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Abbreviations

ADL- activities of daily living

EC- European Commission

ENABLE-AGE- research project “Enabling Autonomy, Participation, and Well-Being in
Old Age: The Home Environment as a Determinant for Healthy Ageing” (2002-2004, EC
funded)

EU- European Union

HALE - healthy life expectancy

I-ADL - instrumental activities of daily living

ICF- The International Classification of Functioning, Disability and Health

ICD — The International Classification of Diseases

LE - life expectancy

P-ADL - personal activities of daily living

P- E fit - person- environment interaction

QoL - Quality of Life

UN- United Nations

WHO- World Health Organization



Definitions

Activity is the execution of a task or action by an individual [1]. In this thesis is used
interchangeably with occupation as used in occupational therapy [2]. Occupation refers to
groups of activities and tasks of everyday life, named, organised and given value and
meaning by individuals and culture. Occupation is everything people do to occupy
themselves, including looking after themselves, enjoying life and contributing to the social
and economic fabric of their community [3].

Activities of Daily Living are activities that serve to maintain one’s self and lifestyle. The
activities are major components of the routine in everyday life, and are generally private
and personal [4]. ADL is often classified as personal ADL (P-ADL), comprising activities
such as hygiene, dressing, etc., and instrumental ADL (I-ADL) comprising activities such
as shopping cooking and transportation [5].

Autonomy is the ability of the individual to carry out the necessary tasks of living to
function within society. Autonomy could be regarded as a multidimensional construct on
behavioural and cognitive levels, covering both behavioural competences to perform
necessary everyday tasks, as well as being cognitively able to make decisions based on
own reflections.

Environment is the external social and physical conditions or factors which have the
potential to influence an individual. It refers to the physical context within which people
live, comprising both the natural and man-made environment.

Health defined by the WHO emphasise a holistic perspective of psychological, social and
physical well-being. The “medical” model defines health as the absence of disease. Other
definitions suggest that good health is the functional capacity of the individual to carry out
everyday tasks.

Healthy ageing is a broad concept based on the WHO-conception of health. Within this
thesis healthy ageing is understood as a framework concept, based on the ICF, covering a
broad range of aspects of physical, mental and social health, such as autonomy, well-being
and participation.

Home defined as physical, social and psychological interchange process between the
person and her/his living environment [6]. The phrase “living environment” is often used
to describe the immediate socio-physical setting of the individual's home environment, it
may cover also parts of the outdoor space and the neighbourhood.

Housing generally refers to people’s houses at the social and policy levels. Housing
policy can include policy on social housing, or targets for house building etc. The key
considerations are the level of provision of housing (quantity), type of housing, and
appropriateness of housing (quality) in terms of standards, affordability etc.

Housing adaptation denotes measures taken in order to adapt the persons physical
housing environment in relation to individual needs, based on a professional judgement of
a person’s functional capacity and restricted participation.



Independence is the dimension of autonomy which is connected to the level of
functioning, and the ability to perform activities of daily living without assistance. In
contrast, dependence is the loss of ability to function independently and autonomously in
the activities of daily living, and in fulfilling meaningful social roles. To be dependent does
not necessarily mean to lose autonomy.

Old and very old age in this thesis is defined for people aged over 75 years, moving into
the fourth age, and consider also diferences in life expectancy among East- and West
European countries. A distinction can be made between the “Third Age”, as a time of
freedom and activity in later life, and the “Fourth Age”, the final phase of life that is often
associated with illness, frailty and dependency.

Participation by WHO [1] defined as extent of the persons involvement in life situations.
The proposed definitions of involvement “incorporate taking part, being included or
engaged in an area of life, being accepted, or having access to needed resources”.
Currently empirical data are scarce about the every day life and subjective
evaluation/relevance of the different aspects of participation in old age.

Quality of Life can include many attributes; health, personal relationships, physical
environment etc. It can also include “objective” attributes, education, services, etc and
“subjective” attributes (how the person perceives or experiences those things) [7]. QoL is
a fundamental basis for contemporary social thinking. E.g. greater longevity within
modern society is not necessarily a good thing if extension of life is not accompanied by a
good quality of life.

Well-being is widely accepted as subjective and important dimension of QoL. It includes
both an emotional domain relating to a person’s affective state, and a cognitive domain
relating to global judgement of life as a whole, as well as domain-specific judgements such
as family, leisure, health [8- 11]. Also often seen as the adaptation to the changes that
occur during the ageing process [12].



1. Introduction

Considering the global population ageing process with increasing proportions of
old and very old people, it is very important to understand and increase our knowledge on
ways to support healthy ageing. The components of good health are related to e.g. social
and economic factors, physical activities, psychosocial support and societal services such
as medical care.

Problems of aging are a reality for all the countries in the world. The questions on
aging and factors affecting the aging are important issue among the international
organizations, broad range of specialists and researchers for many decades. We are living
in the world with the rapid changes in economic, social and cultural traditions, attitudes
and all these factors shape the process of aging and therefore research in this field still
needed.

The European Commission (EC) has stated that low birth rate, continued grow of
prospective life expectancy and retirement of ,,baby boom” generation will change
dramatically number and age structure of European inhabitants in next decades. The
ageing of inhabitants will cause the economic, budget and social problems. It will
significantly impact the development and will cause the pressure to increase the state
expenditures which will create the problems in long term to maintain stabile state finances
[12]. With the continuing growth of elderly population in modern societies, it has become
a matter of increasing urgency to look for ways to maintain and improve the functional
abilities of ageing people, to help them cope independently in the community and
ultimately, to raise the quality of their lives.

The fast aging of population in Latvia increases the demographic pressure.
Moreover, because of the high rates of chronic diseases, poverty and lack of possibilities
to participate in social life, old and very old people have to struggle for survival instead of
good personal and social life. The society loses life experience and knowledge of elder
people; also the expenses related with social and health care increases. According to the
existing data in Latvia there are many elder people who do not receive any support from
their children because the children are poor, too [13]. There is a need to receive the health
and social care among old people in relation to the functional changes as result of aging.
The expenses for these services increase and probably the way to improve the quality of

life for old people is promotion of healthy and active ageing.



The National plan for Latvia development [14] state that necessary to create
preconditions of good health during life course, popularize and develop prevention, to
create public opinion that health is value and improve health care system. As many factors
(biological, social, economical, environmental and habitual) influence health, the process
of increasing well-being of population is complicated. To achieve such general goals for
elderly, the research, focused on old people perception of wellbeing, aspects of ageing and
factors affecting this process, is needed. There is knowledge and experience worldwide
but the specific knowledge in Latvia can provide an evidence base for the development of

social policy as well as health and social care practice in local context.



2. Study rationale

Traditionally in Latvia health care professionals understand the functional abilities
of person using the medical terminology, with accent on body structure and body functions.
Within this thesis there is attempt to emphasize the meaning of activities and participartion
as interaction between health status, environmental factors and personal factors, which
according to the concepts of WHO ICF [1] about contexts have impact on healthy ageing
and quality of life for elderly.

Due to the changes of health and functional status old people often need the
medical as well as social care services. As the result of systemic changes in Latvia,
currently there is a division of rehabilitation services into medical or social, with different
sources of financing. The changes in social policy in Latvia during last years tend to
develop rehabilitation and care services in the community. Rational and effective services
should be oriented to the needs of clients and it is important to find out appropriate
evaluation methods to asses the needs as well as service effectiveness. There is experience
in Latvia of functional evaluation in the clinical settings but to do such evaluation in
individual’s home environments is in the beginning. Besides traditional therapeutic
techniques to improve the person’s functional abilities there today are available
compensatory technical aids and basic home adaptations also.

The level of everyday activities performance can serve as indicator of functional
health status among elderly but so far there is very little known in Latvia about very old
people’s abilities to perform everyday tasks in ordinary housing environments, the most
important difficulties they are experiencing and factors affecting the level of functioning.
There is lack of knowledge in evaluation of functional abilities of elderly people in the
home setting and lack of experience of implementation them as base for the development
of in developing appropriate services, which are necessary to support independent living at
home among old people, as long as possible. Such knowledge will facilitate the
developing and implementation strategies to promote the healthy ageing process in society
and research is needed to prove the evidence in local context and promote the best practice
in field.



3. Aim

The overall aim of this project was to explore the everyday activity performance
aspects and deepen knowledge on factors influencing performance (focus on housing), in
order to come up with recommendations for development of health promotion,
rehabilitation strategies and planning more efficient services supporting health among very

old people living in ordinary housing in the Latvia.

4. Study objectives

e To deepen knowledge on meaning of everyday activities performance
among very old people living in ordinary housing in Latvia;

e To explore the patterns of relationships between aspects of housing and
healthy ageing in very old age and explore whether or not comparable
relationships between housing and healthy ageing do exist in five European
sub-samples (Sweden, Germany, the UK, Hungary, Latvia);

e To investigate whether and how objective and perceived aspects of housing
are related to perceived health among very old single-living people with
different levels of dependence in activities of daily living (ADL) in three

European sub-samples (Sweden, Germany and Latvia).



5. Literature rewiev
5.1. Old People in Latvia

Since the thirties of the 20™ century, Latvia has been one of the demographically
old states and nations and the ageing process continues after Second World War because
the low birth rate and partly growth of life expectancy when bigger part of population
achieve age of 60 and 70 years and also different thresholds of ageing as well as migration
(almost younger people emigrate) facilitate this process [15].

Based on Eurostat data in 2005, 16.5% of Latvian population were over 65 yrs and
3% of them were older than 80 yrs [16] and prognosis is that this part of population will
grow till 21.4% in 2031 and 26.5% in 2051 [17]. The demographic situation in Latvia is
very uptight because the natural growth of inhabitants is negative since 1991. There are
two tendencies — low birth rates and fast population ageing. Comparing the data on
population in age group 0-14 and age group 65+ among Baltic and European countries,
Latvia is one of the demographically oldest states, signalising fast population ageing [18].
In 2000, 21% of inhabitants were older than 60 yrs in Latvia and it is about 7.6 % more
than in 1989. Due to decreasing birth rates, the generation change level is only about 55%
[19].

Since 1993 the density (specific weight) of people over retirement age is higher than
children and adolescent density in population. There was 1.5 higher numbers of people
over retirement age than numbers of children and adolescent on 1000 working age
inhabitants. Figure 1 shows changes in demographic pressure, number of inhabitants in
working age group and group of inhabitants over working age, comparing years 2000 and
2006 [20].
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Figure 1. Demographic pressure in Latvia, years 2000. and 2006.
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The intensity of population ageing in Latvia is high like the average in most of
other European countries and shown by the mean age of population. At the beginning of
2006 the mean age in Riga was 41.5 yrs (38.9 yrs in Europe).

Do to the low birth rate, prognosis show that total number of inhabitants in county
will decrease but the number of people over retirement age as well as specific weight of
this group will increase. Over working age there were 20.8 % people from population of
Latvia in the end of the year 2004. At the end of 2001 most of retired people — 68.6 %
were aged 60-79 years. From 2006 to 2050 the number of people older than 65 yrs will
increase more than 100 thousands. In 2050 the every third person in Riga and totally in
country one fourth of inhabitants will be at the age of retirement (over 65 yrs) [21]. The
majority of the aged people are women and in line with the increase of the age the

disproportions of gender increase as well (Figure 2.) [20].
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Figure 2. Age pyramid of Latvian inhabitants, beginning of year 2006.

Latvia has one of the lowest life expectancy (LE) rates in Europe. There is tendency
slightly improve this rates — in 2005 the women had 77.4 yrs but men- 67.4 yrs. Comparing
with the EC data this is about 8 years less for men and 4 years less for women [22]. There
is lower LE among inhabitants in rural areas comparing with inhabitants in cities. In 2003
the average LE for men in cities was 66.2 yrs but for men in rural areas 64.75 yrs. Also
there was difference among women in cities and rural areas about 1.26 yrs. The Latvian

University and Central Statistical Bureau prognosis of life expectancy is an increase for
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men from 64.2 (1997) to 69.5 (2025) and for women from 75.9 (1997) to 79.5 yrs (2025)
[17, 23].

In addition to LE, it is increasingly important to know the expected length of life
spent in good health. WHO uses healthy life expectancy (HALE) indicator for this
purpose, subtracting estimated years of life spent with illness and disability from estimated
LE. For Latvia it is estimated that people can expect to be healthy for about 89% of their
lives. They lose an average of 7.5 years to illness expressed by difference between LE and
HALE. This loss is quite similar to the Eur_A average (7.3 yrs) and the Eur B+C average
(7.6 yrs) [24].

The available information show that in Latvia data about health and welfare of
people aged >65 years are incomplete. There is some research on wellbeing among old
people and factors affecting it [25, 26] only recent past years. The lower rating for life
quality among old people could be explained by higher importance of health care and
social programs in their lives and the current problems in those areas [26]. The data
concerning health conditions of elderly people in Latvia show that the most important
problems are dementia, depression, suicides, tumors, cardiovascular diseases, 0steoporosis,
incontinence and trauma. Average life expectancy for females is higher than for men but
these additional years are related with chronic diseases and disability, especially at age
over 80 years [27].

After regaining independence in 1991, there were changes in political and
economical situation in Latvia. Many people lost work, lost savings and had difficulties to
manage everyday life economically and old people were one of the unprotected groups in
society. The social assistance system started develop and community social assistance
services were established in 1992. The municipalities took care of basic inhabitant needs,
such as social allowances, divided relief consignments from foreign countries, support care
of person at home and relocated persons to social care institutions. Until the middle of
1990-ies the assistance to inhabitants was based on belonging to the social group, not
considering the individual needs and recourses of person. The system was expensive, non
flexible, not sufficient to the clients need and did not support individual activity and
participation in society. The reforms in social assistance system were introduced in 1996,
with aims to change the principles of financing the system, create the new order of social

assistance and care services taking into account the person’s individual situation and to
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develop alternative care services available at the person’s place of residence [28].
Alternative care, like home care, service flats, day-care centres and support from municipal
institutions are other possibilities to solve the problem for older people to stay at home as
long as they would like. The municipalities were responsible for implementation and
organization of alternative care but there were financial problems to provide these services.
Since 2003 the new “Law on provision of social assistance and services” [29] came into
force and the range of alternative care services grow as well as number of persons
receiving these services. Still there are needs to improve availability of services equally in
all parts of Latvia territory and also increase quality of services [30].

In 2001 the Latvian Republic Cabinet of Ministers accepted the Public Health
Strategy to facilitate the health policy implementation and to improve the situation in the
public health. This is the main strategic document that describes the aims and tasks in area
of public health and it is developed based on WHO strategy for European region ,,Health
for everyone in XXI century”. Public Health Strategy [13] stated that a significant number
of old people have limited help from relatives, and state and community health and social
care services are limited. There is plan to improve the situation of old people, to increase
the possibilities to live untill the old age and maintain a good quality of life. For inhabitants
older than 65 yrs, it is necessary to support realization of all health potential, facilitate the
participation in social life, especially among very old group; enable healthy aging, to
maintain the dignity, independence in daily activities and societal participation. To achieve
such general goals, research, focused on old people’s perception of wellbeing, aspects of
ageing and factors affecting the healthy ageing process, is needed.

5.2. The Process of Ageing

Ageing is the natural progressive decrease of organism functional abilities and
increase of natural reasons of death in relation to the chronological age of person. Ageing
could be viewed from different perspectives: chronologicaly, biologicaly, psychologicaly
and socialy. Chronological age represents the number of years from person’s birth and is
commonly used as a basis for many services, screening and investigations [31], but in fact
it does not say much about a person’s functional ability. The biological age represents cell
changes and affects the functional capacity of the body organs. Biological theories of
ageing can be arrayed from the molecular level, to the cellular, to the systemic, and,

finally, to the evolutionary level. Molecular theories of ageing focus on the extent to which

13



cellular function and integrity changes over the time and based on gene regulation and
random molecular damage. These theories include the proposition that the accumulation of
environmental damage is associated with age-associated errors and cellular malfunction.
Cellular theories of ageing represented bu free-radical theory and theory of replicative
senescence. System theories of ageing are based on ageing and the regulation and
coordination of organ systems, e.g. immunological function declines with age. Evolution
theories address the ageing of human species and considers that ageing is genetically
programmed, it is an adaptive process to facilitate the turnover of generations and recently
assume that ageing is probably caused by the gradual and progressive accumulation of
damage in the cells and tissues that comes from the need to react and adjust to changing
and demanding environment [32]. This theory suggests that ageing is to some extent
malleable and within our control. Such malleability is also considered with the co-
existence of disability with older age. Other theories consider that disability is not caused
by ageing, but strongly associated with it, and that healthy lifestyles can delay the onset of
disability, compressing morbidity into fewer and later years [31].

Psychological ageing is considered to occur at any time, involving the concepts of
maturity, wisdom and senility. Social ageing is experienced by the individual in terms of
change of roles and relationships within the family and work, in terms of both positive and
negative attitudes within the social environment during the life span.

The retirement age of 65 years (in most European countries) is often adopted as an
arbitrary point for defining people as older, but older people constitute a very
heterogeneous group with different capabilities. Consequently, several researchers have
emphasized the importance of separation the youngest old from the oldest old [33]. There
are different types of division principles into age groups, but in the literature often people
in the age group 65- 75 years are called “younger old”, those in the age group 75- 85 years
“mid-old”, and people aged 85 years or more as “old-old” or “very old”. Baltes and Smith
[34] suggested an alternative approach to differentiation, namely the Third age and the
Fourth age. One of their definitions is a transition from the Third to the Fourth age when
50% of the birth cohort is no longer alive (in Western countries usually around 80- 85
years). Most important, their differentiation emphasizes a highly individualized ageing
process based on functional characteristics, thus not strictly connected to chronological
age. That is, the Third age represents rather good physical and mental function, a high level
of emotional and personal well-being and efficient strategies for gains and losses in later
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life, whereas the Fourth age represents considerably cognitive losses and a high level of
frailty [33].

The social sciences describe several theories of ageing concerned with activity
engagement in later life and these theories are important in practice, working with elderly
people. The activity theory expressed by Havighurst [35] states that to obtain successful
ageing, people should maintain the activities and attitudes of middle age for as long as
possible and that activity performance supports maintenance of life roles. The essence of
this theory is that there is a positive relationship between activity performance and life

satisfaction; the greater role loss the lower the life satisfaction [36].

5.3. Ageing and health promotion

Besides the aspects of development and improving services for elderly, increased
attention is paid to the health promotion among old people. During past years several
international organizations have worked on policy frameworks and recommendations
based on this perspective and the terms healthy ageing or active ageing have become part
of everyday language of health care professionals. WHO presented the Active Ageing-
Policy Framework in 2002, where active ageing was defined as “the process of optimizing
opportunities for health, participation and security in order to enhance quality of life as
people age” [37]. This policy framework takes into account the determinants of active
ageing: the culture and gender aspects, determinants related to health and social services
system, related to personal factors and determinants related to the physical as well as social
environments. The framework helps to shape the ageing policies at regional and national
levels and to direct research on ageing as well as influence the practical application of
policies at community level.

Healthy ageing project (2004- 2007, EC funded) came up with recommendations
to the EU institutions and Member States in the context of EU, UN and WHO policies
related to healthy ageing [38]. Within this project healthy ageing was defined as process of
optimizing opportunities for physical, social and mental health to enable older people to
take an active part in society without discrimination and to enjoy independent and good
quality of life.

Also the concept of successful aging is known in gerontology. This is a
multidimensional concept synthesizing the psychosocial approach and the biomedical
approach. The psychosocial approach emphasizes the life- satisfaction, including self-

concept, mood, vitality and degree to which desired goals have been achieved or
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accommodated and helps to better understand the process of social adjustment to old age.
The biomedical approach tends to define successful aging as the absence of disease or
disability (and sometimes as longevity or related ideas such as compression of morbidity).
The conceptual model posits three core criteria for successful aging, including ego-
integrity, functional autonomy and social engagement. Successful aging is not only the
consequence of individual actions and attitudes. Numerous contextual factors impinge
upon the observed outcomes. Successful aging is socially patterned according to factors
such as social class, neighbourhood character, societal expectations and institutional
design. Characteristic of an European perspective is that successful aging implies an
emphasis on health promotion and prevention at population level [39, 173- 181 pp.].

5.4. Functional health and everyday activities

With the continuing growth of the elderly population in modern societies, it has
become a matter of increasing urgency to look for ways to maintain and improve the
functioning of ageing people, to help them cope independently in the community and
ultimately, to raise the quality of their lives. Research on ageing traditionally has been
concerned with health but recently the concept of functional health has growing attention
[40]. In the medical literature, the terms function and functional performance are often
used to describe the ability of an individual to carry out various tasks of daily living.
Measures based on indicators of functional ability, such as personal activities of daily
living (P-ADL) and instrumental activities of daily living (I-ADL) scores, are widely used
both as indicators of the functional health of elderly populations and population subgroups,
and in clinical assessments [39, p.15].

The person’s everyday life consists of engagement in many different tasks- we
sleep, wash, cook, eat, care for child, work, study, play, talk, socialize, read, reflect, watch
TV, listen to the radio, create, and engage in a wide range of other activities [41]. Each day
we perform countless tasks that enable us to carry out activities of daily living.
Historically, occupational therapists focus on a client’s ability to perform daily tasks that
are important to the individual [42], activities and participation. In occupational therapy
everyday activities that are valued and meaningful to individuals or culture recently are
defined as occupations: specifically self-care, productivity and leisure [43]. The ability to
successfully perform the day-to-day activities expected from the person (depending on
culture, age and gender) or having adequate recourses to accomplish everyday tasks is

called functional independence. If there are restrictions or lack of ability to perform an
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action or activity in the manner or within the range considered normal that results from
impairment or failure of an individual to return to the pre-existing level of function is
called functional limitations. Occupational therapists view function as the dynamic
transactional relationship of persons, occupations and environments, and assumes an
inseparability of contexts, temporal factors, and physical and psychological phenomena
and label this relationship occupational performance [44]. Understanding what people do
is important because occupations have both desirable and undesirable effects on the
individuals undertaking them and the environment around them. Human “doing” can
influence both individual and community health and well-being. To facilitate healthy and
satisfying occupational behaviour, is necessary to understand those factors that influence
“doing” [41].

The functional limitations can lead to disability and this could be described as
multilevel process, known as ,the disablement process” [45] and depends on the
intersections of the individual’s capacity and behaviours, as well as the relative resources
and demands of the social and physical environments. Functional limitations within
Disablement Model, described by Verbruge- Jette [45], which serves as frame of reference
for research in the epidemiology of ageing and disability, are defined as restrictions or
difficulty in the performance of generic tasks but disability refers to the inability to
perform specific social roles in everyday life because of health or physical problems.

Currently the International Classification of Functioning, Disability and Health
(ICF) is health model which recognise the importance of factors other than abilities and
skills and identifies environmental and social dimensions as important ways to categorize
what people do [1]. ICF belongs to the WHO family of classifications, and one of its goals
is to provide a scientific basis for understanding and studying health and health-related
states, outcomes and determinants. The health conditions as such are mainly classified in
the International Classification of Diseases (ICD) [46] whereas the consequences
associated with health conditions are classified in the ICF. Currently in Latvia, only the
ICD-10 is in official use. The ICF has been translated to Latvian, there is professional
interest, especially within rehabilitation, and the classification is currently used as an
education tool. Specialists in health care, social care and education gradualy become
familiar with ICF, but still it is not in practical use widely. The ICF can be used to code the
wide range of information about health (e.g. diagnosis, functioning, disability, reasons for
contacts with health services); it focuses on components that constitute health rather than

the consequences or impact of disease. The ICF considers that the different elements
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within the classification can interact to a lesser or greater degree, rather than having causal
or hierarchical effect (Figure 3.).

Health condition

! l }

Body functions Activities«——— Participation
& structure ¢ ¢

Environmental factors Personal factors

Figure 3. Interaction of ICF concepts (WHO, 2002).

The main components of the ICF are body functions and structures, activity,
participation and the personal and environmental contextual factors. Each component can
be described in a positive or negative way- functioning is umbrella term to describe the
positive aspects of all mentioned components; but impairments describe the problems in
body function or structure, activity limitations describe difficulties an individual may have
in executing activities and participation restrictions describe problems an individual may
experience an involvement in life situations. The environmental factors can be described in
terms of potential facilitators or barriers for the person’s activity or participation [31].

As the ICF considers not just the person and the disease but also the environmental
context in which people live, it fits easily with occupational therapy thinking of the person-
environment- occupation interaction described in models of occupational performance [47].
It is important to note that the ICF is about all people, not only persons with disabilities and
respectively can be applied as theoretical base to describe the contexts which have impact

on healthy ageing and quality of life for elderly.
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5.5. Environment and old people

Supporting the assumption that function is the dynamic transaction of persons,
occupations and environments we consider that as people grow older, when it comes to
managing daily activities, they become more dependent on their physical and social
surroundings. The environmental impact on ageing is the research focus within
environmental gerontology [48]. Historically, the most important model to describe the
person- environment (P- E) interaction is the Ecological Model of Ageing described by
Lawton& Nahemow in 1973, including the docility hypothesis [49- 51]. In this model the
person is defined in terms of a set of competencies and the environment is defined on the
basis of its demands, named environmental press. Competence is defined globally by
relatively stable capacities of biological health, sensory and motor skills and cognitive
functions that could exhibit marked changes in varying trajectories of illness and health.
The capacities possess a functional value for the individual when dealing with demands
posed by tasks of everyday life. Environmental press as well as competencies may
fluctuate over time and the successful interplay between those components results in an
»adaptation level”. The docility hypothesis states that persons with lower competence are
much more sensitive to the demands of the environment than persons with higher
competence. In the process of revision this model, Lawton derived the ,,environmental
proactivity” hypothesis which states that as competence increases, a greater proportion of
environmental resources become available with which person may interact. Both
environmental docility and environmental proactivity may lead to psychological well-
being and enhance competence. The environment itself is complex and includes
environmental classes, objective/subjective dimensions and attributes [51]. There are
additional models in environmental gerontology describing the P-E interaction, like
Congruence Model of Ageing by Carp and Priority Model of P-E Fit by Kahana [52- 54].

