
  

 

 

 

UNDERSTANDING SOCIAL SUPPORT AND DETERMINANTS OF HEALTH IN 

OLD AGE IN SOUTH AFRICA USING A MIXED METHOD APPROACH 

 

 

 

 

ALPHA KM KOSSE 

 

 

 

 

A THESIS SUBMITTED IN FULFILLMENT OF THE REQUIREMENTS FOR THE 

DEGREE OF DOCTOR OF PHILOSOPHY IN POPULATION STUDIES 

 

 

 

SCHOOL OF BUILT ENVIRONMENT AND DEVELOPMENT STUDIES 

COLLEGE OF HUMANITIES 

UNIVERSITY OF KWAZULU-NATAL 

DURBAN, SOUTH AFRICA 

 

 

SUPERVISOR: PROFESSOR PRANITHA MAHARAJ 

 

 

 

 

October 2019 

 

 

 

 



i 

 

COLLEGE OF HUMANITIES 

DECLARATION – PLAGIARISM 

 

I, Alpha Kosse, declare that 

 

1. The research reported in this thesis, except where otherwise indicated, is my original 

research. 

 

2. This thesis has not been submitted for any degree or examination at any other university. 

 

3. This thesis does not contain other persons’ data, pictures, graphs or other information, 

unless specifically acknowledged as being sourced from other persons. 

 

4. This thesis does not contain other persons' writing, unless specifically acknowledged as 

being sourced from other researchers. Where other written sources have been quoted, then: 

 

a. Their words have been re-written but the general information attributed to them has been 

referenced 

 

b. Where their exact words have been used, then their writing has been placed in italics and 

inside quotation marks, and referenced. 

 

5. This thesis does not contain text, graphics or tables copied and pasted from the Internet, 

unless specifically acknowledged, and the source being detailed in the thesis and in the 

References sections. 

 

 

Signed    

……………………………………………………………………………… 

 

 

 



ii 

 

DEDICATION 

 

 

To my father, Maurice Bifilu; 

 

 

My wife, Doudou Mukuna; 

 

 

My sons, Believe, Hogradi and Chris; 

 

and 

 

My daughter, Allmerry Kosse. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



iii 

 

ACKNOWLEDGEMENTS 

 

Firstly, I feel indebted to my supervisor, Professor Pranitha Maharaj, for her guidance during 

the whole process of writing this thesis. The PhD journey was long and unpredictable with 

seemingly no end in sight. There were instances that I was no longer able to carry on but her 

unwavering support and encouragement kept me on the right track. I am very grateful that 

your countless effort has culminated in the completion of this research. 

 

My profound gratitude goes to all members of staff of the School of Built Environment and 

Development Studies for their moral support and various kind of assistance that has led to the 

successful writing of this thesis. I would like to thank my colleagues and friends Dr. Vimbai 

Chibango, Dr. Themba Mgwaba, Kalonga Mwiinga, Dr. Thebeth Masunda and Ida Manina 

for experience sharing, company, and various support. I will miss several activities we 

attended over the last few years.   

 

A word of thanks to Jürgen Kähler, an exchange professor from Germany for his support 

during a month-long stay in Durban. My heartfelt gratitude is also extended to the 

Management of old age residents who approved and offered me the opportunity of interacting 

with the elderly. I also express my gratitude to all members of staff of old age homes as well 

as their clients for selecting the respondents and taking part in the study respectively. It would 

be unimaginable to complete this thesis without their input. 

 

Lastly, I would like also to thank my wife, Doudou, for her understanding during this long 

journey, in several instances, I was compelled to stay away from home for extended hours. I 

also extend my gratitude to my children Chris and Allmerry that I dearly missed.  

  

 

 

  

  

 

 

 



iv 

 

ABSTRACT 

 

The study attempted to understand social support and determinants of health of people aged 

60 years and older living in South Africa and provide a comprehensive definition  of the 

concept of old. This research was motivated by the fact that South Africa has witnessed an 

increase in the proportion of older people. They have to live with threats inherent in the 

demise of the extended family, their traditional support networks as well as the risk of being 

marginalised as a result of modernisation and urbanisation. In the absence of alternative 

social support, the elderly are left to fend for themselves. For decades, population aging has 

been overlooked and there is nearly no empirical evidence on factors that affect health in old 

age in Africa, let alone South Africa. Furthermore, there is no consensus on the concept of 

old among scholars.  

 

The study made use of both qualitative and quantitative methods to explore the issue at hand. 

For this study, both descriptive and explanatory research designs were used, drawing on 18 

in-depth interviews from a primary study among participants in an old age home and a 

nationally representative quantitative sample of publicly available data. The motivation for 

this methodological approach was to improve the outcome of this study since strengths of one 

data source will compensate for the weaknesses in the other source. A total of 3545 

respondents aged 60 years and older who took part in NIDS wave 5, conducted in 2017, were 

included in this study. 

 

The findings from the in-depth interviews seem to suggest that the current concept of old was 

flawed and irrelevant. Old age cannot be described using a one-size-fits-all approach, instead, 

it is heterogeneous and depends on some factors including lifestyle. Old age was well 

explained according to others and health played an important role in this regard. An older 

person was regarded as a sickly individual who depended on others for performing activities 

of daily living. In terms of gender, men and women were believed to age differently. 

Moreover, from a cultural standpoint, the elderly were those who have procreated and lived 

long enough to see their children becoming mature and independent members of the 

community.  

 

The elderly reported having at least one monthly medical appointment. The frequency of 

visits to health care facilities was dependent on the number of medical conditions. It was 
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found that older people were affected by several conditions uncommon at younger ages and 

some have been on medication for more than a decade. Despite the multiplicity of these 

medical conditions, many older people were not living healthy.             

 

Old age pension was found to be the main source of income of the households headed up by 

the elderly. In becoming recipients of old age pensions, the elderly were able to keep their 

medical appointments as they were able to afford taxi fare. The likelihood of receiving 

emotional and instrumental support was higher than gifts and other donations. Adult children, 

notably daughters and sons were the main source of support for their parents. It turned out 

that childless older parents were less likely to receive gifts. Working adult children or family 

members were more supportive than their unemployed counterparts. Social support was 

associated with improved well-being and better health. This study could not confirm the 

abandonment of the elderly highlighted by the modernisation and aging theory.  

 

A great deal of ill-health in old age can be prevented by raising awareness about the positive 

impact of a healthy lifestyle. Providing health care workers with adequate training and 

making them knowledge about health challenges in old age is likely to change their 

perception and care of older patients.     
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CHAPTER 1: INTRODUCTION 

 

1.1 Background 

  

Within less than a century, the world’s population has increased exponentially from 2.5 

billion in 1950 to 7.6 billion in 2018 and this trend is predicted to continue for further 

decades to come (Population Reference Bureau, 2018). The proportion of people aged 60 

years and above will account for 22% of the global population by 2050 (Bacci, 2017; 

Population Reference Bureau, 2018). This rapid growth is referred to as population aging, 

defined from the standpoint of the relative importance of the share of the aged to the younger 

population, it is a rise in the number of older people and a decline in the number of younger 

people (Jain et al., 2010). It is worth noting that the twenty-first century has witnessed a 

profound change in the demographic landscape of the world’s population. Aging is viewed as 

a result of combined declines in mortality and fertility. The low level of fertility and mortality 

entails a decline in the proportion of children accompanied by a subsequent increase in the 

population aged 60 years and older. In most developed countries, the level of fertility has 

shifted from above 2.1, the replacement rate that helps maintain a balance between different 

age groups of the population structure and gives rise to a stable population, to below or far 

below the replacement level. Although aging has become increasingly widespread, its 

magnitude and pace vary. The most developed regions were the first to witness these 

demographic patterns, while in less developed countries it is a recent trend. Currently, 

developed countries are home to the most aged populations while developing countries have 

the largest share of people aged 60 years and older. Because of the heightened pace of aging 

in the less developed regions, the likelihood of having the highest concentration of people 

aged 60 years and older becomes increasingly evident (Population Reference Bureau, 2018; 

United Nations, 2013).  

 

To be more specific, a rise in life expectancy is witnessed in a substantial number of 

countries (Population Reference Bureau, 2018; Statistics South Africa, 2018). Factors such as 

medical advances, access to water and sanitation, reduced family size, and family planning, 

as well as better food distribution and quality are put forward as those that have led to an 

increase in life expectancy and fuel this demographic growth (Maharaj, 2013). It is argued 

that because of a lack of preparation Africa cannot sustain a substantial increase in the 

number of people aged 60 years and older (Bremner et al., 2010). It deals with many 



2 

 

challenges and aging is less likely to be on the priority list. Yet the experience of the current 

demographic trends is not unique to Africa, Europe witnessed the same pattern towards the 

middle of the twentieth century. The main difference seems to lie in the pace of aging which 

is believed to be faster in the developing world. Furthermore, aging is coupled with rapid 

urbanisation as a result of rural-urban migration. The combination of both rapid urbanisation 

and population aging is thought to weaken the extended family which was entrusted with the 

care of the sick and the aged (Jackson et al., 2010). Hence, the demise of the extended family 

and the migration of young adults in search of green pastures could represent a threat to the 

well-being of people aged 60 years and older (Makoni, 2008). Traditionally, multi-

generational households were instrumental in the support of the aged, any deficiency inherent 

in social security systems was allegedly offset by these living arrangements (McKinnon et al., 

2013).   

 

It appears evident that using old age to describe the last developmental stage of an individual 

remains contentious because of a lack of consensus about the definition among scholars 

(Orimo et al., 2006). For the purpose of this study, older people or elderly applies to every 

male and female who has reached the chronological age of 60 years or older. Although this 

chronological age is used as a basis for operational purposes, it is worth noting that the 

elderly differ in terms of income, health, and culture as any other age group of the population 

(United Nations Population Fund, 2012). The issue of population aging has been overlooked 

for decades by almost all stakeholders in Africa because of the youthful nature of the 

population (Makoni, 2008). The recent demographic trend has compelled scholars to conduct 

more research on aging. Unlike the more developed world, older people living in Africa can 

be referred to as a hidden population since there is a dearth of research on old age issues. 

Besides, they are more affected by health challenges and infectious diseases than other major 

regions of the world (de-Graft Aikins et al., 2010). The multiplicity of these challenges lead 

to the perception of vulnerability in old age.    

 

The concept of vulnerability is understood as the fact of being “defenceless, liable, imperfect, 

unprepared, frail, susceptible, weak, helpless, open to, exposed, in danger” (Schroeder and 

Gefenas, 2009, p114). Vulnerability in old age appears to be a result of various concurrent 

factors occurring in the elderly’s life. Currently, sub-Saharan Africa experiences intersecting 

epidemics of HIV and non-communicable diseases (Clark et al., 2015; Mayosi et al., 2009; 

Nojilana et al., 2016). While the elderly living in the developed world are more likely to 
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become disabled and develop non-communicable diseases than infectious conditions 

(National Institute on Aging, 2011). The deterioration of the immune system with age 

increases the vulnerability of the elderly. The presence of one chronic condition or infectious 

disease weakens the system and makes room for additional infectious diseases. For instance, 

in old age, type 2 diabetes and tuberculosis are well-documented conditions associated with 

serious health risks (Workneh et al., 2016). From a social standpoint, the elderly are regarded 

as vulnerable because of their limited ability for self-determination and they may struggle to 

defend their interests (Barbosa et al., 2017). They are more likely to lack power, knowledge, 

education as well as resources. Poverty in old age is another factor that intensifies the amount 

of vulnerability (Tanga, 2015). Although some older people may be fit and able to take care 

of themselves, others may be more vulnerable and need assistance with activities of daily 

living (Tong, 2014).   

 

The issue of vulnerability in old age was acknowledged some decades ago in the developed 

world while it was overlooked by policymakers in the developing regions. Currently, the 

aging debate in developed countries revolves around pension reforms. These pensions were 

put in place right after the Second World War when the fertility rate was high and the 

proportion of prospective retirees or older people was less substantial (Drucker, 2017). 

However, the rise in the number of the aged and the decline in fertility have rendered the pay-

as-you-go public programmes unsustainable. Faced with the prospect of a sharp increase in 

the proportion of the aged and a rise in social welfare spending, many developed countries 

have already started cutting their “generosity” towards older people (Ebbinghaus, 2015). In 

developing countries, the main concern is still the growing vulnerability of older people. The 

fast pace of aging without adequate policy development remains one of the main challenges 

since there is not enough time to put in place a modern public welfare state system 

(Bengtson, 2018).  

 

Furthermore, the outbreak of the AIDS epidemic some decades ago has highlighted the 

vulnerability of older people. Notably, with millions of people living with HIV/AIDS 

worldwide, many older people and other non-infected family members have been hard-hit by 

this condition (UNAIDS, 2013; UNAIDS, 2018). Older people face twofold challenges in 

sub-Saharan Africa. On one hand, they are affected as parents or family members by the 

death of their loved ones as a result of AIDS. On the other hand, they are part of millions of 

people who have contracted the epidemic but are denied the status of people living with 
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HIV/AIDS. They are neither included in the statistics nor targeted by awareness campaigns 

(HelpAge International, 2014). The provision of social support is one of the better ways of 

tackling old age vulnerability. Therefore, the elderly who are unable to live independently or 

perform activities of daily living may be able to improve their well-being. Studies have 

described ‘social support as the perception every member of the community has of the quality 

of social bond and the availability of care and support received’ (Cobb, 1976; Schwarzer and 

Knoll, 2007). Any assistance provided for the elderly aiming at easing their burden is referred 

to as social support, it can be private or public.      

 

The last few years have witnessed an increase in scholarly writings on aging in Africa. 

However, there is almost no research that focuses on the impact of social support and 

determinants of health in old age, that is, among people aged 60 years and older. This 

chronological age is crucial since it seems to be associated with several health problems 

(Paula et al., 2010). Moreover, South Africa is home to the largest AIDS epidemic in the 

world, the elderly have made substantial contributions to mitigate its impact on the 

households. Conducting this research could help to assess the factors that influence their 

health. It should be noted that older people run into several problems such as poorer health 

and heightened poverty. The study attempts to understand social support and determinants of 

health of people aged 60 years and older living in South Africa  and provide a comprehensive 

definition  of the concept of old from the perspective of the elderly. 

 

1.2 Problem statement   

  

With an estimated 8.5% of the population aged 60 years or older, South Africa has one of the 

fastest-growing aging populations in sub-Saharan Africa (Statistics South Africa, 2018). Over 

the next few decades, the proportion of the elderly living in developing countries is expected 

to increase drastically and match the pattern of the more developed world (United Nations, 

2015b). The onset of this demographic pattern in the more developed regions some decades 

ago challenged their financial stability and was associated with enormous social and 

economic costs (Ogura, 1994). Prior to a rise in the proportion of the elderly, these regions 

witnessed a change in factors such as improvement in standards of living, higher income 

levels, better coverage and provision of health care services, increased rates of vaccination 

for the youth, availability of antibiotics, improved hygiene and substantial increase in 

survival at younger age (Jakovljevic et al., 2017). In contrast, in the developing world, 
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particularly in sub-Saharan Africa, population aging occurs in the context of unstable or weak 

political institutions, high HIV prevalence and large burden of diseases, inadequate health 

infrastructures and systems, conflict and heightened poverty (Maharaj, 2013). Moreover, 

many governments and policymakers are still reluctant to address the issue of population 

aging to provide effective responses.   

 

Population aging has become an issue in the developing world because of the pace at which it 

is occurring and the ‘demise’ of the extended family that was often seen as responsible for the 

care of older people (Zimmer and Dayton, 2003). Traditional old age support has been 

weakened by rapid urbanisation, which has led to younger members of the population 

migrating to cities in search of a better life and more opportunities. The burden of older 

people is also worsened by challenges such as lack of mobility and disability, chronic 

illnesses, lack of access to health care among others (Dhemba and Dhemba, 2015). Besides, 

they are also affected by the loss of their adult children as a result of AIDS. Older people are 

also involved in the caregiving activities of people living with AIDS and take on the 

parenting role of AIDS orphaned children (Kalomo and Liao, 2018; Kasedde et al., 2014). 

 

The current concept of old is based on one feature, chronological age, any person who 

reaches the age of 60 years is regarded as an older person. Demographic characteristics such 

as gender, level of education, and socio-economic status are ignored. Chronological age is 

believed to be the feature that describes old age most effectively (Spector-Mersel, 2006). 

Once labelled older, the elderly are denied opportunities and resources, they become all of a 

sudden second class citizens. The executive order made by the German Chancellor over 100 

years ago setting the age of retirement at 65 years still stands out as the commencement of 

old age (Bauernschuster et al., 2018). Furthermore, the fact that the elderly are able to live 

long, independent, and in good health is overlooked. 

 

1.3 Rationale of the study 

 

The multiplicity of challenges experienced by older people has not only made them more 

vulnerable but it is also more likely to worsen their health. There is almost no research that 

seeks to understand social support and determinants of health in old age in South Africa, let 

alone Africa and there is no comprehensive definition of the concept of old. Most studies 

look at policy development, the negative impact of the aging population on economic growth 
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and the health care system, the increase in the number of the aged and the demise of the 

extended family. This study seeks to fill the gap by investigating barriers to access health 

services in old age. A further attempt will be made to fuel the debate on the definition of the 

concept of old.  

