to enjoy good health and well-being and to continue to be 

productive members of their communities. It is expected that this research will help to put in 

place a number of opportunities for the exchange of learning, information and tools that can be 

adopted by any community.  
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Table 1 - Charting Frequency for General Questions 

Individual Interview 

 

 

 
 

 

 

Domain Short Phrases Frequency of Phrases Main Theme Frequency of Theme 

General Questions     

 I like Winnipeg 17 Satisfaction 42 

 Like my neighbourhood 5   

 Winnipeg is nice 1   

 Winnipeg is OK 1   

 I’m happy 3   

 I’m OK 2   

 No concerns 2   

 Like summer 5   

 Like winter 4   

 Like staff 2   

     

 Hate winter 2 Dissatisfaction 11 

 Don’t like the heat 2   

 Wants to move 2   

 Wants change 2   

 Access to worker 3   

     

 Family is helpful 4 Support from Others 21 

 Staff are helpful 17   

     

 Scared to fall 2 Safety 3 

 Want less crime 1   

     

 Doing things alone 7 Independent 13 

 Freedom in Winnipeg 6   

     

 Beliefs 6 Religion 11 

 Go to Church 5   

     

 Likes animals 13 Interests 56 

 Likes Star Trek 2   

 Travelling 5   

 TV 7   

 Tea 3   

 Singing  2   

 Beading 3   

 Writing 1   

 Puzzles 5   

 Swimming 2   

 Video games 4   

 Cooking 1   

 Cleaning 1   

 Sports  5   

 Crafts/painting 2   

     

 Roommate 5 Social Inclusion 65 

 Talk about family 32   

 Family visits 18   

 Family in WPG 10   

     

 Family don’t visit 13 Social Exclusion 13 

     

 No challenges 22 Good Mobility 22 

     

 Tired  6 Impacts of Aging 24 

 Don’t want to age 5   

 Getting older 9   

 Stairs getting hard 4   

 Cleaning is harder 1   

 Counting is harder 2   

 Look at me getting older 1   

     

 Can’t make changes 1 Lack of Resources 1 

     

 On welfare 6 Affordability  18 

 Not enough money 4   

 Enough money 8   

     

 Family not helpful 1 Lack of Support 1 

     

 Use manners 2 Personal Characteristic 2 
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Table 2 – Charting Frequency for Public Transportation Domain  

Individual Interview 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Domain Short Phrases Frequency of Short Phrases Main Theme Frequency of Main 

Theme 

Public Transportation     

 I use the bus 14 Independent  43 

 Understand the bus 6   

 Bus other places 4   

 Take the bus to work 7   

 Like to be on time 1   

 Learning to use bus 3   

 Feel independent  1   

 Feel confident 1   

 Like taking the bus 4   

 Don’t ask for help 1   

 Used to take the bus 1   

     

 Easy to use 12 Accessibility  46 

 Stops in front of home 8   

 One stop to work 2   

 Easy to get on/ff 4   

 Easy to around city 2   

 Snow cleared quickly 1   

 Long travel times 1   

 Long wait times 7   

 Hate waiting 1   

 Hard to use in winter 3   

 Hard to understand 3   

 Use ramp 2   

     

 Sometimes get a seat 6 Overcrowding  14 

 Too many people 6   

 People are pushy 2   

     

 Can afford it 2 Affordability  8 

 Hard to pay for 5   

 Use bus pass 1   

     

 Home pays for bus 2 Support from Others 3 

 Take bus with staff 1   

     

 Would not change bus 2 Satisfaction 2 

     

 Want to bus less 1 Dissatisfaction  2 

 Hate taking bus 1   
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Table 2.1 – Charting Frequency for Private Transportation Domain  

Individual Interview 

 
 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of Main 

Theme 

Private Transportation     

 Drive with staff 7 Support from Others 25 

 Like car better 3   

 Spot in vehicle  5   

 Take school bus 1   

 Home has van 1   

 Drive with friend 2   

 Staff take me where I need to go 4   

 Can’t drive 1   

 I don’t want to drive 1   

     

 Car is easy 10 Accessibility 19 

 Car is more comfortable 1   

 Seat belt is easy 1   

 Want to use car more in winter 1   

 Big vehicles are hard 5   

 Struggle with seat belt 1   

     

 Others drive too fast 5 Lack of Control 7 

 Car makes me feel nervous 1   

 Not in control 1   

     

 Car is hard because of age 2 Impacts of Aging 2 

     

 Scared to fall 1 Safety  1 
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Table 3 – Charting Frequency for Housing Domain 

Individual Interview 

 
 

Domain Short Phrases Frequency of 

Phrases 

Main Theme Frequency of 

Theme 

Housing Nice location 5 Type of Dwelling 45 

 Likes apartment 11   

 Live(ed) with roommates 13   

 Likes house 16   

     

 Over 5 years in apartment 4 Independent 33 

 Like living alone 5   

 Several apartments 5   

 Do things alone (cook, clean, 

groceries, etc.) 

19   

     

 Noise not a problem 1 Satisfaction 36 

 Happy with home 10   

 Likes apartment pool 3   

 Wouldn’t change location 7   

 Likes neighbours 2   

 Enough room 6   

 Free laundry 2   

 Landlord fixes things that go wrong 4   

 Wouldn’t change much 1   

     

 Wants to make changes  18 Dissatisfaction 28 

 Has problems in apartment 1   

 Doesn’t like landlord 1   

 Landlord is busy 1   

 Wants to go to a new home 6   

 Wants to move to a new location 1   

     

 Landlord won’t help 5 Social Disrespect 10 

 Threatened by landlord 4   

 Demanding landlord 1   

     

 Apartments are expensive 2 Affordability 2 

     

 Easy to get around 7 Accessibility 17 

 Far from Winnserv 3   

 Close to essentials 6   

 Needs an elevator 1   

     

 Uses elevator 2 Impacts of Aging 9 

 Sometimes stairs are hard 7   

     

 Get help with groceries 4 Support from Others 19 

 Staff make it easier 2   

 Go on outings with staff 1   

 2 staff on duty in home 2   

 Wants more staff help 3   

 Staff plans meals 7   

     

 Stairs are ok 8 Good Mobility 8 

     

 Afraid to talk to landlord 2 Lack of Communication 5 

 Not a good relationship with landlord 3   

     

 Roommates don’t give company 3 Social Exclusion 3 
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Table 4 - Charting Frequency for Social Participation Domain 