The most important for old people is the home environment and neighbourhood,
which may affect participation in everyday life and independence, as confirmed by several
studies in Sweden [33, 55- 56]. Some elderly, especially if they are disabled, become more
homebound and home becomes the major “life arena”. For old people also the
geographical location is important because the differences among rural, suburban and
urban settings could be determined by housing planning, design and support system. Some
studies show that old people living in the rural area seemed to have greater problems in
their performance of ADL but people living in the inner city are more active that people
living in the suburb [56].
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According to gerontologist Rowles, the home environment is more than the
physical and social setting, it may be seen as “a component of self”, a part of a person’s
life linked to self- identity [57]. The perception of meaning of home may change as elderly
persons experience increased frailty or disabilities. An increased dependency on others
could lead to a feeling of loss of control and hereby threaten the feeling of home as a place
of security and identity. Some studies found that among disabled elderly persons, home is
perhaps the only substantial remaining symbol of independence and autonomy [56].

Housing is not only the conjunction of the dwelling, the immediate outdoor
environment and the community, but is also a process of an ongoing exchange between the
individual and his/her objective and perceived immediate socio-physical setting [58]. As
suggested in the literature, the socio-physical environment of the home covers both
objective and measurable characteristics, as well as hard to observe perceived elements in
need of in depth exploration or other ways of approaching subjective world spheres [59].
One objective aspect of housing is housing standard, i.e. physical qualities such as heating,
electricity and number of rooms. Other objective aspects can be described in terms of
physical environmental barriers and accessibility [60, 61]. Accessibility is defined and
operationalized as the relationship between a person’s functional capacity and the
prevalence of physical environmental barriers in the home environment. According to this
definition, accessibility is an aspect of person- environment fit (P-E fit) [62]. Perceived
housing includes aspects such as housing satisfaction, usability, meaning of home, and
housing-related control beliefs [63- 65]. Traditionally in research, housing satisfaction has
been captured by means of attitudinal single-item evaluation (10). Usability is defined
based on person- environment- occupation (P-E-O) transactions [66- 68] and indicates the
extent to which individual housing needs and preferences can be fulfilled in terms of
activity performance at home. Another aspect of person-environment interaction is
meaning of home, i.e. the perceived relationship between the objective socio-physical
environment and subjective evaluations, goals, values, emotions and potential behaviors
that people pursue [58]. Finally, housing- related control beliefs, reflect psychological
control theory recently applied to the housing, explain events at home either as contingent
upon one’s own behavior, or upon luck, chance, fate or powerful others [69].

An important goal in health promotion is to create environments supporting healthy
living and subjective well-being. Following a line of thought proceeding from the fact that
independence in ADL is an important health indicator, a physical home environment

supporting daily activity independence is most likely health promotive [60]. Based on the
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Ecological Model of Ageing there is reason to assume that the relation between housing
and health should be particularly strong in later life because of the increased vulnerability
of older adults to environmental challenges [58]. In Latvia there were no studies on home
environment- the meaning and impact on everyday activities performance among old
people, but it would be necessary in light of changes in social care policy which tend to

support the stay of old people at home as long as possible.
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6. Material and methods
6.1. The ENABLE-AGE Project

This thesis is based on data from the project “Enabling Autonomy, Participation,
and Well-Being in Old Age: The Home Environment as a Determinant for Healthy
Ageing” (ENABLE-AGE, 2002-2004, EC funded). The ENABLE-AGE Project was a
cross-national, inter-disciplinary research project with the main aim to examine the home
environment as a determinant for autonomy, participation and well-being among very old
people living alone in the community in five European countries: Sweden, Germany,
United Kingdom, Hungary and Latvia. Given the lack of knowledge in the research field
targeted, the approach of the ENABLE-AGE Project was explicitly explorative. The
project consisted of three different parts: the survey study, the in-depth study and the
update review [70]. This thesis is based on Latvian data from the in-depth study as well as
survey study data from all countries.

The ENABLE- AGE Survey study was based on a comprehensive, project- specific
questionnaire, administered at home visits with each participant by means of interview and
observational assessments. Applying a follow-up design approach, the questionnaire was
first administered during two home visits with each participant (T1), with a follow up (T2)
conducted with a modified and shortened version of the questionnaire one year later. The
ENABLE-AGE In-depth Study was accomplished after T1. In each country, a 10% sub-
sample was identified for in-depth interviews, accomplished applying a qualitative design
driven by a Grounded theory framework [71]. The ENABLE-AGE Update Review started
with detailed documentation of building norms and guidelines in each county, necessary
for the methodology key policy topics, which were compiled into a policy topics list at
cross-national level, and concluded with a critical analysis of current policies and housing
trends.

Based on the explorative character of the project as well as challenges related to the
possibilities to recruit participants in different national contexts, the ENABLE-AGE
sampling strategy did not aim for national representativity. For each country, the target
sample was 400 very old single-living persons in geographically defined urban areas,
stratified for gender (75% women, 25% men). Geographically, participants were located in
the central part of Latvia (Riga and Jurmala), in south-western Germany (Heidelberg and
Mannheim), in Hungary (Budapest), in south Sweden (Halmstad, Helsingborg, Lund) and
in the district of North West England of the United Kingdom (Wirral, located in
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Merseyside). Due to mean age and life expectancy differences between West/Central and
East European countries, in Germany, Sweden and UK the participants were aged 80-89
years, while the corresponding age groups in Latvia and Hungary were 75-84 years.

Number of participants in each country and each age group represented in Table 1.

Table 1. Participants of ENABLE AGE project.

Age (at T1) Gender Sweden | Germany United Hungary Latvia Tota
Kingdom

Wonen 145 176

75-79 years od 378
Wonen 147 165 169 171 R

80-84 years dd 974
Men 53 a7 76 40 14
Woen 149 188 A -—

85-89 years dd 566
Men 48 50 37 -—

Total N(T1) 397 450 376 392 303 1918

The initial ambition was to draw participants at random from official national
registers, but this was only possible in Germany, Hungary and Sweden. The sampling list,
dropout questionnaire and interview plan was used for documentation of this process (See
in appendices 1-3). The interviewers sent out information letters to the potential
participants according to plan, followed-up by a phone call after 4-5 days with the purpose
to make sure that the intended participant fulfilled the inclusion criteria, that the person had
understood the information, and to ask whether the person consented to participate. If the
person agreed, an appointment for the first home-visit was made. Data were collected by

project-specifically trained interviewers at home visits in the participants’ home.

6.2. The ENABLE-AGE Project in Latvia

The Latvian ENABLE-AGE Survey Study sample was recruited in the urban
districts Riga and Jurmala (Figure 4).

According to Latvian legislation on protection of personal data, it was impossible
to receive random addresses from the Population register as originally planned. Substantial
efforts were invested in finding alternative strategies for recruiting a valid sample. Thus,
the sampling strategy was changed to create the sample indirectly by gathering the
information of the target population through public organisations, pensioners' unions and
social services. Contacts with municipalities and pensioners’ unions in Riga and Jurmala

were established. For example, rendering general dissemination effects as well, the Latvian
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team took part in the regular meetings of five different pensioners' unions to inform their
members about the importance and procedures of the ENABLE-AGE Survey Study,

striving for a positive influence on the willingness among them to enrol with the project.

Figure 4. The districts of the ENABLE-AGE Survey Study in Latvia.

The sample generation process was gradual and ended with a list of 1,815 potential
participants. Following the project specific sampling procedures, the final T1 sample in
Latvia consisted of 303 respondents, 197 persons in the younger age-group (75-79 years)
and 106 persons in the older (80-84 years) (Figure 5).

The ENABLE-AGE national project team in Latvia included staff of the Academic
School of Occupational Therapy, Riga Stradins University, and qualified occupational
therapists. The author of this thesis served as the national project leader, including active
participation in the entire project process. That is, co-ordination of the sampling procedure,
instrument translation and testing, organisation and co-ordination of the data collection
process in all phases of the project, as well as overall project management including
documentation and quality assurance of the entire process, participation in consortium
meetings involving researchers from all the project partners.
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Total number of
addresses from
different sources
N=1815

Exluded do to
sampling
criteria or not
possible to
contact
N=1123
Sample of potential
participants
N= 692
Reasons for drop- % N Drop- outs
outs: <+ N= 389
Poor health 26.6 101 -
Lack of interest or Final sample
time 25.6 97 T1
Distrust/Fear 19.3 73 N= 303
The interview
would be too 12.9 49
straining
Other reasons 8.2 31
Communication
roblems
ganguage/hearing, In-depth Study
cognitive impairment) 53 20 N=40
Dissuation of
others e.g.
relatives or friend 2.1 8

Figure 5. Description of the Latvian ENABLE-AGE sample generation, Survey

Study T1 and In- depth Study.
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6.3. Thesis overview

This thesis is based on three studies done during period from 2005 to 2008. Studies

present results from data analysis of the Latvian part of the ENABLE-AGE In-depth
(Study 1) and from T1 of the ENABLE-AGE Survey (Stydy Il and Study I1). An overview
of the studies building up the thesis is presented in Table 2.

The methodological

development,

data gathering procedures and analysis

accordingly to each data source described below. The combination of quantitative and

qualitative designs gives advantages because the different methods have complementary

strengths and weaknesses, and such combinations can strengthen our knowledge on a

general as well as an individual level [72].

Table 2. Thesis overview.

Thesis Relation to Sample Data collection Data analysis
ENABLE-AGE
Project
Study  In-depth Study N= 40 In-depth interview, Content analysis.
I (2003- 2004) (Latvia) inspired by
a Grounded Theory
approach.
Study  Survey Stydy T1 N=1918 Structured Descriptive
I (2002- 2003) (Sweden, interview statistics,
Germany,  questionnaire, F-tests,
the United  including canonical
Kingdom,  observational correlations.
Hungary, assessments:
Latvia) “The ENABLE-
AGE Survey Study
Questionnaire”.
Study Survey Stydy T1 N=1150 Structured Descriptive
i (2002- 2003) (Sweden, interview statistics,
Germany,  questionnaire, Kruskal- Wallis
Latvia) including test,
observational Mann- Whitney
assessments: test,
“The ENABLE- - test,
AGE Survey Study regression models.
Questionnaire”.
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6.4. The ENABLE-AGE In-depth Study (Study I)

6.4.1. Methodological development and training

The five national ENABLE-AGE teams varied in terms of their experience in
qualitative research, disciplinary backgrounds and gender diversity. The research team in
the Latvia comprised five researchers (only females), disciplinary backgrounds were in
occupational therapy (educators and clinicians) and medicine and all were without
experience of qualitative data collection and analysis. There were implemented a training
programme for all teams, led by a senior scientist from the UK, experienced in qualitative
research; to ensure that the qualitative research was conducted using the same principles in
each country. Training sessions covered the basic principles of the naturalistic paradigm,
epistemological issues and the grounded theory framework. Practical sessions were
designed to explore the use of interviews, interviewing skills and ethical considerations
when working with older participants in qualitative studies. Data analysis training was
covered using real data from a past study. There also were designed pilot study for the
project and in Latvia it enabled the interviewers to gain experience of interviewing and to
test the methodology, process, scope and content of research questions to be used in the
main qualitative study. Five older persons that were not part of the ENABLE-AGE project
sample participated in that pilot study.

6.4.2. Sample

The Latvian ENABLE-AGE Survey Study database was used for sampling in order
to identify potential participants representing diversity. The interviews were carried out
with 40 participants: 6 men and 16 women in age group from 75-79 years and 4 men and
14 women in age group from 80- 84 years (Table 3, detailed description of participants see
in Appendix 4).

Table 3. Participants of Latvian ENABLE-AGE In-depth Study, N=40.

Age Men Women Total

Younger group 6 (2repeat) 16 (2 repeat) 22 (4 repeat)
Older group 4 (2repeat) 14 (2 repeat) 18 (4 repeat)
Total 10 (4 repeat) 30 (4 repeat) 40 (8 repeat)
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The sampling diversity criteria ensured that there was a range of participants from
good to poor health, the functioning based on evaluation of independence in ADL varied
from independent to dependent in most of ADL, living in a variety of housing conditions
and whose participation in social and community life varied from active to reclusive. In
Latvia 7 participants rated their health as very good or good, while 33 participants rated it
as fair or poor. 20 participants were independent in ADL, 16 participants were dependent
in I-ADL, and 4 participants were dependent in both personal P-ADL and I-ADL. About
47.5% of the Latvian participants participated in social activities such as an organization or
the like, while the other half did not. There was also variation among participants in terms
of accessibility problems in their homes. All participants lived in ordinary housing; the
majority of them lived in apartments, although the sample also included a few participants
living in single-family houses. The period they had lived in their present housing ranged
from 2 to 80 years (m= 26 y). Most of participants were Latvians but also included five
Russian speaking participants, reflecting the ethnic diversity in the research district.
Additional attention was paid to the inclusion of participants who came from economically
varied backgrounds to ensure that both well-off and relatively poor older people were
included.

The sample developed as the data gathering progressed, in order for ongoing
attention to be paid to diversity criteria whilst including rich participant detail. Regular
team meeting discussions assisted the sampling process until full data was obtained.
Moreover, the 8 consultation interviews were completed (Table 3.), selection for the
repeated interviews was based on whether the participants articulated in key areas for the
project where other participants had been unable to fully expand or provide a valuable

information because of their specific personal, social and/or housing situations.

6.4.3. Interview schedule and themes

The research design focussed on ageing, housing/home, accessibility and usability,
health, well-being, autonomy, participation (social and community), social
networks/support and quality of life, as they were major key concepts for the ENABLE-
AGE project. These concepts were investigated from the older person’s perspectives;
interviews were semi-structured using an interview schedule that acted as a guide to
facilitate purposive discussion between researcher and participant.

The development of the interview schedule began with pilot studies in each country

organised around the key research questions. Findings from the pilot studies were
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discussed first by each national team and then in a joint discussion of all five national
teams and issues were grouped under the research questions. Interview schedule questions
were simply used as a guide to facilite discussion in the interviews and a prompt for
interviewers when moving on through the interview. Each participant had freedom to talk
about their own experiences of home and healthy ageing in ways that were relevant to
them. This meant that the interview schedule was not used prescriptively and that each
participant did not necessarily address all topics on the interview schedule as well as to
allow new and important topics to emerge. Furthermore, the interview schedule was
amended as the data collection and ongoing analysis progressed. The consultation
interview schedule was designed to build on theoretical questions deriving from the
grounded theory analysis as well as enabling clarification, elaboration, interpretation
and/or extension of the qualitative data set. Major areas investigated in the consultation
interviews in Latvia were: personal philosophies and strategies in different life situations,
independence and the meaning of activities, reflections on health and home, as well as

subjective views on social policy recommendations.

6.4.4. Procedure
During the first ENABLE-AGE Survey (T1) data collection, potential participants
had signalled their interest and agreement to participate in the in-depth study. However,
many of potential participants for the in-depth study changed their mind or were occupied
with other activities and this impacted on the interviewing timetable in Latvia as well as
fact that interviewers were involved in T2 data collection. Interviews were performed
during a one-year time period from July 2003 till July 2004. A team of five interviewers
accomplished the interviews. The number of performed interviews varied among the team
members. The interview procedure began with the interviewer reading the T1 survey data
and making notes regarding any issues of interest that could be clarified in the in-depth
interview. Each interviewer arranged the date and time of the interview over the telephone,
in accordance with each participant’s preferences; interviews were conducted at home
visits. In order to ensure that participants felt comfortable, carers could be present during
the interviews, however this happened very infrequently.
All 40 interviews were taprecorded to ensure a good quality of the interview data.
Participants were given time to get used to the tape recorder, it was very important in
Latvia. Interviews were between half of hour and two hours in duration and often a break

was taken during the interview. Many participants said they had enjoyed the interview,
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some reported that it had made them think about some interesting aspects of their lives and
they had learned something about themselves and/or their situation, others commented on
their enjoyment in indulging in a stimulating or challenging discussion, as a rarity in their
current lives. Researchers wrote in-depth field notes after each interview, structured by a
field notes template. Field notes were used to document the researcher’s interpretations of
the background/context of the interview, the key points revealed in the interview in relation
to research questions, initial ideas for analytical themes and any relationships between

themes, the general tone of the interview and a reflexive analysis.

6.4.5. Data analysis within Study |

Twenty interviews out of 40 were transcribed along the interview procedure and
close to the interview occasion. The remaining 20 interviews were analysed by repetitive
listening and detailed description. The analysis was an iterative process and was based on
team approach, with regular meetings and discussions. The tapes were listened several
times, and the verbatim typed interviews were analysed using line by line coding followed
by focused coding [71]. This was a selective phase aiming at synthesising data through
constant comparison of raw data and emerging categories [71, 73].

Everyday activities were not an explicit part of the ENABLE-AGE key concepts, but
the first round of data analysis showed that participants mentioned the significance of
activities and talked about them as medium to structure the day and as an indicator of
health condition as well as for independence and well- being. In order to narrow the
analysis the author of this thesis went into the data again and made a content analyse [74]

focusing on everyday activity performance.

6.5. The ENABLE-AGE Survey Study (Studies Il and I11)
6.5.1. Methodological development and training

The first phase of methodological development was a revision and adaptation of the
accessibility assessment instrument for cross-national use [75]. All instruments and
questions were translated into five languages (English, Latvian, German, Hungarian and
Swedish) corresponding to standart procedures, followed by piloting in all countries. Parts
of assessment instruments were translated also into Russian, due to the specific cultural
situation in Latvia. Three day interviewer training courses led by the researchers
responsible for the respective instruments followed in each country to lay the ground for

reliable administration. After completed training courses, pre-tests were administered
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where older people, not included in ENABLE-AGE sample, participated followed by
necessary optimisation and revision of the ENABLE-AGE Survey Study Questionnaire.
Based on the pre-testing results, the ENABLE-AGE Consortium reached consensus and
agreed upon the final format of the survey instrumentation [70]. Finally, an inter-rater
reliability study of the accessibility instrument was accomplished, based on a total of 64
pair-wise assessments. The results demonstrated moderate to good agreement across the

research sites [75].
6.5.2. Sample

In all, the sample (Study Il) comprised 1918 very old adults; 75-89 years old (Table
4.). As shown in Table 4, differences in finances (income and evaluation) existed among
the five countries, with lower income in the Eastern compared to the Western sites, while
differences in education were minor. Although there were differences in subjective health
and duration of living, this nevertheless was a relatively frail sample of very old adults who
on average had lived in their current homes over a long time period.

Based on data from three countries (in Latvia 303 persons, Germany 450 persons,
Sweden 397 persons) the sample for Study Il was 1150 very old people and participants
were devided in two groups, based on ADL dependence. The ADL independent group
include persons with no difficulties perform ADL (502 persons total; in Latvia- 202
persons, Germany- 149 persons, Sweden- 151 persons) but ADL dependent group include
persons dependent both in I-ADL and P-ADL (596 persons total; in Latvia- 90 persons,

Germany- 270 persons, Sweden- 236 persons).

6.5.3. Instruments

The comprehensive ENABLE-AGE Survey Study Questionnaire [70] incorporated
a wide range of well-proven self-report scales and observational formats along with
project-specific questions on housing and health. Data, analysed in Study Il and Study I,
comprises only part of the whole instrument set, overview of them presented in Figure 5
and examples included in Appendix 5.

Global self-ratings of perceived health were collected by means of the well-
established question “In general would you say your health is?” from the SF-36

questionnaire, rated on a scale with five response alternatives, ranging from “excellent” to
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“poor” [76]. In this study, perceived health was coded such that higher values indicated
better health (Appendix 5, p. 90).

Table 4. Description of the ENABLE-AGE sample (all countries)

Variable Sweden Germany UK Hungary Latvia
Number of participants 397 450 376 392 303
(Total N = 1918)
Age range (years) 1912-22 1912-22 1912-22 1917-27 1917-27
Age (years) 80-89 80-89 80-89 75-84 75-84
Age (M, SD) 84.6 (3.1) 85.1(3.2) 84.8 (2.7) 80.7 (2.9) 79.4 (2.6)
Gender (% women) 74.6 78.4 70.0 80.6 88.5
Education: years of 8.8(2.2) 11.6 (2.6) 9.9 (1.9) 9.7 (3.0) 11.3(3.4)
schooling (M, SD)
Income/month in €(M, 1,015 (410) 1,569 (799) 1,044 (527) 216 (99) 100 (37)
SD)?
Evaluation of financial
resources (%, n):
Low 34.4 (130) 17.4 (76) 23.4 (86) 56.5 (218) 87.9 (262)
Average 54.5 (206) 73.3(321) 65.5 (241) 39.9 (154) 12.1 (36)
High 11.1 (42) 9.4 (41) 11.1 (41) 3.6 (14) 0.0 (0)
General perceived 2.8 (1.1) 3.6 (0.8) 3.0 (1.0) 3.5(1.0) 4.2 (0.7)
health (1-5)°
Number of diseases (0— 4.9 (2.9) 5.3(3.0) 4.2 (2.7) 6.1 (3.9) 7.9 (3.4)
44)°
Number of symptoms 7.3 (4.3) 8.0 (4.5) 8.1(4.9) 10.7 (6.6) 13.8 (5.3)
(0-30)°
Duration of living in 21.8(17.4) 33.5(19.4) 25.0 (18.3) 33.9(19.2) 24.7 (16.6)

same  apartment or
house: years (M, SD)

Notes: SD = standard deviation.

®In total, 269 participants (14%) refused to give information on income per month.

®Subjective evaluation; higher scores indicate lower subjective health.

Higher scores indicate more reported diseases or symptoms.
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Backround Variables Housing related Variables Healthy Ageing
N\(Outcome Variables)

Person:
Age )
— . Autonomy:
Sex Objective housing: y
Education Housing conditions Independence in activities of daily
Income . . living
Residential stability Environmental barriers
Accessibility _Perceived functional
Basic health: independence
Symptoms Perceived housing: Well-Being:
Percelved health Usability Life satisfaction;

Functional limitations and Housing satisfaction Environmental mastery

dependence on assistive devices Meaning of home Affect
ects

Housing-related control beliefs Depression

Figure 5. Overview of data for analysis within Studies 11 and I11.

Independence in activities of daily living (ADL) was assessed using the ADL
Staircase [5], comprising five personal activities of daily living (P-ADL) items (i.e.
feeding, transferring, going to the toilet, dressing, and bathing) and four instrumental ADL
(I-ADL) items (i.e. cooking, shopping, cleaning, and transportation). The ADL Staircase is
administered using a combination of interview and observation, and the assessment is
recorded on a three-graded scale: independent, partly dependent, and dependent (Appendix
5, pp. 105-107). Dependence is defined in terms of assistance from another person.
Following  the instrument manual, responses were dichotomized into
independent/dependent.

Perceived functional independence was assessed by a single item self evaluation
measure adapted from the Neuropsychological Aging Inventory (NAI) [77] (Appendix 5,
p. 108).

Psychological well-being comprises cognitive and emotional aspects. Cognitive
aspects were operationalised as perceived life satisfaction and perceived environmental

mastery, while emotional aspects were operationalised as affect and depression.
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Life satisfaction was assessed by means of a single question were the participants
were asked to judge to what extent they personally was satisfied with their life on an 11-
point scale from 0 = ‘not at all’ to 10 = ‘very much’ (Appendix 5, p. 108).

Environmental mastery was assessed by one subscale of the Psychological Well-
being Questionnaire [78]. The environmental mastery subscale addresses sense of mastery
and competence in managing the environment. These constructs were assessed by
subjective agreement or disagreement to statements, applying a five-point scale ranging
from 1 = ‘strongly disagree’ to 5 = ‘strongly agree’ (Appendix 5, pp. 108- 109).

Affects were assessed by means of the Positive and Negative Affect Schedule
(PANAS) [79], allowing to obtain a score for negative and positive affects, consistently
shown as independent dimensions (Appendix 5, p. 88).

Depression and depressive symptoms were assessed with the short version of the
Geriatric Depression Scale (GDS, 15 items) [80]. Participants were instructed to judge with
'yes' or 'no’ how they felt over the past week (Appendix 5, p. 91).

Obijective Aspects of Housing covered housing standards, number of physical
barriers and magnitude of accessibility problems. Housing standard was expressed by

information about number of rooms in the dwelling. Number of physical environmental

barriers in the home and magnitude of accessibility problems, were assessed by means of
the Housing Enabler [81]. For the ENABLE-AGE Project, a cross-national, reliable

research version was developed [75] and the instrument was administered in three steps:

assessment of functional limitations, assessment of physical barriers and calculation of
assessment score. The first step is a combination of interview and observation,
dichotomously assessing functional limitations (13 items) and dependence on mobility
devices (two items), i.e. the personal component of the concept of accessibility (Appendix
5, p. 110). In this study, part of the data collected in this step was used as a sample
characteristic variable; a sum-score labelled “no. of functional limitations”. The second
step is an assessment of physical environmental barriers, i.e. the environmental component
of accessibility. This is based on a detailed observation assessing environmental barriers in
the home and the immediate outdoor environment (188 items) as present or absent
(Appendix 5, pp. 92- 104). Data from these assessments were used as a sum-score variable
labelled “no. of environmental barriers”. The third step is the calculation of an accessibility
score: For each environmental barrier item, the instrument comprises predefined severity
ratings, i.e. points quantifying the magnitude of accessibility problems predicted to arise in

each case. The severity scale is scored 1 to 4; higher points indicate more problems. On the
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basis of the assessments accomplished in steps 1 and 2, using special software [82] the
profile of functional limitations and dependence of mobility devices identified in each
person is juxtaposed with the environmental barriers found present. The sum of all the
predefined points yields a score quantifying the magnitude of accessibility problems;
higher scores mean more problems. In the current study, this total score was used as a
variable labelled “accessibility problems”.