 

A gradual increase in the proportion of the elderly experienced in South Africa over the past 

decades appears to require an investigation. Conducting research seems to be the starting 

point as it will provide first-hand information on how it can be dealt with. The youthful 

nature of the South African population cannot be taken for granted to the extent of 

overlooking challenges inherent in old age. Given that old age is associated with increased 

vulnerability and frequent ill-health, understanding social support and determinants of health 

in old age remains a crucial feature that needs to be addressed to allow the elderly to live 

independently. Thus, this research is important as it provides insights into health in old age 

and informs policymakers on ways of improving the well-being of the elderly. 

 

1.4 Objectives of the Study 

 

The overall objective of the study is to understand social support and determinants of health 

of the South African population aged 60 years and older provide a comprehensive definition  

of the concept of old.   

 

The specific objectives of the study are: 

 

1. To obtain a deeper understanding of the concept of aging from the elderly’s point of 

view. 

 

The aim is to obtain a better understanding of the concept of old from the perspective of older 

people. It is a crucial concept for the elderly, they cannot be left out of issues that deal with 

their future.  

 

2. To identify the source and type of support which are perceived by the elderly as an 

important determinant of health in old age.   
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This objective attempts to explore the source of support in old age, notably emotional, 

material and financial. Support received from the government such as old age pension as well 

as from others including friends, relatives and non-governmental organisations (NGOs) needs 

to be assessed in line with its contribution to the well-being of the elderly. It would be 

erroneous to focus solely on financial contributions or gifts and leave out some impactful 

contributions of human interactions on the well-being of the elderly.          

  

3. To investigate the reported health status of older people and identify their main health 

problems.  

 

This objective focuses on the description of the elderly’s health; features inherent in their 

self-reported health status and the diagnosis made by health workers are highlighted. 

Furthermore, challenges encountered by older people in their attempt to access health care, 

the type of treatment received and the overall experience of their visits at health care facilities 

are explored. Also, practices that are conducive to healthy living, as well as risky behaviour, 

are investigated. 

 

1.5 Theoretical framework 

 

The research adopts a model, termed modernisation and aging theory, used by Burgess 

(1960). This theory argues that as ‘societies westernise’ and nuclear families replace 

extended families, older people are losing their status and support over time. The model 

consists of two distinct but related propositions. The first proposition depicts the aged 

experience in the more developed world and the second provides the reasons that have led to 

the current lack of support. 

 

In the words of the inventor of this theory, 

 

“the older person… can no longer count as a matter of right and of moral and legal 

obligation on economic support by his children. He is less and less likely, if needed, 

to be offered a home by a son or a daughter. If ill, particularly with a chronic ailment 

his children are more and more likely to shift his care to a hospital rather than to 

provide a bed in their home. If lonely, he must more and more look elsewhere than to 

his descendants to provide companionship and sociability. In short he must seek 
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elsewhere for the satisfaction of his needs – financial, health and social. In Western 

cultures he turns to the government or other organisations” (Burgess, 1960, p17). 

 

This theory stirred heated debate over the role of the family in the support of older people in 

the more and less developed world. The controversy was over the perception of 

abandonment, according to O’Rand (1990), there was a decline in the amount of support but 

the way it was portrayed was not a true reflection of the situation on the ground since there 

was not uniform societal development as posited by the theory. The evidence gathered from 

the developing world highlighted that many elderly were living in poverty and there was a 

decline in their material support (Aboderin, 2000; Apt, 1997; Barrientos and Lloyd-Sherlock, 

2002).  

 

There is not a valid reason that explains the decline in the support of older people. It 

transpires that the demise of the traditional pillar of support, notably the extended family, and 

the loss of the role and status of the aged are put forward as catalysts (Aboderin, 2004). 

However, some studies have provided more light on this issue in pointing out the failure of 

the traditional norms that were binding family members. The illustration is given in the 

following quote:        

   

“In all societies there is evidence of mutual obligations and responsibilities between 

aged parents and their adult children, but these obligations appear to be less clear and 

less binding in modern societies … there is considerable resistance to it, and state 

insurance and assistance programmes have been instituted as partial substitutes for 

such filial responsibility” (Cowgill and Holmes, 1972, p307). 

 

The decline in the children’s willingness to support their aging parents is more felt in cities, it 

highlights the weakening of familial attachments and sentiments (Burgess, 1960). The 

gradual increase in the values that relate to modernising societies and secularisation is seen as 

the consequence of the decline in the support of the aged by the younger generations. From 

the prospect of the most developed world, the decrease in the traditional old age support is 

viewed as a result of the erosion of the ‘force of custom’ which failed to play its role of 

enforcement by using economic, familial and religious punishments (Burgess and Locke, 

1954; Simmons, 1945; Simmons, 1946). The potency of this tradition is explained by the fact 

that the elderly were in positions of authority and could easily compel other family members 
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to comply with the norms. This is to say that old age support was not a direct outcome of 

affective sentiment but a result of fear of sanctions and exchange of services such as 

household chores, advice or other help. The role played by older people was very crucial as it 

ensured that children fulfilled their family obligation of supporting their parents. The 

modernisation theory implies that there is a link between the decline in the support of older 

people and the loss of their roles and status.  

 

The loss of the economic, religious or social privileges of the elderly due to education, 

urbanisation and technological advances entails the absence of both exchange resources and 

power to compel children to fulfil their filial obligation and norms. The theory suggests two 

factors that are believed to cause a decline in the support of the elderly, notably individualism 

and secularisation, which lead to the erosion of traditional norms of filial obligation, decrease 

the extent of enforcement and compliance with family obligation norms (Figure 1.1).  

 



10 

 

Figure 1.1: Modernisation theory’s explanation of the causes of decline in family 

support for older people 

 

Source: Burgess (1960) 

 

Over time, children have become more interested in taking care of their nuclear families, and 

support for elderly parents depends more on the extent of attachment between adult children 

and parents. In other words, the decision to provide old age support is dependent on the 
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ability and willingness of children which implies that many parents are less likely to receive 

support from them (Grundy and Murphy, 2018).  

 

Another theoretical framework used in this research is referred to as social support. It is based 

on the existence of a positive correlation between social support and psychological health 

outcomes. In theory, the model could be achieved through two distinct processes (Cohen and 

Wills, 1985). One feature of this model focuses on the 

 support of persons who experience stressful events, it is termed the buffering model since it 

seeks to minimise any potential negative influence of these events. The other feature, termed 

main effect model, argues that social support has always a positive outcome whether it is 

during stressful events or not. 

 

It is believed that stress arises when there is no appropriate response to a situation regarded as 

threatening (Lazarus and Launier, 1978). Sells (1970) sheds light on this issue by pointing out 

that this situation requires an immediate and appropriate response which may not always be 

available. Furthermore, the ability to cope with difficult situations is challenged by several 

stressful events. The fact of experiencing persistent difficult events may result in a serious 

disorder and strain the coping mechanism. Cohen and Wills (1985) reveal that the 

psychological definition of stress associates the appraisal of stress with the perception of 

feelings of helplessness and the potential loss of self-esteem. Yet the loss of self-esteem can 

lead to self-blame or the perception of being responsible for own misfortune. 

      

Figure 1.2 below depicts how social support buffers stress. The buffering effect takes place at 

two points that link stress to illness (Cohen and McKay, 1984; Gore, 1981; House, 1981). On 

one hand, support may take place right after the occurrence of the stressful event or expected 

stress to mitigate or prevent a stress appraisal reaction. In a sense, the assistance provided by 

others is perceived effective enough to help the subject to cope with imposed demands, and 

thus avoid making a particular event to become perceived as highly stressful. On the other 

hand, support may take place before the beginning of a pathological outcome, right after the 

occurrence of a stressful event, to buffer or stop the reaction to stress. Support may negate the 

influence of stress appraisal by solving the problem or by alleviating its perceived magnitude. 

 

Taking care of the elderly has been one of the major roles and functions of the family. 

However, many recent developments challenge this traditional way of caring for the aged. 
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For instance, it is argued that the death of adult children, as a result of AIDS has led to the 

formation of skip-generation households. The death of young adults may nullify the 

likelihood of receiving support from loved ones (Dayton and Ainsworth, 2004; Knodel and 

Im-Em, 2004). Migration and urbanisation of young adults are also part of the reasons that 

might reduce the amount of support for the aged (Makoni, 2008). In contrast, the elderly who 

co-reside or live in the same area with their adult children are believed to benefit from better 

support than their peers with different living arrangements. 

 

For this study, two main support resources will be used. Firstly, esteem support which means 

that a person is esteemed and accepted (Cobb, 1976; Wills, 1985). “Self-esteem is enhanced 

by communicating to persons that they are valued for their worth, experiences and are 

accepted despite any difficulties or personal faults”, it is called emotional support (Cohen and 

Wills, 1985, p313). The concept of emotional support is extended to informational support 

and social companionship. Informational support entails providing explanations that can 

bolster understanding and coping mechanisms for dealing with difficult events, it is also 

referred to as appraisal support and advice. Social companionship entails spending time with 

others in outdoor activities or leisure. This type of support may be useful since it takes the 

focus away from worrying issues and provides carefree moods. Secondly, instrumental 

support involves the provision of required services, financial assistance, and material 

resources. This kind of support may assist in alleviating stress by solving instrumental 

problems or allowing the recipient to allocate sufficient time to other activities or rest.  

 

The mitigation of stressful events takes place as follows: it is assumed that the fact of 

perceiving events as stressful is more likely to lead to feelings of helplessness and represent a 

threat to self-esteem (Cohen and Wills, 1985). Esteem support may offset the effect of threats 

on self-esteem that usually takes place as a reaction to stress appraisal. Informational support, 

that is designed to provide adequate coping responses, would offset an appraised lack of 

control. Thus, informational and esteem support are expected to respond to different stressful 

events. However, companionship support and instrumental support are seen as appropriate 

and involve the provision of assistance for dealing with a particularly stressful event. For 

instance, if stress comes from a loss of companionship, then social companionship would be 

appropriate for its mitigation. If financial problems have led to stress, then instrumental 

support would be the right solution for reducing its effect. Although stressful events may 
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result in several resources, it is argued that specific events cause particular ways of handling 

them (ibid). 

 

The modernisation and aging model is used to investigate the amount of old age support 

received from adult children living in the same or different areas. In other words, it helps 

understand the impact of migration and urbanisation on the support for the aged. The social 

support model is instrumental in assessing the role played by social networks, notably adult 

children and friends, on the health of the elderly. Social support networks are expected to be 

frequently supportive to reduce the effects of events appraised and even provide a direct 

solution to some problems. 

  

Both models are useful since they help explore different factors that impact health in old age, 

they seem to overlap and complement each other. The social support theory explores issues 

that relate to health while the modernising and aging model unpacks the impact of migration 

and urbanisation on old age support. Concerning the second tool of investigation, notably the 

social support model, it is has been intensely used in previous quantitative studies, however, 

its theorising shows that it can apply to the current study and helps ensure a greater 

understanding of the synergy between social support and health. 

 

Figure 1.2: Two points at which social support may interfere with the hypothesised 

causal link between stressful events and illness. 

 

Source: Cohen and Wills (1985) 
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1.6 Organisation of the Thesis 

 

This thesis consists of seven chapters. The first chapter has provided an overview of the study 

by highlighting the problem statement and rationale, the objectives and the theoretical 

framework guiding the analysis. The second chapter unpacks the existing literature on social 

support and health in old age. The third chapter outlines the research methodology and details 

the step-by-step process employed during data collection. The next three chapters outline the 

main findings from the quantitative and qualitative data analysis. The final chapter discusses 

in detail the main findings from the study as well as recommendations for future 

investigations and the major conclusions.  
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CHAPTER 2: REVIEW OF LITERATURE 

 

2.1 Introduction  

 

The rise in the proportion of the aged was regarded as a European concern since it was first 

experienced in the western world, towards the mid-twentieth century, where it resulted in a 

profound change in the population age structure. This “exotic” issue was overlooked in 

Africa because of a perception of “invulnerability” to the greying of the population (Makoni, 

2008). There was a tacit agreement between African scholars and policymakers to neglect or 

pay less attention to it. This lack of interest resulted in a paucity of scholarly publications on 

gerontology as well as few people trained in this discipline (ibid). For instance, developed 

countries use chronological timing to define population aging while this concept fails to 

explain meaningfully old age in less developed countries (Maharaj, 2013; Makoni, 2008). 

The difference between these two societies makes it difficult to find common ground. Finding 

a consensus on this concept may be regarded as a complex undertaking because of the 

heterogeneity of the global population. The scarcity of data as well as of a body of research 

into population aging appears to be a culmination of several challenges. Besides the lack of 

data on the aging population, researchers do not always have access to adequate data. Under 

such circumstances, it is almost impossible to conduct any satisfactory research (Maharaj, 

2013; Makoni, 2008). Additionally, although the Demographic and Health Survey conducted 

in the developing world encompasses substantial information on health, older people are 

usually left out.  

 

At present, advocacy for actions against challenges faced by older people in different regions 

of the world has become recurrent. One of the most prominent calls for actions was made by 

the then United Nations Secretary-General, Ban Ki-moon, during the commemoration of the 

25th anniversary of the International Day of Older Persons under the theme” Leaving No-one 

Behind: Promoting a Society for All” (United Nations, 2015a). Mr. Ban Ki moon 

acknowledged the contribution made by older people to global development and described 

them as an enormous asset to society.  

 

At present, this call to action seems to be heard by researchers in Africa as numerous studies 

attempt to unpack different challenges experienced by the elderly; aging in Africa (Makoni, 

2008); health status and quality of life (Mwanyangala et al., 2010); morbidity profiles (Jain et 
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al., 2010); dietary diversity of women caregivers (Oldewage-Theron and Kruger, 2011); 

hypertension and associated factors (Peltzer and Phaswana-Mafuya, 2013); aging and health 

in Africa (Maharaj, 2013); social networks and health (Moore et al., 2018); intergenerational 

care (Harling et al., 2018; Schatz et al., 2018). The recent interest in researching population 

aging is prompted by a set of issues that can be broken down as follows: a rise in the 

proportion of people aged 60 years and older, the demise of the extended family, the outbreak 

of HIV/AIDS, changes in morbidity patterns and increasing migration.   

 

This section provides a critical review of literature that helps to understand social support and 

highlights the determinants of health in older people. It looks at some empirical evidence on 

challenges inherent in the health of the aging population and outlines the definition of the 

concept of old. Furthermore, it highlights some determinants of health and unpacks the role 

played by relatives and friends in their attempt to tackle challenges that come as people grow 

older. It also discusses some practices or behaviours regarded as risky or acceptable that may 

have an impact on the well-being of the elderly.   

   

2.2 The concept of old 

 

Several attempts have been made to describe the concept of old but there is not a single 

definition universally accepted among gerontologists. By convention, the term elderly is used 

to describe any person who is 65 years or older. The age group elderly is broken down in two 

parts; those who belong to the 65-74 sub-age group are referred to as “early elderly” and from 

75 upwards are “late elderly” (Orimo et al., 2006). Nevertheless, this definition does not stem 

from any empirical evidence. It is believed to date back to the reign of Prince Bismarck, the 

then German Chancellor who set 65 years as the minimum chronological age at which every 

citizen would be eligible for a pension. When this executive order was made, turning 65 was 

nearly impossible as a lot of people were more likely to die early (Bauernschuster et al., 

2018). At present, given medical and health advances and gains in life expectancy 

experienced over recent decades, this definition does not hold true anymore since it lumps 

together everyone who is 65 years or older into the elderly age group (Klenk et al., 2016). 

Unlike during Bismarck time, a substantial number of people aged 65 years and older are 

now able to live long and healthy lives. 
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From the perspective of the United Nations, old age begins at age 60. This means every 

person who turns 60 can be referred to as the elderly (United Nations, 2013). Defining old 

age using chronological age as a key factor has one advantage; it allows the United Nations, 

for instance, to compute easily and consistently the world population. When using fixed 

chronological age as an indicator of old age, it is assumed that there will be no change in 

factors such as disability rates and life expectancy at 65. This assumption does not hold true 

since many characteristics associated with age do not remain fixed instead they are subject to 

change. It can be noted that in 1950 and 1955, women aged 65 years old were expected to 

live an additional 5.7 years on average in Japan. Fifty years later, their life expectancy 

increased by 15.6 additional years and a further increase is predicted (Klenk et al., 2016). The 

number of years spent in good health or disability-free life expectancies has witnessed the 

pace of increase similar to the pattern of life expectancies. These gains have reduced the rates 

of disability in old age (Sanderson and Scherbov, 2010).  

 

Because of the complexity of defining old age by using the timing approach, an attempt to 

avoid this conventional measure was made by Ryder (1975) who was followed by others. 

However, despite having some advantages in terms of the computational process, this attempt 

was associated with challenges that would impede further investigations. Firstly, aging was 

not seen as a serious issue until recently. Secondly, there were neither available life-

expectancy adjustments in consistent and acceptable format for all countries nor enough 

trained people to use them (ibid). According to Orimo et al. (2006), a better chronological 

definition should take into consideration regional, historical and social aspects. A survey 

conducted in Japan reveals that many Japanese believe the term elderly should be used for 

people who are aged over 70 or 75 years and unable to perform activities of daily living 

(ibid). 