Individual Interview 
 

 
Domain Short Phrases Frequency of 

Phrases 

Main Theme Frequency of Theme 

Social Participation Go to community club  1 Social Inclusion 121 

 Go bowling 15   

 Sing at church 1   

 Attended school 3   

 Go to baseball games 6   

 Go to hockey games 2   

 Go concerts 5   

 Go to movies 17   

 Go to mall 6   

 Hang with friends 22   

 Out with counsellor 3   

 Ride Paddle Wheel 4   

 Go for coffee 8   

 Go for supper 7   

 Go to bingo 3   

 SMD 3   

 Belly dancing 2   

 Go to the gym 8   

 Go to the library 1   

 Go to wrestling  1   

 Go to dances 1   

 Cooking classes 1   

 Enough activities 1   

     

 Not asked to join a program/club 13 Social Exclusion 62 

 Wants to be in group 22   

 Not interested in programs/clubs 8   

 Lack of friends 11   

 No bingo at apartment 1   

 Socializing is hard 1   

 No activities in winter 3   

 Wants more activities 3   

     

 Church attendants getting older 1 Impacts of Aging 5 

 Less attendance 1   

 Cant do it anymore 2   

 Look at me now 1   

     

 Activities close to home 4 Accessibility 11 

 Activities hard to get to 4   

 Activities easy to get to 2   

 Easy to socialize 1   

     

 Can afford activities 4 Affordability 16 

 Expensive clothes/activities 3   

 Cant afford activities 9   

     

 Got a scene card 3 Independent 6 

 Get to activities alone 2   

 Introduce self to people 1   

     

 Wish I could be part of a group 2 Lack of Resources 3 

 Lack of activities in Portage 1   

     

 Staff takes me out 1 Support from Others 5 

 Need help with bingo numbers 2   

 Staff pays for activities 2   

     

 Hate being bored 3 Dissatisfaction 3 

     

 Meet friends through Winnserv 7 Adequate Resources 7 

     

 Does yoga 3 Good Mobility 8 

 Goes for walks 5   
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Table 5 - Charting Frequency of Respect and Social Inclusion Domain 

Individual Interview 
 

 
Domain Short Phrases Frequency of 

Phrases 

Main Theme Frequency of Theme 

Respect and Social 

Inclusion 

Treated good at hospital 2 Social Respect 54 

 People are patient 5   

 People are respectful 13   

 People are friendly 3   

 Respected at work 1   

 Doctor is friendly 2   

 People are nice 6   

 Treated good in community 8   

 People are helpful 8   

 Neighbours are nice 1   

 Landlord is nice 1   

 Worker is nice 1   

 People respectful on bus 2   

 Staff give me stuff 1   

     

 Called names  9 Social Disrespect 31 

 Coworkers mean 3   

 Friends are mean 4   

 Sometimes people are mean 6   

 Friends don’t answer phone 2   

 Kicked off bus 2   

 Lady grabbed my bag 2   

 Boyfriend beat me up 1   

 Bus driver was rude 2   

     

 Included in community 8 Social Inclusion 9 

 Not ignored in community 1   

     

 Sometimes ignored 7 Social Exclusion 7 

     

 Mad when called names 1 Emotion 4 

 Hurt when called names 1   

 Upset when called names 1   

 Frustrated when ignored 1   

     

 Ignore rude people 1 Independent 7 

 Don’t talk to strangers 3   

 Don’t ask for help 3   

     

 Talk to staff if someone is mean 1 Personal Characteristic 2 

 Friendly  1   
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Table 6 - Charting Frequency of Opportunities for Community Involvement Domain 

Individual Interview 
 

 
Domain Short Phrases Frequency of 

Phrases 

Main Theme Frequency of Theme 

Opportunities for 

Community Involvement 

Paid work  12 Independent 37 

 Work at Wendy’s 1   

 Work once a week 2   

 22 years employed 1   

 Hostess 2   

 Likes work 3   

 Work 5 days a week 7   

 Has to look for a job 1   

 Wants to work two jobs 1   

 Work at EPIC 2   

 Work at Kitchen Craft 1   

 Work at Library 1   

 Recycling 1   

 Clean church 1   

 Fur company 1   

     

 Go to Folklorama 6 Social Inclusion 34 

 Cant work less 2   

 Volunteering 9   

 Likes volunteering 7   

 Volunteer once a week 1   

 Attended a wedding 2   

 Included in community events 2   

 Send info in the mail 1   

 Special Olympics 1   

 Made friends at work 1   

 Help build a home 1   

 Visit friends 1   

     

 Did not hear back volunteering 1 Social Exclusion 19 

 Not volunteering 3   

 Not asked to volunteer 1   

 Would like to volunteer more 1   

 No opportunities to volunteer 1   

 Wants to be in a seniors club 1   

 Not asked to be in a seniors club 2   

 Does not see friends much 3   

 Wants to see friends more 1   

 Not attending day program 1   

 Asked to stop going to day program 2   

 Wants a later start time for program 1   

 Not given option for later start time 1   

     

 Not sure about volunteering 1 Lack of Resources 5 

 Hard to get to day program 1   

 Hard to find volunteer work 1   

 No one has helped find volunteer work 2   

     

 Would like to volunteer with animals 2 Interests 2 

     

 Tired from work 2 Impacts of Aging 2 

     

 Told to stop working 1 Support from Others 2 

 Rely on staff for ride 1   

     

 Told about safe work 2 Safety 2 

     

 Working too much 2 Dissatisfaction 2 
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Table 7 - Charting Frequency for Communication and Information Domain 

Individual Interview 

 
 

Domain Short Phrases Frequency of 

Phrases 

Main Theme Frequency of 

Theme 

Communication & 

Information 

Events easy to find 4 Accessibility 10 

 Newspaper easy to read 4   

 Information easy to find 1   

 Trouble with newspaper 1   

     

 Church helpful with information 3 Support from Others 34 

 Winnserv staff helpful 10   

 Government is helpful 3   

 Informed by doctor 5   

 Informed by worker 9   

 Informed by agency 2   

 Need help with reading 1   

 Memo’s from work 1   

     

 Understand information on flu shot 3 Independent 5 

 Sometimes I vote 2   

     

 Watch the news 9 Interests 25 

 Read newspaper 8   

 Listen to radio 4   

 Does not watch the news 2   

 Does not read the newspaper 1   

 Does not read magazine 1   
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Table 8 - Charting Frequency for Community Support and Health Services Domain 

Individual Interview 

 
 

Domain Short Phrases Frequency of 

Phrases 

Main Theme Frequency of 

Theme 

Community Support & 

Health Services 

Services easy to access 2 Accessibility 7 

 Doctor is close to home 4   

 Seniors club too far 1   

     