Perceived Aspects of Housing represented by four domains, as suggested in literature
[65]. Housing satisfaction was assessed by means of a single question ("Are you happy
with the condition of your home?") adapted from the Housing Option for Older People
(HOOP) [83], estimating housing satisfaction using a 5-graded rating scale ranging from 1
(definitely not satisfied) to 5 (yes, definitively satisfied) (Appendix 5, p. 113). Usability
was assessed by means of the self-administered Usability in My Home questionnaire
(UIMH) [67, 84], consisting of 16 items to be rated on a 5-graded scale, from 1 (not at all)
to 5 (fully agree), targeting “activity aspects”, “personal and social aspects , and “physical
environmental aspects” (Appendix 5, pp. 111- 113). Due to low internal consistency in the
ENABLE- AGE dataset, the six items in “personal and social aspects” were excluded and
only sub-scales “physical environmental aspects” (6 items) and “activity aspects” (4 items)
were retained for analysis. Meaning of home was assessed with the Meaning of Home
Questionnaire (MOH), a self-assessment questionnaire developed to capture older persons’
subjective meanings [65]. The 28-item questionnaire captures four different aspects of
meaning of home: “physical” (7 items), “activity” (6 items), “cognitive/emotional” (10
items) and “social” (5 items). Each item is to be judged on an 11-grade scale ranging from
0 (strongly disagree) to 10 (strongly agree) (Appendix 5, pp. 89- 90). Since the items of
each aspect purposefully were developed to represent a wide range of meaning related to
the home, internal consistency was limited [65]. Housing-related control beliefs were
assessed with the Housing-related Control Beliefs Questionnaire (HCQ) [69]. This 24-item
questionnaire was based on the psychological dimensions of “internal control” (8 items),
“external control: powerful others” (8 items), and “external control: chance” (8 items).
Each item is assessed in terms of agreement to a statement using a 5-graded scale, ranging
from 0 (not at all) to 5 (very much) (Appendix 5, pp. 114- 115). "Internal control” means
that housing-related events are highly contingent upon a person’s own behaviour, where
personal responsibility implies that one is responsible for what happens. "External control”
means either that some other person is responsible or that things happen by mere luck,

chance, or fate. Psychometric analyses of the ENABLE-AGE dataset indicated low internal
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consistency as concerned “internal control”, while each of two dimensions of “external
control” reached medium level. Thus, the dimension of “internal control” was excluded
and the two dimensions of external control were combined to a 16-item scale for analyze
[65].

6.5.4. Procedure

Data collection was accomplished at home visits. Since the data collection was very
extensive, each participant was visited twice, with only a few days in between the visits. In
cases where it was appropriate to the respondent, the data collectors carried out both T1
visits during one session. Regular team meetings were necessary to maintain the data
quality, discuss problematic situations during the data collection and the author of thesis
coordinate this work.

In Latvia the data collection for the T1 survey started in November 2002 and was
completed during May 2003. The duration of the T1 survey interview at home: visit 1 was
between one and a half and two hours, and at home visit 2 one to one and a half hour. In
160 cases, where it was appropriate for the respondent, the data collectors carried out both

T1 visits during one session.

6.5.5. Data analysis within Study 11

For presenting the material, descriptive statistics were used. The differences
between national samples in mean scores were tested by means of F-tests. To acknowledge
the large sample, the level of statistical significance was set to p < .001.

In order to explore patterns of relationships between aspects of housing and healthy
ageing canonical correlations were used, which is the most appropriate technique for
exploring relationships among multivariate combinations of variables [85]. Canonical
correlations parsimoniously describe the number and nature of mutually independent
relationships existing between two sets of variables which in this study was the housing
variable set and the healthy ageing variable set. The housing variable set consisted of sum
scores or scores on environmental barriers, accessibility, usability, meaning of home,
housing-related external control, and housing satisfaction. The healthy aging variable set
consisted of sum score or scores on ADL independence, perceived functional
independence, life satisfaction, environmental mastery, depression, and positive as well as

negative affect.
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The analysis proceeded in a stepwise fashion as follows: First computed a pair of
canonical variates such that the correlation between them is as large as possible. Next,
calculated a second pair of canonical variates, orthogonal to the first, in the same fashion,
and so on. The correlations between the pairs of canonical variates are called the canonical
correlations (R). The procedure implies that the first R, extracted in the first step, is the
largest; the second R is the second largest; and so on [85- 87].

To interpret the findings, there were focus on the variable loadings. A high loading
indicates that the variable is part of the relational pattern expressed by the canonical
correlations. There were not considered loadings equal to or below the cutoff value of r
=.35 for interpretation [88]. In addition, were reported the standardized canonical
coefficients.

The analysis was conducted for each research site separately. To check for
similarity of the patterns of relationships found in the different national samples, Tucker's
coefficient of congruence [89] was used to compare the national samples' loading patterns.
The coefficient of congruence is similar to a correlation coefficient, also ranging from —1to
1; it was originally designed to compare patterns of factor loadings derived from different
samples and is applicable to canonical loadings as well, level of significance were chosen
p<0.05.

6.5.6. Data analysis within Study 111

For presenting the material, descriptive statistics were used. For each of the two
ADL groups, differences between the three countries were tested by means of the Kruskal-
Wallis test for all variables except for sex where a - test was used. Similarly, for the three
countries differences between ADL groups were tested by the Mann- Whitney test except
for sex where again a y>- test was used.

In order to establish the influence on perceived health from the variables describing
objective and perceived housing aspects, regression models were used. As the outcome
variable is a polytomous ordered categorical variable, was used ordinal regression analysis
that is suited to handle outcome variables with several ordered categories [90]; this
regression method is an extension of logistic regression [91]. In ordinal regression models,
the focus is on the cumulative probabilities of belonging to the various categories of the
outcome variable. The so-called link function relates the cumulative probabilities to a
linear combination of the predictor variables. Depending on the distribution of the

categories of the outcome variable, different link functions are suitable. The categories of
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perceived health were fairly evenly distributed; hence the logit function was appropriate as
the link function. As the link function is a rather complicated function, the estimated
regression coefficient is not easily interpretable. However, the direction of an effect can be
seen from the sign of the coefficient. That is, a positive coefficient indicates that the
probability of being in a higher category increases as the value of the predictor increases;
while a negative coefficient indicates that the probability decreases as the value of the
predictor increases. At first were analyzed univariate models, for each of the ADL groups
in each of the three countries, containing perceived health and only one explanatory
variable. Thereafter, for each ADL group separate multivariate regression models, studying
the simultaneous influence of the objective and perceived aspects of housing were
analyzed simultaneously for the three countries. One by one, were excluded in each
country the aspect of housing that was the least significant in all countries, ending up with
models only including variables that were significant in at least one of the countries. Thus
as a result of the design, there was the same model for every country. Variables not
included in these models thus do not add significant information about the perceived health
in any of the three countries. When models were established they were later controlled for
possible confounding from sex, age, and monthly income. P-values below 0.05 were
considered statistically significant.

6.6. Ethical considerations

The ENABLE-AGE Project followed ethical principles for research on humans, and
in each country involved the project was subjected to ethical review, followed by formal
consent according to national regulations.

In Latvia, the ENABLE-AGE project process was subjected to review by the Ethics
Committee at Riga Stradins University (2002) and approve as well certified at State Data
Inspection for the storage of personal data. In order to achieve a general awareness among
potential participants, press releases about the project were sent to national news agencies
and a press conference at the Riga Stradins University was organized, resulting in
newspaper article.

During the data collection, a substantial number of very old people were visited in
their homes. Positive and proactive ethical approaches discussed and agreed upon at
consortium level were adopted. Informed consent was gained from all interview
participants and they were assured of their anonymity, as stated in oral as well as in written

information. Participants were informed that they could withdraw from the interviews if
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they wished, including a withdrawal of their data at any stage up to publication of results.
The interviews could touch on sensitive issues, and in the interviewer training courses as
well as during team meetings through the collection process of the data; the interviewers
were trained in dealing with such issues and situations. Further, they were instructed to
give advice at the end of the interview session if participants requested this. For very good
reasons, we expected to come upon situations calling for social and medical interventions.
Given their professional training, the interviewers were well equipped to offer participants
in such situations the information needed in order to be able to contact local health and
social service authorities for advice as concerned their personal situation. Each participant
got an informative letter with participant number and the details of research group for

communication.
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7. Results
7.1. Meaning of everyday activity performance among very old people in Latvia
(Study I)

Participants described everyday activities that they performed as well as the special
value those activities have for them. These differed from person to person, which could be
explained with the differences in personal characteristics, values, interests, living
environment and past experience. From the interviews the main category “everyday
activities by old people” and subcategories have been derived — activities supporting
independence and autonomy, activities for health and well being and participation as well

as factors affecting the performance (Figure 6).

Everyday activities by old people

| ’ |

Activities suporting Activities for health Participation
independence and and well being
autonomy

A

AN /

Factors affecting everyday activities performance

Figure 6. Main categories derived from data anlysis from In-depth interviews.

Independence and autonomy

Most of the participants pointed out that their days are uniform and determined by the
routines and habits that they have developed throughout life and adapted do to current
health status. Such uniform daily routine though, signifies the ability of people to maintain

independence and adapt to available energy level.

The self care activities were the basics of everyday life. Dressing, eating, washing-
was described as activities necessary to do. Self care activities usually were performed on
regular base and participants talked about them as routine witch developed during the life.
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The participants noted that in line with the increasing difficulties in performing the
activities, the independence in self care was increasingly considered to be a value. Almost
this conclusion was based on former experience of caring other old person- parent, spouse

or friend.

“I had that experience that my father had a stroke......... as he was sleeping on the
bed, I though (...) and, you know, he couldn’t eat, I was feeding him — he could
swallow, you know, that is difficult.”

Houseworks usually were performed on regular base as routine and the participants
noted that, years passing, they have gradually decreased the performance of some
physically straining housework activities, i.e. adapted the performance in accordance with
their age and functional abilities. One of the women described changes during the years

concerning cleaning:

“Well, twice a year | do such, general cleanings, when I clean my ceiling and walls
and everything... It is by all means becoming more and more difficult... That doing
becomes slower and less careful. Well, I can clean it like that. | clean everything on
my knees now. I cannot anymore.”

Many participants noted that housework activities take much time and energy. The
old people planed performance of those physically demanding activities or used help from
others. There was a different perception of the help; especially in the situations where the
participants had help from social care assistant there was strong critique concerning the
quality of performed cleaning work and dissatisfaction or feeling of dependence. For all
participants it was important to have the house cleaned in accordance with their own
standards and, for example, woman with the mobility restrictions felt a discomfort because
a caretaker had neither time nor possibility to clean the house in the way she would do that
herself.

,On Fridays she cleans the floor so... (.) fast, so scarcely, not to raise the dust.

Sometimes she does something if she sees that something is not right. But she has

no time either! I am not to &er only one.”

The difficulties to maintain the house in some extend were perceived as loss of
autonomy. In some interviews the reduction of ability in caring of the home also interfered
with the feeling of comfort at home. Participants would like to renew or decorate the
dwelling. Many participants of the interviews with pride mentioned and stressed that they
did repairs in the flat themselves earlier but now the desire to perform at least minor repairs
is usually affected by the functional condition of a person as well as limited material

resources:
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“I get on my nervs that | need the renovation in my flat, I really don’t remember how
long time ago | did it, maybe 15 years ago. And while my daughter was ill and lie |
cann’t do anything. And also materials are expensive.”

Shopping was also another activity were participants who needed assistance
experienced loss of autonomy to some extend. The formal help from social care services
were criticized because the helpers did not considered the choice, habits and financial
considerations of the person, for example, they did not look for cheaper food. The informal
help from friends, neighbours and especially relatives were perceived in more positive

way.

Activities for health and well-being
Walking as well as shopping was most often performed activities outside home.
Some participants strongly expressed that walking is very important activity for
maintenance of health:
“I think I have to go, have to walk as much as possible, mustn’t, so to say, sleep,
oh... to preserve health(..). I think that movement is life!”
Depending from habits and environmental aspects the old people incorporated
walking in daily life differently. Some participants told that possibility to be outside home,
to be in nature gave them pleasure and were important for them. If movement limitations

occurred then possibility to sit outside on the balcony or in the yard was mentioned.

Some of the participants told about performing house works as activities good for
health because they are physically demanding and provide training for ageing body.
Besides physical training other participants emphasized that the activities for the
preservation of cognitive function, like solving crossword puzzles and rebuses, are
necessary.

Helping others, older or disabled people, voluntary work was very important for
some participants, but it was difficult to formulate wider perspectives on these. In a way
this ability to help someone else, was a factor determining the feeling of well being of a
person. Those who had experience of helping other people also were participants with
higher subjective health evaluation.

"I think that if a person has been given such health then you have to kick it up.
Because | cannot prove anything to myself anymore! Well, 1 just say, if | have to
help someone, then.... to bring something, to buy medicine or something, I am very
happy. If I still can make it!"
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Handcrafts differed among woman and man and were described as habit for
persons who use to do it during whole life. The majority of participants performing
handcrafts stressed the significance of doing and wished to act in order to decrease idleness
in their own life. Some of the participants stressed that they preferred to do handcraft with
some kind of “productive result”, for example, instead only watching TV. Other
participants revealed that handcrafts are source of pleasure especially if the end product
was highly evaluated by others, for example a nice jumper or tidy, or if the actual doing
absorb the person. Handcrafts also were the medium to have some extra money or save
money even when those activities become more difficult to perform:

“So I have to construct the ladder. They cost 35 lats or something in the shop, well,
there’s no use to give it away. Well, I have wood, I have iron, if I need to mend my
spectacles, | can do that, too, those tiny works. If | need to patch pillowslip or
blanket cover, I do it myself!”

Some participants mentioned gardening as important activity, almost everyone was
very proud for the energy and work invested and stressed that the result is visible and
useful. This activity involved the habitual aspect, gave pleasure and in some cases was
necessary for survival as help to save money on ration.

The mentioned above activities - handcrafts and gardening as well as reading —
could be also described as hobbies performed by old people. In interviews some
participants mentioned other more specific activities performed as hobby- there were
examples of different collections (stones, shells, paintings), playing music, drawing, bird
watching and feeding, letter writing. All of them had constant place and meaning in the life
of the person and performance of those activities were described as important for well
being.

The participants expressed that the everyday activities took more and more energy
and they become quickly tired and needed to rest. They revealed that they used to a larger
extent performed physically passive and more intellectual activities like watching TV,
listening to the radio, reading, solving crosswords to fulfil the time.
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Participation

Activities like watching TV, listening to the radio, reading and solving crosswords
also had informative aspect that is doing them gave connection to the world outside.
Watching TV and listening radio also replaced the attendance to cultural events such as the
theatre, concerts and exhibitions. Especially if the participants had poor vision, listening
the radio seemed to be most important.

The participants mentioned that relationships with relatives are important. The
visits and even regular phone calls were highly valued. Thoughts of their closest, beloved
persons considerably affected the well being of the participants:

“You know, when there is peace, harmony, nothing will happen. It, my dear, affects,
it affects so much, it affects the most, nothing affects like that...All my children are
well and I am well. When | feel that they feel bad, | am dead."

Those who had no relatives describe the relations with the friends or neighbours in
the same way. The importance of continuity of the social contacts was visible; there was no
strong interest to establish new contacts. Only one man told about wish and experience to
find female friend because for him the loneliness was the most difficult and he considered
living together with someone be of great importance:

“And I hope that | also could get some housewife... (.) who, | have to say, would
like to live and wouldn't lose her spirit. And, then together, the life would be such,
Juicier and more pithy.”

Other participants explained their position concerning social contacts in relation to
personal characteristics; for example, if they never had been interested in being together
with other people they can better survive alone also in the old age.

The neighbours were often mentioned as one important social contact group in
cases where those contacts were based on stability and good relationship. Other
participants described how changes in social environment (old neighbours died or
relocated, new neighbours moved in) affected them negatively. The neighbours also were
providers of informal care in some cases.

Organizing informal meetings of friends had a significant role in the life of the
elderly but was more characteristic for women. The men admitted that the group of friends
gradually had broken up because of that friends had deceased. Habits e.g. smoking and

abuse of alcohol among friends acted as a restraining factor for continuing contacts.
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Only some participants noted that leisure activities organized in interest groups and
professional organizations were of particular importance. Then the activities provided
sense of belonging, being together and facilitated participation. Further, participation
allowed them to break free from loneliness and routine and gave a sense of rhythm of
mundane life. Mainly women, noted that their meaningful social activities are connected
with the occasions organized by the church: services, occasions organized by the whole
congregation, charity activities, etc. Interviews showed different ways how participants
became members of religious organizations; this has to do either with religious upbringing
in the family or the influence of the Soviet times, or turning to religion at old age only.

Participants, who were overwhelmed with loneliness and depressive mood, pointed
out that they used to go outside the home every day, often, to visit supermarkets. It was
viewed as an opportunity to be among people, to change the habitual environment. Some
other participants expressed that even to go out they really needed purpose, for example
going shopping, visiting the graveyard, visiting the doctor or some other person. Also
taking care of animals, mostly cats, helped participants to feel necessary, to be occupied.
Pets usually were described as family members and had constant place in the daily life of
person because they decrease feeling of loneliness.Both women and men pointed out that
important for them is taking care of the graves of spouses, relatives and friends, as well as
observing the traditions, for example public commemoration days, commemorations on the
day of the death of relatives, which were observed as a tradition since childhood, but

gained more significance with time.

Factors affecting the performance

Many participants expressed that they wanted to engage in more activities than they
do but that they were limited by their decreasing abilities and by the poor environmental
support. Also the participants acknowledged that they cannot design their life, as they
would like to because of the financially pressing conditions. Some participants of the
interviews stressed that the repertoire and frequency of performing activities has decreased
due to lack of financial resources. For example, the expenses of travel and treat were
mentioned as well as expenses for regular phone conversation limited their possibilities to
meet other people in nowadays. Also the lack of accessibility of the city and inter-city
public transportation for people with functional limitations influenced other activities such
as gardening or taking care of graves. Positively were perceived the possibility for people

older than 80 years in Riga to use public transport without payment which facilitated those
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Important activities as well as visiting others. Activities outside home often had seasonal
character, which was especially stressed by the participants who had mobility restrictions
in winter.

Financial conditions impacted the way how people organised their everyday life, for
example, in order to save money old people visited different shops and carefully followed
the promotional news about discounts. Also habits played role, for example, to shop at
market place where they use to do it instead the newly opened shops.

Participants who experienced the difficulties in performance of activities used
adaptive strategies- change the environment, change the way of performing activity, for
example gardening on balcony or windowsill instead of work in allotment. Different
resources were used to maintain reading- for example visits to the library to borrow the
books, exchange of newspapers between neighbours or relatives, and they served as a

facilitating factor for participation.

7.2. Aspects of housing and healthy ageing in very old age in five European sub-
samples (Study II)

On the descriptive level, participants in Eastern European samples (Latvia and
Hungary) reported lower scores in life satisfaction and higher scores in depression
compared with participants in Western European samples (Sweden, Germany, and the
UK). Moreover, in Latvia (but not in Hungary) the environmental mastery sum score was
low, which is in contrast to all other national samples. Latvian participants also scored
highest in objective independence in ADLs compared with all other participants, and their
perceived independence in daily living was lowest compared with all other participants
(Table 5).

The canonical correlation analysis revealed two significant canonical correlations in
all national samples and a third significant R only in Sweden, the UK, Hungary, and Latvia.
The first canonical correlation in Sweden was R =.74 and accounted for 73% of the overall
covariance between housing and healthy aging variables. In Germany the corresponding
correlation coefficient was R =.75, accounting for 79% of the overall covariance; in the UK
it wasR =.78 (74%); in Hungary, R =.78 (72%); and in Latvia, R =.80 (68%). Loadings and

standardized canonical coefficients are reported in Table 6.
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Table 5. Basic description of healthy aging aspects in the five national samples.

Variable (M, SD) Sweden Germany UK Hungary  Latvia  Diff
N= 346 N= 450 N=350 N=337 N=267

Age (years) 80-89 80-89 80-89 75-84 75-84

ADL independence (0-9)* 76(1.6) 78(14) 80(5 79(15 8215

Perceived functional 85(19) 81(21) 80(L5 80(25 7322

independence (0-10)*

Life satisfaction (0-10)° 85(1.7) 85(1.8) 82(18) 6.6(24) 5520

Environmental mastery (1-5)° 4.0 (0.5) 4.4(0.6) 3.9(0.5) 4.0(0.7) 32(05)

Positive affect (1-5) 32(0.6) 34(0.7 34(06) 34(06) 31(05

Negative affect (1-5)" 2.1(05) 20(0.6) 2.0(0.6) 21(06) 25(05)

Depression (0-15)° 30(23) 32(29) 3.0(26) 55(36) 6440

Notes: ®Higher scores indicate better ADL independence (ADL Staircase) or perceived functional
independence (self-evaluation).

®Higher scores indicate higher satisfaction with life (self-evaluation).

Higher scores indicate higher environmental mastery (Ryff scale).

Higher scores indicate stronger affect in this domain (Positive and Negative Affect Schedule).
®*Higher scores indicate more depressive symptoms (Geriatric Depression Scale).

***p <.001.

The variables with the highest loadings, contributing mostly to the canonical variate
in the housing variable set, are behavioral and physical aspects of the meaning of home, the
magnitude of accessibility problems, external housing-related control beliefs, as well as
activity aspects of usability in the home. Most of these variables correlate above.50 with
the canonical variate in all national samples, except for physical aspects of meaning of
home in Sweden and activity aspects of usability in Hungary. Moreover, the loadings of
physical environmental aspects of usability reach the cutoff value of r >.35 in all samples.
Additionally, loadings in cognitive—emotional and social aspects of meaning of home are
particularly high in the Eastern but not in the Western European samples. In contrast, the
number of environmental barriers and housing satisfaction do not load highly on their
canonical variate and thus are not a part of this relational pattern. In terms of standardized
canonical coefficients, however, we found relatively low scores for physical environmental
aspects of usability as well as physical, cognitive—emotional, and social aspects of the
meaning of home. This indicates some redundancy that is due to correlations of the
variables within the housing set, meaning that these variables would not contribute
substantially to the first canonical correlation, given the other variables in the set,
particularly for the behavioral aspects of meaning and activity aspects of usability, at least
in Sweden, Germany, and Latvia. Therefore, the first canonical variate in the housing
variable set can mainly be characterized by behavioral aspects of the meaning of home, the
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magnitude of accessibility problems, and low housing-related external control beliefs in all
national samples.

In the healthy aging variable set, independence in ADLs and perceived functional
independence in daily activities, as well as subjective well-being in terms of environmental
mastery and depressive symptoms, load most highly and consistently on the first canonical
variate across all national samples. Moreover, positive affect (except for Sweden) and life
satisfaction (except for Latvia) reach loadings above the cutoff value of r >.35, although
standardized coefficients in these variables indicate redundancy given the other variables in
the set. Negative affect, however, is not part of the first relational pattern (except for
Hungary). Thus, focusing again mainly on the loadings, we find that the first canonical
variate in the healthy aging variable set is particularly characterized by observed and
perceived independence in daily activities and well-being in terms of environmental

mastery, as well as low scores of depression.

In sum, the findings from the first canonical correlation indicated a pattern of
association between housing and healthy aging such that healthy aging in terms of
objective and perceived independence in daily activities and subjective well-being in very
old age is closely and consistently related to aspects of objective and perceived housing. In
other words, participants with a low magnitude of accessibility problems, but not those
with low numbers of barriers, who perceive their homes as meaningful on a behavioral
level and partially as useful to perform activities and who consider external influences as
irrelevant to their current housing situation (low external control), are or perceive
themselves to be more independent in daily activities, feel better in terms of environmental
mastery, and suffer less from depressive symptoms. Moreover, this pattern was founded

across the national samples, suggesting cross-national comparability.
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Table 6. Correlations of aspects on housing and healthy aging (first canonical

variates).
Sweden Germany UK Hungary Latvia
N= 346 N= 450 N= 350 N= 337 N= 267

Eigenvalues 1.2 1.3 1.6 1.6 1.8
Canonical correlations (%) 74 (73) .75 (79) .78 (74) 78 (72) .80 (68)
Housing variable set
Environmental barriers —-.03 (.15) —-.08 (-.01) —.09 (.07) —-.21(.21) .02 (.12)
Magnitude of -.73(-48) -.61(-.30) —-.67 (-.32) —.69 (—45) -.69 (-.34)
accessibility problems
Usability in the home
Physical environmental .45 (.05) 42 (.03) .58 (.09) 43 (.06) .36 (.03)
aspects
Activity aspects .64 (.24) .71 (.35) .55 (.08) .27 (.03) .72 (.28)
Meaning of home
Behavioral aspects .81 (.45) .74 (.38) -85 (:45) .82 (.40) .86 (.36)
Physical aspects .17 (-.08) 57(17) -68(19) 63 (.04) 59 (:03)
Cognitive—emotional .34 (.18) .35 (.03) 45 (.10) 61 (.19) 58 (.11)
aspects
Social aspects .30 (-.03) .13 (-.08) .35 (~.09) 46 (-.03) 52 (.01)
Housing-related ext. -53(-21) -58(-20) -.64(-.33) .75 (.34) —.66 (-.26)
control beliefs
Housing satisfaction .05 (.06) .16 (—.03) .15 (-.09) .28 (.02) .08 (.01)
Healthy aging variable set

Independence in daily .83 (.52) .68 (.37) 75 (.34) .68 (.30) .78 (.37)
activities (ADL)

Perceived functional .80 (.41) .76 (.38) .82 (.37) .80 (.23) .87 (.46)
independence

Life satisfaction .36 (.04) 50 (.13) A7 (-.01) .64 (.08) 29 (-.07)

Environmental .59 (.23) .76 (.45) .66 (.20) .84 (.41) .58 (.18)
mastery (Ryff)

Depression (GDS) -55(-12) -53(.01) .76 (—.42) -78(-=24) -70(-.32)

Positive affect .33 (.05) 43 (.10) .39 (.02) 46 (.09) 49 (.04)
(PANAS)

Negative affect -22 (-.06) —-32(.01) —.28 (.06) -39 (.01) —.26 (.04)
(PANAS)

Notes: Subsamples are reduced as a result of listwise deletion in canonical correlation procedures.