   

Governments, in developing countries, define old age from the perspective of developed 

countries, that is, taking into consideration retirement age as a basis. However, given that the 

largest share of older people in the less developed regions lives in rural areas, they are neither 

formally employed nor entitled to formal retirement or its benefits, this imported definition 

does not hold true. Furthermore, the current concept assumes that there is no difference in 

terms of life expectancy between more developed and less developed regions. Applying this 

definition to regions with relatively lower life expectancy may not help capture the real 

meaning of old age (Kowal and Dowd, 2001).  
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In Africa, the chronological definition of old age seems to be irrelevant since it overlooks 

several regional differences. For instance, this concept fails to embody many key realities that 

describe better old age. Firstly, because of the absence or inefficiency of vital registration, 

many elderly are unable to provide their exact dates of birth, instead, they refer to some 

events that might have happened during the year of their birth to determine their ages. 

Secondly, there is a difference in the perception of the concept of old in Africa. It is 

associated with the amount of achievement in life, the number of children and wives, 

properties and possessions, grandchildren, etc. Thirdly, visible features (such as wrinkled 

face, grey hair, etc.) are viewed as characteristics of old age. Fourthly, the amount of 

knowledge on major events, rituals, history, initiations, and other traditional practices is seen 

as a feature of seniority. Finally, the retirement age cannot be used as criteria since it is 

flawed and ranges from 45 to 65 years (Nhongo, 2004).  

 

Despite these inconsistencies, the Organisation of African Unity Policy Framework and Plan 

of Action on Aging advocates for Africa to align itself with the definition of the United 

Nations. Embracing the United Nations definition will, of course, simplify understanding but 

it will not capture its real essence. Defining this concept in this way is more likely to leave 

out many older people whose identity documents indicate that they are younger than the age 

of legal retirement. Thus, the fact of including the chronological, functional and social 

components of this concept would capture the full meaning of old age in Africa (Kowal and 

Dowd, 2001; Nhongo, 2004).   

 

A study among older people in Nigeria found that the chronological age at which an 

individual was considered old was 76.8 years for males and 64.2 years for females (Togunu-

Bickersteth and Togonu-Bickersteth, 1988). Because of this, three points seem to stand out 

from this definition. Firstly, it is more liberal than the official concept that sets the retirement 

age at 60 years for every citizen and 65 for the judges of the high court. Secondly, the official 

definition does not make a distinction between male and female. Finally, regarding the 

number of challenges faced by older people in Africa, this chronological age might be very 

high. On the other hand, its gendered aspect seems to provide a clear picture of the concept 

that blends in the African context by including features such as a decrease in the vigour or 

inability to assume the role of provider and childbearing for male and female respectively 

(ibid). 
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Gorman (2017) points out that the concept of chronological age is irrelevant in a significant 

number of developing countries. Instead, there are other definitions accepted by societies that 

are better at explaining old age from the role played by the elderly. The inability or weakness 

to perform societal roles can be used as a basis for describing old age. In fact, in most 

developing countries, old age is believed to begin when people become unable to contribute 

actively to society or family. According to the World Health Organisation (2000), Harare 

hosted the Minimum Data Set (MDS) workshop that aimed at recognising the United Nations 

definition of 60 years as the commencement of old age; however, a large share of participants 

came to the conclusion that this concept does not reflect the real condition of older people in 

the less developed world. One year later, another MDS workshop hosted in Dar es Salaam 

agreed to set the commencement of old age at 50 years instead of 60 years (World Health 

Organisation, 2001). Nevertheless, despite the recommendations made at these workshops, it 

is difficult to compare data from countries around the world. 

 

Ayokunle et al. (2015) argue that the traditional definition of old age varies across countries, 

regions, and settings and seems to match the chronological timing of 50 to 65 years in Africa. 

It should be noted that the official or chronological definition of old age does not always 

match its traditional component. Yet, the age of legal retirement has turned out to be the 

default definition of old age. In general, anyone aged 50 years and older should be referred to 

as an elderly person (Collins and Lienhardt, 2014). In Nigeria for instance, in 2017, life 

expectancy at birth was approximately 52.8 years and 55 years for males and females 

respectively (Central Intelligence Agency, 2018). To be more inclusive and appropriate, the 

Nigerians suggest that an old person is recognisable by various characteristics including their 

inactivity, illness, respect, physical appearance, blessedness, inability to handle tasks 

(Ayokunle et al., 2015; World Bank, 2012). In other words, an older person is anyone living 

in Nigeria aged 50 years and older (Akanbi, 2014).           

 

2.2.1 Old age as a social construct 

 

The gain in terms of extension of human lifespan did not occur suddenly and there is not 

much change in the length of human life. The only significant change that seems to challenge 

cultural norms is the number of people who survive into old age (Carstensen, 2011). The rise 

in the number of people who live into their 80s and above is creating a discrepancy between 
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observed cultural norms and the length of their lives. Human life revolves around culture; the 

age for getting educated, marrying, starting families, being active and retiring is determined 

by culture (Riley et al., 1994). The sudden increase in life expectancy has caught off guard 

the contemporary cultural norms, used to distinguish different developmental stages in life, 

which are still set at halfway of the lifespan of older people. Even the life course used as an 

indicator is also culturally designed. Two hundred years ago, the stage of life in human 

development referred to as “adolescence” did not exist. The age of 65 was not associated with 

more significance than 55 or 45 (ibid). Cultures and societies are youth-oriented since 

infrastructures and social environments are designed to be used by young people (Davey, 

2017). This assertion seems to apply to medical science, a crucial part of a culture, which 

mostly focuses on curing infectious and acute conditions while ignoring the elderly’s health 

(Ng et al., 2010). 

 

2.3 Factors impacting health  

  

2.3.1 Health disparities  

 

A study conducted among older people in Tanzania found that higher quality of life and good 

health status correlated with the fact of being married and having a higher level of education 

(Mwanyangala et al., 2010). Enstrom and Breslow (2008) outline some factors experienced in 

life at a younger age are more likely to impact health in old age. Notably, people with middle 

to high levels of education were more prone to better health in old age. This entails that 

individual health depends on the level of education attained. Educated people tend to be more 

knowledgeable about healthy behaviour and have more control over their life (Mirowsky, 

2017). For instance, ignoring or being unaware of the World Health Organisation guidelines 

on the prevention, assessment, and management of cardiovascular risk may result in 

heightened health risk of developing this condition (World Health Organisation, 2007).  

 

A multi-country study (China, Ghana, India, Mexico, Russia, and South Africa) reveals that 

Russia accounts for the highest proportion of people who are aware of the risk of 

hypertension (72%) while none of the other countries neared 50%. Other factors associated 

with awareness are age, gender, urban residence, overweight and obesity (Lloyd-Sherlock et 

al., 2014). A study by Liu et al. (2017) highlights that older women living in urban areas in 

China were more aware of hypertension than their male counterparts as well as other older 
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women living in rural areas. The urban residence appears to be associated with more 

exposure to the media which results in more awareness. In terms of gender, women outlive 

men in developed and developing countries, however, they are likely to spend a substantial 

time of their lifespan in poor health (Kinsella and He, 2009).   

      

Regarding the relationship between health and standard of living, a positive correlation was 

found between quality of life in old age and household wealth (Mwanyangala et al., 2010).  

Islam et al. (2010) point out that income-related health inequality is maintained over time and 

increases as people age. Unlike the poor, people of high socioeconomic statuses seem to have 

the privilege of choosing health care services at their convenience. Asada et al. (2014) argue 

that historical and social reasons are more likely to impact health inequalities associated with 

some socio-demographic characteristics. Countries with a history of discrimination such as 

the United States tend to experience health disparities. 

 

Also, regardless of the level of socio-economic development, non-communicable diseases 

remain the leading causes of death in old age in both poor and rich settings. It is revealed that 

the elderly living in developing countries tend to develop chronic conditions and die earlier 

than their counterparts in the more developed world (Beard et al., 2016). A study carried out 

in Scotland argues that people living in poor settings are more likely to develop non-

communicable diseases 10-15 years earlier than their counterparts in wealthier areas. 

Similarly, the prevalence of non-communicable diseases is higher in people of low 

socioeconomic status than in high-income earners (Ibanez-Gonzalez and Norris, 2013; 

Marengoni et al., 2011; Mayosi et al., 2009; Nojilana et al., 2016). Given the amount of 

health vulnerability associated with old age, the plight of the elderly living in the less 

developed regions is worsened by the combined effects of non-communicable and 

communicable diseases. Disparities in terms of lifespan and health seem to be dependent on 

the socio-economic level of countries. Also, Kinsella and He (2009) found that the elderly 

living in the more developed regions tend to outlive those in the less developed regions and 

also spend a substantial part of their lives in good health.  

 

Several other socioeconomic factors are believed to be responsible for health inequalities in 

older people. Yet a substantial share of ill health in older persons in Africa seems unjust as it 

highlights their exclusion from the provision of health care (Wyman et al., 2018). The elderly 

experience worse health than younger adults while their utilisation of health care services is 
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substantially lower. This contrast highlights possible inequalities in accessing health care 

services between these two age groups (Aboderin and Kizito, 2010). In sub-Saharan Africa, 

the largest proportion of older people live in rural areas where most formal health care 

facilities are very rudimentary (United Nations Development Programme, 2016). Accessing 

health care services is difficult for many older people since they face various barriers such as 

user fees, compulsory co-payments, long distances, waiting times, transport costs, inadequate 

health facilities, lack of adequate information, inadequacy or unavailability of required 

services in public health institutions (Aboderin, 2010; Beard et al., 2012). This practice has 

deterred older people from attending health care services even when vulnerable groups are 

exempt from paying. A survey conducted in Ghana reveals that numerous older people could 

not seek health care although they were entitled to free access (Beard et al., 2012). Studies in 

the Democratic Republic of Congo (DRC) list some reasons such as high costs, the 

inadequacy of health care facilities and long distances as factors that impede the elderly to 

seek medical treatment, especially in rural areas. Ill-health is also put forward as a deterrent 

to health seeking behaviour in frail older people. They are less likely to seek health care than 

their non-frail counterparts (Zihindula and Maharaj, 2013). By the same token, Beard et al. 

(2012) argue that even when they have access to health care facilities, the service is either of 

low quality or unaffordable. More importantly, few older people living in developing 

countries are covered by medical aid.  

 

2.3.2 Lifestyle  

 

Unlike most infectious illnesses that are curable, chronic conditions are costly and require 

long-term care in all sufferers. The elderly are more affected than younger adults because 

their immune systems weaken with age, they become prone to develop more chronic 

conditions than at younger ages. Adopting a healthy lifestyle is regarded as a better way of 

circumventing the trap of chronic conditions across all age groups and particularly among the 

elderly (Simon et al., 2015; World Health Organisation, 2015). Physical inactivity has 

become one of the major causes of death with 6% of cases globally (World Health 

Organisation, 2010). In contrast, regular participation in physical activity decreases the risk 

of developing conditions such as breast and colon cancer, coronary heart disease, diabetes, 

stroke, hypertension, and depression. It should be noted that physical activity is an important 

component of a healthy lifestyle as it is essential to weight maintenance and weight loss 

(Swift et al., 2014).  
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The level of physical inactivity is high in old age, with a study conducted in five developing 

countries revealing that around 21% of older people in South Africa meet the World Health 

Organisation (WHO) guidelines on physical activity, the highest proportion was 59% 

registered in China and Ghana (Gaskin and Orellana, 2018). WHO recommends that every 

individual aged 18 years and older spend 150 minutes or more a week engaging in moderate 

to vigorous physical activity (World Health Organisation, 2010). A longitudinal study in 

Jerusalem reveals that physical activity extends survival rates and delays functional loss in 

the oldest old (Stessman et al., 2009). Similarly, the gap in terms of the positive effect of 

physical activity on well-being widens between physically active and sedentary older people 

with advancing age. Additionally, the protective effect of physical activity is also observed in 

individuals who have been active throughout their life as well as those who start exercising in 

old age. The protective effect seems to be dependent on the intensity of physical activity, 

even a dose below the current WHO guidelines on physical activity result in improved 

survival (Hupin et al., 2015).  

 

Educated people are more likely to have a different lifestyle than their uneducated 

counterparts as a result of their higher income, increased knowledge and access to 

information. Studies have found a link between socio-economic status and health. According 

to Haas et al. (2012) and Hurst et al. (2013), educated older people, as well as those living in 

wealthier households, have a significantly stronger grip and faster gait than those with lower 

socioeconomic status. Furthermore, a balanced or healthy diet made up of cereals, fish, fruits, 

legumes, nuts, olive oil, seeds, and vegetables is believed to be associated with a better 

quality of life and an improved health status (Milte and McNaughton, 2016). In contrast, an 

unhealthy lifestyle in mid-life tends to be associated with negative health status in old age. 

The consumption of tobacco is regarded as one of the important risk factors that lead to non-

communicable conditions such as cancer and hypertension and it has a substantial impact on 

premature mortality (Lafortune et al., 2016). A significant amount of mortality and morbidity 

is attributed to alcohol consumption. Despite being credited with some form of protection 

from ischaemic heart disease as a result of alcohol consumption in women, these positive 

effects are outweighed by the risk of cancer, communicable disease, and injuries associated 

with alcohol consumption (Griswold et al., 2018).   
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2.3.3 Qualifications of health care workers  

 

The risk of developing non-communicable diseases increases with advancing age. Providing 

better health care to the elderly requires special knowledge and skills imposed by the 

complexity of their health needs (Ferris et al., 2018). Despite the availability of treatments 

that could improve the well-being of the elderly suffering from some non-communicable 

diseases, they were simply turned down on the grounds of suffering from less severe 

conditions. For instance, studies reveal that older people suffering from depression were 

denied treatment by health care workers (World Health Organisation, 2012). In the same way, 

many older people suffering from dementia were denied the status of “sick” since their 

condition is viewed as a result of aging. This reaction may raise serious questions about the 

competency of these health care workers to deal with older patients since they believe that 

chronic conditions in the elderly are a result of the normal aging process (World Health 

Organisation, 2012; World Health Organisation, 2017). This perception does not seem to 

hold true since age does not cause pain but only extreme old age can restrict bodily function 

(World Health Organisation, 2012). 

 

2.3.4 Attitudes of health care workers 

  

The attitude of health workers towards older people is also believed to be one of the reasons 

that decreases health seeking behaviours in the elderly. Any discriminatory attitudes affect 

both the quality of services and access to health care (Rubinstein et al., 2017). For instance, 

older people have been frequently discriminated against by mental health services in the 

United Kingdom (UK) and by health care systems in Africa (HelpAge International UK, 

2017). Apt (2013) highlights that in Ghana older people complain about a lack of respect, 

consideration, and ill-treatment. The elderly report being treated like a waste; they are 

advised to remain quiet, to obey without voicing their frustration about the quality of health 

care. Any disobedience can be severely punished, they are repeatedly told that taking care of 

them is worthless because they are going to die (Rubinstein et al., 2017).   

 

Some older people believe the attitudes of health care workers towards them may be 

explained by a lack of motivation as a result of their meagre salary (Rubinstein et al., 2017). 

A study in South Africa by Haskins et al. (2014) points out that some health care workers did 

not like their profession, they ended up working in the health sector because of a lack of 
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opportunities in their career of choice. In contrast, knowledge of gerontology and preference 

to work with the elderly appear to have a positive impact on the health care workers’ attitudes 

towards the elderly. Liu et al. (2012) found that education in gerontology and better clinical 

experiences are more likely to improve the interaction between health care workers and older 

patients.   

   

2.3.5 Policy and old age  

 

The elderly seem to be an invisible population since they are more likely to be omitted from 

public debate. The exclusion or omission of older people, on the part of African 

policymakers, translates into a lack of responsiveness towards the elderly. Thus, the largest 

share of the health budget is allocated to services for age groups that fall under the 

Sustainable Development Goals (SDGs), notably, children, mothers as well as those who 

suffer from tuberculosis and HIV/AIDS. The needs of older people are overlooked since 

other competing priorities are deemed more urgent and important. 

 

It is argued that a rise in the proportion of the aged will put much strain on the health care 

system and social security. A significant increase in health spending is expected to take place 

since old age requires intensive utilisation of health care services (Keehan et al., 2017). 

Nevertheless, evidence points out that the involvement of multiple stakeholders such as 

policy makers, planners, innovators, and scholars will enable countries to come up with better 

responses to the challenges of population aging and meet their basic health needs (Cloos et 

al., 2010; Walker and Maltby, 2012; World Health Organisation, 2002). The reform of the 

health system can also help to lower the health spending of the aging population (Kelley et 

al., 2013). 

 

2.3.6 Poverty and vulnerability  

 

The well-being of the elderly is challenged by factors such as vulnerability and poverty. In a 

sense, they are more inclined to be at risk of chronic poverty as a result of the culmination of 

disadvantages accumulated from younger ages (United Nations Development Programme, 

2014). According to Ku and Kim (2018), South Korea records one of the highest levels of 

poverty in old age among the Organisation for Economic Co-operation and Development 

(OECD) countries with slightly over 40% of the population aged 65 years and older. On the 
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other hand, the rate of poverty in old age is low in 11 OECD countries. The United Nations 

(2015b) argues that the public pension scheme has led to a substantial decline in poverty in 

old age. 