 Worker helps me 2 Support from Others 20 

 Peer personal helps me 1   

 Family helps me 2   

 Family gives positive support 1   

 Work is helpful with aging 1   

 People I talk to on the phone help me 1   

 People help me make decisions 1   

 Positive support from staff 2   

 Goes with staff to doctor 5   

 Doctor said to go on a diet 1   

 Doctor sends meds to store 2   

 Deliver meds 1   

     

 Easy to talk to doctor 3 Adequate Resources 39 

 Had doctor for a long time 5   

 Likes doctor 7   

 Same doctor every time 2   

 Good doctor 4   

 Male doctor 3   

 Nothing can help aging process 1   

 Doctor is nice 1   

 Treated well by doctor 2   

 Needs met by doctor 3   

 Needs met at hospital 1   

 Has to go for surgery 4   

 Doctor is OK 1   

 Doctor is helpful 1   

 Does not want to change doctor 1   

     

 Can order own meds 1 Independent 4 

 Pick up own meds 3   

     

 No changes needed 6 Satisfaction 7 

 No services needed 1   

     

 No senior centre 1 Lack of Resources 17 

 Would like a senior centre 1   

 Not asked to join senior centre 1   

 Wants a female doctor 2   

 Doctor not meeting needs 2   

 Wants to live in a nursing home 2   

 No one has helped me 3   

 Would like help 1   

 Help shopping in winter 1   

 Need doctors note for seniors club 1   

 Hard to change doctor 2   
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Table 9 - Charting Frequency for Outdoor Spaces and Buildings Domain 

Individual Interview 

 
 

Domain Short Phrases Frequency of 

Phrases 

Main Theme Frequency of 

Theme 

Outdoor Spaces & 

Buildings 

Easy to walk outside 4 Accessibility 80 

 Difficult to walk outside 1   

 Everything is close to home 1   

 Buildings easy to access 3   

 Buildings accessible 2   

 Easy to get around community 16   

 Hard to get around community 4   

 Lack of benches 2   

 Enough benches 3   

 Doors are not heavy 5   

 Doors are heavy 3   

 Sidewalks in good condition 6   

 Sidewalks in bad condition 7   

 Sidewalks not wide enough 1   

 Sidewalks are big enough 1   

 Slipper sidewalk 3   

 Poor snow removal 8   

 Quick snow removal 3   

 Snow makes it hard to walk 1   

 Doesn’t go out in the cold 2   

 Stairs are difficult 1   

 Use push button 2   

 Movie theatre is comfortable 1   

     

 Good understanding of community 2 Independent 10 

 Don’t have to ask for help 2   

 Walk alone 5   

 Have to be careful 1   

     

 Feel safe in community 9 Safety 12 

 Don’t feel safe 1   

 Make sure no one follows me 1   

 Don’t trust people in community 1   

     

 Go to the park 1 Interests 1 

     

 Run errands with staff 3 Support from Others 5 

 Landlord shovels 1   

 Staff drive me to movies 1   

     

 Does not need to rest 4 Good Mobility 5 

 Still active 1   

     

 Needs to rest 3 Impacts of Aging 4 

 Gets tired walking 1   

     

 No changes needed in community 3 Adequate Resources 3 

     

 Scared to give suggestions 3 Lack of Resources 5 

 Can’t make my life easier 1   

 Not easy to make changes 1   
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Table 10 – Charting Frequency for General Questions 

Focus Group 

 

 

 

 

 

 

 

 

 

Domain Short Phrases Frequency of Phrases Main Theme Frequency of Theme 

General Questions     

 Difficult to age in WPG 5 Impacts of Aging 31 

 Aging concerns in the home 1   

 Aging and slower to move 3   

 Aging and losing skills 2   

 Uses walker 1   

 How does the disability change? 1   

 What are the additional challenges? 1   

 Challenges with Dementia 4   

 Intellectual challenges 1   

 Memory loss 2   

 Physical challenges 2   

 Aging with ID creates challenges 1   

 Difficulties of aging 1   

 Aging issues exist 1   

 Stay in, afraid to go out 1   

 Won’t use walker 1   

 Aging happens quicker 3   

     

 Workers are cautious 2 Support from Others 10 

 Staff not doing their job 1   

 Need prompting 3   

 Client/staff ratio 2   

 Income assistance is helpful 1   

 Staff help with RDSA 1   

     

 Communication is difficult 3 Lack of Communication 5 

 Poor communication 2   

     

 Lack of support 4 Lack of Resources 10 

 Waiting lists for services 1   

 Lack of access to services 1   

 Better life in an institution 1   

 Don’t receive same care 2   

 Need more services 1   

     

 Access to recourses sufficient 2 Adequate Resources 6 

 Needs are met 3   

 Loan a wheelchair 1   

     

 Wants discounts 1 Affordability  34 

 Lack of money 18   

 Wheelchair expensive 2   

 Equipment is expensive 9   

 Limited budget 3   

 Income assistance is limited 1   

     

 Nobody is making things better 1 Community Awareness 11 

 Need more policies 2   

 Negative food advertising 2   

 Poor diet 5   

 Disability as a whole is tough 1   

     

 Help others around the house 2 Independent  2 

     

 Only allowed a minimal for saving 5 Treated Differently  5 
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Table 11 – Charting Frequency for Public Transportation Domain 

Focus Group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Domain Short Phrases Frequency of 

Short Phrases 

Main Theme Frequency of 

Main Theme 

Public Transportation     

 No reduced fair 5 Affordability  7 

 Bus is reasonable 2   

     

 3 buses to destination 1 Accessibility  26 

 Bus is too long 3   

 Bus hard to get to 1   

 Bus difficult to get on 3   

 Not a viable long-term option 1   

 Signs are confusing 2   

 Bus can be confusing 1   

 Long bus wait 2   

 Bus is the last resort 1   

 Bus stop close to home 2   

 Bus within walking distance  1   

 Bus use - no concerns 3   

 Use bus ramp 1   

 Bus is easy 4   

     

 Day programs pay for bus pass 2 Support from Others 6 

 Staff take bus with them 1   

 Some staff take bus 1   

 Staff inconsistencies 2   

     

 Bus use - community 
involvement 

3 Social Inclusion 3 

     

 Socialized shift 2 Community Awareness 7 

 Stigma attached to bus 4   

 Ask for assistance 1   

     

 Staff need to learn bus 1 Lack of Resources 1 
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Table 11.1 – Charting Frequency for Private Transportation Domain 