Standardized canonical coefficients are shown in parentheses; correlations >.35 are boldfaced.

**xp <. 001.
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The second canonical correlations also revealed significant patterns of relationships
for all national samples; however, the degrees of overall explained variance were
considerably low (£19%). The canonical correlation for the second pair of linear
composites in Sweden was R =.42 and accounted just for 13% of the overall covariance
between housing and healthy aging. In Germany, R =.41 (13%); in the UK, R =.52 (16%);
in Hungary, R =50 (15%); and in Latvia, R =.58 (19%). Loadings and standardized

canonical coefficients are reported in detail (Table 7).

Emphasizing only the most consistent findings and highest loadings, the second
canonical correlations revealed patterns in which physical, cognitive—emotional, and social
meanings of home in all national samples are highly (loadings <.35) related to
environmental mastery in all samples. Further, these meaning aspects are linked to high
amounts of behavioral independence (ADL) in all national samples, except for Sweden, as
well as to low levels of depression and high scores of life satisfaction, except for Germany.
In addition, negative affect appeared with substantial negative loadings in Germany, the
UK, and Latvia, and positive affect showed high positive loadings in the Swedish and the

UK samples.

In sum, the findings from the second canonical variate indicated a pattern of
association between housing and healthy aging such that nonbehavioral aspects of meaning
of home are related to healthy aging in terms of independence in daily activities (except for
Sweden) and subjective well-being in terms of environmental mastery, and for some
national samples also with depression and affect. In other words, participants who
perceived their homes as meaningful as a result of physical, social, or cognitive—emotional
aspects tend to be more independent in daily activities, feel better in terms of
environmental mastery, and—in some national samples—in terms of positive affect; they

also suffered less from depressive symptoms and negative affect.
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Table 7. Correlations of aspects on housing and healthy aging (second canonical

variates).
Sweden Germany UK Hungary Latvia
N= 346 N= 450 N= 350 N= 337 N= 267

Eigenvalues 0.2 0.2 0.4 0.3 0.8
Canonical  correlations 42 (13) 41 (13) .52 (16) .50 (15) .58 (19)
(%)
Housing variable set
Environmental barriers -14 (-12) —.28 (-.18) 12 (.15) .24 (.20) 12 (.04)
Magnitude of 15 (.13) 18 (.27) 37 (.44) ~23(-43)  -25(37)
accessibility problems
Usability in the home
Physical environmental .06 (-.15) .02 (-.14) 15 (.15) .18 (.48) A7 (17)
aspects
Activity aspects ~12(-13)  -06(-24)  -03(-09) 01(-11)  -24(-54)
Meaning of home
Behavioral aspects ~07(-39)  -03(-22)  —.08(-68) 03 (.42) 07 (~.29)
Physical aspects .54 (.31) 41 (.34) 51 (.67) -.54 (-42) A7 (.32)
Cognitive—emotional .61 (.48) .36 (.18) 57 (.44) -.56 (-.37) .54 (.45)
aspects
Social aspects .52 (.34) .50 (.40) .50 (.15) —.65 (-.48) .65 (.54)
Housing-related ext. —-.35(-32) -20 (-.21) -21(-21) .21 (.05) -.16 (-.15)
control beliefs
Housing satisfaction 47 (.39) .66 (.65) 25 (.11) —01 (.12) .20 (.02)
Healthy aging variable set

Independence in daily —.27 (.40) —.54 (-.59) —.48 (-.59) 67 (.74) —.46 (-.55)
activities (ADL)

Perceived functional ——.23(-48)  —29(-38)  —.24(-.32) 25 (.32) ~19 (-.28)
independence

Life satisfaction .36 (.03) .13 (-.04) .36 (.11) —-.36 (-.15) 49 (.14)

Environmental 51 (.53) .60 (.78) 52 (.46) -37(-43)  .63(42)
mastery (Ryff)

Depression (GDS) —61(-60)  —.16(.04) —40 (-17) 41 (.48) —59 (—.40)

Positive affect 51 (.31) 17 (.20) AT (.37) -.05 (.03) 33 (.14)
(PANAS)

Negative affect —-.15 (.16) —.45 (-.18) —.47 (-.25) —-13 (-.16) —47 (-.18)
(PANAS)

Notes: Subsamples are reduced as a result of listwise deletion in canonical correlation procedures.

Standardized canonical coefficients are shown in parentheses; correlations >.35 are boldfaced.

**xp <. 001.
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As one can see in Table 8, the first canonical correlations were highly congruent
across the five national samples; that is, this first relational pattern appeared rather general
and not sample specific, indicating a dominant common pattern of relationships between
aspects of housing and healthy aging. In contrast, the second relational pattern came with
lower congruence scores across the national samples and hence comprised more specific

aspects of relationships between housing and healthy aging.

Table 8. Pairwise comparisons of loading patterns for the five national samples.

Congruence Scores of  Sweden Germany UK Hungary Latvia
Canonical Correlation

Loadings

Sweden — 0.85 0.91 -0.78 0.91
Germany 0.96 — 0.88 -0.80 0.85
UK 0.97 0.98 — -0.86 0.97
Hungary 0.91 0.95 0.97 — —0.85
Latvia 0.97 0.97 0.98 0.95 —

Notes: Tucker's coefficients of congruence are used. Congruence scores of the first canonical correlation
loadings between each research site are listed in the lower left part of the table (i.e. below the diagonal of
empty cells); congruences of the second canonical loadings are shown in the upper right part. Because of
inverse loading patterns (see Tables 3 and 4), negative scores occur in some national samples.

7.3. Relation of housing aspects to perceived health among ADL Independent and
ADL Dependent groups of very old people in the Germany, Sweden and Latvia
(Study 3)

Comparisons between the three countries within each ADL group as well as
between ADL groups within each country showed statistically significant differences for
all aspects of housing except accessibility problems in the ADL independent group (Tables
9 and 10). Even if the number of environmental barriers in housing in Latvia was lower, in
the ADL dependent group there were higher scores of accessibility problems than in
Germany and Sweden. Further in Latvia, participants had smaller number of rooms and
revealed lower housing satisfaction in both ADL groups. Also, the different aspects of
usability and meaning of home had lower scores in Latvia and higher scores of external
housing related control beliefs in both ADL groups. Concerning number of environmental
barriers, housing standard (number of rooms) and housing satisfaction, there were no
significant differences between the two ADL groups in any of the countries. There were
differences between ADL groups concerning usability and meaning of home aspects.
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Overall, ADL dependent groups had higher scores of external housing related control
beliefs.

Studying relationship between perceived health and different aspects of housing in
the ADL groups, variant patterns were displayed (Table 11). Accessibility problems were
stronger related to perceived health in all three countries, in both ADL groups. Especially
in the ADL dependent group in Sweden, perceived health was influenced by perceived
housing aspects. Similar but slightly weaker relations were found in the ADL independent
groups in Sweden and Latvia.

Turning to the multivariate regression analyses (Table 12), the results showed that
for persons with different levels of ADL dependence in the three national samples,
different aspects of housing were related to perceived health. Objective aspects of housing
influenced perceived health among the ADL independent participants in all three national
samples, in particular accessibility problems. When it came to perceived aspects of housing
(i.e. various aspects of usability and meaning of home) the result pattern was more varied.
Among participants dependent in ADL, objective as well as perceived aspects of housing
were influential on perceived health, while there were differences among the national

samples. None of the considered confounders influenced the results.
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Table 9. Background characteristics, functional limitations/dependence on mobility
devices and perceived health (the outcome variable), per country and for ADL

groups
ADL independent group ADL dependent group pb
German Latvia Sweden p* German Latvia Swede p* Ger Sw
y y n Lat e
n =149 n =202 n=151 n =270 n=90 n =236
Sex Male 18.8 12.9 15.9 n.s. 24.1 7.8 31.4 0.000 ns. ns. 0001
(%) Female 81.2 87.1 84.1 75.9 92.2 68.6
84.4 78.9 83.7 0.000 86,3 80.7 86.2 0000 0001 0.000 0.000
Age Mean )
(years) (SD) (3.2) (2.5) (3.0) (3.0) (2.3) (2.9)
Monthly income
(Euro)
Median 1375 100 900 0.000 1500 100 900 0000 ns. ns.  ns
(Q1-Q3)  (1000-1825)  (100- 100) (800-1025) (1000-2000)  (100-100)  (800- 1170)
No. of functional
limitations
Median 2 2 2 0.015 4 45 3 0.000 0.000 0.000 0.000
(Q1-Q3) (1-4) (2-4) (1-4) (2-6) (3-6.25) (2-5)
Dependence on
mobility devices
(%)
Yes 154 9.4 22.5 43.7 61.1 55.9
No 84.6 90.6 77.5 56.3 38.9 441
In general would
you say your
health is (%)
Poor 2.0 20.3 2.0 10.4 54.4 4.7
Fair 47.7 61.9 185 54.1 41.1 28.4
Good 396 15.8 311 0.000 26.7 3.3 32.6 0000 0.00 0.000 0.000
Very 8.7 1.0 29.1 78 24.2
good
Excellent 20 05 19.2 0.7 10.2

p* — differences between countries
pb — differences between ADL groups
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Table 10. Objective and perceived aspects of housing per country and for ADL groups

: b
ADL independent group ADL dependent group P
Germany Latvia Sweden p* Germany Latvia Sweden p* Ger Lat  Swe
n=149 n =202 n=151 n =270 n=90 n =236
No. of envi tal barriers® Median 66 55 67 0.000 66 54 63 0.000 n.s. n.s. n.s.
0- ot environmentat barriers (Q1-Q3) (61-72) (50-62) (57-74) (60- 73) (47-62) (56- 73)
Accessibility Median 77 80 68 n.s. 163 212 173 0.004 0.000 0.000 0.000
Problems” (Q1-Q3) (28-136) (45-150) (13-165) (63-277) (127- 297) (75- 263)
Housing standard, Median 3 1 3 0.000 3 1 3 0.000 n.s n.s n.s
no of rooms (Q1-Q3) (2-3) (1-2) (2-3) (2-3) (1-2) (2-4)
UIMH, Median 20 16 19 0.000 18 11 18 0.000 0.000 0.000 0.001
Activity aspects (Q1-Q3) (18-20) (14-18) (18-20) (15- 20) (7- 15) (15- 20)
UIMH, Median 29 19.2 29 0.000 27 15 28 0.000 0.000 0.000 0.017
Environmental aspects (Q1-Q3) (25-30) (16 -22.8) (27-30) (24- 29) (12- 21) (25- 30)
Housing satisfaction® Median 5 4 5 0.000 5 4 5 0.000 n.s n.s n.s
g (Q1-Q3) (4-5) (2-4) (5-5) (4-5) (3-5) (5-5)
MOH®, Median 9.57 6.93 9.14 0.000 8.85 6.14 9.07 0.000 0.000 0.000 n.s
Physical aspects (Q1-Q3) (857-10.00)  (6.00-7.77)  (8.43-10.00) (8.42-9.71) (5.33- 7.16) (8.42- 10.00)
MOH, Median 9.83 7.83 9.67 0.000 8.83 5.83 8.33 0.000 0.000 0.000 0.000
Activity aspects (Q1-Q3)  (8.83-10.00)  (7.00-8.33)  (8.67-10.00) (7.66- 9.83) (4.71- 7.00) (7.00- 9.50)
MOH, Cognitive/ Median 9.00 7.80 8.80 0.000 8.80 7.30 8.50 0.000 n.s 0.001 0.002
emotional aspects (Q1-Q3) (8.30-9.50) (7.10-8.50) (8.20-9.15) (8.10- 9.30) (6.41- 7.90) (7.70- 9.00)
MOH, Median 8.00 7.00 9.00 0.000 8.00 6.25 8.80 0.000 n.s 0.002 n.s
Social aspects (Q1-Q3) (7.00-8.80) (6.00-8.20)  (8.00-10.00) (7.00- 9.00) (5.05- 7.71) (7.60- 10.00)
Housing related control beliefs, Median 2.56 3.00 2.75 0.000 293 331 2.87 0.000 0.000 0.000 0.000
External control (Q1-Q3) (2.13-3.06) (2.73-3.25) (2.38-3.00) (2.43- 3.37) (3.06- 3.56) (2.56- 3.25)

Ger, Lat, Swe- Germany, Latvia, Sweden
p* — differences between countries
p° — differences between ADL groups

 Higher scores indicate higher amount of environmental

barriers

® Higher scores indicate higher accessibility problems

“Higher scores indicate greater subjective housing usability (Usability of My Home questionnaire)
9 Higher scores indicate higher satisfaction (Housing Options for Older People questionnaire)

®Higher scores indicate higher agreement in satisfaction (Meaning of Home questionnaire)
fHigher scores indicate stronger beliefs in this domain (Housing — Related Control Beliefs questionnaire)
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Table 11. Univariate analyses of perceived health, per country and for ADL groups

ADL independent group ADL dependent group
Germany Latvia Sweden Germany Latvia Sweden
n =149 n =202 n=151 n =270 n=90 n =236

No. of Estimate 0.031 0.030 -0.027 0.003 0.026 -0.037

environmental (95% CI)  (-0.005;0.067)  (0.003;0.057)  (-0.055;0.000)  (-0.020;0.027  (-059;0014)  (-0.058 ;-0.017)
barriers P-value 0.089 0.030 0.048 0.785 0.223 0.000
o Estimate -0.008 -0.007 -0.008 -0.004 -0.005 -0.005

Accessibility (95% CI)  (-0.013;-0.004) (-0.010;-0.004)  (-0.011;-0.005)  (-0.005;-0.002) (-0.008 ;-0.001)  (-0.007 ; -0.003)
Problems P-value 0.000 0.000 0.000 0.000 0.017 0.000
Housing Estimate 0.235 0592 0.184 0.033 -0.512 0.108

standard, no of (95% CI)  (-0.060;0.531)  (0.097;1.087)  (-0.051;0419)  (-0.139;0204) (-1273;0.248)  (-0.072;0.288)
rooms P-value 0.118 0.019 0.125 0.708 0.187 0.241
Estimate -0.056 0.077 0.210 0.031 0.098 0.121

UIMH, (95% CI) ~ (-0.203;0.090)  (-0.009;0.163)  (0.068;0352)  (-0.030;0.094)  (0.006;0.190)  (0.051;0.191)
Activity aspects P-value 0.453 0.078 0.004 0318 0.036 0.001
UIMH, Estimate -0.036 0.110 0.147 0112 0.049 0.143

Environmental (95% CI)  (-0.129;0.058)  (0.047-0173)  (0.044;0249)  (0.052;0171) (-0.026;0.126)  (0.078;0.208)
aspects P-value 0.457 0.001 0.005 0.000 0.202 0.000
_ Estimate -0.165 -0.029 0.848 0.067 -0.322 0.489

Housing (95% CI)  (-0.524;0.193) (-0233;0.176)  (0.351;1346)  (-0.280;0.414) (-0.646;-0.002)  (0.109;0.868)
satisfaction P-value 0.366 0.785 0.001 0.705 0.052 0.12
Estimate 0.148 0211 0.530 0.213 0.071 0377

MOH, (95% Cl) ~ (-0.160;0.455) (-0.006;0428)  (0.227-0.833)  (-0.011;0438) (-0.212;0355)  (0.165; 0.588)
Physical aspects P-value 0.347 0.057 0.001 0.063 0.622 0.000
Estimate 0.079 0.339 0.240 0.248 0.268 0.093

MOH, (95% Cl)  (0.284;0.441) (0.122;0.55)  (-0.078;0558)  (0.076;0420)  (0.001;0.535)  (-0.036;0.224)
Activity aspects P-value 0.671 0.002 0.139 0.005 0.049 0.159
MOH, Estimate 0.039 0.360 0.411 0.045 0.358 0.204

Cognitive/emotio  (95% CI)  (0.317;0.395)  (0.110;0610)  (0.031;0791)  (:0.225;0.315)  (0.014;0702)  (-0.008;0.415)
nal aspects P-value 0.828 0.005 0.34 0.742 0.041 0.060
Estimate -0.107 0.273 0.210 -0.036 0.179 0.187

MOH, (95% CI)  (-0.295;0081) (0.102;0.445)  (-0.031;0451)  (-0.189;0117) (-0.062;0.420)  (0.031;0.342)
Social aspects P-value 0.265 0.002 0.087 0.644 0.145 0.018
Housing related Estimate -0.532 -0.526 -0580 -0.549 -0.303 -1.186

control beliefs, (95% CI)  (-1.042;-0.023) (-1.283;0.231)  (-11228;0.068) (-0.942;-0.156) (-1.279;0.674)  (-1.703 ; -0.670)
External control P-value 0.040 0173 0.080 0.006 0.543 0.000

Note: In bold represented variables where P-values below 0.05 were considered statistically significant.

56



Table 12. Results of regression analyses per country and for ADL groups, with
perceived health as the outcome variable

ADL independent group ADL dependent group
Germany Latvia Sweden  Germany Latvia Sweden
n=149 n=202 n=151 n=270 n=90 n=236
No. of Estimate 0.047 0.056 -0.001 0.003 -0.007 -0.028
environmental ~ (95% CI)  (0.009;0.086) ~ (0.025;0.088)  (-0.031;0.029) (-0.021;0.029)  (-0.021;0.029)  (-0.051; -0.005)
barriers P-value 0.017 0.001 0.963 0.768 0.803 0.014
. Estimate -0.010 -0.009 -0.008 -0.003 -0.003 -0.004
Accessibility : . ) . ) g ) .
(95% CI) ~ (-0.014;-0.005) (-0.013;-0.005) (-0.011;-0.005) (-0.005;-0.001) (-0.060;0.047) (-0.006 ;-0.001)
problems P-value 0.000 0.000 0.000 0.004 0.247 0.001
UIMH, Estimate -0.010 0.107 -0.047 0.108 0.024 0.005
Environmental ~ (95% Cl)  (-0.132;0112)  (0.035;0.178)  (-0.170;0.075)  (0.032;0.0183) (-0.073;0.123) (-0.073;0.083)
aspects P-value 0.872 0.003 0.450 0.005 0.625 0.898
. Estimate -0-234 -0..050 0.911
Housing (95% Cl)  (-0.687;0219) (-0.284;0.183)  (0.364 ; 1.458)
satisfaction P-value 0.311 0.672 0.001
MOH, Estimate 0.279 -0.057 0.412 0.090 -0.045 0.300
Physical (95% CI) ~ (-0.071;0629) (-0328;0214)  (0.091-0.733)  (-0.170;0.351)  (-0.455;0364)  (0.061 ; 0.539)
aspects P-value 0.119 0.678 0.012 0.497 0.828 0.014
MOH, Estimate -0.189 0.550 0.170
Cognitive/lemoti  (95% CI) (-0.498;0.120)  (0.105;0.996)  (-0.061; 0.402)
onal aspects P-value 0.231 0.015 0.151
Estimate -0.229 0.148
MOH, o (-0.443; -0.015)  (-0.055;0.351)  0.144 (-0.112;
Social aspects (95% C1) 0.400)
P-value 0.036 0.153 0.271
Housing related  Estimate -0.380 0.742 -0.753
control believs,  (95% CI) (-0.796;0.035) ~ (-0.500;1.984)  (-1.312; -0.194)
external control ~ P-value 0.073 0.242 0.008
Pseudo R- Cox and 0.183 0.206 0.288 0.126 0.124 0.228
Square Snell
Nagelkerke 0.207 0.240 0.305 0.140 0.157 0.241
McEadden 0.093 0.118 0.118 0.058 0.085 0.089

Note: In bold represented variables where P-values below 0.05 were considered statistically significant.
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8. Discussion

To the best of my knowledge, the findings of this thesis represent quite novel
knowledge on home and health among very old Europeans, viewed from a Latvian
perspective. Overall, applying quantitative as well as qualitative methodology, the three
papers building up the thesis give valuable information on different aspects of home and
health in very old age. The qualitative paper illustrates in depth what old single-living people
in urban Latvia are doing at home and what meaning the activities, they perform, have to
them. The cross-national findings demonstrate relationships between aspects of housing and
health and show that, despite obvious differences between the countries in terms of socio-
economic standard, societal support systems, culture, etc., the relationships are surprisingly
similar across countries. The sub-group differences demonstrated pinpoint the need for more
differentiated considerations based on differences in ADL capacity, including issues of
housing provision meeting the needs of different groups of older people.

The importance of supporting older people’s activity performance is well documented
in the research literature [92-94], while Study 1 of this thesis is the first study ever from a
Latvian perspective. Most important, applying well-known qualitative methodology [73, 74],
these findings give voice to very old, Latvian people themselves. Different activities seem to
help very old people to organize and structure the flow of their time. Further, activity
performance not only supports daily life but also support maintenance of valued social roles,
feeling of health and well-being. These findings confirm the Activity theory statement that
there is positive relationship between activity performance and life satisfaction [36]. The
ageing process and functional decline impact on the patterns of how very old people construct
their everyday life. A unigque possibility given by the ENABLE-AGE Project context was to
compare qualitative findings across countries. Results from the Swedish ENABLE-AGE In-
depth Study are similar to the Latvian results presented in Study 1, showing that having a
sense of being independent as regards all forms of activity, such as household chores, means a
lot for very old people’s self-confidence. Further, such chores seem to have a confirmatory
effect, followed by experiences of pride and satisfaction linked to home. With great similarity
between countries as diverse as Sweden and Latvia, very old people continuously struggle for
independence by performing activities in the way they had always been performed [95].

Everyday household chores seem to provide old people with a sense of control over
their environment, and often highlight the centrality of the home in their lives [96]. Daily

activities performed by old people at home in Latvia were most common and it relate with
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findings in studies from other countries because the home environment is the person’s major
living space in old age, in terms of the increased time people spend at home, as well as in
terms of the number of activities that takes place inside the home [97].

Activities providing interaction with other people in a familiar context and providing
feelings of belonging, to be part of the world, are important to old people. Also the fact that
many very old people put a lot of value in doing things for others as well as doing productive
things confirms that productivity is important for older people and that it is important that the
product is valued by others [98]. Other research shows that feelings of still being able to
contribute with knowledge and skills, and a sense of being worth something seem to
strengthen personal identity, and added to the feeling of still being a valued part of the society
[99]. The findings also indicate that factors such as financial limitations, health status,
functional limitations, and environmental barriers can affect very old people’s activity and
participation negatively.

Turning to the investigation of relationships between aspects of housing and healthy
ageing in very old age, we found that a more accessible and usable home, a strong attachment
to the home environment and less external control beliefs are linked to higher functional
autonomy and better well-being in terms of more environmental mastery and lower
depression scores. The data gave empirical evidence that both objective and perceived
housing aspects are related to indicators of healthy ageing. However, not the number of
barriers in the home environment, but the magnitude of P-E fit (accessibility) prove being
influential on healthy ageing. In addition, particularly behavioural aspects of the meaning of
home are closely linked with selected domains of healthy ageing. In contrast however,
housing satisfaction, life satisfaction and global positive and negative affect indicators did not
play a major role in the pattern of relationships of housing and healthy ageing. In addition, it
was shown that, in accordance with the assumptions in the literature, functional health
outcomes such as autonomy in day-to-day living is triggered by objective housing
accessibility, i.e. P-E fit. Thus, this thesis contributes to the empirical knowledge base
demonstrating that outcomes of healthy ageing in very old age are substantially linked to
variation in environmental contexts [51, 53, 100- 101]. Moreover, as far as meaningful
aspects of housing are concerned, it was shown that, in accordance with the assumptions in
the literature, loss in cognitive or emotional aspects of well-being such as depression is at
least partially linked to subjective home-related processes, such as meaning of home, usability

in the home and housing-related control beliefs. Thus, processes of perceived housing are
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important facets of the p-e system in later life, adding to a wider understanding of housing and
healthy ageing [56, 59, 102, 103].

From a broader perspective on healthy ageing, independence in daily life and well-
being indicating a “good life, is linked to both objective and perceived housing. That is, the
results indicate that it is not sufficient to consider only objective or subjective aspects of
housing. Instead it seems to be appropriate to always address both domains, even if only
behavioural, cognitive or emotional aspects are of interest, as they are independently related
to such aspects of functional independence and psychological well-being. Especially this
aspects need to be considered in relation to optimisation of housing counselling and
adaptation for future cohorts of older adults.

Turning to the results of Study 3, different aspects of housing seem to be influential on
perceived health depending on whether the very old person is independent or dependent in
ADL. Although not consistent, there is a tendency that objective aspects of housing are more
influential on perceived health among ADL independent very old people than among those
dependent on help from others. That is, these results indicate that accessibility problems
might be of different importance to persons with different ADL capacity, on a general level
supporting Lawton and Nahemow’s docility hypothesis [49].

The ENABLE-AGE project provided empirical support for at least partially cross-
national comparability of the relationship of housing and healthy ageing in different European
sites, indicating the global importance of housing for healthy ageing. Discussions in previous
literature [104] support the value and importance of cross-national research for establishing
the generalisability of findings and the validity of interpretations derived from single national
studies. Within this thesis only data from first wave of the ENABLE-AGE Project were used,
while longitudinal analyses are needed to show whether relations between objective and
subjective housing, or between housing and healthy ageing, will remain stable or change over

time.
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9. Methodological considerations

Since this thesis is based on data from a large European inter-disciplinary project, it is
necessary to discuss advantages and disadvantages of this experience. A number of challenges
of this complex, inter-disciplinary, cross-national research project have been described earlier
[105].