   

The developing world witnesses a higher level of poverty in old age compared to the general 

population, especially in countries that do not provide the elderly with pensions (United 

Nations, 2015b). Their vulnerability is exacerbated by ill-health and a lack of economic 

opportunities. In general, there is a systematic disadvantage of older people compared to 

younger adults in terms of access to health and wealth. The proportion of poor older persons 

is higher than their younger counterparts in both rural and urban areas. This highlights the 

relationship between old age and poverty in African settings. The lack of social justice results 

in the combination of four factors that make the aged more vulnerable as argued by Aboderin 

(2012). Firstly, physical and mental impairments make it difficult to take up well-paid jobs, 

which is worsened by the lack or limited opportunities for securing employment. Secondly, 

the traditional “safety net” or the extended family is waning in magnitude. Young adults tend 

to migrate to other areas in search of opportunities and better living conditions. Thirdly, they 

are compelled to fend for themselves following the death of their adult children as a result of 

AIDS. Finally, a lack of old age pension in most countries in sub-Saharan Africa makes it 

difficult for the elderly to be financially independent (Aboderin, 2012; Apt, 2012). These 

factors highlight the impact of urbanisation and nuclearisation of the family as posited by the 

modernisation and aging theory (Burgess, 1960; Makoni, 2008).    

 

The research adopts a model, termed modernisation and aging theory, used by Burgess 

(1960). This theory argues that as ‘societies westernise’ and nuclear families replace 

extended families, older people are losing their status and support over time. The model 

consists of two distinct but related propositions. The first proposition depicts the aged 

experience in the more developed world and the second provides the reasons that have led to 

the current lack of support. 

 

The poorest households in north-eastern KwaZulu-Natal are believed to be headed by older 

people (Aboderin, 2010). Several studies have highlighted various issues confronted by these 

households such as poor health, a lack of basic necessities and deficient nutrition (Oldewage-

Theron and Kruger, 2011). For instance, any additional increase in the household size is more 

likely to put a strain on the elderly as primary breadwinners (HelpAge International, 2010). 
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Similarly, in the Democratic Republic of Congo (DRC), older people live in dire poverty and 

blame their ill health on food scarcity rather than age (Zihindula and Maharaj, 2013). It is 

worth mentioning the existence of differences in terms of vulnerability between males and 

females. Given that women tend to live longer, they experience heightened poverty and 

vulnerability. Moreover, women’s lower socio-economic status due to their lack or limited 

level of education is an additional challenge. Women are often expected to juggle childcare 

and work, as a result, they are more inclined to be employed in the informal sector (United 

Nations Development Programme, 2014). Marital status plays an important role in their 

socio-economic status in later life. Married older women are more likely to have a higher 

socio-economic status than those who are not. Minicuci et al. (2014) reveal that in Ghana 

married older women had better health outcomes than their widowed counterparts.    

 

The vulnerability of older women is enforced by discriminatory practices against widows in 

some countries. For instance, in countries such as Ethiopia, Honduras, and Rwanda, widows 

are not legally entitled to have any share of their husband’s property, savings or pension. 

Instead, a brother or son of the deceased inherits every asset and is not obliged to support the 

widow (Beard et al., 2012). In general, the elderly are stereotyped and marginalised because 

of their age. Forcing them to retire is regarded as a form of marginalisation and it can be 

perceived as a message to potential employers that they are no longer fit for taking up any 

job. The elderly are often described as forgetful, frail, helpless, past their sell-by date, senile, 

unproductive and worthless. These depictions are likely to result in negative attitudes towards 

the elderly. For example, younger people may be tempted to prevent them from taking part in 

the daily activities of the community (World Health Organisation, 2012).  

 

2.3.7 Culture 

 

According to Goodenough (1981), culture can be understood as a set of values, practices, and 

symbols that influence the behaviour of every community member. The concept of “cultural 

frame” can help to shed light on the influence of culture on individual behaviour, values, and 

beliefs. It provides more insights into the way culture shapes experiences, beliefs, and 

interactions that are perceived to be common to every community member 

(Dilworth‐Anderson et al., 2012). Barriers to health care or a healthy lifestyle inherent in 

culture can be well understood by looking at practices, values and belief systems. Many 

people’s actions and beliefs regarding health are rooted in their cultural perspective 
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(Alexander et al., 2012). Any cultural practices that accommodate risky behaviour can be 

deemed dangerous for health. For instance, in Bolivia, being a sex worker is culturally 

accepted and viewed as a beneficial economic activity among Ayoreo people despite the 

heightened risk of contracting HIV and STIs associated with it (López‐Entrambasaguas et al., 

2013). Dilworth-Anderson and Gibson (2002) reveal that cultural practices and values do not 

only influence the perceptions different communities assign to dementia but also prevent 

them from seeking help from non-relatives.   

 

On several occasions, culture is put forward as a factor that has serious implications on health 

outcomes (Singer, 2012). Culture plays an important role in influencing human behaviour in 

every society. It is believed that the combination of culture with historical, geographical, 

political and social factors influences people to adopt a healthy lifestyle. A study conducted 

among migrants highlights the impact of culture on both the pattern of morbidity and lifestyle 

(Fejerman et al., 2008). While investigating the pattern of asthma among people of African 

descent, the highest rates were found among African-Americans in the United States, the 

diaspora living in Caribe came in second position and individuals residing in Africa recorded 

the lowest rates (Akosile et al., 2018). According to Asada et al. (2014), social reasons 

influence significantly the health outcomes of different populations in the USA and UK. 

Similarly, a study conducted among American older people reveals that, besides Asians, all 

minority groups were more likely than whites to report poor health such as inability to 

conduct activities of daily living, sensory limitations, several health symptoms and poor 

mental health (Ng et al., 2014). 

 

2.3.8 Labour and income 

 

Labour income is an important source of revenue for older people. Several countries 

encourage older people to continue working after retirement. It is perceived as one of the 

ways of alleviating challenges inherent in population aging and providing much-needed 

experience and skills (International Labour Organisation, 2017). In a sense, an increase in the 

labour market participation of older people is likely to be fuelled by factors such as the 

demise of the extended family and weak pensions systems, the prospect of raising the 

retirement age and better health and a rise in the labour participation of women (International 

Labour Organisation, 2018). Working after retirement age is also regarded as a way of 
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supporting at least part of their spending in the absence of formal social security schemes 

(International Labour Organisation, 2017).  

 

For the age group 65 years and older, the proportion of income earners decreases sharply, 

especially in developed countries and some developing countries in Latin America that have 

extensive social security schemes. For instance, in countries like Austria, Finland, and 

Germany, people aged 65-69 years support their consumption with less than 10 percent of 

their labour income while the elderly living in developing countries can support theirs with 

up to 45%. In general, from the age of 70 onwards, their contribution tends to decline in both 

developed and developing regions. Furthermore, at this age, the elderly face several 

challenges such as declining productivity, accessibility to labour markets, employability and 

health. Only a few older persons can still rely on labour income to finance a significant part 

of their consumption (United Nations, 2013).      

 

In many OECD countries, over half of income among people aged 65 years and older stems 

from public transfers. This is inclusive of public sector pensions and minimum income 

schemes. The largest share of income comes from the public sector with 60%, employment 

based-pensions accounting for 20% and other sources such as private investments and private 

pension schemes accounting for nearly 20% (OECD, 2015). Unsurprisingly, these 

proportions vary across different countries. For instance, in Belgium, Hungary, Slovakia, and 

France public sector pensions account for 80%, in Finland and the Republic of Korea their 

share drops at 15% and slightly over 33% in the United States. It appears that public benefits 

play a crucial role in poverty alleviation among older people in OECD countries, the extent of 

need would be much higher if public pensions were not part of the mix (United Nations, 

2017b). 

 

Unlike other countries, OECD countries have achieved better levels of pension coverage. The 

incidence of poverty in Latin America and the Caribbean depends on the level of coverage 

and generosity of the pension system. Data from 12 countries of this region reveal that 30% 

of people aged 60 years and older do not benefit from any type of pensions and even over 

50% for the Dominican Republic, Colombia and El Salvador (United Nations, 2017b). 

Outside OECD countries, the coverage is very low and averages 44% in Eastern Asia, 34% 

and 32% in the Middle East and Northern Africa and Latin America and the Caribbean 

respectively. It even drops further in Southern Asia with 13% and 6% in Africa (ibid).  
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With close to 90% of coverage, South Africa has one of the most extensive cash transfer 

schemes in Africa. Unlike the majority of more developed countries, in Southern Africa, the 

pension system is non-contributory because almost all eligible recipients are not formally 

employed. The pension scheme is essentially an anti-poverty measure aiming at providing the 

elderly with a source of income allowing them to meet their household needs (Madhavan et 

al., 2017). Financially speaking, every pension recipient has become less dependent on family 

members and friends and can take care of himself or herself. In terms of age, the eligibility 

criterion was 65 years for men and 60 years for women but was equalised to 60 years in 2008 

for all recipients (ibid).   

 

2.3.9 Social support  

 

Social support is believed to be a key feature that impacts the amount of well-being and is an 

important determinant of health. The elderly experience numerous life-changing events such 

as retirement, illness, and death. Although these events cannot be avoided, their impact on 

health and well-being can be managed (Smith et al., 2017). For instance, while asked about 

factors that make their life better, approximately 81% of a group of 999 people aged over 65 

years living at home in Britain reply that social interactions and social support had a positive 

impact on their well-being (Bowling et al., 2003; Siedlecki et al., 2014). Having satisfying 

relationships is more likely to be associated with frequent happiness and less frequent 

sadness. Research reveals that happy people who tend to be friendly and cooperative, 

generous, live longer than those who are unhappy, they have larger social rewards as well as 

better immune systems (Siedlecki et al., 2014). Social support seems to play an important 

role on psychological health outconmes of the elderly as highlighted by the theory (Cohen 

and Wills, 1985).   

 

A study by Smith et al. (2017) reports a high likelihood of being physically active in the 

elderly who receive greater support from family members. Likewise, a positive relationship 

was found between social support and physical activity. Marital status can be equated with 

social support as it has a substantial impact on emotional health. Also, social support works 

as a buffer against the risks associated with some diseases and even offset the negative effect 

of chronic conditions on well-being (Heinze et al., 2015). In contrast, a lack of social support 

is more likely to be associated with negative health outcomes for the elderly. An estimated 
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20% of older people living in Botswana are relatively isolated. With no helping hands, they 

are compelled to perform activities of daily living even when their ailing bodies struggle to 

cope with it. Their inability to perform these basic activities combined with poor health, 

impaired mobility, solitary eating may have a negative consequence on their longevity 

(HoltLunstad and Uchino, 2015).             

 

On the other hand, research conducted in developed and developing countries fails to support 

the notion of abandonment of older people by younger generations as a result of development 

as highlighted by the modernisation and aging theory (Burgess, 1960). Evidence shows that 

family ties have been maintained, have superseded social change and adjusted to economic 

hardships. Although they are less likely to co-reside as it used to be in the past, family 

members still provide financial assistance to any loved one in need through private transfers 

(Kim et al., 2015). This type of transfer is important in settings where formal old age pension 

schemes are either inexistent or weak. It is worth mentioning that support from family 

members is not always consistent or adequate. Instead, it is unpredictable, informal and the 

value of transfers depends on the ability to provide of the remitters who are, to a greater 

extent, subject to market fluctuations and instability such as labour income and 

unemployment (United Nations, 2013). The United Nations (2011) argues that even if parents 

and adult children do not live under the same roof or in the same area, many other ways can 

be still used to provide support. 

 

Depending on their health status, the elderly living in the United States are cared for in three 

different environments: home, assisted living residences and skilled nursing homes (Tong, 

2014). A substantial proportion of the elderly live in their own homes or are accommodated 

by family members. They live independently or receive minimal support offered free of 

charge or at a cost. Some of these elderly are active, productive and healthy, live longer and 

work part-time to avoid feeling bored or in order to earn an income. This type of older people 

is outspoken about their independence and successful aging (Jakovljevic and Laaser, 2015). 

In terms of care, nearly 65% of home care provided is unpaid and women account for the 

largest proportion of caregivers. The average amount of time required to assist the elderly 

varies from one to four years. To ease the burden of their tasks, some families hire the service 

of an independent caregiver (Adkisson et al., 2011). On the other hand, assisted living 

residences accommodate the elderly without relatives or friends who can take care of them as 

well as those who are uncomfortable with the home environment. Their willingness to live in 
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these residences may not be sufficient since they must be able to pay the professionals who 

will care for them. Assisted living residences in the United States support the elderly with 

housing, health care and recreational activities (Tong, 2014). Regarding, skilled nursing 

homes, the decision can be made by caregivers or the elderly. It is mostly when a caregiver is 

no longer able to cope with the demand for caregiving or a care-recipient does not want to 

burden her or his family members with continuous repetitive tasks (Klenk et al., 2016).   

 

It is estimated that the cost of unpaid care provided by adult children is equivalent to ten 

dollars for every dollar spent on family caregivers in the United States. In China, old age 

support is referred to as the 4-2-1 problem as one child is expected to take care of two parents 

and four grandparents (United Nations, 2011). Traditionally, African older people rely on the 

extended family for support but because of conflict, rapid urbanisation, HIV/AIDS pandemic, 

and other humanitarian crisis, many elderly have become heads of the households (United 

Nations, 2013). Old age or retirement homes are still scarce in sub-Saharan Africa and are 

perceived as alternative accommodations by the elderly without family members (Pype, 

2018).    

 

South Africa has few institutions that take care of people in old age. The majority of the 

elderly like living at home with their adult children or grandchildren until their death. 

Financially, they do not represent a burden to their families as they receive the state pension 

from the age of 60 (Madhavan et al., 2017). The prospect of co-residing with working adult 

children is slim for a large proportion of older people because of high youth unemployment. 

In this sense, the elderly are less financially vulnerable and the focus of their support is 

placed more on being cared for properly until death (Ismail and Kollamparambil, 2015).  

 

2.3.10 Living arrangements  

 

In the more developed regions, multigenerational living is somewhat more frequent in 

Eastern and Southern Europe and Japan than in the Northern and Western parts of Europe. In 

the developing world, multigenerational households are more widespread in Africa and Asia 

than in Latin America and Caribe. Yet it is still a common practice in several countries of the 

developing world. An estimated 30% of older people live with their adult children in every 

emerging economy. This proportion is above 50% in Brazil, Chile, Mexico, and India, while 

in most developed countries, it falls under 20% and even and below 10% (United Nations, 
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2017c). An exception to the rule is noticed in countries such as Italy, Spain, and Japan where 

nearly 28%, 37% and 44% of multigenerational households were recorded respectively 

(Jackson et al., 2013). Multigenerational dwelling is viewed as one of the better ways of 

curbing challenges inherent in population aging by allowing other co-residing family 

members to take care of the elderly (ibid).   

 

Traditionally, multigenerational households have provided a good platform for mutual 

support and sharing of resources among family members in need. Unlike the developed world 

where children are more likely to leave their parental home, in developing countries, it is 

common that parents live with at least one adult child until their death. In contrast, older 

people tend to live as a couple or alone after the death of a spouse in developed countries. In 

most cases, the surviving person in the more developed world is the wife who ends up living 

alone until death. Although countries that belong to the same geographical region tend to 

follow a given pattern, there are significant variations between countries of each region 

(United Nations, 2017c).  

 

In developing countries, financially dependent or independent older people live in 

multigenerational households, they often play the role of caregivers for the younger 

generations. They are involved in community activities or taking care of children or doing 

some household chores. The elderly take on the parenting role of their grandchildren who 

rely solely on them for maintenance (United Nations, 2017c). Globally, approximately 50% 

of older people were living with a child or children aged 25 years and older in 2017. The 

proportion of the elderly living with their grandchildren in skipped-generation households 

was around 30%. Asia recorded the highest proportion of older people living with adult 

children, followed by Africa, Latin America and the Caribbean (United Nations, 2017c). The 

size of the multigenerational-household is variable, Mwanyangala et al. (2010) reveal that in 

the rural settings of Tanzania there were on average 10 members of the extended family 

living together while in South Africa, an estimated 6,7 members were recorded  (Schatz et al., 

2015).   

 

The formation of skip-generation households is not a new phenomenon in Africa, research in 

the developing world highlights the importance of these types of living arrangements (Evans 

and Palacios, 2015). Unlike the developed world where senior citizens rely on the combined 
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support of private and public sources, in Africa, this support is achieved through co-residence 

or extended families because of the weak institutional security systems.   

 

In traditional Western society, the concept of family revolves around father, mother, and 

children, in Africa people usually live in extended families. However, this traditional concept 

of the family appears to be challenged as Kautz et al. (2010) found an uncommon pattern of 

extended families without young adults. A substantial proportion of older people, throughout 

sub-Saharan Africa, live in skip-generation households with at least one grandchild as a 

dependent. This pattern was regularly associated with countries hard-hit by HIV/AIDS (ibid). 

The proportion of the elderly taking on the parenting role of their grandchildren varies across 

countries and follows the pattern of HIV prevalence. A study conducted in countries such as 

Rwanda, South Africa, Ghana, Uganda, Ethiopia, Zambia, and Zimbabwe revealed that 

between 20% and 33% of women aged 60 years and older were involved in these living 

arrangements (Knodel, 2014).  

 

Globally, 17% of women and 9% of men aged 60 years and older live alone. In Europe, the 

proportion of older women living alone (36%) is twice as high as their male counterparts 

(17%).  In Africa, the rate of solitary living is on average 13% and 6% for women and men 

aged 60 years and older respectively (United Nations, 2017c). It may appear that a significant 

proportion of older people who live alone do not have major health problems and are active 

in the community, yet they are more vulnerable than those who co-reside (United Nations, 

2015b). These older people are less likely to seek or access help in case of serious illness, 

they are inclined to experience frequent health problems, mainly depression with nearly no 

social interactions (ibid).   