Focus Group 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of 

Main Theme 

Private Transportation     

 Handi-transit not convenient 8 Accessibility  28 

 Handi-transit lack drivers 1   

 Handi-transit min. 2 hrs 2   

 Handi-transit 1 staff per attendant  2   

 Handi-transit 2 min to get to car 1   

 Car cant fit everyone 1   

 Car is easy 8   

 Rely on home to have a car 1   

 Prefer private transportation 1   

 Car is convenient 3   

     

 Handi-transit is expensive 2 Affordability  2 

     

 Handi-transit no notice 1 Lack of Communication 1 

     

     

 Handi-transit poor service 1 Dissatisfaction 2 

 Frustrated with handi-transit 1   

     

 Use car more 3 Support from Others 13 

 Some staff take car 1   

 Handi-transit needs are met 1   

 Easier time with transportation 1   

 Services attached to home 1   

 Staff drive them 2   

 People identified to pick them up 1   

 Most transported privately 1   

 Taxis have vouchers 2   

     

 Handi- transit community 
involvement 

1 Social Inclusion 1 

     

 Car use contributes to losing skills 3 Impacts of Aging 3 

     

 Bend over backwards for you 1 Social Respect 1 

     

 Lack eligibility for support 6 Lack of Resources 6 
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Table 12 – Charting Frequency for Housing Domain 

Focus Group 

 

 

 
 

 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of Main 

Theme 

Housing      

 Housing not equipped to provide support 1 Lack of Resources 23 

 Out dates homes 2   

 Lack of new homes 2   

 Hard to get new homes 6   

 Lack of services 2   

 Nursing homes don’t have enough staff 2   

 Need more home care 4   

 Lack of staff training 1   

 Need better home care 1   

 Inconsistent home care 1   

 Current homes don’t meet their needs 1   

     

 Housing lack wheelchair accessibility 1 Accessibility  33 

 Stairs are difficult 5   

 Navigating through home is difficult 1   

 Too many stairs 3   

 Need walk in showers 2   

 Need more lifts 3   

 Need more bedding 2   

 Need wider sidewalks 3   

 Proper accessibility 1   

 Size of home can always be bigger 2   

 Need more bathrooms 2   

 Homes are built with wheelchair access 3   

 New design give extra space 1   

 Bathroom on main floor 1   

 No bathroom on main floor 2   

 Homes should be bungalows 1   

     

 Challenges for roommates 3 Impacts of Aging 22 

 Changing relationships in home 2   

 Bathing is difficult 3   

 Aging and losing skills 1   

 Older homes are difficult as they age 2   

 Concern for falls 1   

 Aging creates more challenges 5   

 Hard to accommodate needs 2   

 Aging in place is hard 3   

     

 Can’t express how they feel when staff leave 4 Lack of Communication 4 

     

 Why does staff keep leaving? 1 Community Awareness 1 

     

 Lack independence 3 Support from Others 10 

 Housing have appropriate support 3   

 Dependent on staff 3   

 Require assistance from home care 1   

     

 Lack of staff 1 Dissatisfaction  1 

     

 Stay in homes long-term 1 Satisfaction  1 

     

 Needs are met 8 Adequate Resources  10 

 Quick access to equipment 1   

 Pool resources 1   

     

 New home cheaper to build 1 Affordability 4 

 Old homes require renovations 2   

 Housing is expensive 1   

     

 Home care is available for the elderly 1 Treated Differently 1 



  173  

 

 
Table 13 – Charting Frequency for Social Participation Domain 

Focus Group 
 

 

 

 

 

 

 
 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of Main 

Theme 

Social Participation      

 Activities difficult to find 10 Accessibility  18 

 Activities close to home 1   

 Locations difficult to get to 1   

 Poor times 2   

 Bus to Pan Am 1   

 Activities easy to find 1   

 Clubs are easy to find 1   

 Leisure guide classes are not convenient 1   

     

 Activities are not expensive 1 Affordability  9 

 Some activities are expensive 1   

 Free activities 1   

 Cheap ones are good 1   

 Pay for attendant (staff) 3   

 Attendant is free (staff) 2   

     

 Activities are the responsibility of staff 16 Support from Others 18 

 Staff trained to take them out 2   

     

 Want a drop in centre 4 Lack of Resources 7 

 Leisure guide activities are boring 1   

 Leisure guide activities could be better 2   

     

 Attend a senior centre 1 Social Inclusion 16 

 Attend a cooking class 1   

 Integrating people with ID 5   

 Attend summer BBQs 2   

 Mall is good for walks 1   

 Pan Am is good for walks 2   

 Cindy Klassen good for walks 1   

 Initiate friendships 1   

 Carry on conversations  1   

 Leisure guide is good 1   

     

 Senior centre advertises 2 Adequate Resources 8 

 Happy with senior centre 1   

 Senior centre offers different activities 1   

 Many activities available 1   

 Attend leisure guide class 3   

     

 Lack of variety 5 Lack of Options 8 

 Activities based on convenience 2   

 Activities are repetitive 1   

     

 Activities are a positive experience 1 Social Respect 1 

 People are good    

     

 Friendships are hard to make 2 Social Exclusion 7 

 Activities are not appropriate 1   

 Activities need to be inclusive 4   

     

 Too much food  5 Community Awareness 10 

 People lack tolerance 2   

 Need to be proud of people we support 2   

 Lack of training for some activities 1   
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Table 14 – Charting Frequency for Respect and Social Inclusion Domain 

Focus Group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of 

Main Theme 

Respect & Social 

Inclusion  

    

 Asked to leave 20 Social Disrespect 38 

 Waitress said they were too disruptive 2   

 Lack of respect 3   

 Lack of understanding 4   

 Made a complaint 4   

 Human rights violation 2   

 People need to be more patient 1   

 People refuse to shake hands 1   

 Sometimes excluded 1   

     

 Community members apologized 4 Social Respect 30 

 Community welcoming 2   

 No discrimination 1   

 Included at bingo 1   

 Respected in community 12   

 Community is understanding 2   

 People are helpful 1   

 People are good 1   

 People are patient 1   

 With staff respected 4   

 Included in community 1   

     

 Lack of proper care 25 Treated Differently 25 

     

 Staff training 3 Adequate Resources 3 

     

 Need to learn advocacy skills 2 Community Awareness 2 

 Community lacks awareness    

     

 Lack of training 1 Lack of Resources 1 

     

 Aging – does it impact respect 4 Impacts of Aging 6 

 Aging or disability? 2   

     

 Community require support from staff 4 Support from Others 4 
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Table 15 – Charting Frequency of Opportunities for Community Involvement Domain 

Focus Group 

 