From a Latvian perspective it was a great opportunity to have the resources needed to
be able to target very old people in their home settings, and allowed us to collect unique
information on different aspects of ageing, health, and housing. In particular, this was
challenging for the occupational therapists involved in the national project team, representing
a young profession in Latvia. Overall, it was important but challenging to keep up with the
competence standards of occupational therapy and geriatrics, and required professional skills
for interviewing and observing very old people outside the clinical setting. Taking an active
role in a cross-national research consortium was also challenging but inspiring.

To date, the data collected have not been utilized to the full potential. Thus, during
years to come they can serve as base for further exploration of aspects of home and health in
Latvia [106]. Moreover, they continue to deepen the co-operation with the former ENABLE-
AGE partners on research questions in the European context. As cross-national research on
very old people living in the community still is in its infancy, the findings have potential to
nurture the evolution of cross-national research in Europe. In particular in Eastern Europe,
research involving detailed data collection with very old people in private homes is virtually
non-existing, and thus even the descriptive level of the results presented are quite unique.

The sampling procedure of ENABLE-AGE was oriented to very old participants
living alone in their own homes, due to the increased risk of declining participation and
independence as well as social isolation [105]. It should be kept in mind that the ENABLE-
AGE Project had an explicitly explorative approach and the samples were not nationally
representative. Thus, the results presented are indicative and point out directions for further
research.

As reported earlier in this thesis, substantial efforts were invested in finding alternative
strategies for recruiting a valid sample. The sampling was difficult since data collection
during home visits represented a new phenomenon in Latvia. That is, often people were the
suspicious, they considered offers to participate in research with anxiety, and were mostly
negatively disposed. Comparatively poor living conditions that are quite common to very old

people in Latvia as well as cases of violence and criminal offences strengthened the negative

61



attitudes towards participation in the project. It is important to have in mind that the frailest
group of old people living at home was very difficult to reach for this study [107, 108]. In
order to compensate for such weaknesses, alternative sampling strategies could have been
applied, e.g. by means of using different health care agencies in order to reach this segment of
the very old population.

Continuing the discussion as concerns sampling, in Study 3, based on data from
Germany, Latvia and Sweden, the sample sizes differed between the ADL groups. In
particular, the ADL dependent group in Latvia was smaller, with only few men. The reasons
for this were mainly the shorter life expectancy among men in the country, and the fact that in
Latvia those living until higher ages seldom live alone [15]. Another issue worth discussing is
that it would have been of interest to study three ADL dependence levels as often done in
ageing research [5, 109], but the small sub-group samples in all national samples did not
really allow for valid analyses using such an approach.

The fact that all ENABLE-AGE Project participants lived in urban districts deserves
attention. In Latvia, the participants lived in Riga and Jurmala. Thus, the results describe the
situation of older people living in different urban regions of Europe, while the situation of
those living in rural areas remains unknown. Probably, the social situation in the countryside
is more disadvantaged, including limited access to and quality of health care services,
impacting on mortality rates and for this group of the population [110]. Studies on rural
elderly, including comprehensive data collection such as in the ENABLE-AGE Project, does
not exist in Latvia and is very scarce also on an international level. Further studies are needed
to reveal if comparable patterns of relations among aspects of home and health exist in other
groups of elders or in other research districts.

The opportunity to work in a cross-national and inter-disciplinary context allows to
afforce quantitative and develop qualitative methods in rehabilitation research, particularly in
occupational therapy, in Latvia. Qualitative research methods do not have strong traditions in
health care research in Latvia, and the lack of multi-disciplinarity in the national research
team and of experience in qualitative research could have had an impact on the data analysis
process. Therefore, extra support from the scientifically more experienced ENABLE-AGE
partners was provided along the project period, in order to facilitate and ensure quality of the
data gathering and analysing process. Another issue likely to improve the trustworthiness and
validity of the qualitative findings and the overall quality of the interviews was the fact that
all participants had taken part in the ENABLE-AGE Survey Study. The participants were

familiar with the interview procedure, contributing to a sense of feeling comfortable, and
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confident in talking to the visiting researcher. Furthermore, interviewing very old people
could be complex, and diversities and differences in age and sex between the interviewer and
the interviewee most probably have significant implications. In this respect, the fact that the
interviewer team consisted solely of five young female interviewers, all occupational

therapists, is a limitation or source of bias worth keeping in mind.
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10. Implications for practice

One important outcome of the ENABLE-AGE Project is that a lot of new assessments,
not available in any Eastern European country before, were translated into Latvian and
Russian. During the project period, these instruments were empirically tested and optimized
and are now available for use in everyday practice contexts. Most important, specialists
working with older people, in rehabilitation settings as well as in home settings can make use
of the new instrument arsenal. For example, the results demonstrate that the Housing Enabler
is a useful tool to capture essential objective aspects of housing. Since it comprises a personal
as well as an environmental component generating data that can be utilized separately for
descriptive purposes as well as to generate a valid score on accessibility problems, it is
powerful in studies targeting such aspects. In line with the results from other studies [63, 109]
there is good reason to emphasize the validity and usefulness of the “home assessment
package” used in this project, including evaluation of objective as well as perceived aspects of
housing. This instrumentation has potential to strengthen research and practice efforts
targeting housing adaptations and housing provision for senior citizens across Europe, not the
least in countries in transition.

Besides their value for future research, the results of this study are useful for health
care practitioners working with old people in home settings. In particular, the results serve to
alert rehabilitation staff to the fact that different levels of functional independence require
different environmental interventions, e.g. when it comes to housing adaptation or
recommendations for relocation. That is, objective aspects of housing should be assessed and
adaptations effectuated in early stages of functional decline, when ADL independence still
remains. This seems to hold for different national contexts in Europe. In that way, using the
Housing Enabler assessment results to come up with individually tailored intervention plans,
housing adaptation can serve as a preventive measure with potential to maintain ADL
independence in old and very old age. In current practice, this kind of intervention is most
often used as a compensatory solution in cases when ADL independence already is declined
or turned into dependence. Concerning perceived aspects of housing, the results are somewhat
mixed, while indicating, in line with a previous ENABLE-AGE study [63], that such factors
influence perceived health in complex patterns. In particular, it should be highlighted that
more ADL dependent older persons might need other kinds of interventions than only
removal of physical environmental barriers. This kind of knowledge is new and draws the

attention to the fact that intervention in the homes of old and very old people are not only a
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technical matter of housing design and removal of physical barriers and risk factors. Based on
assessments targeting perceived aspects as well, more efficient and targeted interventions
remain to be developed, and our results can serve as a base for such developments. In order to
do so, more research of this kind is needed. That is, future research is still necessary to nurture
the development of evidence-based, practical interventions, but the results of this thesis
emphasize that perceived aspects of housing should not be neglected in community-based
health care.

Another implication of findings links to considerations about when is time for an older
person to relocate. The relationship between housing accessibility and ADL dependence has
already been demonstrated [111], while the current study adds to this knowledge base in that
it indicates that in certain phases of the process of functional decline, it might be more
beneficial for the older person to relocate than to undertake substantial housing adaptations in
his/her current home. Turning to the health promotive perspective, building more accessible

housing for senior citizens could really be an important preventive strategy.
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11. Conclusions

Very old people in Latvia maintain their well-being through the subjective choice and
integration of different activities into their everyday life and this match the kind of
universal pattern within the ageing process.

It is necessary to consider everyday activity performance (functional health) in the
decision process aiming to provide the appropriate services to very old people. The
evaluation of needs should include not only assessment of P-ADL but also of a wider
range of I-ADL, emphasizing different aspects of activity and participation.

Aspects of housing are particularly linked to objective and perceived independence in
daily life. The accessibility at home is linked to behavioral autonomy, and it is not only
behavioral autonomy that is linked to various aspects of housing, but also aspects of
well-being.

Accessibility problems influence perceived health among very old people, while more
pronounced among those independent in ADL (earlier stage of age-related functional
decline) and this finding shows cross-national similarity among three countries
(Germany, Sweden, Latvia).

The pattern of relations between perceived aspects of housing and perceived health in
very old age is more varied and displays diversity among three national samples
(Germany, Sweden, Latvia).

Usually in practice the attention is paid to objective aspects of housing, but a more
holistic approach that takes perceived aspects of housing into account should be
applied.

Housing solutions for senior citizens should include a multidisciplinary approach to
assessment and care planning. Home modifications and relocation should be negotiated
with older persons themselves to take into account their personal needs and preferences.

That is, the principles of client-centered practice shuold be applied.

66



12. References:
1. International Classification of Functioning, Disability and Health, WHO, 2001.

2. Clark F. Address for WFOT Core Theme: Actions for Activity and Occupation. Paper
presented at the 13™ Congress of the World Federation of Occupational Therapists,
Stockholm, Sweden.

3. Canadian Association of Occupational Therapists, CAOT. (1997). Enabling Occupation:
An Occupational Therapy Perspective. Ottawa, Canada: CAOT.

4. Kielhofner G. Conceptual foundations of occupational therapy . Philadelphia, PA: F. A.
Davis, 1997.

5. Sonn U., Hulter-Asberg K. Assessment of activities of daily living in the elderly. A study
of a population of 76-year-olds in Gothenburg, Sweden// Scandinavian Journal of
Rehabilitation Medicine, 1991; 23: 193-202.

6. Sixsmith J. The meaning of home: The explorative study of environmental experience//
Journal of Environmental Psychology, 1986; 6: 281- 298.

7. Veenhoven R. The four qualities of Life. Ordering concept and measures of the good life//
Journal of Happiness Studies, 2000; 1: 1-39.

8. Anderson K.L., Burkhardt C.S. Conceptualization of and measurement of quality of life as
an outcome variable for health care intervention and research// Journal of Advanced Nursing,
1999; 29: 298-306.

9. Gandjour A. Is subjective well-being a useful parameter for allocating resources among
public interventions?//Health Care Analysis, 2001; 9: 437-447.

10. Swenson J.R., Clinch J.J. Assessment of quality of life in clients with cardiac disease: the
role of psychosomatic medicine// Journal of psychosomatic research, 2000; 48: 405-415.

11. Westerhof G.J., Dittman-Kohli F., Thiessen T. Beyond life satisfaction: Lay conceptions
of well-being among middle-aged and elderly adults// Social Indicators Research, 2001; 56:
179-203.

12. Ekonomikas politikas komiteja un Eiropas Komisija (ECFIN GD). Noveco$anas ietekme
uz valsts finans€jumu: prognozes par ES-25 dalibvalstu pensiju, veselibas apriipes, ilgstosas
aprapes, izglitibas un bezdarbnieku parskaitijumiem (2004.-2050. gads). Eiropas Ekonomikas
pasais zinojums Nr. 1/2006.

13. Sabiedribas veselibas stratégija, 2001.

14. Latvijas nacionalais attistibas plans. LR Regionalas attistibas un pasvaldibu lietu
ministrija, Riga, 2006.

15. Zvidrin§ P. Miuza otra puse Latvija. -Riga: Latvijas Universitates Demografijas
centrs,1998- p. 68.

67



16. Europe in figures. Eurostat yearbook, 2006- 07.

17. Zvidrins P. Latvijas iedzivotaju skaita un vecuma sastdva prognozes// Demografiska
attisttba Latvija 21.gadsimta sakuma: Zinatniski pétnieciskie raksti 3 (9). -Riga: Zinatne,
2006.- pp. 164-187.

18. LR LM Socialais zinojums par 2004.-2005. gadu, Labklajibas ministrija, Riga, 2006.

19. Centrala statistikas parvalde, Latvijas 2000.gada tautas skaitiSanas rezultati, Riga, 2002.

20. Statistisko datu krajums. Demografija 2006. Latvijas Republikas Centrala statistikas
parvalde, 2006.

21. Vitolin$ E. Demografiskas attistibas tendences Latvijas regionos// Demografiska attistiba
Latvija 21.gadsimta sakuma: Zinatniski pé&tnieciskie raksti 3 (9).- Riga: Zinatne, 2006.- pp.
147- 163.

22. www.csh.lv/csp/events (Retrieved 16.04.2008.)

23. Kriimins J. ledzivotaju veseliba, mirstiba un miiza ilgums Latvija. Demografiska attistiba Latvija
21.gadsimta sakuma. Zinatniski p&tnieciskie raksti 3 (9).- Riga: Zinatne, 2006.- pp. 9- 31.

24. www.who.int/eprise/main/WHO/Progs/chhlva/life/20050131 3 (Retrieved 16.04.2008.)

25. Dzives kvalitate Latvija, Stratégiskas analizes komisija, Riga: Zinatne, 2007.- p. 430.

26. Latvijas iedzivotaju dzives kvalitates indekss. Strateégiskas analizes komisijas zinojumi
2006.- Riga: Zinatne, 2007.- pp. 63- 101.

27. Public health analysis in Latvia, Riga, Health Statistics department , 2002.

28. Institlicijam alternativas veco lauzu apripes ,labas prakses” rokasgramata. Socialas
palidzibas fonds, Riga, 2002.

29. Likums "Socialo pakalpojumu un socialas palidzibas likums". "LV", 168 (2743),
19.11.2002.

30. Socialie pakalpojumi veciem cilvékiem Latvija 2005/ Statistika un analize. LR LM
Socialo pakalpojumu parvalde.- Riga, Socialo pakalpojumu parvalde, 2006.- p. 111.

31. Occupational therapy and older people, ed. A. Mcintyre & A. Atwal, Blackwell
Publishing Ltd, 2005.- pp.2-3.

32. Aging, Health and the Environment: An Ecological Model: Chapter 2// Epidemiology of
Ageing: An Ecological Approach by W. Satariano.- Jones & Bartlett Publishers, 2005.- pp.
39- 84.

33. Haak M. Participation and independence in old age: aspects of home and neighbourhood
environments: Dissertation. Faculty of medicine, Lund University, Sweden, 2006.

68


http://www.csb.lv/csp/events
http://www.who.int/eprise/main/WHO/Progs/chhlva/life/20050131_3

34. Baltes P.B., Smith J. New Frontiers in the Future of Aging: From Successful Aging of
Young Old to the Dilemmas of the Fourth Age // Gerontology, 2001; 49: 123- 135.

35. Havighurst J. Successful ageing// The Gerontologist, 1961; 1: 8-13.
36. Lemon B W, Bengston V L, Peterson J. An exploration of activity theory of ageing:
activity types and life satisfaction among in-movers to a retirement community// Journal of

Gerontology, 1972; 27 (4): 511-523.

37. Active Ageing- Policy Framework. WHO, Noncommunicable Disease Prevention and
Health Promotion, Ageing and Life Course, Geneve, 2002.

38. Healthy ageing project// http://www.healthyageing.nu/templates/Page.aspx?id=1054
(Retrieved 16.09.2008.)

39. Brocklehurst’s textbook of Geriatric Medicine and Gerontology. R. C. Tallis, H. M Fillit
(Eds), 6th edition, Churchill Livingstone, 2003.

40. Growing Older- Staying Well. — Geneva: WHO, 1998.

41. Introduction to Occupation: The Art and Science of Living. C. H. Christiansen, E.A.
Townsend (Eds). Pearson Education, Inc., Upper Saddle River, New Jersey 2004.- p. 64.

42. Multidisciplinary Approach to Rehabilitation, ed. by S. Kumar, Woburn: Butterworth,
2000.

43. Canadian Association of Occupational Therapists, Guidlines for the client- centred
practise of occupational therapy, 1995.

44, Baum C., Christiansen C. Person- Environment- Occupation- Performance: An
Occupation- Based Framework for Parctice.// C.Christiansen and C.Baum (Eds) Occupational
Therapy: Enabling Function and Well- Being. NY, USA: SLACK Incorporeated, 2005.- pp.
242- 267.

45. Verbrugge L. M., Jette A. M. The disablement process// Social Science and Medicine,
2004; 38: 1-14.

46. International Classification of Diseases, WHO, 1994.

47. Law M. et al. Theoretical contexts for the practice of occupational therapy: Chapter 4//
Ed. by C.Christiansen and C.Baum. Occupational Therapy: Enabling Function and Well-
Being. -2nd ed.- NY, USA: SLACK Incorporeated, 1997- pp. 73- 103.

48. Wahl H W., Weisman G D. Environmental Gerontology at the Beginning of the New
Millenium: Reflections on Its Historical, Empirical, and Theoretical Develoment// The
Gerontologist, 2003; 43: 616- 627.

49. Lawton M P, Nahemow L. Ecology and the aging process.// C. Eisdorfer & M.P. Lawton

(Eds.), The psychology of adult development and aging. Washington, DC: American
Psychological Association, 1973. — pp. 619- 674.

69


http://www.healthyageing.nu/templates/Page.aspx?id=1054

50. Lawton M. P., Simon B. The ecology of social relationships in housing for the elderly//
The Gerontologist, 1968; 8: 108-115.

51. Scheidt R. J., Norris-Baker C. The general ecological model revisited: Evolution, current
status, and continuing challenges.// H.-W. Wahl, R. J. Scheidt & P. G. Windley (Eds.),
Annual Review of Gerontology and Geriatrics, 23, Issue on Ageing in Context: Socio-
Physical Environments. New York, NY, USA: Springer Publ., 2003. —pp. 34- 58.

52. Carp F. M., Carp A. A complimentary/ congruence model of well- being or mental health
for the community elderly// 1. Altman, M.P. Lawton, & J. Wohlwill (eds.), Human behaviour
and the environment: The elderly and the physical environment. -New York: Plenum Press,
1984. - pp. 279- 336.

53. Kahana E. A congruence model of person—environment interaction// M. P. Lawton, P. G.
Windley, & T. O. Byerts (Eds.), Aging and the environment. Theoretical approaches. - New
York: Springer, 1982.- pp. 33-59.

54. Cvitkovich Y., Wiste A. Bringing in the life course: a modification to Lawtons Ecological
Model of Ageing // Hallymn International Journal of Ageing, 2002; Vol. 4(1): 15- 29.

55. Haggblom Kronlof G. Participation in everyday life: Very old persons’ experiences of
daily occupations, occupations of interest and use of assistive devices: Doctoral thesis. The
Salsgrenska Academy at Goteborg University, Institute of medicine, Department of Geriatric
Medicine, 2007.

56. Lilja M. Elderly Disabled Persons in the Home Setting: aspects of activities in daily Life.
Doctoral thesis. Department of clinical neuroscience, occupational therapy and elderly care
research, division of occupational therapy, Karolinska Institute, Stockholm, 2000.

57. Rowles G.D. The meaning of place as a component of self. // E.B. Crepeau, E.S. Cohn &
B.A.B. Schell (Eds.), Willard and Spackman’s Occupational Therapy (10th Edition),
Philadelphia: Lippincott, Williams & Wilkins, 2003. — pp. 111-1109.

58. Oswald F., Wahl H-W. Housing and health in later life// Reviews on environmental
health, 2004; VVol.19, No.3-4: 223- 252.

59. Rowles G. D., Oswald F., Hunter E. G. Interior living environments in old age.// H.-W.
Wahl, R. Scheidt, & P. G. Windley (Eds.), Annual review of gerontology and geriatrics.
Aging in context: Socio-physical environments.- New York: Springer, 2003. - pp. 167-193.

60. lwarsson S. Assessing the fit between older people and their physical home enviroments:
an occupational therapy research perspective.// Wahl HW, Scheidt R, Windley P (Eds.)
Annual Review of Gerontology and Geriatrics, 23, Issue on Ageing in Context: Socio-
Physical Environments. New York, NY, USA: Springer Publ., 2003. —pp. 83- 109.

61. Steinfeld E, Danford G S. Theory as basis for research on enabling environments.// E.

Steinfeld, G.S. Dandorf (Eds) Enabling environments: Measuring the impact of environment
on disability and rehabilitation. New York: Kluwer Academic/ Plenum, 1999. —pp. 11- 33.

70



62. Iwarsson S, Stdhl A. Accessibility, usability and universal design - Positioning and
definition of concepts describing person- environment relationships.// Disability and
Rehabilitation. 2003; 25: 57- 66.

63. Nygren C, Oswald F, Iwarsson S, et al. Relationships between objective and perceived
housing in very old age: Results from the ENABLE-AGE Project// Gerontologist, 2007; 47
(1): 85- 95.

64. Oswald F, Wahl H-W, Schilling O, et al. Relationships between housing and healthy
ageing aspects in very old age: Results from the European ENABLE-AGE Project//
Gerontologist, 2007; 47 (1): 96- 107.

65. Oswald F, Schilling O, Wahl H-W, Fange A, Sixsmith J, Iwarsson S. Homeward bound:
Introducing a four domain model of perceived housing in very old age// Journal of
Environmental Psychology, 2006; 26 (3): 187-201.

66. Finge A. Strategies for evaluation of housing adaptations. Accessibility, usability and
ADL dependence. Doctoral dissertation, Lund University, Sweden: Division of Occupational
Therapy, 2004.

67. Fange A, lwarsson S. Accessibility and usability in housing- Construct validity and
implications for research and practise// Disability and Rehabilitation, 2003; 25: 1316-1325.

68. Fange A, Iwarsson S. Challenges in the development of strategies for housing adaptation
evaluations// Scandinavian Journal of Occupational Therapy, 2007; 14: 140- 149.

69. Oswald F., Wahl H-W., Martin M., Mollenkopf H. Toward measuring proactivity in
person-environment transactions in late adulthood: The housing-related Control Beliefs
Questionnaire// Journal of Housing for the Elderly, 2003; 17: 135-152.

70. About ENABLE- AGE// www.enableage.arb.lu.se (Retrieved 20.09.2008.)

71. Charmaz K. Grounded theory// Smith J A. (ed): Qualitative psychology: A practical guide
to research methods. London: Sage, 2003. — p. 81- 1009.

72. Polit, D.F.& Beck, C.T. (Eds.). Nursing research: Principles and methods (Seventh ed.).
Philadelphia; Lippincott Williams &Wilkins, 2004.

73. Strauss A, Corbin J. Basics of qualitative research. San Francisco: Sage, 1990.

74. Patton M Q. Qualitative Research & Evaluation Methods. London: Sage, 2002. — p. 452-
471.

75. lwarsson, S., Nygren, C., Slaug, B. Cross-national and multi-professional inter-rater
reliability of the Housing Enabler// Scandinavian Journal of Occupational Therapy, 2005; 12:
29-39.

76. Ware JE. SF-36 Health Survey Update. Spine, 1992; 24: 3130-3139.

77. Oswald W. D. Neuropsychological Aging Inventory (NAI). Gottingen: Hogrefe, 2005.

71


http://www.enableage.arb.lu.se/

78. Ryff C.D. Happiness is everything or is it? Exploration on the meaning of psychological
well-being// Journal of Personality and Social Psychology, 1989; 57: 1069- 1081.

79. Watson, D., Clark, L. A., Tellegen A. Development and validation of brief measures of
positive and negative affect: The PANAS scales// Journal of Personality and Social
Psychology,1988; 54: 1063-1070.

80. Yesavage J. A, Brink T. L., Rose T. L., Lum O., Huang V., & Adey M. et al.
Development and validation of a geriatric depression screening scale: A preliminary report//
Journal of Psychiatric Research, 1983; 17: 37-49.

81. lwarsson S, Slaug B. The Housing Enabler. An Instrument for Assessing and Analysing
Accessibility Problems in Housing. Névlinge och Staffanstorp: Veten & Skapen HB & Slaug
Data Management; 2001.

82. Slaug B, Iwarsson S. Housing Enabler 1.0 — A Tool for Housing Accessibility Analysis.
Software for PC. Staffanstorp och Névlinge: Slaug Data Management AB & Veten & Skapen
HB; 2001.

83. Heywood F, Oldman C, Means R. Housing and home in later life. Buckingham, UK:
Oxford University Press; 2002.

84. Fange A, Iwarsson S. Physical housing environment — development of a self-assessment
instrument. Canadian Journal of Occupational Therapy, 1999; 66: 250-260.

85. Stevens, J. Applied multivariate statistics for the social sciences. Mahwah- NJ: Erlbaum,
1996.

86.Tatsuoka M. M. Multivariate analysis. New York: Wiley, 1971.
87.Thorndike R. M. Canonical correlation analysis// In H. E. A. Tinsley & S. D. Brown
(Eds.). Handbook of applied multivariate statistics and mathematical modeling. San Diego:

CA: Academic Press, 2000. -pp. 237-263.

88. Tabachnik B. G., Fidell L. S. Using multivariate statistics (2nd ed.). New York: Harper
Collins, 1989.

89. Broadbooks W. J., ElImore P. B. A Monte Carlo study of the sampling distribution of the
congruence coefficient// Educational and Psychological Measurement, 1987; 47: 1-11.

90. McCullagh P., Nelder J.A. Generalized linear models.- London: Chapman Hall, 1983.

91. Hosmer D.W., Lemeshow S. Applied logistic regression.- John Wiley & Sons, 1989.

92. Arberg A.C., Sidenvall B., Hepworth M., O’Reilly K., Lithell H. On loss of activity and
independence, adaptation improves life satisfaction in old age- a qualitative study of patient’s

perceptions// Ouality of Life Research, 2005; 14: 1111- 1125.

93. Wilhelmson K., Andersson C., Waern M, Allebeck P. Elderly people’s perspectives on
quality of life// Ageing & Society, 2005; 25: 585- 600.

72



94. Rioux L. The well-being of aging people living in their own homes// Journal of
Environmental Psychology, 2005; 25: 231- 243.

95. Haak M., Fange A., lwarsson S., Dahlin Ivanoff S. Home as a signification of
independence and autonomy// Scandinavian Journal of Occupational Therapy, 2007; 14, 16-
24.

96. Percival J. Domestic spaces: uses and meaning in the daily lives of older people// Ageing
& Society, 2002; 22: 729- 749.

97. Baltes M M, Maas I, Wilms U U, Borchelt M, Little T. Everyday competence in old and
very old age: Theoretical considerations and empirical findings// Baltes P B, Mayer K U.
(Ed): The Berlin Aging Study: Aging from 70 to 100. Cambridge: Cambridge University
Press, 1999. — pp. 384-402.