 

2.4 Health in old age 

  

2.4.1 Causes of morbidity and mortality 

 

The most common illnesses in old age are hearing loss, mental disorders, arthritis, and visual 

impairments. Conditions such as dementia, cerebrovascular, and chronic obstructive 

pulmonary diseases are particularly common among the oldest old. It is possible that, as time 

goes on, many of these physical, sensory and mental impairments may worsen and impede 

their independent living (United Nations, 2015b). Furthermore, despite the scarcity of reliable 
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statistics on depression in the developing world, it remains a widespread condition in old age. 

A significant proportion of older people are affected by anxiety, depression, and loneliness. 

Depression occurs in conjunction with major life-changing events such as the passing away 

of a loved one or a severe decline in health. The combination of depression and conditions 

such as cancer, dementia, diabetes, stroke, compromise the well-being of the elderly (Lloyd-

Sherlock, 2010). 

 

It is argued that non-communicable diseases are responsible for an estimated 63% of deaths 

worldwide. Some of the diseases or disorders such as chronic obstructive pulmonary disease, 

ischaemic heart, and stroke emerge as the leading causes of mortality (World Health 

Organisation, 2016a). Globally, hypertension represents a serious challenge to public health 

and it has become one of the major causes of disability and death (Murray et al., 2013; 

Stephen et al., 2017). While in developing countries, the leading causes of illnesses and death 

in rural areas are still related to poverty and preventable conditions (Maher and Sekajugo, 

2011). There is a general agreement that the rate of non-communicable disease is on the rise 

and its surge is led by cancers, diabetes, chronic lung diseases, and cardiovascular diseases. 

These four diseases constitute the largest share of morbidity and death (World Health 

Organisation, 2011). 

 

The likelihood of developing a chronic condition increases with age and people aged 65 years 

and older are more likely to experience multiple morbidities (Hung et al., 2011; Pirani and 

Salvini, 2015). Older people living in Africa are more likely than the youth to have impaired 

function and suffer from more diseases (Aboderin, 2010). It is argued that as people age, they 

are expected to be sicker than the younger age groups since the functional capacity of the 

human system decreases gradually (Aboderin, 2010). On the other hand, the availability of 

antiretroviral therapy has allowed many people living with HIV to extend their life span and 

turned the AIDS epidemic into a chronic disease. This treatment has resulted in a substantial 

increase in the number of people suffering from more than one chronic condition (Prados-

Torres et al., 2014).  

 

2.4.2 Double burden of disease  

 

Many less developed countries are experiencing a rapid epidemiological transition with an 

increasing number of non-communicable diseases (Di Cesare et al., 2013; Vellakkal et al., 
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2013). The epidemiology of older people in the developing world seems to follow a pattern 

different from their counterparts in the more developed world. The epidemiological and 

demographic transition occurred at the same time in developed countries. Following this 

transition, there was a shift in the leading causes of death and illness from infectious diseases, 

inadequate hygiene and nutrition to road accidents, stress and chronic disease (Coovadia et 

al., 2009; Frenk, 2010; Tollman et al., 2008). However, in less developed countries, the 

epidemiological pattern is complex and sometimes labelled “incomplete epidemiological 

transition” because of its two distinct patterns (Maher and Sekajugo, 2011). Both 

communicable and non-communicable diseases are on the rise, even in poor countries  (Kuate 

Defo, 2014; Moran et al., 2013). This situation is in contrast with the agenda of WHO with 

very little spending on chronic diseases, around US$0.50 per diseased person while 

disbursing US$7.50 for major infectious diseases (ibid).  

 

An increase in the proportion of older people represents serious challenges to the health 

system of many developing countries. Several countries are still struggling to prevent and 

control infectious and communicable diseases. For instance, in Indonesia, the health system is 

still involved in fighting infectious diseases such as dengue fever, malaria, tuberculosis, 

diarrhoea, and no resources are made available for helping older people to deal with chronic 

diseases (Ng et al., 2010). A study in Ghana found that the elderly were not only afflicted by 

chronic conditions such as diabetes, arthritis and heart disease but also by cataracts and 

edentulism. The elderly living in Ghana were unable to access adequate treatment for chronic 

conditions. For instance, there was no match between the prevalence and available treatment 

for hypertension (Minicuci et al., 2014). Other studies carried out in South Africa and 

Senegal have highlighted the same unmet need in treatment (Peltzer and Phaswana-Mafuya, 

2013).   

 

2.4.3 Disability 

 

Aging is associated with a continuous decline in ability to function independently as well as 

challenges such as limited mobility, increased hearing difficulties, loss of eyesight (Makoni, 

2008). Disability among older people is increasingly becoming a public health concern. It is a 

costly condition that can lead to poor quality of life and heightened dependence in old age 

(Beard et al., 2012). The likelihood of developing a disability increases with age as studies 

have highlighted that people aged 65 years and older tend to experience impairment and 
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disability (Hung et al., 2011; Pirani and Salvini, 2015). According to the United Nations 

(2017a), an estimated 46% of people aged 60 years and older are disabled and over 250 

million have moderate or severe disabilities across the globe. Developing countries account 

for more than 40 million elderly living with a disability. A study conducted in Latin 

American and Caribbean cities revealed that around 19% of people aged 60 years and older 

were living with a disability (Medici, 2011). Furthermore, back and neck pain, chronic 

obstructive respiratory disease, dementia, depressive disorders, diabetes, falls and 

osteoarthritis are identified as major causes of years lived with disability in the elderly 

(World Health Organisation, 2016a).  

 

2.4.4 HIV/AIDS challenges 

 

Researchers seem to be unanimous in their agreement that caregiving is disruptive and 

distressful to the life of care-providers (Beard et al., 2012). Caregiving is associated with a 

lack or decrease of social support, family conflict and restriction in social interactions. It may 

also result in social isolation as the opportunities for socialising with people outside the home 

are restricted (Lee et al., 2010). Some studies, conducted among grandmothers who assume 

the parenting role of their grandchildren, in the United States found that primary caregivers 

were more likely to report poor health, psychological distress and stress inherent in 

caregiving. In addition, the physical and emotional well-being of primary caregivers was 

poorer than other grandmothers who were partial, supplemental or non-caregivers (Kelley et 

al., 2010).  

 

Globally, the number of AIDS orphaned children over the last decade was around 13 million 

(UNAIDS, 2016). A significant proportion of these orphans were living in sub-Saharan 

Africa and taken care of by their grandparents (Atobrah, 2016). In most cases, caregivers are 

older women who experience serious challenges for playing this role later in life. Although 

men are actively involved in caregiving, the tasks they perform are more inclined to the 

gender division of labour, there is also a trend towards playing roles that transcend the 

traditional responsibilities of providers (Munthree and Maharaj, 2013). The AIDS epidemic 

has increased the burden on the elderly who take on the parenting role of AIDS orphaned 

children. Taking care of a large number of orphans puts much strain on older people when 

they already struggle to make ends meet. This situation causes frustration, depression, trauma 

and psychological stress in caregivers (Nankwanga et al., 2013).  
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Caregiving is associated with many demands since it ends up straining household resources. 

It was found in South Africa that elderly caregivers of HIV infected persons were helpless, 

frustrated and desperate because of the enormous burden inherent in caring for the sick. A 

substantial proportion of caregivers were not highly educated and were unemployed, they 

were relying on public cash transfers to meet the needs of the household and were 

overwhelmed by the demand placed on them (Munthree and Maharaj, 2013). Having a sick 

relative or young adult would lead the elderly to shift priorities, more resources may be 

allocated to medical expenses than food and this can have a negative impact on health. Living 

in the household with an HIV-positive adult child and being under financial constraints may 

increase the vulnerability of the elderly.  

 

The availability of antiretroviral treatment has led to an increase in the number of older 

people living with this epidemic (Nakagawa et al., 2013). In Swaziland, it was found that 

13% of men and 7% of women aged 60-64 years were living with HIV. A study in the 

province of Mpumalanga in South Africa found an HIV prevalence of about 20% among men 

and 13% among women aged 60-64 years, while the 65-69 age group accounted for 17% 

among men and 10% among women respectively (Gómez-Olivé et al., 2013). Despite the 

extent of infection and unsafe sexual practices, older people are not targeted by prevention 

campaigns since they are perceived to be a no-risk group (HelpAge International, 2014; 

UNAIDS, 2014).  

 

In general, most people aged over 60 were often not exposed to HIV when they were dating 

and may overlook it thinking that only younger people are at risk of infection. This 

perception may lead them to engage in unsafe sex if they have to start dating again after 

divorcing or following the death of a partner. For instance, using condoms may be 

disregarded if the partner is no longer of childbearing age since there is no more risk of 

falling pregnant (Negin et al., 2016). Seeing things from this perspective is dangerous since 

the risk of HIV transmission in postmenopausal women is heightened by vaginal thinness and 

dryness (Roberson, 2014). 

 

One of the major setbacks for older people living with HIV is that they might become aware 

of the diagnosis at an advanced stage of illness since they are perceived as a no-risk group 

(Cardoso et al., 2013). The diagnosis is likely to take place when their health has severely 
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deteriorated and it may be difficult to reverse the course of the illness. Furthermore, the 

provision of antiretroviral treatment for older people requires special care, especially, if they 

have other chronic conditions. An emphasis is placed on the diet of people on antiretroviral 

treatment, failure to comply with this requirement may result in poor health (Abioye et al., 

2015). 

 

2.4.5 Self-reported health 

 

A study conducted in South Africa on self-reported health reveals that the elderly report 

being fairly good, having low levels of daily activities and a significant decline in fitness with 

advancing age. Although the female participants acknowledge having slower gait speed than 

men, they all witness similar age patterns regarding activities of daily living. The elderly 

living alone are less dependent on others and less likely to report activities of daily living 

limitations. Furthermore, the level of education does not seem to have an impact on the 

activities of daily living limitations (Payne et al., 2017). Despite rating their health as good, 

the elderly in a South African study have lower physical performance (gait speed and grip 

strength) than other sister studies carried out in low and middle-income countries (Latham, 

2014; Saenz and Wong, 2016). 

    

In an Agincourt study, the participants report having a good quality of life and rate their 

health as good or moderately good. However, they were also diagnosed with conditions such 

as hypertension (31%) and musculoskeletal pain (42%). While measuring their blood 

pressure, the prevalence was much higher (57%) than reported (Gomez-Olive et al., 2013). In 

a sense, a large share of the study participants are unaware of their condition. A study on the 

prevalence of depression in people living with HIV reveals that those who report suffering 

from depression tend to rate their health as poor. The likelihood of reporting poor or 

moderate health status was higher in the HIV-positive elderly who were not on antiretroviral 

or had been on treatment for less than three months as well as those living with an HIV-

positive relative (Nyirenda et al., 2013). 

 

Regardless of their age, place of residence and country, women tend to report poorer health 

than men (Boerma et al., 2016; Hosseinpoor et al., 2012). Factors such as education, 

employment, income, and marital status are put forward as responsible for self-reporting poor 
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health in women. Furthermore, social, cultural, economic and biological factors appear to 

have a significant impact on the reporting of women compared to men. For instance, men and 

women are not affected by the social determinants of health in the same way. Men and 

women who had never married are more likely to have a better health status than those who 

had married, divorced, cohabitated or widowed. A substantial share of inequality in health 

status between men and women appears to come from the differential distributions of social 

determinants of health and age (Hosseinpoor et al., 2012).  

 

2.5 Aging and gender 

 

It is highlighted that women outlive men by 4.5 years on average, as a result, they make up 

the largest share of older persons in the world, especially among people aged 70 years and 

older (Zarulli et al., 2018). The gender gap in life expectancy is not static, instead, it varies. 

The advantage in terms of longevity of women has risen from 2.8 to 4.4 years worldwide 

between 1950-1955 and 2005-2010 respectively. This varies across different regions; it either 

narrows or widens. During 2005-2010, the lowest gap was recorded in Africa and the highest 

in Europe, it was approximately 2.4 and 8 years respectively. There were 66 million more 

women than men in the world in 2009 (United Nations, 2015c). According to Beard et al. 

(2012), the proportion of women in the 60 years and older age group is around 55%, it rises 

to 64% and then 82% for people aged 80 years and older and those aged 100 years and older 

respectively. Life expectancy at birth for women is higher than men in the more developed 

regions.   

 

Women’s longevity over men results in their higher proportion among people aged 85 years 

and older. Reaching this age is more likely to result in an increased burden of chronic 

conditions. Unlike their male counterparts, a larger proportion of older women live with 

disabilities (Mwanyangala et al., 2010). In other words, the advantage that women have over 

men in terms of “healthy life expectancy” or the number of years spent in good health seems 

smaller (Beard et al., 2012). Older women are the most afflicted by medical conditions that 

prevail in old age while their male counterparts suffer from conditions that require limited 

hospital stays. The over-mortality of males restricts the pool of those who reach late old age 

as well as those who undergo long-term care. 
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Being a woman and living in the less developed regions is associated with numerous 

challenges. In most cases, causes of mortality and morbidity are inherent in the countries they 

live, rich or poor. A substantial number of health issues experienced by older women can be 

traced back to their childhood; adequate nutrition is an important health determinant for the 

rest of their life. Attitudes towards women transpire from the structures that shape policies 

and determine their role and contribution to society (World Health Organisation, 2009). 

Gender norms imposed on older women to take on caregiving roles rather than older men. It 

is commonly accepted that older women care for others even if they are disabled or have 

other conditions that require care. On the other hand, the proportion of older women who live 

alone is higher while men are more likely to marry or remarry (Beard et al., 2012). 

 

2.6 Healthy aging  

 

From a demographic point of view, Africa will experience a twofold challenge inherent in 

aging. Firstly, the number of older people will rise from currently 56 million to 716 million 

by 2100. This increase is steeper than what has been witnessed in any other major region of 

the world. Secondly, the longevity of older people has been extended. People aged 60 years 

older are expected to live for 16 and 18 additional years for men and women respectively 

(United Nations Population Division, 2009). The number of years lived after turning 60 is 

substantial and cannot be overlooked. Although there is still a gap in terms of life expectancy 

between developed and developing countries, this difference tends to become marginal over 

time (United Nations, 2015c). Given these predictions, having a substantial number of people 

who reach old age can be celebrated as an achievement but aging in poor health does not 

seem to make old age worth living. 

 

Given the multiplicity of medical conditions, it is possible that the elderly experience some 

health states that are not captured by normal disease classification. Having functional older 

people is an important determinant of survival than assessing the presence or absence of 

diseases (Beard et al., 2016). The WHO model argues that functional capacity, during the 

course of life increases gradually and reaches its highest level in the early stage of adulthood 

before decreasing drastically as people age. As the decline takes place, the disability 

threshold can be reached over time. The pace of decline varies from one person to another. It 

can be affected either by factors inherent in each individual such as physiological changes 

associated with aging, impairments, and disease or by economic, social and behavioural 
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factors (World Health Organisation, 2001). Although this process cannot be avoided, it may 

be delayed with behavioural changes and an adequate lifestyle (Stessman et al., 2009; Vellas 

et al., 2018). Thus, with some targeted interventions, the decline in functional capacity can be 

delayed with a subsequent positive advantage of extending disability free-life in old age. 

 

In an attempt to address these unavoidable physiological and psychological changes inherent 

in old age and allow the elderly to enjoy healthy aging, the current WHO programme focuses 

on the concept of intrinsic capacities. Described as the composite of all physical and mental 

capacities that an individual can draw upon at any point in their life, the concept of intrinsic 

capacity entails that healthy aging is regarded as a process that can be achieved even in sick 

older people. The priority should be set on maintaining intrinsic capacity across different 

stages of life (Vellas et al., 2018). Another important determinant of their capacity is the 

environments they live and the way they interact with them. These environments can be user-

friendly or restrict the type of activities a person with impaired mobility might be willing to 

undertake. Having access to a walking stick, scooter or wheelchair and living in the 

neighbourhood of a shopping centre or affordable disabled-access transport might allow an 

older person to run errands unaided. The combination of intrinsic capacities, relevant 

facilities and the interactions between the elderly and these facilities make up what is referred 

to as their functional ability. Regardless of their health status, the synergy between these 

features is useful for determining what the elderly can do.   

 

2.7 Summary 

 

The literature review section has revealed a paucity of empirical evidence on the factors that 

impact health in old age in Africa and South Africa in particular. It is worth mentioning that 

literature on population aging in Africa seems to be growing over time and there is increased 

awareness about this issue which was until recently regarded as “alien” or non-African. In 

contrast, there is a limited number of scholars who are interested in conducting investigations 

on aging as well as the absence of gerontology as a major discipline of interest. The lack of 

consensus on the concept of old is an additional challenge.  

 

Traditionally, older members of the community were dependent on the younger generations 

for support. However, the gradual demise of the extended family coupled with increased 

migration, the rise in the proportion of the elderly and the emergence of the HIV/AIDS 
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epidemic have put much strain on this traditional “social security system”. The present level 

of empirical knowledge does not help to capture the extent to which these changes impact the 

health of the elderly. Unlike the more developed world where aging has benefited from 

extensive investigations, research on population aging in Africa is quite nascent and less 

documented. It may be misleading to rely on studies conducted elsewhere, notably, in the 

developed regions to understand challenges experienced by the elderly living in Africa. This 

comparison seems to be made impossible by the complexity of the different contexts. This 

literature search highlights the importance of carrying out studies that seek to understand the 

health challenges of population aging using data from the African continent.  