 

 

 

 

 

 

 

 
 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of Main 

Theme 

Opportunities for 

Community Involvement  

    

 Finding volunteering is hard 15 Accessibility  26 

 Activities easy to find 1   

 Difficult to access 1   

 Time poses a problem 3   

 Some events are hard to get to 1   

 No wheelchair accessibility 1   

 Paid work is hard to find 3   

 Education is difficult to find 1   

     

 Difficult to afford 1 Affordability  2 

 Music therapy expensive 1   

     

 Fold towels for volunteer work 1 Social Inclusion 18 

 Feel a sense of belonging 2   

 Action club 1   

 Church  2   

 Sing in the choir at Church 1   

 Helps to stay involved with the community 1   

 Cooking or painting 1   

 Some have graduated high school 1   

 Would they be accepted in University? 1   

 Music therapist 1   

 Attend day programs 3   

 Folklarama 2   

 Some volunteering 1   

     

 Lack of volunteering 1 Social Exclusion 1 

     

 Day programs give information 1 Adequate Resources 1 

     

 Not aware of volunteering options 2 Lack of Resources 2 

 Need more advertising    

     

 Could be a win-win for the city 2 Community Awareness 8 

 Amount of pay needs to be addressed 2   

 Attitudes and perceptions 1   

 Should be more individualized 1   

 Need more communication 2   

     

 Don’t make any money 16 Treated Differently 19 

 Paid work is not fair 3   

     

 Employment need more options 6 Lack of Options 7 

 Struggle keeping up with gen. pop. 1   

     

 Staff inconsistencies 1 Support from Others 10 

 Rely on staff 6   

 Require job assistance 3   

     

 Paid work is difficult as they age 4 Impacts of Aging 5 

 Aging and facing difficulties 1   
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Table 16 – Charting Frequency of Communication and Information Domain 

Focus Group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of 

Main Theme 

Communication & 

Information  

    

 Rely on staff to find information 14 Support from Others 15 

 Information from day programs 1   

     

     

 Finding information is easy 16 Accessibility  16 

     

 Newspaper subscription 1 Adequate Resources 2 

 Watch TV 1   



  177  

 

 
Table 17 – Charting Frequency of Community Support and Health Services Domain 

Focus Group 

 

 

 

 

 

 

 

 

 

 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of 

Main Theme 

Community Support & 

Health Services  

    

 Healthcare services far from home 1 Accessibility  5 

 Struggles with accessing services  1   

 Doctors are convenient 1   

 Access to services is easy 2   

     

 Services are affordable 2 Affordability  6 

 Dental work is expensive 4   

     

 Healthcare services lack freedom 1 Lack of Resources 22 

 Lack support 6   

 Bad doctors, don’t listen 5   

 Can’t change anything 1   

 Not an abundance of resources  2   

 Hard to find good doctors 1   

 Some clinics good, some clinics bad 1   

 Staff lack training 5   

     

 Good healthcare workers 2 Adequate Resources 8 

 Built relationship with community 1   

 Pharmacy delivers meds 1   

 Have a social worker or funded 1   

 Enough doctors 2   

 Nurse consultants 1   

     

 Support from family services worker 2 Support from Others 10 

 Support from healthcare providers 1   

 Support from Pharmacy 1   

 Pass on observations 2   

 Staff help with meds 3   

 Staff attend appointments 1   

     

 Poor communication 18 Lack of Communication 22 

 People with ID need advocates 3   

 Dental services; poor communication 1   

 Bad doctors don’t talk to pateint 1   

     

 Healthcare services lack training 7 Community Awareness 10 

 Lack of education 3   

     

 Called names in report 2 Social Disrespect 2 

     

 Over medication 4 Treated Differently 16 

 Poor service with doctor 1   

 Lack of proper care 1   

 Poor dental service 10   
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Table 18 – Charting Frequency of Outdoor Spaces and Buildings Domain 

Focus Group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Domain Short Phrases Frequency of Short 

Phrases 

Main Theme Frequency of 

Main Theme 

Outdoor Spaces & 

Buildings  

    

 Forks needs more parking 2 Accessibility  46 

 Don’t go if have to walk too far 1   

 Good wheelchair parking 2   

 Facilities need less stairs 2   

 Facilities need more ramps 2   

 Nowhere to store walkers 2   

 Facilities need more door space 3   

 Need more push buttons 4   

 Ramps are far from door 1   

 Going out hard to get around 5   

 Elevators/escalators should be in service 1   

 Scared to walk on ice 2   

 Poor snow removal 2   

 Issues with bathrooms 1   

 Sidewalks in poor condition 10   

 Issues with building accessibility 1   

 Tiring for staff 1   

 Need better access to equipment 1   

 Facilities easy to access 1   

 Sidewalks in good condition 1   

 Movies easy to access 1   

     

 Weather too cold 6 Dissatisfaction  6 

     

 Staff shovel snow 2 Support from Others 2 

     

 Not enough benches  2 Lack of Resources 2 

     

 Enough benches 2 Adequate Resources 2 
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Table 19 – Frequencies of Main Themes of Transportation Domain 

(Individual Interview VS Focus Group)  

 

 
Domain Individual 

Interview 

Main Theme Frequency of 

Main Theme 

Focus 

Group 

Main Theme Frequency of 

Main Theme 

Public Transportation       

  Independent  43  Community Awareness 7 

  Accessibility  46  Accessibility  26 

  Overcrowding  14  Social Inclusion 3 

  Affordability  8  Affordability  7 

  Support from Others 3  Support from Others 6 

  Satisfaction 2  Lack of Resources 1 

  Dissatisfaction 2    

       

Private Transportation  Support from Others 25  Accessibility 28 

  Accessibility 19  Affordability 2 

  Lack of Control 7  Lack of Communication 1 

  Impacts of Aging 2  Dissatisfaction 2 

  Safety  1  Support from Others 13 

     Social Inclusion 1 

     Impacts of Aging 3 

     Social Respect 1 

     Lack of Resources 6 
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Table 20 - Frequencies of Main Themes of Housing Domain 

(Individual Interview VS Focus Group)  

 

 
Domain Individual 

Interview 

Main Theme Frequency of 

Main Theme 

Focus 

Group 

Main Theme Frequency of 

Main Theme 

Housing       

  Type of Dwelling 45  Lack of Resources 23 

  Independent 33  Accessibility  33 

  Satisfaction  36  Impacts of Aging 22 

  Dissatisfaction  28  Lack of Communication 4 

  Social Disrespect 10  Community Awareness 1 

  Affordability  2  Support from Others 10 

  Accessibility 17  Dissatisfaction  1 

  Support from Others 19  Satisfaction  1 

  Good Mobility  8  Adequate Resources  10 

  Lack of 

Communication  

5  Affordability 4 

  Social Exclusion 3  Treated Differently 1 

  Impacts of Aging 9    
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Table 21 - Frequencies of Main Themes of Social Participation Domain 