98. Jackson J. Living a meaningful existence in old age// Zemke R, Clark F. (eds):
Occupational science: the envolving discipline. Philadelpfia: FA Davis, 1996. - pp. 339-361.

99. Haak, M., Dahlin Ivanoff, S., Fange, A., Sixsmith, J., & Iwarsson, S. Home as the Locus
and Origin for Participation: Experiences Among Very Old Swedish People// Occupational
Therapy Journal of Research: Occupation, Participation & Health, 2007; 27 (3): 95-103.

100. Lawton M. P. Competence, environmental press, and the adaption of older people// M. P.
Lawton, P. G. Windley, & T. O. Byerts (Eds.), Aging and the environment. Theoretical
approaches.- New York: Springer, 1982.- pp. 33-59.

101. Lawton M. P. Environment and the need satisfaction of the aging// L. L. Carstensen & B.
A. Edelstein (Eds.), Handbook of clinical gerontology.- New York: Pergamon Press, 1987.-
pp. 33-40.

102. Rubinstein R. L., De Medeiros K. Ecology and the aging self// H.-W. Wahl, R. J.
Scheidt, & P. G. Windley (Eds.), Annual review of gerontology and geriatrics. Aging in
context: Socio-physical environments. -New York: Springer, 2003. - pp. 59-84.

103. Rowles G. D., Watkins J. F. History, habit, heart and hearth: On making spaces into
places// K. W. Schaie, H.-W. Wahl, H. Mollenkopf, & F. Oswald (Eds.), Aging
independently: Living arrangements and mobility. - New York: Springer, 2003. - pp. 77-96.

104. Kohn M.L. Cross-national research as an analytic strategy// American Sociological
Rewiev, 1987; 52: 713- 731.

105. lwarsson S, Wahl H-V, & Nygren C. Challanges of cross- national housing research with
older persons: lessons from the ENABLE-AGE Project// European Journal of ageing, 2004; 1
(1): 79- 88.

106. Liepina Z. Veseliga novecoSana un to ietekméjosie faktori gados veciem cilvekiem
Latvija. Magistra darbs, RSU Sabiedribas veselibas fakultate, Riga, 2007.

107. Tomsone S, Litvjakova N, Teibe U. ENABLE-AGE, Survey Study Data Analysis T1,
National Report, Latvia, 2003. // http://www.enableage.arb.lu.se (Retrieved 20.09.2008.)

73


http://www.enableage.arb.lu.se/

108. Tomsone S, Liepina Z, Auzina E, et al. ENABLE-AGE, In-depth Study, National
Report, Latvia, 2004.// http://www.enableage.arb.lu.se (Retrieved 20.09.2008.)

109. Iwarsson S, Horstman V, Slaug B. Housing matters in very old age- yet differently due
to ADL dependence level differences// Scandinavian Journal of Occupational Therapy, Vol
14, No 1, 2007; 3-15.

110. Sabiedribas veselibas agentiira. Sabiedribas veselibas pilotmonitoringa zinojums, Riga,
2005.

111. Iwarsson S, Isacsson A, Lanke J. ADL dependence in the elderly: The influence of
functional limitations and physical environmental demand.// Occupational Therapy
International, 1998; 5 (3): 173-193.

74


http://www.enableage.arb.lu.se/

13. Acknowledgements

I wish to thank all of those who have supported and contributed to my research work
in different ways. Author wants to express special thanks to:

Professor Janis Zalkalns for the supervision of research, consulting, support and
patience in the work process.

Professor Susanne Iwarsson, my co-supervisor, for the excellent guidance, inspiration,
consulting, support, constructive criticism and valuable discussions.

My colleagues at the Academic School of Occupational therapy- Lolita Cibule, Inara
Kalnina and Zane Liepina for encouragement and support.

My colleagues at the ENABLE-AGE Latvian team for the creating research
experience and learning by participation in this unforgettable explorative adventure.

My colleagues at the ENABLE-AGE consortium for the learning through
collaborative work and participation in meetings, workshops and other project related events.

My dear family and friends for encouragement, understanding, support and patience

during this, sometimes egocentric, process.

The thesis supported by the national program of ESF ,,Support to Doctoral and Post-

doctoral research in medical sciences”.

75



14. Appendices

Appendix 1. ENABLE-AGE Sampling schema
Appendix 2. ENABLE-AGE Drop-out list
Appendix 3. ENABLE-AGE Drop-out questionnaire

Appendix 4. Participants of ENABLE-AGE In-depth interviews
Appendix 5. Examples of instruments for ENABLE-AGE data collection

76



Appendix 1. ENABLE_AGE Sampling schema
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:aeszpiﬁjé‘atms Vecums 75-84 gadi (Lv & Hu)
i Vecums 80-89 gadi (Ge, Sw, & UK)
Izstajas:

|zstaSanas aptaujas lapa

<«—] Respondents - Vizite 1

Personas, kuras

neatbilst papildus
kritérijiem:

Nav vajadzigie majokla
apstakli, dzivo socialaja

maja.

IzslégSana no talakas Respondents - Vizite 2
aptaujas. Projekta ENABLE-AGE aptauja
Pamatojoties uz

standarta  proceduras
aprakstu un intervétaja
novertéjumu.
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Appendix 2. ENABLE-AGE Drop-out list

Pétnieciskais projekts
ENABLE-AGE
(Autonomijas veicinasana, daliba un labklajiba liela vecuma:

majas vide ka veseligas novecosanas priekSnoteikums)

QLKG-CT-2001-00334

Izstasanas lapa

Izlases definicijas aptauja: Personas, kuras neatbilst iekl]auSanas
kritérijiem vai, kuras nav iespéjams apzinat.

1. Personas, kuras nav iespéjams apzinat —iemesli, kadée] nevar nodibinat kontaktus:

O Mmiris

M| Aizbraucis, nedzivo péc minétas adreses

[ Adrese neeksisté

U Nezinams iemesls; nav iesp&jams nodibinat kontaktus datu vaksanas laika ar7 péc
atkartotiem méginajumiem.

U Citiiemeslio......c.oovoovoeee e

2. Patreizejie dzives apstakli neatbilst ieklausanas kritérijiem
U Nedzivo viens pats
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Appendix 3. ENABLE-AGE Drop-out questionnaire
Izstasanas aptaujas lapa

Personas, kas nedzivo atseviski netiks ietvertas $aja aptauja. So aptaujas lapu ir
japielieto vienigi gadijumos, kad iesaistita persona atbilst kritérijiem, kas nepiecieSami
ieklausanai pétijuma, bet atsakas piedalities taja (majas vizite). (Skatit izlases
definéjuma stratégijas attélu)

Intervétajam: Saciet aizpildit atbildes uz dotajiem jautajumiem (dazas atbildes jums jau ir
zindmas pirms jls piezvanat personai).

1. Dzimums
O  Virietis
O Sieviete

2. DzimSanas gads: ................

3. Gimenes stavoklis

[0 Precsjies(-usies), partneris dzivo atsevigki (piemé&ram, pansionata)
[0 Neprecéjies(-usies), dzivo atseviski, bet ir tuvas attiecibas ar partneri
[0 Skiries(-usies)

[0 Artaitnis(atraitne)

[0 Nekad nav stajies(-usies) lauliba

5. lemesli atteikumam piedalities pétijuma :

[0 Neticiba/Bailes

[J Intereses un laika trikums

[J Intervija varétu bt parak apgritinoda (fiziski vai/un psihologiski)

[0 Vaja veseliba

[0 Citu cilveku(radu vai draugu) atruna$ana

[0 Komunikacijas problémas (valoda/dzirde, kognitivie bojajumi, afazija )
O Citiiemesli......c..oovveeviiiiiiieeeeen,

Pajautajiet personai, vai jus drikstetu uzdot dazus papildjautajumus, kas ir nozimigi
atteikumu analizei. Informéjiet personu, ka vinam(vinai) nav noteikti jaatbild uz Siem
jautajumiem, ja vins(vina) to nevélas.

6. Vai jus visparigi varétu apgalvot, ka jisu veseliba ir .......... ?

| Teicama | Loti laba | Laba | Ciesama | Vaja

O
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7. Cik apmierinats jius visuma esat ar savu dzivesvietu/ majokli ?
[0 Loti neapmierinats(-ata)

[0 Neapmierinats(-ata)

[0 Neesat ne neapmierinats(-ata) , ne arf apmierinats(-ata)

[0 Apmierinats(-ata)

[0 Loti apmierinats(-ata)

8a. Kada veida majokli jus dzivojat?
[0 Parasta majokli
[0 Socialaja maja

8b. Ja jus dzivojat parasta majokli, vai ta ir:

[J Vienas gimenes maja

[0 Terasveida méja, rinda izvietotu dzivok|u maja, uz pusém sadalita maja
[0 "Parasta" bloku maja

Intervétajam: Tagad jas noslédzat interviju un pateicaties personai par atbildem uz
jusu jautajumiem.
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Appendix 4. Participants of ENABLE-AGE In-depth interviews

Participant M/F- age

No.

6
12
49
57

104

328

431
468
517
656
775
742

801
1013
1028
1185
1312

1541
1636

1637
1789

1803
1161
1287
1165
427

1634
1796

24

group
F-Y
F-Y
M-Y
M-Y
M-Y

F-0
M-Y
F-Y
F-Y
F-0
F-0
M-O
F-Y
F-Y
F-0
F-0
F-Y

M-O
M-Y

F-Y
M-O

F-0
F-0
F-Y
M-O
F-Y
F-Y
F-O
F-O

Diversity/barriers

Good health, low dependency, no barriers score

Poor health, high dependency, high barriers score
Poor health, high dependency, high barriers score
Good health, low dependency, low barriers score

Poor health, low dependency, low barriers
Poor health, low dependency, low barriers score

Good health, low dependency, low barriers score
Poor health, high dependency, high barriers score
Poor health, low dependency, low barriers score

Poor health, high dependency, high barriers score
Poor health, low dependency, high barriers score

Poor health, low dependency, low barriers score

Poor health, low dependency, high barriers score
Poor health, low dependency, high barriers score
Poor health, low dependency, high barriers score
Poor health, low dependency, low barriers score

Poor health, high dependency, high barriers score

Poor health, low dependency, high barriers score

Poor health, low dependency, high barriers score
Good health, low dependency, low barriers score
Poor health, low dependency, low barriers score

Good health, low dependency, low barriers score
Poor health, low dependency, low barriers score
Good health, low dependency, low barriers score
Poor health, low dependency, low barriers score
Poor health, low dependency, low barriers score
Good health, low dependency, high barriers score
Poor health, high dependency, high barriers score

Poor health, low dependency, low barriers score

Status/
Consultation

Analysed
Analysed
Analysed
Analysed

Transcr./ analysed

Case study
Transcr./ analysed

Case study
Analysed

Transcr./ analysed
Transcr./ analysed
Transcr./ analysed
Transcr./ analysed

Transcr./ analysed
Case study
Analysed

Transcr./ analysed

Analysed

Transcr./ analysed

Transcr./ analysed

Case study
Transcr./ analysed

Transcr./ analysed
Case study
Transcr./ analysed

Case study
Transcr./ analysed

Case study
Analysed

Transcr./ analysed
Transcr./ analysed
Analysed
Analysed
Analysed
Analysed

Transcr./ analysed
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1522 F-Y
503 F-Y
581 F-Y

1036 F-O
286 F-O
145 F-Y
720 F-O

1752 F-Y
610 F-O
849 M-Y

1021 F-O

Notes: M- male, F-

Poor health, low dependency, low barriers score
Poor health, low dependency, low barriers score
Poor health, high dependency, high barriers score
Poor health, high dependency, high barriers score
Poor health, high dependency, high barriers score
Poor health, low dependency, low barriers score
Poor health, high dependency, high barriers score
Poor health, high dependency, high barriers score
Good health, low dependency, low barriers score
Poor health, low dependency, low barriers score

Good health, low dependency, low barriers score

Case study
Analysed

Transcr./ analysed

Transcr./ analysed

Analysed
Analysed
Analysed
Analysed
Transcr./ analysed
Analysed
Analysed
Analysed

female, Y-younger participants group (75- 79 yrs), O- older participants group (80- 84 yrs)
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Appendix 5. Examples of instruments for ENABLE-AGE data collection

Pétnieciskais projekts
ENABLE-AGE
(Autonomijas veicinasana, daliba, un labklajiba liela vecuma:

majas vide ka veseligas novecoSanas priekSnoteikums.)
QLK6-CT-2001-00334

Aptauja T1

I. Vispareja informacija

1. Dzimums
0 Virietis
[ Sieviete

2. DzimSanas gads ..........cccoueenee.

3. Gimenes stavoklis

[J Precgjies, partneris dzivo citur (piem. apriipes nama)

[0 Neprecgjies, bet ir ciesas attiecibas ar neprecétu partneri
[0 Skiries

O Atraitnis

[J Neprecgjies

I1. Housing Enabler, aprakstosa dala

1.Rajona tips

[J Loti urbanizéts
[0 Urbanizéts

O Lauku

2. Majokla tips

[0 Daudzdzivoklu blokmaja

[0 Gimenes maja

0 Dvipumaja / 2-gimenu maja

O cCits

3. DzivoKlis ir izvietots turpmak nosauktaja stava: tas attiecas uz visiem majokla
tipiem,iznemot gimenes maju-skat. 4. jautajumu. Ir iesp&jama vairak ka viena atbilde.
[0 Pagrabs

[0 Pamatstavs

[0 Pusstavs
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O 1.stavs
O 2. stavs
O 3. stavs
[ Cits

4. Gimenes majas 1patnibas:
[0 Vienstava maja ar pagrabu
[0 Vienstava maja bez pagraba
[0 2 —stavu maja ar pagrabu

[0 2 — stavu maja bez pagraba
O Cita

5. Daudzdzivoklu blokmajas ipatnibas:

0 “lerindas” izvietojuma dzivokli

[0 Dzivokli tikai pamatstava

[0 Eka ar dzivokliem pamatstava un “ierindas” dzivokliem virs tiem
[0 Balkona pieeja blokam

[0 Pamatstava dzivoklis ar atseviskam kapneém

[0 Terasveida vai rindu maja
O cita

6. Majokla tips
[J Parasts majoklis
[0 Sociala maja

16. Aptuvenais ekas uzbuvésanas gads:
17. Aptuvenais majas parbiives gads:
III. Demografiskie dati

Izglitiba

1. Kada ir jusu izglitiba?

[0 Nav izglitibas

[0 Nepabeigta pamatskolas izglitiba

[0 Pamatskolas izglitiba

[0 Vidgja/ videja profesionala

[0 Gimnazija/ koledza

[0 Augstskolas izglitiba

Intervétajam: Ja respondents ir precéjies/ Skiries / atraitnis, pajautdjiet :

2. Kada ir jusu dzivesbiedra izglitiba?
[0 Nav izglitibas

[0 Nepabeigta pamatskolas izglitiba

[0 Pamatskolas izglitiba

[0 vidgja/ vidgja profesionala



[0 Gimnazija / koledza
[0 Augstskolas izglitiba

Ienakumi

3. Visuma nemot, cik apmierinats jiis esat ar saviem ienakumiem?

Loti neapmierinats Loti apmierinats

0 1 2 3 4 5 6 7 8 9 10

Objektivas kategorijas

6. Lidzu nosauciet, kadi apméram ir jisu ikméneSa netto ienakumi péc nodoklu
nomaksas, ieskaitot visus ienakumus un pensijas?

LATI EURO

[J 0- 27,99 0 0-49

[J 28,00-55,99 [J 50-99
[J 56,00-83,99 [0 100-149
[J 84,00-101,99 0 150-199
[J 102,00-129,99 0 200-249
[J 130,00-157,99 [0 250-299
[J 158,00- 185,99 [J 300-349
[J 186,00-213,99 [J 350-399
[0 214,00-251,99 [0 400-449
[0 252,00-279,99 [0 450-499
[0 Vairak par 280Ls [J 500- un vairak

7. Ka jus vertejat savus ienakumus kopuma?
O Mazi

O vidgji

O Lieli

Ienakumu avots
8. Vai sanemat pensiju?

O Ja
O Neé

9a. Vai sapemat socialo pabalstu?

O Ja
O Ne&

9b. Ja ja, tad cik daudz menest
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10a. Vai sanemat majokla pabalstu?

O Ja
O Ne&

10b. Ja ja, tad cik daudz ménesi

11. Vai jums ir citi ienakumi?
O Ja
O Ne

11b. Ja ja, tad precizéjiet (piem. , tiirisms, zemkopiba, Tres ienakumi, kapitala ieguldijumi,

alga)

Tautiba

12. Ladzu nosauciet savu tautibu?
[0 Latvietis

O Krievs

O Cita tautiba

13. Kur Jiis esat dzivojis miuiZa lielako dalu?
O Latvija
[0 Arpus Latvijas

IV. Majokla labiekartojuma novértéjums un majokla pielagosana

1. Cik ilgi jus dzivojat Saja pilséta? gadus

2. Cik ilgi jus dzivojat Saja apkaime? gadus

3. Cik ilgi jus dzivojat sava patreizéja dzivokli/maja? gadus
4. Vai jusu majoklis ir

O Trats

[0 Pieder jums

O Cits variants

5. Kadi labiekartojumi ir jusu dzivokli/maja?
[0 Centralizéta apkure majai/ dzivoklim

[0 Individuala gazes/elektriska/Skidra kurinama apkure (bet nav centralizétas apkures)
[0 Tikai vietgja oglu vai malkas apkure (nav centraliz&tas apkures)

6. Cik istabu jums ir? ( neskaitot virtuvi)
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VI. Sudzibas par veselibas stavokli (Tibblin, Bengtsson, Furunes, & Lapidus, 1990)

Intervetaja apgalvojums: Vai kads no nosauktajiem simptomiem ir uztraucis jiis pedgjo tris ménesu

laika? Atbildiet, lndzu, ar "ja" vai "n€". Centieties, liidzu, atbildét ari tad, ja Saubaties.

Simptom! Intervetajam: liidzu atziméjiet ar krustinu
1 Reibonis Ja NG Imﬁksi?niﬁessgtbﬂdes
2 Redzes problémas Ja Né
3 Trauceta (pavajinata) dzirde Ja Né
4 Galvassapes Ja Ne
5 Visparéjs nogurums Ja NE
6 Miega traucéjumi Ja Ne
[ Nervozitate Ja Ne
8 Svisana Ja N&
9 Elpas trikums Ja NG
10 Sapes krisu kurvi Ja NG
1 Klepus Ja NG
12 Uzbudinajums Ja Ne
13 Nogurdinamiba Ja e
14 Traucéta koncentréSanas spéja Ja Neé
15 Nemierigums Ja NG
16 Depresija/nomaktiba Ja N&
17 Rauduliba Ja NG
18 Gritibas relakseties/ atbrivoties Ja Ne
19 Sapes védera Ja NG
20 Nelabums Ja NG
21 Caureja Ja Ne
22 Vedera aizcietejumi Ja Ne
23 Anoreksija/estgribas zudums Ja N&
24 Svara zudums Ja NG
25 Palielinata kermena masa Ja N&
26 Aukstuma sajiita Ja NG
27 Sapes locitavas Ja NG
28 Muguras sapes Ja NG
29 Sapes kajas Ja NG
30 - _

Urinacijas gritibas
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VII. Emocionala labsajiita (o positive and Negative Affect Schedule (PANAS) Watson, Clark, & Tellegen, 1988)
Intervétaja ievada komentars: Nosauktie apgalvojumi attiecas uz dazadam sajiitam un emocijam. Es izlasisu

Sos apgalvojumus skali, un jautasu, cik biezi jums ir §ada emocionala pieredze p&dgja gada laika. Jus varat
izveleties kadu no atbildeém.
Jus varat izveleties starp “nekad”, “reti”, “dazreiz”, “biezi”, “loti biezi”. Ludzu, izv€lieties jiisu viedoklim
atbilstoSo kategoriju.

Cik biezi esat bijis pedéja gada laika?
Nr. [ Apgalvojums . - o ) Iztrikstosas
Intervétajam: ludzu atzimejiet ar krustinu atbildes
iemesls

1. Ieintereséets nekad reti dazreiz biezi |ofi biezZi

2. Apbédinats nekad reti dazreiz biezi |oti bieZi

3. Uztraukts nekad reti dazreiz bieZi oti biezi

4, Sariigtinats nekad reti dazreiz biezi |oti bieZi

5. Stipl’s nekad reti dazreiz biezi loti bieZi

6. Vairﬁgs nekad reti dazreiz biezi |oti biezi

7. Izbijies nekad re dazreiz biezi Joti bieZi

8. Naidigs nekad reti dazreiz bieZi loti bieZi

9. Sajﬁsminﬁts nekad reti dazreiz biezi |oti biezi

10. Lepns nekad reti dazreiz biezi |oti bieZi

11. . . nekad reti dazreiz biezi |ofi biezi
Aizkaitinats

12. nekad reti dazreiz biezi |oti bieZi
Modrs

13. . nekad reti dazreiz bieZi loti bigZi
Nokaungjies

14. . nekad reti dazreiz bieZi oti biezi
ledvesmas pilns

15. . nekad reti dazreiz biezi loti bigZi
Saspringts

16. nekad reti dazreiz biezi loti bigZi
Apneémigs

17. nekad reti dazreiz biezi loti bigZi
Uzmanigs

18. . nekad reti daZreiz biezi |oti bieZi
Nervozs (nemierigs)

19. nekad reti daZreiz biezi |oti bieZi
Akftivs

20. . nekad reti dazreiz biezi |oti bieZi
Nobijies
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X. Aptauja — majas nozimigums (Oswald, Mollenkopf, & Wahl, 1999)

Intervetéja ievada apgalvojums : Majai, kura cilvéks dzivo, var biit dazadas nozimes. T4 nav tikai vieta,
kur norisinas ikdienas dzive. Majai var bt licla nozime, vai cilvéks var darit visu, ko vélas. Ta var bt vieta, kur
cilveks jutas drosi un majigi, tapat ta var cilvéku ierobezot.

Turpmak nosauktie apgalvojumi skaidro dazadu majas nozimi. Es jums prieksa skali lasisu apgalvojumus un,
ludzu, jis novertet, cik liela meéra jus piekritat vai nepiekritat dotajam apgalvojumam Sobrid. JUs varat izvéleties
kadu no $adam atbildém.

Ja noteikti piekritat apgalvojumam, izvelieties skaitli 10. Ja noteikti nepiekritat, izvelieties skaitli 0. Ja
nepiekritat nevienam no galgjiem veértejumiem, izvelieties skaitli, kas labak raksturo jiisu viedokli.”

Katru apgalvojumu intervétajs iesak ar frazi: “Atrasties majas man nozimée

Nr. |Apgalvojums Arotlde Izggilsé(;iﬁs
o iemesls
1. |Dzivot labi projektéta vieta, kas atbilst manam vajadzibam
2 | Tikt gala bez citu palidzibas
3. | Biit pieradusam pie daudzam lietam majas
4. | Justies drosi
5. |Satikties ar gimeni, draugiem, pazipam
6. | Dzivot sliktos majas apstaklos
7 | Dzivot istaba ar jauku skatu
g. | Veikt ikdienas majasdarbus
g. | Bat nomaktam
10| Zinat dzivokli ka savu kabatu
11| Dzivot vieta, kur nav iespéjams sanemt palidzibu no citiem
12| Dzivot vieta, kas ir labi mébeléta un gaumigi iekartota
13| But spejigam mainit vai parkartot lietas, ko velos
14| Spét relakseties
15| Sajust, ka dzivoklis/ maja Kluist par nastu, apgriitinajumu
16.| Nebiit saistitam ar cita velmém, tikai ar savis pasa véelmém
17| Domat par pagatni (atsaukt atmipa svarigas personas un
notikumus)
18| But spé&jigam priecaties par savu vientullbbu un iesp&ju bit
neviena netraucétam
19 | But izslégtam no sabiedribas un sabiedriskas dzives
20| Man pieder baze, kuru es varu izmantot aktivitates
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21| Nebiit spéjigam saglabat/ uzturét sava dzives vidi

22 | Planot savu nakotni Saja vieta

23 | Justies komfortabli un majigi

24 | Bt spéjigam uznemt viesus

o5 | Bt piesaistitam pie istabam un lietam majas

26.| Biit spéjigam darit visu ko vélos

27 | Justies vientulam

28. Biit labas attiecibas ar kaiminiem

XIl. Subjektiva veseliba, mobilitate, redze un dzirde (sullvan & Karlsson, 1994)

1. Ka jus visuma raksturotu savu veselibas stavokli?

Lielisks Loti labs Labs Viduvéjs Slikts/vajs

1 2 3 4 5




XIII. Geriatriska depresijas skala (Yesavage & Brink, 1983)

Intervétaja ievada apgalvojums: “Talak izteiktie apgalvojumi attiecas uz apmierinajuma aspektiem un
sajutam. Es izlasiSu Sos jautajumus skali un lugSu apliecinat, ka Jis caurmeéra jutaties pagajusas nedélas laika.
Jus, ludzu, varat atbildét ar ja vai né.