 

Currently, there is a growing interest in researching aging in Africa. This willingness to dig 

deep to understand this demographic pattern can be well captured by the amount of effort 

made across the African continent. Academics are more involved in sensitising policymakers 

and governments on the challenges of population aging. The existing empirical research on 

population aging in Africa has addressed issues such as aging in Africa; health status and 

quality of life; morbidity profile; dietary diversity of women caregivers; hypertension and 

associated factors; aging and health in Africa. However, research that seeks to explore the 

combined effect of social support and other determinants on the elderly’s health seems to be 

more advanced in the more developed world than in the less developed world. In Africa, the 

amount of empirical evidence gathered is still limited and this prompts the need to investigate 

this issue.   
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CHAPTER 3: METHODOLOGY 

 

3.1 Introduction 

 

This research aims at understanding social support and determinants of health that affect men 

and women aged 60 years and over and provide a comprehensive definition of the concept of 

old. Given that the concept of old is contentious, an attempt is made to contribute to the 

debate by engaging with the elderly on this issue. This section highlights the procedure used 

to develop the tools of data collection to gather sufficient information to answer the problem 

statement stipulated in the introductory chapter. It begins by providing an overview of the 

study setting, the Republic of South Africa as well as the city of Durban, before outlining the 

context in which older people live. It then looks at the methodology used which is broken 

down into the following sub-headings: research context, research methods, study design, 

qualitative and quantitative components, data analysis, ethical considerations, validity, 

reliability and rigour, and study limitations. The data analysis section provides insights into 

data analysis. The validity, reliability, and rigour of the study are addressed under a separate 

sub-heading. The section on ethical considerations highlights all the steps followed to ensure 

that the study participants are not harmed during the research process. The study limitations 

highlight weaknesses and strengths that the approaches used may have on the research 

outcomes.  

 

3.2 Research context 

 

With a total land area of 1219 602 squared kilometres, South Africa is the third-largest 

country in Africa after Algeria and the Democratic Republic of Congo (DRC). It is located on 

the tip of Southern Africa and shares borders with five countries, namely, Botswana, 

Mozambique, Namibia, Swaziland, and Zimbabwe. The sixth neighbouring country is 

Lesotho, a landlocked kingdom located in the south-east of South Africa. The Republic of 

South Africa has 3000 kilometres of coastline of both the Atlantic and Indian oceans. In 

2018, the mid-year population of South Africa was estimated at 57.7 million people with 51% 

made up of females. As far as diversity is concerned, South Africa is a multicultural society 

and is referred to as “the Rainbow Nation”. The majority of the population is Black (80.9%), 

followed by Coloureds with approximately 8.7%, nearly 7.8% of Whites and Indians or 

Asians constituting around 2.6% (Statistics South Africa, 2018). The share of people aged 60 
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years and older has risen from 8% in 2015 to 8.5% in 2018 (Statistics South Africa, 2015; 

Statistics South Africa, 2018). In terms of life expectancy at birth, the age gender gap seems 

to have widened, at 64.3 years and 60.6 years for women and men respectively (Statistics 

South Africa, 2018). There are currently 11 official languages in the country: Afrikaans, 

English, isiNdebele, isiXhosa, isiZulu, Sesotho sa Leboa, Sesotho, Setswana, Siswati, 

Tshivenda, and Xitsonga. English is the second largest language in terms of the number of 

people who share it as a medium of communication although it is the mother tongue of about 

9.6% of the population. Administratively, this country is divided into nine provinces, namely 

Eastern Cape, Free State, Gauteng, KwaZulu-Natal, Limpopo, Mpumalanga, Northern Cape, 

North West, and the Western Cape. 

 

A substantial proportion of the South African population has a religious affiliation. It is that 

estimated 85.6% of South Africans perceive themselves as Christians. These statistics depict 

a pattern that highlights the importance of Christianity in the country. There is approximately 

5.6% of those who claim to have no religious affiliation while a further 5% reveal to observe 

animist tribal, ancestral or other traditional religions. Nearly 2% are Muslims, they are largely 

found in Gauteng, KwaZulu-Natal, and Western Cape. Also, Hindus account for 1% of the 

population and around 3.9% of the residents of KwaZulu-Natal (Statistics South Africa, 

2018).  

 

South Africa is the second-largest economy in Africa after Nigeria, it has a GDP of $349,817 

million and ranks 33rd in the world (World Bank, 2015). According to the purchasing power 

rankings of the World Bank, it is among the upper-middle-income countries of Africa along 

with Angola, Botswana, Gabon, Libya, Mauritius, Namibia and Tunisia (ibid). Despite this 

ranking, the economy stagnates with an estimated 2% growth rate. South Africa is 

characterised by high levels of inequalities between the rich and poor (Masie, 2015). These 

inequalities are experienced in every sphere of socio-economic life. For instance, the health 

care system in both the public and private sectors is pro-rich. A significant proportion of the 

population relies on the publicly funded health care system. The public sector is 

overburdened by a large number of users and limited resources. The only pro-poor services 

are primary care provided by district hospitals, community health centres, and clinics, 

however, when the services sought require the highest levels of health care, poor people are 

excluded (Ataguba and McIntyre, 2012). In terms of health service benefits, the share of rich 

people is greater and equates their relative needs in both the private and public sectors 
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1970s and 1980s was intended to provide some source of income and restrict urbanisation. 

The fall of apartheid led to the implementation of equitable policies (Niño-Zarazúa et al., 

2012). The pension scheme is means-tested, tax-funded and transferred to around 3 million 

people. It covers approximately 80% of people aged 60 years and older and about 100% of 

the African population group (International Labour Office, 2016). The minimum age for 

receiving a pension in South Africa is 60 years for both men and women (Hunter and May, 

2013). Barrientos (2012) reveals that the South African cash transfer programme was 

designed to supplement the income of poor households. Besides the high level of poverty, 

other serious challenges plague the country.  

 

HIV/AIDS is one of the serious health issues, with a prevalence of approximately 13.1% in 

2018 (7.52 million). Young adults (aged 15-49) are the most hard-hit with an estimated 19%. 

Globally, South Africa tops the list of countries hard hit by the HIV/AIDS epidemic. 

Although the national statistical service does not provide the HIV prevalence among the 

elderly, it is believed to be substantial, the scaling up of the antiretroviral therapy has resulted 

in extended life expectancy and an increase in the number of people who survive into old age 

(Bor et al., 2013). The HIV prevalence among older people is overlooked because of the 

belief that they are not exposed to the risk of being infected (HelpAge International, 2014; 

UNAIDS, 2014). According to Gómez-Olivé et al. (2013), Agincourt records one of the 

highest prevalence, around 20% and 13% for males and females aged 60-64 years 

respectively.  

 

3.3 Methodology 

 

3.3.1 Research methods 

  

The present research used mixed method research or mixed research. There is not a definition 

that is universally accepted, the following definition was widely approved by methodologists 

from the 1980s to the mid-1990s: 

   

“Mixed methods is the type of research in which a researcher or a team of researchers 

combines elements of qualitative and quantitative research approaches (e.g. use of 

qualitative and quantitative viewpoints, data collection, analysis, inference 
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techniques) for the broad purposes of breadth and depth of understanding and 

corroboration” (Johnson et al., 2007, p123). 

  

Using this method is associated with some advantages as highlighted by Bryman (2006). 

Firstly, it is used for the sake of triangulating data, as a result, weaknesses inherent in 

quantitative and qualitative methods are cancelled out while their strengths are used to 

improve the validity of the results. Secondly, the result obtained from one method can 

provide insights into the other method. Finally, alternatively, one method can fit in another 

method to provide more insights at a different stage of analysis.  

 

This research relied extensively on the triangulation of quantitative and qualitative methods. 

Also, several techniques were used with each methodological component for data collection 

and analysis. After data collection, the quantitative component was analysed before 

unpacking the qualitative one. 

 

3.3.3 Study design  

 

The study was conducted in two phases: qualitative and quantitative. The quantitative 

component was investigated before the qualitative component, notably, the data collection 

and analysis of quantitative data. In terms of procedure, the results obtained from quantitative 

analysis were used to modify the qualitative interview guide and enable one-on-one 

interviews.  

 

3.3.4 Quantitative component  

 

The quantitative component of this study relied on the nationally probabilistic sample drawn 

from National Income Dynamics Study (NIDS). The first survey of NIDS dated back to 2008, 

it had 10367 dwellings that were selected from 400 primary sampling units across the 

Republic of South Africa, 491 were found to be multi-household dwellings. Out of 10858 

households eligible for the study, 7296 were interviewed and 31144 persons were identified 

as household members. However, 2918 non-residents residents were excluded from the study 

which brought down the number of sampled residents to 28226. The study defined a resident 

member as every person that spends at least four nights a week at the dwelling. The NIDS 



49 

 

questionnaire provides a range of questions that help investigate a significant number of 

social issues.  

 

The NIDS project is a longitudinal study with the aim of assessing changes that take place in 

the well-being and living conditions of the respondents. The second wave was successfully 

carried out in 2010 and recorded a slight increase in the number of successful interviews. 

This research uses the recent survey, wave 5, which took place in 2017 and resulted in an 

increase in the number of households interviewed, 10842 and more investigations conducted 

than during the previous waves, 37368 residents interviewed.      

 

An attempt was made to assess the impact of chronic illnesses and infectious diseases on the 

well-being of older people as well as the amount of support they receive. The health 

component of the NIDS survey provides information such as self-reported health status, 

health conditions, recent health consultations, activities of daily living, chronic conditions 

and medication, smoking, exercise, alcohol use and coverage by medical aid. The NIDS 

dataset provides sufficient information on health that can help explore the link between the 

amount of support and health in South Africa. There are various questions on the adult 

component that allows for the construction of the depression index. Furthermore, height, 

weight, waist circumference and blood pressure are measured during the course of the survey. 

 

3.3.5 Sample characteristics  

 

The quantitative sample is made up of 3545 people aged 60 years and older who took part in 

the NIDS survey Wave 5, conducted in 2017. The Sort Command of SPSS was used to select 

the respondents who meet this criterion, every individual born after 1957 was left out of this 

investigation. It was assumed that the youngest respondents, notably every study participant 

born in 1957 turned 60 by the time the interview was carried out. Regarding the oldest 

respondent, she was born in 1907. Although NIDS is a panel study, this research makes use 

of cross-sectional data. The data of this study are weighted to account for the attrition of 

respondents (Brophy et al., 2018). The design weight corrected for non-response used in this 

study is w5_dwgt as provided by NIDS Panel User Manual (ibid). The largest proportion of 

respondents is made up of older women with approximately 67.4% and nearly 75.5% of those 

aged 80 years and older are female. Further insights are provided in Table 3.1 below.  
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At 60-69 years of age, it is slightly more than 65.7% of older women who receive pensions, 

this proportion increases to 75.7% for people aged 80 years and older. There are more female 

recipients (71.6%) than their male counterparts (28.4%). More men are either married or 

living with partners (56.4 %) than women (43.6%).  

  

Table 3.1: Percentage of respondents by gender and some socio-demographic 

characteristics 

Statement Men Women  N 

 % %  

 Age in years    

60-69 34.3 65.7 2103 

70-79 32.1 67.9 1048 

80+ 24.5 75.5 394 

Total  32.6 67.4 3545 

Recipient of state pension    

Yes  28.4 71.6 2751 

No  42.5 57.5 794 

Total  32.6 67.4 3545 

Marital status    

Married 56.4 43.6 1406 

Never married 37.1 62.9 73 

Total 56.4 49.9 1764 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

3.3.5 Qualitative component 

 

3.3.5.1 Overview on in-depth interviews  

 

An in-depth interview or a face-to-face interview is one of the methods of data collection in 

qualitative research in which investigators asks a series of questions to participants. It often 

takes place in an environment conducive to self-disclosure (Johnson, 2002).  The conduct of 

in-depth interviews is interesting since it allows other concurrent observations to take place. 

While interviewing, some important information sent out by the respondent such as body 

language, and intonation in line with the issue under investigation might be observed as well. 

It is worth mentioning that during this investigation process, the interviewee does not have 

much time to think and is likely to give spontaneous answers while the interviewer is 

expected to listen to the answers and prepare his or her next questions. Furthermore, the 
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interviewer is expected to take notes and record the interview. Depending on the quality of 

recordings, transcribing can be time consuming and the conduct of interviews costly if the 

respondents are scattered in an immense area (Opdenakker, 2006). It is also essential to 

notice that unlike other investigation techniques, face-to-face interviews have the advantage 

of allowing the interviewer to probe for more insights into any important issue being 

investigated. The interaction between interviewers and interviewees can help unveil some 

unanticipated issues (McCullough, 2011).   

  

3.3.5.2 Conduct of interviews   

 

The study participants were made up of older males and females living in old age homes in 

Durban. Respondents were selected on a purposive basis and individual in-depth interviews 

were used as the technique of data collection. Initially, their caregivers were asked to assist in 

the selection of potential interviewees. After conducting a few interviews, the interviewer 

started selecting the study participants. Furthermore, the sample size was not determined in 

advance, it was stipulated that the investigations were going to be conducted until saturation 

occurs and this point was reached after 18 in-depth interviews. Before proceeding with the 

fieldwork, a thorough documentary research search was conducted to understand the context 

in which older people live. This included all older people, particularly those living in South 

America, Asia, Middle East and Africa.   

 

The age 60 years and older was chosen because it coincides with the pensionable age 

(Hairault et al., 2010), it is an age at which a significant proportion of people is likely to 

retire. Older people are vulnerable, they experience discrimination in the job market because 

of their physical appearances and ill-health (Chepngeno-Langat et al., 2010). Furthermore, 60 

years and older seems to be the right cut off point as it marks the onset of some conditions 

that are mostly found in this age group (Beard et al., 2012).     

 

3.3.5.3 Data collection instruments   

 

This research made use of two types of data, primary and secondary data. Firstly, the 

researcher drew on the existing dataset, the NIDS quantitative information, in an attempt to 

answer the research question. Secondly, data collected from in-depth interviews helped to fill 
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in the gap left by the first type of data explored. A Zulu speaker was recruited and trained to 

administer the interview guide to all participants who chose to be interviewed in this 

language. Before this stage, the interview guide was translated to isiZulu to accommodate 

respondents to choose the language of their convenience as recommended by the Ethical 

Committee. The fieldwork took place between July and September 2016.     

 

3.3.5.4 The interview guide: Construction and design   

 

The interview guide for in-depth interviews was designed from a combination of the review 

of South African and global literature on the challenges posed by population aging. Although 

the interest in aging is nascent and not yet sufficiently explored, some numerous insightful 

articles and publications assisted in shedding light on this research and also, helped in the 

design of the interview guide. Some insights were received from colleagues and friends while 

engaging in the challenges of the elderly. The interview guide underwent several changes and 

modifications until it covered the most important issues for which it was designed. Additional 

and crucial contributions were made by the researcher’s supervisor and reviewers. Before 

proceeding with fieldwork, a series of pilot studies were initiated with older people living in 

and around Durban to ensure that it is fit for the task it was designed for. Every attempt was 

made to include every population group in the study sample. After the pilot study, the 

interview guide was amended to make the administration process smooth and 

straightforward. Some sections were dropped, incorporated, reworded or modified to fit in the 

context. 

 

One of the main concerns expressed during the discussions was that the elderly, especially 

females, might feel intimidated to deal with a male researcher who might look like a stranger. 

Although the concern sounded genuine, its impact would be mitigated since the interviews 

were not going to take place in the wild but in old age homes where the elderly would be 

under the watchful eyes of their caregivers. Getting the elderly to sign informed consent 

forms was challenging since some would not be able or did not know how to do it. This 

problem was circumvented since provision was made for them to choose between signing, 

using a thumbprint or putting a cross. The elderly who took part in the pilot study did not 

participate in the study and were not living in old age homes. The interview guide was 

structured in such a way that it would begin with broad and general questions to make the 

respondent comfortable before addressing issues that were more specific and personal. 
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To accommodate English and Zulu speakers as well as to ensure that the interviewer would 

use consistent wording during different investigations, the interview guide was made 

available in these languages. This technique was crucial as it was meant to help bridge the 

gap between the interviews conducted by the principal investigator and the interviewer. It is 

commonly agreed that there is no right or wrong answer in an interview since respondents 

share their personal experiences (Doody and Noonan, 2013). However, carrying out 

successful research requires on the part of the investigator to ensure that the research question 

is answered. The synergy between these two facts was achieved through probing since it 

allowed the respondents to share their experience in line with the research. Respondents were 

indirectly incentivised to talk about their experience relevant to the current study. Besides 

taking notes, provision was made for recording all interviews provided every participant 

consented to it. 

 

3.3.5.5 In-depth interviews  

 

The in-depth interviews expanded on six different sections: the first part focussed on 

background information and helped the interviewee and interviewer to settle and build trust. 

The second section explored the concept of old among the elderly. The third section assessed 

the general health of respondents as well as their medical history. The fourth section dealt  

with the nutritional status of respondents. The fifth section highlighted health seeking 

behaviour, its deterrents as well as some practices or lifestyle that may have a significant 

influence on health. The last section attempted to highlight some of the types and sources of 

support received. This research made use of semi-structured interviews for data collection. 

According to Holloway and Wheeler (2010), it is a type of interview that requires the use of 

questions determined in advance and the investigator is free to probe to obtain clarification. 

The use of an interview guide helps both investigator and study participants to provide the 

same type of data that is in line with the research.  