(Individual Interview VS Focus Group)  

 

 
Domain Individual 

Interview 

Main Theme Frequency of 

Main Theme 

Focus 

Group 

Main Theme Frequency of 

Main Theme 

Social Participation        

  Social Inclusion 121  Accessibility 18 

  Social Exclusion  62  Affordability  9 

  Impacts of Aging 5  Support from Others 18 

  Accessibility  11  Lack of Resources 7 

  Affordability  16  Social Inclusion 16 

  Independent  6  Adequate Resources 8 

  Lack of Resources 3  Community Awareness 10 

  Support from Others 5  Lack of Options 8 

  Dissatisfaction 3  Social Respect 1 

  Adequate Resources 7  Social Exclusion 7 

  Good Mobility  8    
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Table 22 - Frequencies of Main Themes of Respect and Social Inclusion Domain 

(Individual Interview VS Focus Group)  

 

 
Domain Individual 

Interview 

Main Theme Frequency of 

Main Theme 

Focus 

Group 

Main Theme Frequency of 

Main Theme 

Respect & Social 

Inclusion  

      

  Social Disrespect 31  Social Disrespect 38 

  Social Respect 54  Social Respect 30 

  Social Inclusion 9  Treated Differently 25 

  Social Exclusion 7  Adequate Resources 3 

  Emotion 4  Community Awareness 2 

  Independent 7  Lack of Resources 1 

  Personal Characteristic 2  Impacts of Aging 6 

     Support from Others 4 
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Table 23 - Frequencies of Main Themes for Opportunities of Community Involvement Domain 

(Individual Interview VS Focus Group)  

 

 
Domain Individual 

Interview 

Main Theme Frequency of 

Main Theme 

Focus 

Group 

Main Theme Frequency of 

Main Theme 

Opportunities for 

Community 

Involvement  

      

  Interests  2  Accessibility  26 

  Independent  37  Affordability 2 

  Social Inclusion 34  Social Inclusion 18 

  Social Exclusion 19  Social Exclusion 1 

  Safety 2  Adequate Resources 1 

  Lack of Resources 5  Lack of Resources 2 

  Dissatisfaction  2  Community Awareness 8 

  Support from Others 2  Treated Differently  19 

  Impacts of Aging 2  Lack of Options 7 

     Support from Others 10 

     Impacts of Aging 5 
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Table 24 - Frequencies of Main Themes of Communication and Information Domain 

(Individual Interview VS Focus Group)  

 

 
Domain Individual 

Interview 

Main Theme Frequency of 

Main Theme 

Focus 

Group 

Main Theme Frequency of 

Main Theme 

Communication & 

Information 

      

  Accessibility  10  Support from Others 15 

  Support from Others 34  Accessibility  16 

  Independent  5  Adequate Resources 2 

  Interests  25    
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Table 25 - Frequencies of Main Themes of Community Support and Health Services Domain 

(Individual Interview VS Focus Group)  

 

 
Domain Individual 

Interview 

Main Theme Frequency of 

Main Theme 

Focus 

Group 

Main Theme Frequency of 

Main Theme 

Community Support & 

Health Services 

      

  Accessibility  7  Accessibility 5 

  Independent  4  Affordability  6 

  Lack of Resources 17  Lack of Resources 16 

  Adequate Resources 39  Adequate Resources 8 

  Support from Others 20  Support from Others 10 

  Satisfaction  7  Lack of Communication 22 

     Community Awareness 10 

     Social Disrespect 2 

     Treated Differently 16 
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Table 26 - Frequencies of Main Themes of Outdoor Spaces and Buildings Domain 

(Individual Interview VS Focus Group)  

 

 
Domain Individual 

Interview 

Main Theme Frequency of 

Main Theme 

Focus 

Group 

Main Theme Frequency of 

Main Theme 

Outdoor Spaces and 

Buildings 

      

  Accessibility  80  Accessibility 46 

  Independent  10  Dissatisfaction 6 

  Support from Others 5  Support from Others 2 

  Lack of Resources 5  Lack of Resources 2 

  Adequate Resources 3  Adequate Resources 2 

  Safety 12    

  Good Mobility  5    

  Impacts of Aging 4    

  Interests  1    
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Table 27 - Individual Interview Comparison 

 

All = remaining interviews 

Comp. = comparison 

Vs. = Versus 

 

 

 
Topic Comp. Comp. Comp. Comp. Comp. Comp. Comp. 

1. General Information 1 vs. All 
 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All  

2. Transportation 1 vs. All 

 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All 

3. Housing 1 vs. All 
 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All 

4. Social Participation 1 vs. All 
 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All 

5. Respect and Inclusion 1 vs. All 

 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All 

6. Opportunities for 

Community Involvement 

1 vs. All 

 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All 

7. Communication and 
Information 

1 vs. All 
 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All 

8. Community Support 

and Health Services 

1 vs. All 

 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All 

9. Outdoor Spaces and 
Buildings 

1 vs. All 
 

2 vs. All 3 vs. All 4 vs. All 5 vs. All 6 vs. All 7 vs. All 
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Table 28 - Focus Group Comparison 

 

 
Topic  Comparison Comparison  Comparison 

1. General Information Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 

2. Transportation Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 

3. Housing Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 

4. Social Participation Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 

5. Respect and Inclusion Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 

6. Opportunities for Community 

Involvement 

Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 

7. Communication and 

Information 

Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 

8. Community Support and 

Health Services 

Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 

9. Outdoor Spaces and Buildings Group 1 vs. Group 2 Group 1 vs. Group 3 Group 2 vs. Group 3 
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Figure 1 

Eight Domains of an Age-Friendly Community 
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Figure 2 

Three Pillars of a Policy Framework for Active Aging 

 

 

 

                                                      Active Aging 
 

 

 

 

 

 

 

 

 

 

 

 

 

          Participation   Health   Security 

 

 

 

 

Determinants of Active Aging - United Nations Principles for Older People 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  192  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDICES 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



  193  

 

 
Appendix A 

Information Pamphlet 

 

 

 

 

Age-Friendly Communities Project 

 

We’re conducting a research study to learn about the main features of an age-friendly community for 

persons with mild intellectual disability (IDs). We will share what we learn with people who can make 

communities more age-friendly. These individuals are those involved in planning and delivery of 

support services and programs as well as policymakers.   