Atzimejiet ar krustinu
Iztrukstosas
Apgalvojums atbildes
iemesls
1. Vai Jus visuma esat apmierinats ar savu dzivi? Ja Ne
2. Vai ir zuduSas daudzas Jusu aktivitates un intereses? Ja Ne
3. Vai Jums liekas, ka Jusu dzive ir tukSa? Ja N&
4. Vai Jus biezi garlaikojaties? Ja Ne
5. Vai Jums lielakoties ir labs garastavoklis? Ja Ne
6. Vai baidaties, ka kaut kas slikts ar Jums var notikt? Ja Ne
7. Vai Jus parasti jutaties laimigs? Ja Ne
8. Vai Jus biezi jutaties bezpalidzigs? Ja Ne
9. Vai Jums labak patik palikt majas neka iziet un uzsakt ko| Ja Ne
jaunu?
10. Vai Jums skiet, ka Jums ir lielakas problémas ar atmigu| Ja Ne
ka citiem?
11. Vai domajat, ka ir briniskigi dzivot Saja bridi? Ja Ne
12. Vai Jums Skiet, ka Jusu dzive patreiz ir diezgan| 1 Ne
nevertiga?
13. Vai Jus jutaties energijas pilns? Ja Ne
14. Vai Jums Skiet, ka Jisu situacija ir bezceriga? Ja Ne
15. Vai Jums Skiet, ka lielakajam vairumam cilvéku klajas| 7 Ne
labak ka Jums?
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XV. HOUSING ENABLER, vides novertejums
A(B|B D|E

c FIGIH]ITJ[K[L[M]N PIEZIMES
A. AREJA VIDE 112
Vispareja dala

N

1.8auri gajéju celini (mazak ka 130 cm). 3|3 33 Var atzimét, ja ritepbraucéju celins ir uz

braucamas dalas, bet var salidzinat ar A7.

2. Neregulara staigaSanas virsma (t.sk.
savienojumi, dublainas dalas, utt.) 2|3 111 3 33

3. Nestabila staigaSanas virsma (smiltis, mals,

utt.) 2|3 3[3]2 3|4
4. Takas virsmas klajums ir nelidzens (Skirbas, Mérijumi attiecas gan uz platumu, gan garumu.
caurumi dzilaki kd 5mm) 2|3 3132 3[3

5. Stavs pacélums (slipums vairak ka 1:20.
Netiek ietvertas uzbrauktuves pieejas-tas| (2|3 212(3 331
noverté B23)

6. CelS ar kapném (alternativs cel§ ar

uzbrauktuvi tiek pienemts ka norma). 2|3 313 ([3]1 113[4 |1
7. Nav taktilu zZimju par strauju limena mainu Var atzimét, ja brauc ar riteni pa ielu, bet var
vai citiem Skérsliem. 2|3 salidzinat ar A1. Tas attiecas uz ‘bez

v 3

bridingjuma” vai “nejausi”.

8. Augstas apmales (vairak ka 40 mm). 111 3(3]3(1 31412
9.Apmales beidzas ar vertikalu malu. 313 33 1 2|2
10. Apmales ar parak 1su malu, vérstu uz| |3|4 Attiecas uz gritibam noteikt apmales malu.

braucamo dalu (attiecas uz gajéju pareju vai
krustojumu uz ietves).

11. NepietiekoSi drenétas ietves un celi. 2|2 312)1|2 3|3
12. Nav margu pie slipam gajéju virsmam. 111 4134 1 1
13. Nav atpdtas vietu vai parak talu viena no Atziméjiet So punktu, ja atpitas virsmas
otras. iztrikst vai attalums starp tadm ir > 10 m.
3134 3| 2 |2 |Atziméjiet garako attalumu starp 6-10 m:
14. Slikts apgaismojums gar ietvém. Atzimé vai novértéSana notiek dienas gaisma,
112 312 1 3[3[1|vai satumstot. Sis punkts attiecas uz

pamatapgaismojumu; salidziniet A15, kas
attiecas uz “kur Jas liekat savu kgju”.

15. Slikti apgaismota staiga$anas virsma.

16. Sarezgita/nelogiska piek|U$ana ieejai. 2(1]3 1 11
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Autostavvieta

17. Sauras autostavvietas (visas $aurakas ka
360 cm - vismaz vienai jabat ar $adu
platumu). Garazas platums Saurdks ka 360
cm.

18. Autostavvieta talu no ieejas.

Atziméjiet, ja attdlums ir > 50m. Atziméjiet
attalumu starp 25-50 m:

19. Pasazieru iekapSanas vieta talu no ieejas.

Atziméjiet vai ir slégta eja vai ir citas barjeras.
Atziméjiet So punktu, ja pasazieru iekapSanas
zona ir > 100 m no ieejas. Atziméjiet
attalumu starp 10-100 m:

20. Neadekvati izveidotas nojumes
aizsardzibai no sliktiem laika apstakliem
izkap$anas vieta.

21. Nestabila staigaSanas virsma autostavvieta
(smiltis, mals, utt.).

Punkti A22-A28 novértéjami tikai
daudzdzivokju majas:

22. Nav speciala autostavvieta cilveékiem ar
invaliditati, vai parak talu no ieejas.

Salidziniet ar A18; Sis punkts attiecas tikkai uz
markétam vietam. Atziméjiet So punktu, ja
autostavvietas nav vai ta ir talak par 100 m.
Atziméjiet attalumu starp 10-100 m:

23. Nokla$ana pie ieejas ir iespéjama Skérsojot
dzivu auto satiksmi.

Sédvietas

24. Nav/paris sédvietas (vajadzétu bat
novietotam ik péc 25 m pirmos 100 m, turpmak
vismaz ik péc 100 m

25. Parmérigi zemas, augstas vai Sauras
sédésanas virsmas (augstums 45-50 cm.)

26. Sédvirsma ar rupju virsmu.

27. lerobezota manevréSanas iespé€ja ap
sédésanas vietdm (150 x 150 cm).

28. Ainava ievietotas sédvietas traucé
gajéju satiksmei
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BB N PIEZIMES
CITAS IEZIMES 12
Atziméjiet novietojumu un attdlumu, un citus
29.  Atkritumu  savakSanas telpa/vads specifiskus apstaklus. Atziméjiet, ja atSkiribas
sasniedzams parvarot kapnes vai atrodas cita 313 starp limepiem ir > 25 mm. Atziméjiet
€kas limenr. mérijumu starp 15-25 mm:
30. Pastkaste sasniedzama parvarot kapnes Atziméjiet novietojumu un citus specifiskus
vai atrodas cita ekas limenr. apstaklus. Atzim., ja starpiba starp limepiem ir
313 > 25 mm. Atziméjiet mérijumu starp 15-25
mm:
31. Ir grati aizsniegt atkritumu tvertni vai Attiecas uz objektu atvérSanas attalumu.
pastkasti (parak zemu vai parak augstu virs Atziméjiet ja proléma attiecas uz atkritumu
zemes, vai citas problémas). 3 [savaksanas vietu vai/un pastkasti. Atziméjiet,
ja attalums ir arpus intervala 75-140 cm.
Atziméjiet augstako atrasto mérijumu starp
75-140 cm:
32. lerobezota manevréSanas vieta (mazak ka
150 x 150 cm) pie atkritumu tvertnes vai
pastkastes.
33. Ir izvietoti objekti visa gajéju cela garuma.
(zemak ka 210 cm virs zemes).
314
B. leeja
Attiecas uz kapném, uzbrauktuvém, un liftiem Atziméjiet vai ir alternativas ieejas un kura/|
arpusé, tiesi pirms ieejas, vai kdpnu telpa. kuras tiek lietotas biezak
Képnes tiesi durvju atvéruma novértéjamas
sadala C. AREJA VIDE. Atcerieties, ka atpitas
vietu svaigad gaisd novérté zem atseviSka
virsraksta zemak. Visi izméri ir uzskaititi.
Visparéja dala
1. Saurs durvju atvérums. 1
B1-B11 attiecas uz visam durvim, sakot no
ieejas durvim Iidz pat dzivokla durvim,
ietverot ari lifta durvis. Atziméjiet, ja brivais
atvérums ir< 75 cm. AtzZiméjiet visSaurako
durvju atvéruma mérijumu intervala starp 75-
90 cm:
2. Augsti sliekSni un/vai kapnes pirms ieejas Atziméjiet, ja starpiba starp limeniem ir > 25
(vairak ka 25 mm). 3|3 mm. Atzim. augstako starpibas limena
mérijjumu intervala starp 15-25 mm:
3. SaSaurindta manevrésanas vieta pirms Aftcerieties starpibu starp B3 un B5. Atziméjiet,
durvim (maz. ka 150 x 150 cm, arpusé un ja virsma ir nelidzena, nestabila utt.
telpas iekSpusé. 70 cm galvenas ieejas
atvértaja durvju pusé, 50 cm pirms dzivokla
durvim). 1
4. lerobezots durvju atvérums. 1(1 1 |Attiecas, ja durvis paliek izvirzitas kad tas tiek
atvértas/aizvértas.
5. Nav limena virsma ieejas durvju priek$a Aftcerieties starpibu starp B3 un B5.
(mazak ka 150x150 cm)
6. Smagas durvis bez automatiskas 1
atvérSanas
7. Automatiski durvis atveras uz vienu pusi. 3|3
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8. Neatbilstoss stikla daju veidojums.

9. Atverot durvis, tas nepaliek atvértas kadu
bridi/ atri aizveras.

Atcerieties starpibu starp B9 un B10.

10. Durvis nevar nostiprinat atvérta pozicija
(nepiecieSams fiks€joss slédzenes
mehanisms)

11. SareZdita/ nelogiska atvérsana.

Atziméjiet, ja pie ieejas ir telefons, durvju kods
utt., un to izvietojumu.

Kapnes

12. Vienigais cel§ ir kapnes (nav lifta/
uzbrauktuves).

13. Pakapieni ir ar Sauru vai neregularu
dzilumu.

Atziméjiet punktu, ja dzilums ir < 25 cm un ja ir
neregulars dzilums.

14. Loti augsts, loti zems un/ vai neregulars
augstums.

Atziméjiet, ja augstums ir arpus intervala 15-17
cm, un ja tas ir neregulars visu kappu garuma.

15. Pakapieni ir ar snipiSiem vai atvérta tipa.

16. Nav margu (vajadzétu abas puseés).

17. Margas parak Tsas (jaturpinas 30 cm pirms/
péc kapném, bez partraukumiem to virsma).

Norma ir pielaujama, ja viena marga
turpinds péc kapnu beigam.

18. Margas ir parak augstas/ parak zemas.

Méra no pakapiena vidus. Atziméjiet, ja
margas ir 80 cm augsuma vai zemak.
Atziméjiet mérijjumu > 80 cm:

19. Nav taktilu norazu pie visizplatitakajiem
gajéju marsrutiem.

20. Vizuali vide novérS kapnu lietotaja
uzmanibu no pakapieniem.

21. Dazadi ornamenti uz pakapieniem var radit
maldigu priekSstatu par pakapiena malu.

Attiecas gan uz “vizuadla veida trakumu”, gan
uz jau esosam problémam.

22. Slikti apgaismota staiga$anas zona un/ vai
margas

Atziméjiet vai ir ierobeZots laiks, pirms gaisma
automatiski izslédzas.
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Uzbrauktuves
23. Parak slpas (vairak ka 1:20).
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24. Gars braucamais ce|$ bez atpitas vietas.

Atzim., ja atpitas vietu nav vai attalums starp
tam ir > 10 m. Atzim. garako attalumu starp
6-10 m:

25. Uzbrauktuves virsma varétu izraistt
slidésanu.

26. Nav margu (nepiecieSamas abas puseés,
bez partraukumiem.

27. Pilnigi vai dalgji iztrokst aizsargajosi
elementi, lai nenoslidétu uz saniem ( malas <5
cm vai zemak tiek novértétas ka iztrikstosas).

Lifts

28. Lifts neapstajas €kas stava limen.

Lifta durvju platums tiek atziméts zemt B1.

29. Starp liftu un ékas stavu ir sprauga (vairak
ka 3 cm).

30. Smagas durvis bez automatiskas
atvérSanas

31. Automatiskas vai virpuldurvis.

32. Durvis nepaliek atvérta stavokli/ atri
aizveras

33. Durvis nevar nostiprinat atvérta pozicija
(nepiecieSams fiks€joss slédzenes
mehanisms)

34. Lifts apstajas loti strauji.

35. Lifta nav margu.

36. Lifta nav sédvietas.

37. Saurs lifts.

w

Atzim., ja lifts ir Sauraks ka 110 x 140 cm.
Visos paréjos gadijumos izmériet un
atziméjiet to:

38. Nelogiski izveidota vadi$ana un aparattra.
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39. Kontrolierices un aparatira ir novietota
parak augstu/ zemu (t.i. arpus intervala 85-10
cm)

40. Vadi$ana prasa labas rokas funkcijas.

41. Nav audio signala, kad lifts pienak.

42. Nav redzes signala, kad lifts pienak.

43. Lifta signals nenorada lifta kustibas
virzienu.

Atputas vieta svaiga gaisal
balkons

44. Sadas vietas nav.

Attiecas uz visa veida verandam,
balkoniem, terasém. Ziemas darzs
bez izejas uz aru vai/un ar apkuri
netiek ietverts Saja definicija.

45. ST vieta ir parak maza (garums/platums
mazak ka 150 cm).

46. Sauras durvis

Atziméjiet, ja atvérums ir < 75 cm. Atziméjiet
visSauraka atvéruma mérijumu intervala
starp 75-90 cm:

47. Augsti sliek$ni/atSkirigs to izvietojuma
[Tmenis/kapnes.

Atziméjiet, ja starpiba ir > 25 mm. Atziméjiet
lielako mérijumu starpibu intervala starp
15-25 mm:

48. Spraugas grida (vairak ka 5 mm).

49. Shpa pareja no viena Ilimena uz citu
(slipums vairak ka 1:12).

C. lekséja vide
Visparéeja dala

Atziméjiet, ja  iek$éas  vides
novértéSana ir saistita ar
“nepiecieSamo majas funkciju”
(padas kapnes, durvju platums).

1. Kapnes/ sliek8ni/ istabas dazados
[Tmenos/grida skers|i (vairak ka 25 mm).

Atziméjiet, ja starpiba ir > 25mm.
Pieziméjiet augstako Ilimepu atSkiribu
intervala starp 15- 25mm:

2. SareZgits/ nelogisks visvairak lietotais celS.

3. Sauras ejas/ koridori saistibd ar é&kas
dizainu.

Afcerieties starpibu starp C3 un C9. Atziméjiet,
ja eja ir< 110 cm. Atziméjiet visSaurako vietu
mérijjuma, intervala starp 111- 160
cm:

4. Sauras durvis.

N

Atziméjiet, ja atvérums ir <75 cm. Atziméjiet
visSaurako vietu intervala starp 75- 95 cm:

5. Slidena staigaSanas virsma (higiénas telpas
noverté atseviski).
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6. Biezs/valigi austs/miksts gridas segums.
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7. Nenostiprinati, mazi paklaji uz gridas.

8. Brivi novietoti kabeli uz gridas.

9. lerobezota manevréSanas vieta attieciba uz
parvietojamam mébelém. (mazak ka 1.3 x 1.3
m).

Afcerieties starpibu starp C3unC9.

10. lerobezota manevrésanas vieta
nepiecieSamibas gadijuma, lai apgriestos
(mazak ka 1.3 x 1.3 m).

11. NeatbilstoSi izveidota garderobe/ drébju
skapis.

Kapnes

12. Kapnes uz augSstavu, kuram ir
nepiecieSamas majokla funkcijas.

=

C12-C14 attiecas uz kdpném starp staviem =
lifta trikums. Var bdt atziméts vairak ka viens
punkits.

13. Kapnes uz pagrabu, kuram ir
nepiecie§amas majokl|a funkcijas.

14. Ir kapnes, bet visas nepiecieSamas
majokla funkcijas ir novietotas pamatstava.

15. Pakapieni ar Sauru vai nevienadu dzilumu.

Punktu atzimé, ja dzilums ir <25 cm un ja tas ir
neregulars visu kdpnu garuma.

16. Loti augsts, loti zems un/ vai nevienads
pakapiena augstums.

17. Pakapiens ar snipiti/atvértas kapnes bez
pacéluma.

w

Punktu atzimé, ja augstums ir arpus 15- 17 cm
robezam un, ja tas ir neregulars visu kdpnu
garuma.

18. Nav margu (nepiecieSamas abas puses).

19. Margas parak 1sas (jabat 0,3m pirms/péc
kapném, bez partraukuma vidad.

20. Margas novietotas parak augstu/zemu
(augstak/ zemak par 0,9 m).

Mérijumu veic pakapiena viduspunkta. Punktu
atzimé, ja margas ir 80 cm vai zema&kas.
Pierakstiet mérijjumu >80 cm:

21. Nav taktllu zimju visvairdk izmantotaja
gajéju marsruta.

22. Vizuali vide novérs uzmanibu no kapném.

23. Dazadi ornamenti uz pakapieniem rada
maldigu priekSstatu par pakapiena malu.

Attiecas gan uz “vizuala veida trakumu”, gan
uz jau esosam problémam.

24. Slikti apgaismota staigaSanas virsma
un/vai margas.
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Virtuve, velas mazgatuve, paligvirtuve

Attiecas uz mébelém un aprikojumu utt.
Pieejamiba aizsniedzot/ieesana velas
mazgatuvé tiek novértéta vispargja dala zem
AREJAS VIDES un pie C99.

25. lerobezota manevréSanas vieta ap
lietam/noliktavas priekSmetiem (apkopes zona
mazaka ka 120 cm to priek$a). lerobezota
vieta, jo mébeles tiek novértétas zem C9.

26. Sienas skapji un plaukti novietoti parlieku
augstu.

Atziiméjiet punktu, ja zemakais plaukts ir
augstak k& 140 cm virs gridas.

27. Nav atbilstoSas darba virsmas sédoSam
darbam (0.85 m ir domats vienigi stadvoSam
darbam; zemaks darba virsmas augstums
domats sédoSam darbam). Kaju novietojumu
novérté zem C29.

28. Zema darba virsma (0.84 m vai zemak).

29. Nav darba virsmas arkaju novietoSanas
iespéjam zem tas (maz. kad 0.65 m augstuma,
dziluma 0.6 m, platuma 0.8 m).

30. Darba virsma parlieku dzila (vairak ka 0.6
m).

31. Parak dzili plaukti (vairak ka 0,3 m). Dzilaki
plaukti prasa izvelkamus plauktus. Atziméjiet,
Jja puse gridas un citi plaukti ir parak dzili un
trakst $is iespéjas.

32. Parastie plits rinki.

letveriet gazes pliti u.c.

33. Keramiska plits virsma.

34. Durvju atvérums (iek$éjas durvis), kas
traucé pieejamibu paligtelpam.

35. lerobezots vai neatbilstoSa izvietojuma
apgaismojums virs darba virsmas, izlietnes,
cep$anas, varisanas zona.

Novértéjot kontrolierices/aparatiru. Attiecigie
punkti ir atzZiméti, ja viena vai vairdkas
pastavosas funkcijas virtuvé, velas mazgatuvé
rada problémas. Ja ir mikrovilnu krasns, to ari|
ietveriet.

36. Nelogiska kontrolsleédzu vadi$ana.

37. NepiecieSams liels spéks, lai iedarbinatu
kontrolierices.
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38. Hiperjatiga ieslégSana.

39. Lietojot nepiecieSama saglabata sikas
motorikas funkcija.

Attiecas uz siko motoriku, sarezgitu
manipulé$anu, salidziniet C47.

40. L oti mazas kontrolierices.

41. Loti lielas kontrolierices.

42. PagrieSanas kustiba ar visu plaukstu,
ieskaitot pamatnes locitavu.

43. NepiecieSama sarezgita manevrésana
(vairak neka viena darbiba/kustiba) un |oti
precizas kustibas.

44. Lietojot jaizmanto abas rokas.

45. Lietojot jaizmanto rokas.

46. Lietojot jaizmanto pédas.

47. Lietojot jaizmanto pirkstus (atseviSks
satvériens, piem., pincetes un lateralais
satvériens).

48. Vairak ka puse kontroliericu loti augstu/
nepieejama novietojuma (> 1.2 m virs gridas).

Attiecas uz elektribas ligzdam/ slédziem,
rikoSanos ar trauku skapjiem un atvilkném utt.

49. Vairak ka puse aparatlras/ kontrolierices
atrodas loti zema stavokli (< 0.7 m virs
gridas).

Attiecas uz elektribas  ligzdam/slédziem,
rikoSanos ar trauku skapjiem un atvilkném utt.

Higiénas telpas

50. Nav vietas, lai apséstos dusa vai vanna.

ManevréSanas vieta tiek novértéta
zem C9 un/vai C10. Planojot
meérijjumus atziméjiet

51. Nav rokturu dusa/ vanna un/ vai tualeté

52. Rokturi grati sasniedzami (netiek ietverts
augstums, bet atraSanas arpus sasniegSanas
robezam.).

Atziméjiet starpibu starp C52 un C55

53. Rokturi |oti augstu, >90 cm

54. Rokturi loti zemu, < 80 cm
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55. Rokturi izvietoti neadekvati.

Attiecas uz neatbilstoSu izvietojumu, kas
ietekmé  piecelSands spéjas, pieméram,
vertikals novietojums.

56. Rokturi grati satverami vai sakrit ar rokas
izméru.

57. Rokturu izvietojums ierobezo dazadu
priekSmetu lietoSanu vai kustibas ap to.

Kontrolierices, aparatira higiénas telpas
altiecas uz patstavigdm iekartam- krani,
skapiSi. Velas mazggjama masina novietota
higiénas telpas tiek novértéta zem ‘velas

57

mazggjama istaba

58. Nelogiskas kontrolierices.

59. NepiecieSams liels spéks, lai ieslégtu
kontrolierices.

60. Hiperjutiga ieslégSana.

61. Lietojot nepiecieSama saglabata sikas
motorikas funkcija.

Attiecas uz sikam kontroliericém, sareZzgitu
manipuléSanu, salidziniet ar C69.

62. Loti mazas kontrolierices.

63. Loti lielas kontrolierices.

64. PagrieSanas kustibas ar visu plaukstu,
pamatnes locttavu.

65. Sarezgita manevré$ana (vairak ka viena
kustiba), tiek prasita precizitate.

66. Lietojot jaizmanto abas rokas.

67. Lietojot jaizmanto rokas.

68. Lietojot jaizmanto pédas.

69. Lietojot jaizmanto pirkstus (atseviSks
satvériens, pincetes un lateralais satvériens).

70. Vairak ka puse aparatu un kontroles
sisttmu ir loti augstu/nepieejama stavokit
(vairak ka 1.2 m virs gridas).
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71. Vairak ka puse aparatu/kontroles sistému ir
|oti zemu/nepieejama stavoklIt (mazak ka 0.7 m
virs gridas).
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72. lzlietni var izmantot tikai stavus (augs$éja
mala 0.81 m virs gridas vai augstak).

73. Tualetes pods ar standarta augstumu (0.41
m apsézoties) vai zemaka.

Atziméjiet, vai tualete ir piestiprinata pie
sienas.

74. Paaugstinats tualetes pods (0.42 m
apsézoties) vai augstaka.

Atziméjiet punktu, ja poda augstums ir >0,41
m. Atziméjiet tualetes poda augstumu:

75. Caurules, krani rada saSaurinatu telpu zem
izlietnes.

76. lerobeZota kaju novietoSana zem izlietnes
(attalums Iidz sienai mazaks ka 0,6 m, platums
mazaks ka 0,8 m, sareZgits izlietnes dizains).

Attiecas uz brivo telpu; C75 var bat paradits
kopa ar C76.

77. Spoguli var izmantot tikai stavus (zemaka
mala vairak ka 0.9 m virs gridas)

78. Tualetes papira turétdjs nepieejama
stavokli (vairak ka 0.4 m no tualetes, augstak
kd apméram 0.8m virs gridas, novietots pie
sienas aiz tualetes poda, utt.).

79. Trauku skapji, dvielu turétaji, un citi izvietoti
nepieejami (ieteicamais augstums 0,9-1,2 m
virs gridas).

80. Duskabine ar slieksni/atSkirtba starp
[Imeniem vairak ka 0 mm.

Atziméjiet dusas izmérus, tdens noteci utt.

81. Vanna du$as vieta.

=

Atziméjiet vai vannas veids rada problémas.

82. Slidena gridas virsma. 1
Citas kontrolierices un darbinama
aparatira
Attiecas uz durvju un logu apdari, ligzdam,
slédziem wun citam funkcijam. Virtuvi un
higiénas telpas novérté atseviski.
83. Nelogiska kontroliericu vadi$ana.
84. Prastta liela piepule lai ieslégtu vadiSanu.
1

85. Hiperjatiga ieslégSana.
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86. Lietojot nepiecieSama saglabata sikas
motorikas funkcija.
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Attiecas uz sikam kontroliericém, sareZgitu
manipulésanu, salidzina C95.

87. LLoti mazas kontrolierices.

88. Loti lielas kontrolierices.

89. PagrieSanas kustiba ar visu plaukstu.

Originals slégsanas klokis.

90. Sarezgita manevré$ana (vairak ka viena
darbiba/kustiba), tiek prasita precizitate.

91. Lietojot jaizmanto abas rokas.

92. Lietojot jaizmanto rokas.

93. Lietojot jaizmanto pédas.

94. Lietojot jaizmanto pirkstus (atseviSks
satvériens, piem., pincetes un lateralais
satvériens).

Originals slégsanas klokis.

95. Vairak ka puse aparatu/kontroles sistému
novietotas |oti augstu/ nepieejama stavoklt
(vairak ka 1,2 m virs gridas).

96. Vairak ka puse aparatu/ kontroles sistému
novietotas |oti zemu (mazadk kad 0,7 m virs
gridas).

Ar sienas kontaktligzdas.

Papildus majas ierices

Pieejamiba gajéju celos arpusé ir novértéjama
zem sadalas AREJA VIDE. Pilnigs iek$éjais
kapnu posms novértéts zem sadajas C12-24.
lerakstiet turpmakas barjeras iek$€jos celos
zem sadalas PIEZIMES.

97. Noliktavu telpas ir aizsniedzamas parvarot
kapnes/sliek§nus vai atrodas citd lTment
(vairak ka 25 mm).

Atziméjiet punktu, ja atSkiriba starp
limeniem ir >25 mm.