 

Using interviews as a method of collecting data is associated with a given set of advantages 

and disadvantages. In terms of benefits, conducting interviews provides an opportunity for 

the participants to explain what is important to them. It is a better way of generating stories 

and quotes that enable the researcher to draw a rapport. While conducting interviews, the 

researcher is offered the opportunity of listening to the responses as well as observing the 
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body language to generate more information. Likewise, the participant can seek clarification 

to a question and enquire about its purpose in the research project or ask any question about 

the study. The researcher can probe further to obtain adequate and accurate information, 

engage with the study participant on more complex issues that cannot be addressed easily. 

Interviews offer a platform for the study participant to provide detailed responses and gain 

some personal benefits as a result of sharing one’s experience. Interviews can provide light 

on the reasons that prompt participants to act in a certain way and their understanding of 

events. It is a better way of getting insight from some groups, notably those who cannot read 

or write. Another important feature of interviews is that participants are given the opportunity 

of exploring and discovering themselves (Doody and Noonan, 2013). 

 

According to Doody and Noonan (2013), conducting interviews is associated with several 

setbacks. Interviews are thought to be costly and time-consuming since the researcher is 

expected to design them, to travel to conduct fieldwork, to transcribe and analyse the data. 

Interviews may sometimes be seen as intruding on participants and may require more 

expenses in comparison with other types of investigations. Some interviews should be 

handled with care, especially, if they deal with intimate or personal subject matters, which 

can arouse strong feelings. Interviews can be easily biased since there are instances that the 

study participants may be willing to please the researcher by telling him what they think he is 

willing to hear or by aligning themselves with an official point of view instead of expressing 

their own opinion. The bias can also stem from an attempt on the part of the study 

participants to give a good impression rather than providing honest answers. Furthermore, the 

study participants are urged to say something even if they have nothing to mention on a topic. 

On the other hand, the researcher can influence the responses of the participants. 

 

3.3.5.6 Fieldwork 

  

Data for the research was collected between July and September 2016. The fieldwork took 

place in South Beach and around Durban CBD. The principal investigator was assisted by a 

female Zulu speaking interviewer who was trained on how to conduct interviews and to deal 

with personal issues. Every effort was made to provide as much information as possible to the 

interviewer to deal with any issue that might arise as a result of the interviews. Although 

some clinics and hospitals were identified for a referral but considering that the elderly were 

living in old age homes, it was incumbent on their caregivers to have a last say on the matter 
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should any critical situation arise. It was agreed that counsellors would be available to assist 

every person affected by their participation in the study. The fieldwork interviews were 

conducted by two persons; the principal investigator and an interviewer. 

 

After this preliminary arrangement, the principal investigator was the first to conduct 

interviews. The study participants without a mental disability were selected purposively by 

caregivers. Upon agreeing to take part in the study, they were informed about the research 

aim and the voluntary nature of their participation. It was clearly made that any study 

participant had the right to skip or refuse to answer any question, that all information 

provided is confidential and will be used solely for the sake of the study, that their names 

would not be mentioned at any moment and nothing would identify them with the interview; 

the section on data analysis would be done on an anonymous basis. Furthermore, the 

participants were briefed about the length of the interview and were also told that no payment 

would be made. On the other hand, they were urged to share their personal experiences 

relating to the issue under investigation. Before proceeding with the interviews, they were 

asked to sign, thumbprint or put a cross on informed consent forms as required by the 

research ethics committee. This procedure was repeated and respected everyday spent on the 

research site for both English and isiZulu interviews. Investigations in English were made by 

the researcher in the absence of the interviewer, every person who consented to take part in 

the research using isiZulu as a medium of communication was identified to be interviewed 

the next day. 

 

The sample size of the qualitative component was not specified in the research protocol, it 

was however stipulated that investigations would be conducted until saturation occurs. After 

interviewing 18 older people, it became clear that they were repeating themselves and the 

decision was made to end the data collection stage. Regardless of the statistical 

considerations of the South African population, every effort was made to include every racial 

group in the sample and benefit from their multicultural background. Regarding the gender 

composition, there were more females than males who took part in the research, 6 males and 

12 females. This imbalance was partially explained by the willingness to include in the study, 

nearly, the same number of the early and late elderly. In other words, there were more female 

older people in the “late elderly” age group than their male counterparts, as a result, they 

ended up being overrepresented in the sample. The racial composition of the sample is 

provided in Table 3.2 below. The age of respondents ranged from 63 to 84 years. 
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All interviews took place as scheduled and the response rate was 100% in all old age homes. 

In terms of length, it varied between 25 and 45 minutes. This rate might be because the 

investigations were conducted at the respondents’ “home”, in an environment conducive to 

self-disclosure. Seemingly, the elderly had expressed the trust they had in their caregivers and 

were very accommodating. Also, they gave the impression of being very enthusiastic upon 

hearing that some people are interested in researching old age issues. Finally, there was on 

the part of some respondents the impression of feeling relieved after sharing their 

experiences, challenges and daily struggles.   

 

 Table 3.2 Gender and population groups of respondents 

Statement Africans  Coloureds  Asians/Indians Whites  N 

 n n n n  

 Gender      

Men 1 2 1 2 6 

 Women  2 3 3 4 12 

Total 3 5 4 6 18 

  

Regarding the selection of the study participants, at first, a member of staff of the old age 

residence was involved in identifying them. This assistance was crucial as it helped select 

residents who met the requirements in terms of cognitive ability. This first stage was quite 

smooth since none of the residents approached objected to the interview, instead, they availed 

themselves and were ready to engage in various issues covered by this research. Over time, 

this member of staff was no longer available, while approached for assistance her colleagues 

told the principal investigator to find another way of making it work. The principal 

investigator was told to approach all residents for the study besides those living on the first 

floor, referred to as a frail care unit. This floor accommodates sufferers of dementia as well as 

other similar conditions that affect their cognitive ability. At this stage, it became quite 

challenging on the part of the principal investigator as he had to convince the elderly to take 

part in the study. At first, they were suspicious, thinking of dealing with a spy sent by the 

management to help identify potential outspoken people to evict. Some people refused to 

avail themselves for the study while others were reluctant. It was only after they were briefed 

on the nature and purpose of the project that some of them started to open up. Unsurprisingly, 

it was much easier to approach people who had been interviewed in the past as they would 
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not be suspicious of any setup. Also, others regarded their participation as a form of 

assistance to the principal investigator in his attempt to carry out successfully this research.    

 

Several insightful and impactful interviews were made on the daily struggles of the elderly. 

They shared their experiences, expectations, and disappointments. Although they knew their 

challenges would not be subsequently addressed, they were excited to make their voices 

heard. It should be noted that no promises were made to the elderly in exchange for their 

contribution, instead, they were informed of the academic nature of the research. After the 

interviews, some respondents expressed their excitement about the investigation, they found 

it relevant and thought-provoking. Some respondents became emotional after being asked 

questions that reminded them of painful life experiences. When suggested if they were 

willing to go for counselling, they objected to it and were willing to continue with the 

investigation provided they were given some time to get composed. 

 

The excitement was also visible on the face of others as they were able to share their painful 

experiences and expectations for the future. Even if no positive outcome would come from 

the interaction, the fact of talking to an attentive ear about their worries was heart-lifting and 

cheerful experience. There was an impression that their challenges have prompted researchers 

to investigate and inform others. With a limited prospect of receiving a guest, the visit of the 

researcher seemed to be most welcome, as it would help break loneliness and offer a platform 

for voicing their frustration. To highlight their excitement, some respondents were even 

tempted to offer snacks to the researcher. Additionally, depending on the availability of the 

principal investigator, the interviews were conducted once to twice a week, from July to 

September 2016.  

 

3.3.6 Data analysis  

 

The research made use of both qualitative and quantitative research methods to benefit from 

the insight offered by each tool of investigation. This approach allowed the researcher to 

switch between two analytical tools for thorough investigations.      
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3.3.6.1 Qualitative data analysis 

 

In-depth interviews were very instrumental in the analysis of the qualitative data. After 

fieldwork, all interviews were translated and transcribed in English before any further 

analysis. The qualitative data were analysed thematically. According to Braun and Clarke 

(2014), thematic analysis is viewed as “a method for identifying, analysing and reporting 

patterns within data”. It is an independent qualitative method that helps describe the issue 

under investigation and provides further insight to researchers by enabling them to conduct 

various types of qualitative analysis. This approach can be broken down into six distinctive 

steps, notably, familiarising with the data by reading transcripts several times and noting 

down initial ideas; generating interesting features in the dataset in a systematic way by 

gathering relevant data; gathering all data into potential relevant themes; ensuring that all the 

themes are coded consistently throughout the entire dataset; generating relevant definitions 

and names for every emerging theme and writing the research report as a result of thematic 

analysis and interpretation. Moreover, some relevant quotes extracted from in-depth 

interviews were incorporated in the result section of the study.  

 

Unlike other approaches used in the qualitative analysis that can be referred to as 

methodologies since they are associated with theoretical frameworks and provide insights on 

data collection and analysis, thematic analysis is just an approach that only aims at informing 

the researcher on the procedure to follow for coding and generating themes. This is to say 

that this approach is more flexible and can be used for data analysis in almost all qualitative 

research projects. Thematic analysis can be used for research that covers a large range of 

issues such as personal lived experience and social constructions of meaning. It is relevant for 

analysing primary and secondary qualitative interviews and for the analysis of data collected 

from homogeneous and heterogeneous datasets as well as suitable for any size of samples 

(ibid).    

 

The flexibility and straightforwardness of the thematic analysis approach were instrumental 

in its attractiveness for this research. After this stage, all transcripts were read several times to 

familiarise the researcher with the data as informed by thematic analysis. To ensure the 

confidentiality of participants was maintained, pseudonyms were used to replace names. 

Then all emerging themes were coded using NVIVO software. The process of analysis was 

not only limited to listening to the recording but also extended to scrutinise the body 
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language of respondents. Any important details that could help understand the universe of the 

elderly were written down right after the interview to keep a good record of it. This process 

was referred to as “delineating units of meaning” by taking into consideration their 

importance and relevance (Saravanan, 2013). Some descriptive themes were generated from 

thematic analysis which led to analytical themes after interpretation (Barnett-Page and 

Thomas, 2009). Clusters of themes such as living arrangements, private and public support, 

safety nets, dependency, abuse, well-being were generated. Relevant quotations from 

respondents were included in the data analysis section to back up the themes. In most cases, 

the analysis of the qualitative component was performed after the quantitative component to 

assess the outcomes of both methods.  

   

3.3.6.2 Quantitative data analysis 

 

The quantitative component used the NIDS data which is the first national panel study 

conducted in South Africa. The first wave took place in 2008 and provided a starting point 

for exploring change occurring in the well-being of the sampled population over time. There 

were 28226 sampled people from 7296 households who took part in wave 1. The second 

wave took place in 2010 with 28551 sampled households and gave rise to 6787 successful 

interviews. The present project explored Wave 5 which was held in 2017.  

 

The NIDS dataset was designed and collected to meet international standards and is useful to 

the researchers and policy community. The better quality of data was achieved through the 

combination of the Computer Assisted Personal Interviewing (CAPI) software and the 

development of computer-assisted procedures assessing the quality of data. The NIDS dataset 

is designed to meet the “six fit for use criteria”, notably, accessibility, accuracy, coherence, 

interpretability, and relevance. Every effort has been made to meet these requirements from 

the first to the successive wave. The NIDS data were designed to be used in the following 

formats R, S-Plus, SPSS, and Stata. The analysis of quantitative data was conducted with the 

Statistical Package for the Social Sciences (SPSS). Two sets of variables were used notably: 

independent and dependents variables (self-reported health and high blood pressure).  

 

The independent variables that were more likely to impact health in old age were as follow: 

gender, lifestyle, living arrangements, recipient of gifts, old age pension recipients, and 

marital status. Frequencies and percentages were used in tabulations to associate respondents 
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with a given category of responses and cross-tabulation tables were provided for frequencies 

and percentages between two different categories. The cross-tabulations of gender, marital 

status, age, state pension recipients were investigated. Furthermore, to explore the factors that 

impact the health of older people, dependent variables such as self-reported health status and 

other features inherent in emotional well-being were investigated as well. It is worth 

mentioning that only respondents aged 60 years and older were included in the study. 

Logistic regression was also run for independent variables such as marital status, receipt of 

the state pension, living arrangements. At first, the univariable model was used to determine 

whether there were significant differences among variable outcomes using the chi-squared 

test. Thereafter, the multivariable model for dependent variables self-reported health and high 

blood pressure were included in the final model. Moreover, the results obtained from the 

quantitative analysis that followed a given pattern were singled out and fed into the interview 

guide for further investigations. 

 

3.4 Ethical considerations 

 

During the course of investigations, every effort was made to abide by generally accepted 

ethical considerations and to ensure that there is no prejudice caused to any person that took 

part in the study. To comply with the university “Code of Conduct for Research”, approval to 

conduct research was sought from the Humanities and Social Sciences Ethics Committee of 

the University of KwaZulu-Natal, the Protocol reference number HSS/1513/014D (See the 

Ethical Approval letter in Appendix). Before this approval, permission to collect data was 

sought and granted by old age homes and the gatekeeper’s letter was provided as evidence to 

the Ethics Committee. There was no particular concern on the part of the management of old 

age homes regarding the research project. In contrast, they were enthusiastic and looking 

forward to its outcomes as it is hoped to provide insight into their contribution to the well-

being of the aged under their care. 

 

After this administrative stage, the researcher explained the aim of the research project and 

the anticipated outcomes to the participants. All participants were briefed about their right to 

skip or refuse to answer as well as to withdraw from the study at any time. They were 

informed that their participation was done voluntarily. Every respondent was asked to sign, 

thumbprint or put a cross on informed consent forms before interviews. The names of 

respondents were not written on anything to ensure that their confidentiality and anonymity 
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were guaranteed during data collection. The recorder would be switched on after the initial 

phase of introduction for those who did not object to it. All completed interview guides and 

notes taken were first stored in a filing cabinet. 

 

3.5 Validity, reliability and rigour 

 

Validity can be understood as the extent to which a research project measures what is aimed 

to. The validity of the research outcomes implies the accuracy or ‘precision’ with which the 

analysis and interpretation are made. This concept often encompasses two distinct aspects, 

namely, internal and external validity. Internal validity seeks to ensure that the researcher is 

doing the type of investigations he claims to undertake. The other aspect of this concept, 

external validity aims at assessing the extent to which the research assumptions apply to other 

individuals in the larger population or other settings. There is a potential ‘conflict’ between 

the ability to generalise and external validity, these two concepts overlap and can easily trap 

the discussion on generalisation. This discussion is crucial as it raises questions on the extent 

to which the applicability of research can be extended (Lewis and Ritchie, 2003; Ritchie et 

al., 2013).  

 

The concept of reliability usually deals with the replicability of the research outcomes to 

predict whether the same study would result in the same findings if it were conducted in 

another setting using the same methods. The replicability of qualitative research is perceived 

as questionable by some social scientists because of a given number of reasons. Firstly, it is 

argued that there are several realities to capture which in return render replication difficult. 

Secondly, every reality is complex since it depends on the context of its setting. Finally, 

qualitative investigations can only be carried out successfully in response to a given reality. A 

better way of dealing with all these concerns is to have a clear picture of the features that are 

likely to be consistent and inclined to replicate. It is the collective aspect of the reality 

revealed by respondents and its representation that might replicate (Lewis and Ritchie, 2003; 

Ritchie et al., 2013).   

 

Internal validity is relevant to this study as it seeks to determine the impact of socio-

economic factors on the health of older people. External validity focuses on the 

generalisability of scientific research. The quantitative component of this research was based 

on nationally representative data. It is believed that the results would be externally valid as 
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they were obtained from a random sample. On the other hand, to ensure reliability in the 

qualitative component was attainable, the interview guide was pre-tested on a small sample 

that met the requirement of the study. The rigour of the qualitative component was enhanced 

by probing to help the participants to remember the events that took place a long time ago. 

The respondents were encouraged through probing to relate their current or recent 

experiences to the incidents that impacted on them. The rigour of this study was also ensured 

through audio-taping, transcribing and coding all the interviews. 

 

3.6 Limitations 

 

Unlike the quantitative component, the findings of the qualitative component of this research 

are neither representative nor generalisable. They are however intended to provide insights 

into the factors that impact the health of older people in the region that is not ‘prepared’ to 

deal with an increase in the proportion of its senior citizens and highlight the necessity of 

conducting further investigations. Moreover, rather than seeking the generalisability of the 

results, the qualitative component was designed to explore issues that could not be addressed 

with quantitative data. 

 

This limitation goes beyond the scope of the methodological challenges of this research. Far 

from questioning the quality of the NIDS dataset, other interesting investigations could not be 

carried out because of a substantial number of missing values in some variables. However, 

there was sufficient information that would help address the research problem. 

 

3.7 Summary 

 

This chapter expanded on the methodology used in the research project to collect data. This 

study employed a mixed-method approach and used two different sets of data in its analysis 

and interpretation; qualitative and quantitative. The quantitative data came from a nationally 

representative sample drawn in South Africa and the qualitative component was based on in-

depth interviews conducted among the elderly living in old age homes around the city of 

Durban. The research participants were made up of males and females, aged 60 years and 

older and representing the multiculturalism of this country. SPSS 25 was used to analyse 

quantitative data whilst NVIVO was very instrumental in the analysis of the qualitative 
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fieldwork. The following chapter investigates and discusses the challenges of population 

aging as well as the concept of old from the perspective of older people.    
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CHAPTER 4: UNDERSTANDING THE CONCEPT OF OLD 

 

4.1 Introduction  

 

Until recently, population aging was regarded as a challenge unique to the more developed 

world since there was a small share of older people in the less developed regions. Currently, 

the proportion of older people is on the rise in every region of the world. It is believed that 

the age structure of the population in the developing world will match the pattern of the most 

developed world (Ramírez and Palacios-Espinosa, 2016; Shetty, 2012). However, despite the 

existence of the agreement on the issue of population aging as well as its challenges, defining 

the concept of old fails to gather a consensus around it.  