In this study, we will:  

 explore how communities could be more age friendly for persons with IDs  

 find out what makes a community “age-friendly” from the perspectives of persons with 

intellectual disability themselves and people who provide care for them.  

 

We need your opinions! 

 

Who is doing the project? 

 

Researchers from the University of Manitoba are working with two community-based 

organizations supporting persons with intellectual disability, Winnserv Inc. and St. Amant, and 

conduct this research.  

 

Why are you being asked to participate in this project? 

 

 Because you live in Winnipeg and you are: a person with intellectual disability, or a 

caregiver of an adult with intellectual disability.   

 You can help us find out how Winnipeg could be more age-friendly for persons with 

intellectual disability.  

 

What Would You Need to Do? 

 

 We invite caregivers to participate in a small discussion group and older individual’s 

living with IDs to participate in individual interviews led by Ms. Caley Miskimmin. 

Caley is a graduate student in the Department of Family Social Sciences at the University 

of Manitoba. She works with a research team, led by Dr. Shahin Shooshtari, who is a 

Professor at the University of Manitoba.  

 If you choose to participate, you will take part in a discussion group or individual 

interview and will be asked to share your opinions about various aspects of the city of 

Winnipeg and whether they are age-friendly for persons with intellectual disability.  
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Appendix A Continued  

 

 Group discussions will last about 2 hours and will be tape-recorded.  

 Individual interviews will last approximately 1 hour and will be tape-recorded.   

 Participation is completely voluntary and you may decline to answer any questions and 

may withdraw at any time without consequences or explanation.  

 

Interested? 

 

 If you are interested in participating in a discussion group, please fill out the form 

below.  

 Ms. Caley Miskimmin will then call you and will ask you a few questions to 

determine if you are eligible to participate in the study. You will also get more 

information, including the exact time and place of the discussion groups.  

 Transportation to the discussion group will be provided if needed. 

 

I am interested in participating in a discussion group for the Age-Friendly Communities for 

Persons with Mild Intellectual Disabilities Project. 

 

 

Name: ___________________________________________  

 

 

Phone Number: _________________ 

 

 

Address:  __________________________________________________________ 

 

 

 

 

     

Thank you for your interest in this project! 
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Appendix B 

Caregiver Consent Form 

 

 

 

  
 

Department of Family Social Sciences 
Faculty of Human Ecology 

 

 

RESEARCH PARTICIPANT INFORMATION AND CONSENT FORM 

(Caregiver) 

 

Title of Study: Age-friendly Communities for Persons with Intellectual Disabilities: A Pilot 

Study 

 

Principal Investigator: Dr. Shahin Shooshtari,  

                                        Assistant Professor University of Manitoba  

                                     Researcher, St. Amant Research Centre 

 

Co-Investigators: Dr. Verena Menec, Professor, Department of Community Health Sciences,   

                                University of Manitoba  

                                Ms. Caley Miskimmin, Department of Family Social Sciences, Graduate Student  

 

Sponsor: University of Manitoba     

 

You are invited to take part in a research study. Please take your time to review this consent form 

and discuss any questions you may have with the study staff. This consent form may contain 

words that you do not understand. Please ask the study staff to explain any words or information 

that you do not clearly understand. 

 

Purpose of Study 

The purpose of this study is to better understand how communities can help people with intellectual 

disability (IDs) age while living healthy and active lives. About 30 people from Winnipeg will 

participate in this study, including persons with intellectual disability, and individuals who provide 

care to them.    
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Appendix B Continued 

 

Study Procedures 

If you participate in this study you will be asked to participate in a discussion group to give your 

opinion of various aspects of the City of Winnipeg, like buildings, roads, and the different 

services and activities that are available. The discussion will be tape recorded. This study will 

take about 1 ½ hours.  

Risks, Benefits and Costs 

There is no risk to you in taking part in the discussion group, other than the time commitment 

involved and the possible discomfort that may come with talking about various issues in a group 

setting. There are also no benefits; but we hope the information learned from this study will help 

make communities as age-friendly as possible. You will receive no payment for taking part in 

this study.   

Confidentiality 

Because discussion groups include several individuals, we cannot guarantee confidentiality. We 

ask that participants do not share the details of the discussion outside of the discussion group 

setting.  

 

All information obtained in the discussion groups will be transcribed, but the transcripts will 

contain no identifying information (e.g., no names). Tapes will be destroyed at the end of the 

study. Information from the questionnaires will only be identifiable by a study number and will 

be stored in a locked file cabinet in the Department of Family Social Sciences at the University 

of Manitoba. No results of this study will be presented or published that will be able to identify 

any participant personally. The Health Research Ethics Board of the University of Manitoba may 

review the records for quality assurance purposes.    

Voluntary Participation/Withdrawal from the Study 

 

Your decision to take part in this study is voluntary. You may refuse to participate or you may 

withdraw from the study at any time. If you do decide to participate, you may decline to answer 

any questions.  

Statement of Consent 

I have read this consent form. I have had the opportunity to discuss this research study with Dr. 

Shahin Shooshtari or her study staff. I have had my questions answered by them in language I 

understand.  I understand that I will be given a copy of this consent form after signing it. I 

understand that my participation in this study is voluntary and that I may choose to withdraw at 

any time. I freely agree to participate in this research study. 

 

I understand that information regarding my personal identity will be kept confidential, but that 

confidentiality is not guaranteed. I authorize the inspection of any of my records that relate to 

this study by The University of Manitoba Research Ethics Board, for quality assurance purposes.  
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Appendix B Continued 

 

 

By signing this consent form, I have not waived any of the legal rights that I have as a participant 

in a research study. 

 

 

Participant signature ___________________Date ___________________ 

 

 

Participant printed name: ____________________________ 

 

I, the undersigned, have fully explained the relevant details of this research study to the 

participant named above and believe that the participant has understood and has knowingly given 

consent 

 

Printed name: ____________________________ Date _______________ 

 

 

Signature: ____________________________ 

 

Role in the study: ____________________________ 
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Appendix C 

Individual Interview Consent Form 

 

 

 

 

 

 

 

 

RESEARCH PARTICIPANT INFORMATION AND CONSENT FORM 

(Person with Intellectual Disability) 

 

Title of Study: Age-friendly Communities for Persons with Intellectual Disabilities: A Pilot 

Study 

 

Principal Investigator: Dr. Shahin Shooshtari,  

                                        Assistant Professor University of Manitoba  

                                     Researcher, St. Amant Research Centre 

                                     

Co-Investigators: Dr. Verena Menec, Professor, Department of Community Health Sciences,   

                                University of Manitoba 

                                Ms. Caley Miskimmin, Department of Family Social Sciences, Graduate Student 

  

Sponsor: University of Manitoba     

 

You are invited to take part in a research study. Please take your time to review this consent form 

and ask any questions you may have. Please ask the study staff to explain anything that you do 

not understand. 