Atziméjiet augstako starpibu starp limeniem
robezas starp 15-25mm:

98. NeatbilstoSa dizaina telpas (ieskaitot
durvis)

99. Velas mazgatuve ir aizsniedzama vienigi
parvarot kapnes/sliekSnus vai atrodas cita
[TmenT (vairak ka 25 mm).

Atziméjiet punktu, ja atSkiriba starp
limeniem ir >25 mm. AtzZiméjiet augstako
starpibu starp limeniem robezas starp 15-25
mm;
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100. Neatbilstosi izveidotas velas mazgatuves
durvis (platas, smagas, utt.).

Cita veida aprikojums tiek novértéts zem
sadalas C25-49.

PIEZIMES

Punktu atziméjiet, ja ir k&ds no Siem
apstakliem.

Atziméjiet visSaurako durvju atvéruma
vietu intervala starp 75-90 cm:

D. Komunikacija

1. Nav telefona ar pastiprinatu signalu

Sekojosas vides barjeras tiek novértétas
daudz dzivoklu majas..

2. Nelogiskas zimes/izkartnes.

D Atziméjiet ar krustu, ja zZimes un norades
vispar IZTRUKST.

3. Abstraktas zZimes un izkartnes.

4. Zimes un izkartnes vaji apgaismotas,
nepieméroti izkartas.

5. Uz izkartném mazi burti un cipari.

6. Nav taktilu Zimju uz noradém, utt.

Sezona, kura veikts novertejums un laika apstakli:
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XVI. Ikdienas aktivitaSu kapnes (Hulter Asberg & Sonn, 1989; Sonn & Hulter Asberg, 1991)

Nozimé édiena panemsanu no $kivja vai cita trauka un

1. ESana . _
ielikSanu muteé
Neatkarigs Edat pats bez palidzibas
Iztriiksto$as
Dalgji atkarigs Edat pats, iznemot, ja nepiecie$ama palidziba, sagrieZot galu vai smerejot ?‘tb'ldles_
sviestu uz maizes IEMesIs.
O Atkarigs Sanemat palidzibu, &dot vai tiekat dalgji vai pilnigi barots caur zondi, vai ar
intravenozu skidrumu
» Parvietosanis Nozime iekapt vai izkapt no gultas un apsésties vai
' piecelties no kresla
Neatkarigs Iekapjat vai izkapjat no gultas un apsézaties vai piecelaties no krésla bez Iztriikstosas
palidzibas, (var lictot atbalsta objektus, tadus ka spiekis vai staigaSanas atbildes
ramis) iemesls:
Dalgji atkarigs | Iekapjat gulta vai izkapjat no tas vai apséZaties krésla un piecelaties no ta ar
palidzibu
Atkaﬁgs Nevarat izkapt no gultas
Etglilale t':\sli:jt y UZ | Nozime ieSanu uz tualetes telpu, lai iztukSotu urinpasli vai
P zarnu traktu, sevis notiriSanu un apgérba sakartosanu
Neatkaries Aizejat I1dz tualetei, nofiriet sevi un sakartojat apgérbu bez palidzibas, (var
g
lietot spieki vai staigaSanas rami, vai ritenkréslu, un var lietot naktspodu/ Iztriiksto$as
Siberi, iztukSojot to no rita) atbildes
iemesls:
Dalgji atkarigs Sanemat palidzibu, lai aizietu uz tualeti, notiritu sevi, sakartotu apgerbu, lai
lietotu naktspodu
Atkarigs Neejat uz tualetes telpu
e - Nozime visu nepiecieSsamo drébju iznemsanu no skapja vai
4.Gerbsanas J ]
s atvilkném un apgerbsanos, ietverot sledZu, jostu savilk§anu,
spradzZu aiztaisiSanu
Neatkarigs Panemat drébes un pilniba apgérbjaties bez palidzibas
Iztriikstosas
Daléji atkaﬁgs Panemat drébes un apgérbjaties bez palidzibas, iznemot kurpju aiz$norésanu ?etrt:llelgli S
Atkarigs Sanemat palidzibu, lai panemtu drébes un apgerbtos, vai paliekat dalgji vai
nepilnigi apgerbies
5. MazgaSanas Nozimé dusas siikla lietoSanu, vannas vai dusas lietoSanu
Neatkarigs Nesanemat palidzibu (pats iekapjat un izkapjat no vannas vai dusas)
Dal&ii atkar Sanemat palidzibu tikai vienas kermena dalas mazgasana (ka, pieméram, Iztriiksto$as
alejl atkarigs mugura vai kajas) atbildes
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Atkarigs Sanemat palidzibu vairak neka vienas kermena dalas mazgasana (vai ari pats lemesls:
nemazgajaties).
6.Maltites Aiziet Ildz virtuvei, gatavot maltiti, rikoties ar pliti
gatavo§ana
Neatkaﬁgs Veicat aktivitati, kad nepieciesams
Iztriikstosas
Daléji atkaﬁgs Negatavojat €dienu vai tikai uzsildat jau sagatavotu maltiti gtblldles
’ lemesis:
Atkarigs Neveicat $o aktivitati
. Sabiedriska . - e et - . . A
7. Sabiedris Tiekat Iidz sabiedriska transporta pieturai, varat iekapt un
transporta . 1= . . oy s
. izkapt no tramvaja, trolejbusa , autobusa un vilciena
lietoSana
Neatkarigs Lietojat sabiedrisko transportu, kad nepiecieSams
Iztrukstosas
Daléji atkarigs Lietojat sabiedrisko transportu, bet tikai citas personas pavadiba ?etralelgli S
Atkarigs Nevarat nokliit lidz sabiedriska transporta pieturai, vai vajag citas personas
palidzibu iekapsanai un izkap$anai
. Noklit veikala, parvietoties pa kapném vai citiem
8. IepirkSanas P o il . ~ .
Skeérsliem, izveleties pirkumus, samaksat par tiem un
nogadat tos majas
Neatkarigs Veicat $o aktivitati, kad nepiecieSams Iztruksto3as
atbildes
Dalgji atkarigs Veicat $o aktivitati, bet kopa ar kadu citu personu lemesls:
Atkaﬁgs Neveicat So aktivitati, vai nepiecieSama palidziba atsevisku aktivitates dalu
veiksanai
9.MaJ23s Veikt majas tiriSanu, tiriSanu ar puteklu siicéju, gridu
uzkopSana =x
mazgasanu
Neatkarigs Veicat $o aktivitati, kad nepiecieSams
Iztrikstosas
Dalgji atkarigs | Sanemat palidzibu, iznesot ara paklajus vai asistéSana nepieciesama Joti reti ?tb'ldles
3 iemesls:

Atkarigs

Neveicat aktivitati, vai nepiecieSama regulara asist€Sana atseviskas
aktivitates dalas
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Ikdienas aktivitasu veikSanas griitibas

Intervétaja ievada apgalvojums: “Vai izjitat kadas gritibas aktivitates veiksana, pat tad, ja

visu veicat patstavigi?”

Ne-
atkarigs

Ar

gritibam

Iztriksto-
§as atbildes
iemesls

Ja

Ne

la

ESana
Nozimé édiena panemsanu no Skivja vai cita trauka un ieliksanu
Mute

Ja

2a

ParvietoSanas
Nozimé iekapt vai izkapt no gultas un apsésties vai piecelties no
krésla

Ja

3a

Tualetes lietoSana
Nozimé iesanu uz tualetes telpu ,lai iztukSotu urinpusli vai zarnu
traktu, sevis notirisanu un apgérba sakartosanu

Ja

4a

Geérbsanas

Nozimé visu nepiecieSamo drébju iznemsanu no skapja vai
atvilkném un apgerbsanos, ietverot sledzu, jostu savilksanu,
spradzu aiztaisiSanu

Ja

5a

MazgaSanas
Nozimé dusas sukla lietosanu, vannas vai dusas lietoSanu

Ja

6a

Ediena gatavo$ana
Aiziet lidz virtuvei, gatavot malltiti, rikoties ar gazes pliti.

Ja

Ta

Sabiedriska transporta lietoSana
Tiekat lidz sabiedriska transporta pieturai, varat iekapt un
izkapt no tramvaja, trolejbusa un autobusa

Ja

8a

lepirkSanas
Nokliit veikala, parvietoties pa kapnem vai citiem skérsliem,
izveleties pirkumus, samaksat par tiem un nogadat tos majas

Ja

9a

Majas uzkopSana
Veikt majas tirisanu, tiriSanu ar putekju siicéeju, gridu
mazgasanu

Ja
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XVI. Dzives apmierinatiba
1. Visa visuma, cik apmierinats/a Jiis esat ar savu dzivi?

Loti
neapmierinats Loti apmierinats
0 1 2 3 4 5 6 7 8 9 10

XVIII Subjektiva funkcionala neatkariba (Oswald et al., 2001)

1. Visuma nemot, ka Jus vert§jat savu neatkaribu, tas ir, sp&ju tikt gala ar ikdienas
aktivitatem?

Pilnigi atkarigs Pilnigi neatkarigs

0 1 2 3 4 5 6 7 8 9 10

XIX. Aptauja par psihologisko labsajiitu (Ryff, 1989)

Intervétaja ievada apgalvojums:

“Izmantojot talak nosauktos apgalvojumus, es vélos uzzinat, ka jus izjlitat sevi un savu dzivi.
Es skali lasiSu apgalvojumus un liigSu jums noveértét, kada apjoma jiis personigi piekritat vai

nepiekritat katram apgalvojumam. Jiis varat izveléties starp “ pilnigi nepiekritu”, “nepiekritu”,

“neitrali”, “piekritu”, “pilnigi piekritu”. Lidzu, izvelieties to kategoriju, kas vislabak atbilst
jusu viedoklim.

No |Apgalvojums Intervétajam: ludzu atziméjiet ar krustinu

Iztrtiksto
-§as
atbildes
iemesls

. . . . . .| Pilntgi Pilntgi
1 Es nebaidos izteikt savu VIEd(?k“, pE::lt, Jja nepiekritu Nepiekritu Neitrals Piekritu piekritu
tas ir pretgjs vairaku cilvéku viedoklim.

, |Visuma es jitu, ka labi parzinu un|"IN9 o o ~ |Pinigi
pérvaldu situéciju kura dZTVOju nepiekritu Nepiekritu Neitrals | Piekritu | piekritu

5 .
3 |Es dzivoju dzivi vienai dienai un Tsti|"IN9 o o | Pinigi
nedomﬁju par nakotni nepiekritu Nepiekritu Neitrals Piekritu piekritu

4 |Manus Iémumus parasti neietekmé tas, | ”I"9' o o | Pinigi
nepiekritu Nepiekritu Neitrals PiekrTtu piekritu

ko citi dara.
5 |lkdienas dzives prasibas biezi mani "9 o o | Pinigi
— nepiekritu Nepiekritu Neitrals | Piekritu | piekritu
nomac.
¢ |Es koncentrgjos uz tagadni, jo domaju, |9’ o o | Pinigi
nepiekritu Nepiekritu Neitrals Piekritu piekritu

ka man sagadas problémas.
7 | Man ir nosliece uztraukties par to, ko citi | "Ina' o o | Pinigi
cilveki doma par mani nepiekritu Nepiekritu Neitrals | Piekritu | piekrtu

g |Es neiederos sava apkartgja sabiedriba | "' o . | Pinigi
un vide nepiekritu Nepiekritu Neitrals PiekrTtu piekritu
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9 |Manas ikdienas aktivitates man Skiet |9’ o . . |Ping
banalas un maznozimigas nepiekritu Nepiekritu Neitrals Piekritu piekrTtu
10 |But laimigam, apmierinatam ar sevi,|”"9' o o ~ |Pinigi
man ir daudz svarTgﬁk neka gt atzinibu nepiekritu Nepiekritu Neitrals | Piekritu | piekritu
no citiem.
11 | Es diezgan labi tieku gala ar daudziem |”"9 o o . |Pingi
savas ikdienas dzives pienﬁkumiem nepiekritu Nepiekritu Neitrals Piekritu piekritu
1o |Es Tsti nezinu, ko vélos paveikt sava|”md o . | Pintg
dzive nepiekritu Nepiekritu Neitrals | Piekritu | piekritu
.. o 1. _ . . | Pilntgi Pilntgi
13 | Mani ietekmé cilveki ar specigu viedokli | epieirmy | Nepiekritu | Neitrals | Piekritu | piekitu
14 | Es bieZi jitos pienakumu parpemts. Pilnigi o o ~ | Pinigi
nepiekritu Nepiekritu Neitrals Piekritu piekritu
15 | Es biju pieradis izvirzit sev mérkus, bet|”Imd o . | Pinigi
tagad man ta lickas laika izékiesana nepiekritu Nepiekritu Neitrals | Piekritu | piekritu
e . .| Pilntgi Pilntgi
16 |Es esmu parhecmats par savu viedokli, nepiekitu Nepiekritu Neitrals | Piekritu | piekritu
pat ja tas 1r pretstata vispar€jiem
pienémumiem
17 |Visuma es labi tieku gala ar savam|""9 o - | Pinigi
finansém un darijumiem nepiekritu Nepiekritu Neitrals Piekritu piekritu
1g |Man patik veidot nakotnes planus un|”md o . ~ |Pinigi
stradat pie to realizﬁcijas nepiekritu Nepiekritu Neitrals Piekritu piekritu
19 |Man ir griti izteikt savu viedokli|”m9 o - | Pinigi
StI‘TdTgOS gadeumos nepiekritu Nepiekritu Neitrals | Piekritu | piekritu
o0 |Es labi izplanoju savu laiku, tapéc varu |9’ o . | Pintg
izdarit visu. kas nepiecieéams nepiekritu Nepiekritu Neitrals Piekritu piekritu
5 .
51 | Es esmu aktiva persona, realizgjot planus | "IM9' o o | Pinigi
ko pats esmu nospraudis nepiekritu Nepiekritu Neitrals Piekritu piekritu
»p | Es biezi mainu savas domas par izvéli, ja | "9’ o o . |Pinigi
mani draugi vai gimene tam nepiekﬁt nepiekritu Nepiekritu Neitrals Piekritu piekritu
o3 |Man ir griiti veidot savu dzivi ta, lai es | "9 o o . |Pinigi
biitu apmierinéts ar to nepiekritu Nepiekritu Neitrals Piekritu piekritu
o4 |Dazi cilveki bezmérkigi klist pa dzivi, |9 o o ~ |Pinigi
bet es tads neesmu nepiekritu Nepiekritu Neitrals | Piekritu | piekritu
o5 |Es pats nosaku, kas ir svarigi, nevis |9 o o | Pinigi
sprieiu péC citu domam nepiekritu Nepiekritu Neitrals Piekritu piekritu
o6 |Es esmu spgjis sev izveidot maju un |"Io' o . | Pinigi
dzivesveidu pec saviem priek§statiern nepiekritu Nepiekritu Neitrals | Piekritu | piekritu
7 | Dazkart jiitos ta, it ka biitu paveicis visu, | "IN9' o o . |Pingi
nepiekritu Nepiekritu Neitrals | Piekritu | piekritu

kas dzive bija jaizdara.

109



XXI. The Housing Enabler, Funkcionalie ierobeZzojumi un atkariba no
parvietoSanas paligiericém (lwarsson & Slaug, 2001)

Intervétajam: St ir intervija, kas kombinéta ar noverosanu. Sekojot noradijumiem apraksta,
atziméjiet burtu/burtus, kas nordda personas funkcionalos ierobezojumus.

A

Bl

INFORMACIJAS
INTERPRETESANAS
GRUTIBAS

SMAGS REDZES BOJAJUMS

PILNIGS REDZES ZUDUMS
SMAGS DZIRDES BOJAJUMS

LIDZSVARA TRAUCEJUMI

KOORDINACIJAS
TRAUCEJUMI
IZTURIBAS IEROBEZOJUMI

GRUTIBAS VEIKT KUSTIBAS
AR GALVU

GRUTIBAS AIZSNIEGTIES AR
ROKU PALIDZIBU

GRUTIBAS PLAUKSTAS UN
PIRKSTU FUNKCIJAS
[ZMANTOSANA

AUGSEJO  EKSTREMITASU
PRASMJU ZUDUMS
GRUTIBAS PIELIEKTIES UN

PIETUPTIES
ATKARIBA NO
PALIGIERICEM

ATKARIBA NO RITENKRESLA

STAIGASANAS

PARMERIGAS AUGUMA UN
SVARA IZMAINAS
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XXII. Pielietojamiba manas majas (Finge, 1999)

1.

Cik piemérots ir Jusu majas vides planojums, lai Jis normali varetu
veikt savas personigas higiénas procediiras, apgerbtos, lietotu tualeti,
paestu? (Ja Jis nespéjat veikt kaut vienu no minétd, tad izsvitrojiet visu
Jjautdjumu)

1 2 3 4 5

Nepiemérots Loti piemérots

Cik piemérots ir Jisu majas vides planojums, lai Jus normali varéetu
pagatavot/ uzsildit maltiti vai pagatavot uzkozamos? (Ja Jiis nespejat veikt
kaut vienu no minéta, tad izsvitrojiet visu jautajumu)

1

2

3

5

Nepiemérots

Loti piemérots

Cik piemeérots ir Jiisu majas vides planojums, lai Jiis varétu mazgat
traukus, tirit maju, riipeties par pukém? (Ja Jis nespéjat veikt kaut

vienu no minétd, tad izsvitrojiet visu jautajumu)

1

2

3

5

Neatbilstoss

L.oti atbilstoSs

Cik piemeérots ir Jusu majas vides planojums, lai varétu veikt velas
mazgasanu, gludinasanu, drébju sakartoSanu? (Ja Jiis nespéjat veikt

kaut vienu no mineéta, tad izsvitrojiet visu jautajumu)

1

2

3

5

Neatbilstoss

L.oti atbilstoss

Cik drosi Jus jutaties sava majas vide?

1

2

3

5

Nedrosi

Pilntgi drosi

Cik piemerots ir Jusu majas vides planojums, kas lauj Jums pabiut

vienatne, ja Jus to velaties?

1

2

5

Nav piemérots

Tik, cik to vélos
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7.

Cik piemérots ir Jiisu majas vides planojums, lai saietos ar draugiem

vai pazinam ar kuriem juis velaties satikties?

1

2

3

Nav piemérots

Tik, cik to vélos

8. Cik piemeérots ir Jiusu majas vides planojums, lai Jus spétu realizet
savu hobiju/briva laika aktivitates un atpusties?
1 2 3 4 5
Nav piemérots Tik, cik to vélos
9. Ja Jusu vesellba mainisies, cik liela mera biuis iespéjams veikt
vienkarSas izmainas Jisu majas videé (parveidot autostavvietu,
parveidot tualeti, parkartot mebeles, parkartot citu istabu ka
gulamistabu, utt.)?
1 2 3 4 5
Nav iesp&jams Tik, cik to vélos
10. Cik pieejama, Jusuprat, ir majas vide kopuma?
1 2 3 4 5
Nepieejama Pilntba pieejama
11. Cik pieejama ,Juisuprat, ir fiziska vide arpus Jiisu majas (celi uz Jisu
lietoto autostavvietu/garazu, atkritumu savaksanas vietu, uz pastkastiti, uz
koplietoSanas velas mazgatavu, uz mantu glabatavu, utt.)?
1 2 3 4 5
Nepieejama Pilntba pieejama
12.  Cik pieejama , Jusuprat, ir ieeja Jusu maja?
1 2 3 4 5
Nepieejama Pilntba pieejama
13.  Cik pieejamas ,Jusuprat, ir paligtelpas Jusu majas?
1 2 3 5
Nepieejama Pilniba pieejama
14.  Vai zZimes un uzraksti arpus €kas un pie ieejas ir labi izlasami un
saprotami? (jautajums attiecas uz daudzdzivoklu majas dzivojoSiem).
1 2 3 4 5
Née Viegli
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15.

16.

Cik pieejams Jusuprat ir balkons, iek§€jais pagalms vai darzs? (Ja

Jums nav balkona, iek$€ja pagalma vai darza izsvitrojiet visu jautajumu.)

1 2 3 4 5
Nav pieejams Loti pieejams
Cik pieejama, Jusuprat, ir majas iekséja vide ?
1 2 3 4 5

Nav pieejama

Loti pieejama

XXII1. Dzives apstaklu nosacijumi (HOOP piclagota versija, Sixsmith & Sixsmith,

2000.)

Intervétaja paskaidrojums:_Tagad es Jums pajautasu vél dazus jautajumus par Jisu majam. Jums
jaatatbild uz jautagjumiem, izvéloties $adus iesp&jamos atbilZzu variantus. Paradiet respondentam skalu (skat.
pielikumu) un izskaidrojiet alternativas.

No

Jautajums

Intervétajs: atzimeéjiet ar krustinu

Noteikti
ja

Dazkart
ja

Ne

Dazkart
né

Noteikti
né

[ztrikstosas
atbildes
iemesls

=

Vai Jis esat apmierinats ar savas majas stavokli
(planojumu, jumtu, griestiem, siendm, mitrumu u.c.)?

Vai Jis esat apmierinats ar elektribas, gazes, tdens,
kanalizacijas u.c. piegadi?

Vai Jusu maja ir tik silta, cik Jus grib&tu?

Hlw N

Vai Jusu majas planojums ir &rts un piemérots

Jums (dekoracijas, mébeles)?

Vai Jis varat parlipéties par majas apsaimniekoSanu

(darzkopibu, tiriSanu, uzturésanu, veikt mazsvarigakus
laboSanas darbus u.c.?

Vai Jis domajat, ka Jiisu maja nav nedrosas vietas kas
var izraisit nelaimes gadijumus (ugunsgréks, slikts
apgaismojums, slidosi paklaji)?

Vai Jis brivi varat pienemt lemumus ka rikoties

sava maja?

Vai Jums skiet, ka Jisu maja biis piemé&rota Jums, ja
kaut kas mainisies(piem&ram, pasliktinasies veseliba,
samazinasies ienakumi, mazakas iesp€jas sanemt
palidzibu)

Vai aizieSana no §1s majas Jums bitu liels
sartigtinajums?
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XXIV. Kontrole par dzivojamo vidi (HCQ) © (Oswald, Wahl, Martin, & Mollenkopf, in
press)

Intervétaja ievada komentars:_,,Sekojosie apgalvojumi apraksta, ka cilveki tiek gala ar uzdevumiem vai

mijiedarbojas ar vidi. Es jums prieksa skali lasiSu izteikumus (apgalvojumus) un lidzu Jas noveértét, cik liela
mera Jus piekritat vai nepiekritat dotajam apgalvojumam. Jus varat izvéleties kadu no sekojosajam atbildem. Jus

varat izveleties starp ,,pilnigi nepiekritu”, “nepiekritu”, “neitrali”- tas ir, ka apgalvojumam Jas varat dalgji

piekrist un dal&ji nepiekrist un “piekritu”, “pilnigi piekritu”. Liudzu izv€laties atbildes variantu, kurs visvairak ir
piemérots Jums.

Intervetajam: luadzu, atziméjiet
nr. [APgalvojumi krustinu

ar

1 |ESesmu spg&jigs iekartot savu dzivokli atbilstosi
manai personiskajai gaumei un idejam

> |Es priecdjos par citu ieteikumiem, kas palidz
uzlabot manu dzivokli/maju

Atrasties laba vieta ir veiksme. Tu nevari to
ietekmét; tev vienkarsi ta japienem.

Tikai no manis ir atkarigs tas, vai es izmantoS$u
4. |vai n€, tuvuma esoSos apripes dienestus un
sabiedribas pakalpojumus, kas varétu padarit
manu dzivi vieglaku.

5 [Tas, vai es buSu spejigs palikt sava dzivokl/
maja, iesp&jams ir atkarigs no citam personam

6 |Tasir ti|_<ai _veiksmes jautﬁjun}s Vai mani kaimini
man palidzes trauksmes gadijuma.

» [Mana dzivokli/maja viss ir ta, ka tam ir jabut.
Mani neuztrauc, ko citi doma

g [(Darot kaut ko interesantu vai jauku arpus mana
dzivokla/majas, man vajag uzticéties citiem.

No veiksmes apstakliem ir atkarigs vai es varésu
9. [vai nevaréSu palikt sava dzivokli/maja.

Tikai no manis ir atkarigs interes&ties par jaunam
10. |attistibas tendencém saistiba ar atbilstosi
vecumam draudzigam majam un

majas iekartojumam.

Es jutos atkarigs no citiem, kad izmantoju
atbalsta centrus un sabiedribas atbalstu mana
dzivojama vieta.

11.

1o |Tu vari dzivot tikai ta, ka dzivo pargjie tava
dzivokli/maja; tu nevari neko ar to izdarit.

Tikai no manis ir atkarigs, vai es apmekl&ju vai
13. | neapmekl&ju kultaras pasakumus mana tuvakaja
apkartng, vai arT apmeklgju skaistas vietas
kaiminos esos$a apkartné.
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14.

Ja citas personas piedava man palidzét (t.i., majas
uzturéSanu) ieksa vai arpus mana dzivokla/
majas, es nevaru atteikties.

15.

Gadijums liela méra nosaka to, kur un ka
es dzivoju.

16.

Es nevarétu maintt vidi, kura dzivoju,
citu vajadzibam.

17.

Citi man norada uz to, ka iekartot manu
dzivokli/maju.

18.

Tas ir veiksmes jautajums, vai man bis vai nebiis
iesp€ja turpinat dzivot Saja dzivokli/maja
ierastaja veida ari turpmak.

19.

Tikai no manis ir atkarigs,kas man palidzés mana

dzivokli/maja.

20.

Es ieklausos citu ieteikumos, ja vini man saka
neko nemainit mana dzivokli/maja.

21.

Tas kada veida mans dzivoklis/maja ir veidots,
lielaka vai mazaka méra ir atkarigs no ta, kada $is
dzivoklis/maja bija gadu laika.

22.

Es neesmu gatavs pamest savus dzivesvietas
kontaktus parceloties.

23.

Citi cilveki ir atbildigi par to, ja mans dzivoklis/
maja nav ta vieta, kura es varu baudit dzivi.

24.

Ta ir veiksme, vai mana vidg ir sabiedribas
atbalsts un atbalsta pakalpojumi.
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