 

What’s This Study About?  

We are trying to understand how communities can help people with intellectual disabilities be 

healthy and active as they grow older. 

 

What Will You Do in the Study?  

If you help us with our study, you will be asked a few questions to talk about what it’s like to 

live in the City of Winnipeg. You will talk about things like buildings, roads, and the different 

services and activities that are available. We will tape record your answers. You will also be 

asked some questions about your job, health, education, etc. This study will take about 1 hour.  
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Appendix C Continued 

 

Could Something Bad Happen? Could Something Good Happen? 

Helping us with the study won’t hurt you, but it will take some of your time. Also, some people 

get uncomfortable talking about things with someone they do not know. You won’t get paid for 

helping with the study. We hope that doing this study will help make communities more friendly 

for people who are getting older. 

Who Will Know If You Help in the Study? 

No one should know if you are in a research study unless you want them to. We will write down 

what people say, but we won’t use names. When the study is over we will destroy our tape 

recordings of what people said. What we write and tape record will be stored in a locked cabinet 

in a safe building. We will tell people what we learned from the study, but we will never tell 

them your name. The University of Manitoba Ethics Board may review the records to ensure that 

the study is done properly.    

It Is Your Decision 

You can choose to help with the study, or not to help. It is your decision and no one will mind if 

you say yes, or if you say no. Even if you decide to help, you can change your mind any time. 

You can also decide not to answer any questions that we ask.  

Statement of Consent 

I have read this consent form. I have talked about this research study with Dr. Shahin Shooshtari 

or her study staff. My questions were answered and I understood the answers.  I understand that I 

will be given a copy of this consent form after signing it. I understand that helping in this study is 

my own free choice and that I can change my mind at any time.  

 

I understand that my name and what I say will be kept private, but other people who are in the 

study will know, and they could tell their friends. I understand that some people may review the 

study to make sure it is done properly. These people may see my name and the things I’ve said, 

and that’s OK with me. When I sign this consent form, I keep all of my legal rights. 
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Participant signature ___________________Date ___________________ 

 

Participant printed name: ____________________________ 

 

For study staff: 

I, the undersigned, have fully explained the relevant details of this research study to the 

participant named above and believe that the participant has understood and has knowingly given 

consent 

 

Printed name: ____________________________ Date _______________ 

 

Signature: ____________________________ 

 

Role in the study: ____________________________ 
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DISCUSSION QUESTIONS 

 

Thank you for agreeing to come to the Age-Friendly Communities discussion meeting to talk 

about your opinions regarding caring for an older person living in Winnipeg who lives with an 

intellectual disability.  

 

Here are the questions that will be asked during the discussion.  Please read them before coming 

and think about what you may want to say during the meeting. 

 

Think about your positive as well as negative experiences in each area, and think about 

improvements that could be made. 

 

Please think about how these questions can create challenges while you are supporting the 

individual that you care for in the community. Please provide responses based on your 

observations and perspectives.  

 

1.  General Question 

 

 What do you think it is like to live in Winnipeg as a person who has an intellectual 

disability and getting older?  

 

2.  Transportation 

 

 What is the public transportation system like for older adults living with intellectual 

disabilities in your community?  

 What is it like for older adults living with intellectual disabilities to go for a drive in your 

community? 

 

3.  Housing  

 

 Tell me about some of the challenges older persons with intellectual disabilities face in 

their own homes.  
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4.  Social Participation 

 

 How easily do older adults with intellectual disabilities socialize in your community? 

 

5.  Respect and Social Inclusion 

 

 In what ways does your community show, or not show, respect for persons who are aging 

with intellectual disabilities? 

 

6.  Opportunities for Participation 

 

 Tell me about the level of participation in volunteer work for older adults living with 

intellectual disabilities. 

 Tell me about the level of participation in paid work for older adults living with 

intellectual disabilities, if they are employed now or if you are looking for paid work. 

 Tell me about their participation in other activities, like education, culture, recreation, or 

spiritual activities. 

 

7.  Communication and Information 

 

 Describe how older individual’s living with intellectual disabilities get information in 

your community, for example, about services or events?  Is it easy or hard? 

 

8.  Community Support and Health Services 

 

 What is your experience like with trying to access services in the community to help 

persons aging with intellectual disabilities? 

 

9.  Outdoor Spaces and Buildings 

 

 What do you think it is like for older individuals living with intellectual disabilities to 

step outside of their home to go for a walk to get fresh air, run errands or visit? 

 What is it like for older individuals living with intellectual disabilities to access things in 

the community? For example, is it easy to go into buildings, such as public offices or 

stores? 
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INTERVIEW QUESTIONS 

 

Thank you for agreeing to come to the Age-Friendly Communities interview to talk about living 

in Winnipeg. 

 

Here are the questions that will be asked during the interview.  Please read them before coming 

and think about what you may want to say about each one during the meeting. 

 

Think about your good and bad experiences in each area, and think about what could make your 

area better to live in.  

 

1.  General Question 

 

 Tell me about living in Winnipeg as a person who is getting older.  

 

2.  Transportation 

 

 What is the bus system like in your community? Is it easy to use and access? 

 What is it like going for a drive in your community? 

 

3.  Housing  

 

 Tell me about the house or the apartment where you live.   

 Is there anything you would change about your home? 

 

4.  Social Participation 

 

 How easy is it to socialize in your community? 

 What activities do you participate in? 
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5.  Respect and Social Inclusion 

 

 How are you treated in the community, as a person who is aging? For example, do people 

ignore you? Are people patient with you? 

 

6.  Opportunities for Community Involvement  

 

 Tell me about how much you involve yourself in your community. For example, do you 

volunteer or work? 

 Tell me about your participation in social events in your community. For example, are 

you in a club?  

 

7.  Communication and Information 

 

 Is it easy to get the information you need in your community, for example, about services 

or events?   

 

8.  Community Support and Health Services 

 

 Is it easy to access services in the community, which help make getting older easier? 

 

9.  Outdoor Spaces and Buildings 

 

 Tell me about stepping outside of your home to go for a walk to get fresh air, run errands 

or visit. Is it easy or hard? 

 Tell me about going into buildings. Is it easy or hard? 
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