 

The concept of old is a social construction that views aging as a process associated with a 

decline in cognitive behaviour. This concept is widely interpreted and its understanding 

depends on society and culture. For those who live in the mountainous regions of Peru, an 

older person is expected to be in his eighties and involved in hard physical labour (Ward, 

1984). From a Japanese perspective, a senior citizen is expected to live alone and is provided 

with housing by adult children as a sense of family duty. While for the Chagga tribe of Mount 

Kilimanjaro in the Republic of Tanzania, an older woman is entitled to live with a grandchild 

to help her with some domestic tasks (ibid). This viewpoint is also shared by American 

Indians living in the Southwest. An older woman is recognisable in many societies by her 

caregiving responsibilities such as babysitting or food preparation.   

 

Old age is constructed as a category, once identified as “old”, the elderly are no longer 

regarded as active and useful members of the community or society.  The “old” is constructed 

as a uniform group, differences are either blurred or ignored since aging stands out as a 

common identity (Spector-Mersel, 2006). The arbitrary definition of chronological age that 

fixes old age at sixty-five has succeeded in creating a class of people who are denied 

opportunities and resources that others benefit from, they are denigrated and stereotyped. The 

decision to create the category of older people was made without consulting with them. 

Bytheway (2005) reveals that although a group of English older people agreed that age 

statuses stem from chronological age, they vehemently oppose the application of this 

classification to themselves. The old age identity is defined by others who have nothing to do 

with it. When taking into consideration several differences in old age such as education, 
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income, socio-economic status, political affiliation, degree of participation in community and 

health status, being “old” appears to be a pointless basis of identity.  

 

In western countries there is a consensus that the age 60-65 years represents the onset of old 

age, however, at an individual level, this consensus does not necessarily seem to hold true. It 

happens that people who are older than this chronological age do not want to be labelled 

“old” or “elderly”. A study conducted in the United States reveals that only 20% of people 

aged 60-69 years accepted the label “old” or “elderly” (Ward, 1984). Even 30% of people 

aged over 80 years were comfortable with being described as middle-aged or young rather 

than “old”. It emerges that seven factors were put forward as identifying the onset of old age 

notably medical conditions, retirement, physical or mental illness, chronological age, 

restricted cognitive functions, change in social contacts and widowhood (ibid).   

 

The South African government aligns itself with the United Nations chronological definition 

that set 60 years as the cut-off point for the onset of old age. This age coincides with the 

pensionable age in South Africa. While, in most developed countries, old age begins at 65 

years (World Health Organisation, 2016b), in Lesotho, the commencement of old age is 

variable and fixed at age 70 years for men and 66 years for women (Cherry et al., 2013; 

Drewes et al., 2011; French et al., 2012; Pigliautile et al., 2011). On the other hand, Tanga 

(2015) believes that growing older should be associated with the amount of psychological, 

social and physical experiences accumulated overtime rather than chronological age.  

 

Grignon and Spencer (2015) interrogate the current concept of old and argue that social 

programmes should be ageless because of the amount of gains made in life expectancy over 

several decades. It is pointless to maintain static age markers that designate the passage of 

different life events such as early years, schooling age, working years and old age. Life 

expectancy is believed to keep on rising for a few decades to come. The one size fits all 

approach that sets old age at a fixed age is not realistic. There is substantial heterogeneity in 

the population, instead, old age should be independent of chronological age. The concept of 

“old” should take into consideration people’s aspirations. For instance, the fact that a person 

is unemployed and willing to benefit from employment insurance or has retired and is 

seeking to be on pension benefits instead of lumping into the old age group everyone who 

reaches a predefined chronological age. 
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This section expands on the understanding of the concept of old from the perspective of those 

who are referred to as the “elderly”. Such insight is useful as it helps contribute to the 

ongoing debate on population aging as well as the place or role of the elderly in society. It is 

crucial to explore this issue since the share of older people is more likely to witness a 

substantial increase (Grignon and Spencer, 2015; Ramírez and Palacios-Espinosa, 2016). It 

appears that a shift in the social involvement and contribution of the elderly needs to be 

rethought thoroughly to avoid leaving out the ever-growing share of the population. This 

chapter explores the definition of the concept of old since there is a little consensus on this 

matter. 

 

4.2 Chronological age  

 

The concept of chronological age was mentioned to describe “old”, although it was different 

from the one used by the United Nations or most governments around the world. Seemingly, 

chronological age represents more of a number used to substantiate an argument rather than a 

cut-off point or commencement of old age. Several suggestions regarding the beginning of 

old age were made and differ from one another depending on the chronological age of the 

respondent. Being old appears to be well explained when reference is made to others. This 

highlights the relative nature of the concept, the following respondents provide more light on 

this issue:  

 

There is a lot of people who are older than me, I am still a baby compared to them. 

You can see it as I told you we have a lot of people who are 90 here when people 

reach 90 you can say they get old, they are here today and gone tomorrow (Female, 

66 years). 

    

Certainly, one who is older than I am, age-wise, let us say, somebody who is 80, they 

will be older (Female, 73 years). 

 

I do not know what to say of the government definition, like me now I am going to be 

70 in October, we talk and have fun together, I cannot say I am old. An older person 

is anybody older than me, for instance, there is a lady here, she is older than me 

(Female, 69 years). 
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For some respondents, the fact of being able to interact with others is regarded as uncommon 

in old age. In a sense, the ability to interact is believed to be in contrast with isolation and 

loneliness experienced in old age. There is an attempt to highlight differences from 

stereotypical older people and those who do not display old age behaviour. Although they do 

not claim openly to be younger, the fact of being referred to as older makes them feel 

uncomfortable. The fact of lumping everyone who turns 60 in the old age group leads some 

respondents to question their seniority. There is a perception that chronological age does not 

describe better their age since some people are much older than others. 

 

Chronological age appears to be one of the features that should be taken into consideration to 

describe old age. However, using chronological age alone may not help provide a better 

definition of this concept. The extent of knowledge and experience acquired over the years is 

regarded as an important factor for becoming a senior respected member of the community. 

The combination of both chronological age and knowledge is believed to offer the well-

balanced concept of old since an older person needs to have lived for a significant number of 

years. The following respondent provides insights into this concept:      

 

I think an old person is somebody who is at least 65, I am 63, I do not know it is a 

minor condition on some people, you know some people get old quickly because of 

health when they get a certain age but others do not. I think an old person is anybody 

who has been around for quite a long time, has knowledge and should be respected by 

the younger generation (Female, 63 years). 

 

While using chronological age as a marker of the beginning of old age, every respondent 

attempts to avoid being labelled old. Instead, they argue that old age begins between 65 years 

and 90 years of age. The beginning of old age depends on the chronological age of 

respondents since those who are 60 years old believe that 65 years heralds the onset of old 

age, while septuagenarians suggest 80 years and even 90 years of age. It seems clear that 

there is no agreement on the cut-off point among respondents. Regardless of their 

chronological age, no one dares to refer to himself or herself as old.  

 

Old age is also perceived to be associated with isolation and loneliness. This means every 

person who is not withdrawn and has a social life cannot be regarded as old. Interacting with 

others is thought to be uncommon in old age, instead, older people are believed to be unable 
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to have fun and spend quality time with their colleagues or peers. Chronological age is not 

regarded as a reliable basis for labelling or assigning age groups to people. It transpires that 

using chronological age as the sole criterion to describe old age is regarded as flawed, other 

features are required to capture its full meaning.    

 

4.3 Ill-health and activities of daily living 

 

The respondents appear to be more inclined to equate old age with physical ability than 

chronological age. There is a discrepancy between the official concept of old and the 

description of the study participants. Being 60 years old or older is not enough for belonging 

to the age group “old” but it must also be associated with some degree of limitations in 

activities of daily living. This is to say every person who can move around, bath, cook, dress, 

and perform other personal tasks daily should not be lumped together with those who rely 

heavily on others. There is a clear desire for making a distinction between people who may 

represent a burden to others and those who can contribute to their society. An older person is 

seen as a person who cannot live independently but relies on others for a different type of 

support.  

 

I can say someone who is over 60 and perhaps has some degree of frailty and is 

dependent on other people for help either financially, physically even emotionally 

(Male, 65 years). 

 

A man is old when he cannot work anymore, cannot do things for himself and has 

some degree of frailty. For instance, he cannot move around as before and this can be 

accompanied by memory loss. I would describe a male as being old when he shows 

symptoms of that (Male2, 65 years).  

 

For me, an old person is my brother, is older than me and very sickly (Female, 70 

years).  

 

Somebody who does not walk too well and who is older than I am. We are all old 

here, I cannot say because they have grey hair, we cannot say that here and that is 

not a genuine answer (Female, 73 years). 
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Health appears to be the most important factor that marks the commencement of old age or 

makes people old. A healthy and chronologically older individual is not regarded as an older 

person. The absence of a crippling medical condition is believed to delay the commencement 

of old age. Chronological age is perceived as a number that cannot make anyone old, this is 

in contrast with the official definition that sets 60-65 years of age as the commencement of 

old age. In other words, there is a discrepancy between chronological aging and functional 

aging. An individual can be chronologically young but functionally old and vice versa. Using 

chronological age as the only basis to describe old age appears to be misleading since it fails 

to capture an important feature that is health status.    

 

The inability to work or generate an income, the fact of relying on others for activities of 

daily living is put forward as one of the characteristics of old age. The elderly are those that 

have features such as frailty and other crippling conditions which make it difficult for them to 

fulfil any commitment. The absence of disabilities is regarded as an important feature since it 

restricts the likelihood of relying on others for instrumental support or being a burden. On the 

other hand, people who are forced into retirement because of their chronological age cannot 

be viewed as older when they are still physically, mentally and emotionally able to continue 

working for some time. Once one of these features is affected, it may become difficult for an 

individual to be efficient.  For instance, memory is believed to be one of the conditions that 

make people old. Developing such a condition is more likely to impact the ability to work 

and be productive. This entails that people aged 60 years and older affected by memory loss 

may be inclined to forget and even become unable to perform their duty as expected. 

Understandably, memory loss rather than chronological age can be listed as one of the 

conditions that make people aged 60 years and older unemployable and unfit for work. 

 

The interviews suggest that the concept of old cannot be described by a single feature such as 

chronological age because the old age group is not homogeneous. The elderly differ in terms 

of physical appearance, fitness, and health. The fact of turning 60 or 65 years, which is the 

official retirement age in most countries, does not make everyone look the same. Older 

people are exposed to different risk factors and environment. They are less likely to develop 

the same medical conditions at a fixed chronological age.  
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4.4 Independent living 

 

Regardless of how old an individual might be, chronological age is seen as a feature that does 

not impact the ability to do anything in life. Being able to conceive and carry out a plan is 

seen as uncommon to older people. In other words, it is believed that older people lack the 

ability and commitment to do things for themselves, conceiving plans unaided is regarded as 

uncommon in old age. Despite being in her early seventies and a wheelchair user, one of the 

study participants likens herself to a teenager. Her ability and commitment to achieve her 

goals without representing a burden to others or requiring assistance prompted her to make 

this statement. The quote below sheds more light on this issue:    

 

Actually, what is what they think and how they act, as for me, as I told you, I am a 73-

year-old teenager. It all depends on the individuals, what they want to do and what 

their capacity is like. There is nothing to stop anybody from anything they want to do 

and if they have the ability and the capability, so go ahead, is not that so? (Female, 

73 years) 

 

Some respondents have made it clear that the concept of old is complex and should be 

inclusive of features that impact the life of the elderly. Older people are described as those 

who live in an old age home and who are unable to take care of themselves. This means they 

have not only retired from active life but are dependent on others for fulfilling activities of 

daily living. In other words, living in an old age home itself does not make anyone older, it 

must be coupled with a loss of independence. This viewpoint shows that every retiree is not 

an older person and old age is well described at the individual level since people age 

differently. In a sense, assuming that everyone who reaches a given chronological age 

becomes an older person seems to be a wrong perception of reality. The following respondent 

illustrates this viewpoint better in the quote below: 

 

One who is gone over age, over 60 years old, one who went to live in an old age home 

and cannot take care of himself or herself anymore. Sometimes they are ill and need 

care (Female, 64 years). 

 

Old age should be about the way people feel, if a person is still mentally healthy and 

physically able to lead his or her life before being chronologically classified as “old”, there is 
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no need for that person to be lumped together with those who cannot take care of themselves 

anymore. For the same chronological age, some people are frail and willing to retire while 

others are still active and committed to being productive and generating an income for a 

substantial number of years after the age of legal retirement. It is worth noting that some 

older people are more likely to end up being forced into retirement against their own will. In 

a sense, the current concept of old seems to be blamed for creating financial dependence. The 

following respondent falls under this category and he sounds bitter about his retirement 

experience as expressed in the quote below:        

 

I believe a person is as old as he feels. For a person who is mentally and physically 

fit, I do not think that he should be put in the same category as the one who is 

disabled somewhere because of old age. I think he should continue because he is a 

major ballplayer in society, he can contribute in a lot of areas. For instance, I have 

been an IT specialist. All my life has been IT programming and analysing systems, 

things like that. But all of us have been put off work, I was quite prepared to continue 

working but I was told stop. So that is where I stand now and I feel older people that 

can continue working should be given a chance to do so (Male, 65 years).  

 

A 75 years old person is alluding to another old age home resident as an older person because 

of his inability to walk independently, especially, going upstairs or downstairs. This 

highlights the difference in ability to perform activities of daily living among people who are 

expected to belong to the same age group, display similar characteristics and experience the 

same challenges. Understandably, although this individual may be classified as an older 

person because of his chronological age, there is on his part a feeling of being imposed a 

particular age category that he does not fit in. Some people feel the concept is not 

representative of their age group or does not apply to all of them because it is solely based on 

chronological age. It assumes that there is no difference in the process of aging among people 

of the same chronological age. Important features such as fitness and health are left out. 

Regardless of chronological age, a healthy and fit person is more likely to live independently. 

The quote below provides more insights into this aspect:      

 

An old person battles to go upstairs, I help him because he cannot make it (Female, 

75 years).   
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It appears that chronological age does not affect everyone in the same way. This means, for 

every age group, there are always people who are stronger than others. It is irrational to 

assume there is no difference in terms of health and ability in a birth cohort. Independent 

living is one of the essential features for having a social life and being productive. Regardless 

of the absence or presence of a medical condition, an older person is believed to be an 

individual who cannot live independently.  

 

More importantly, it appears that lumping fit and healthy 60 years and older people together 

with those who are bed-ridden or crippled seems unfair. Similarly, forcing into retirement an 

active 60 years old based on the assumption that his or her chronological age makes him or 

her unproductive seems to highlight the obsolescence of this concept. It is essential to make a 

distinction between people who are referred to as elderly who may represent a burden and 

those who can live independently. This means that an independent septuagenarian may not be 

regarded as an older person while a dependent sexagenarian may be declared older despite 

their substantial margin in chronological age. Health is viewed as an important feature in the 

description of old age since the loss of independence is a result of a crippling condition that 

prevents older people from taking care of themselves.   

 

4.5 Physical appearances 

 

Physical appearance is usually regarded as one of the prominent symptoms of aging since 

older people tend to have more wrinkles. However, using physical appearance to describe old 

age can be sometimes false and it may not be a true reflection of chronological age. Some 

people may look younger than their chronological age. The discrepancy between appearance 

and chronological age is not static but varies from one another. Some older people can look 

ten years younger than their chronological age, especially, when they have no disability and 

can perform a given number of tasks late in life. This perception can be picked up from the 

statements made below by some respondents:        

 

Some are over 60 but they still walk like the 55 years old, the only handicap can make 

you old (Female, 67 years). 
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It is weird, when you live in an old age home and you see a person in their sixties 

sometimes, they are fit and yet you see another person in their fifties they are very old. 

So I think, aging affects different people differently (Male, 65 years). 

 

The elderly look younger these days now and they do lots of things. You cannot see 

that they are old but they are young old. Some people do not act old at all, some 

people are 92 and they look 82, you cannot say that they are old (Female, 69 years). 

 

Someone is old when he looks old, it depends but mostly young people look older now 

that is why they do not like me, they say I am a child and they call me a thief. Others 

like the black woman who came here early, they say I do not look like I am seventy 

(Female, 70 years). 

  

There are old people here, there is an old lady, she is ninety-eight and she is still fit 

and strong, she is tiny and tall (Female, 75 years).  

 

Some respondents argue that a new trend has emerged and it consists of having older people 

who look young while chronologically young people look old. This viewpoint seems to 

question the conventional wisdom that young people should look younger than their elders. In 

other words, it entails that younger people who are expected to be productive, energetic and 

fit look much frailer than those who are forced into retirement. The current concept of old 

gives the impression of discriminating against a group of people since it is not based on any 

empirical evidence. In a sense, depending on the retirement age of each country, it is assumed 

that everyone who reaches the retirement age becomes suddenly frail, wrinkled and no longer 

fit for work while there are other younger people with worse conditions who may remain on 

the job. Health status is thought to have an impact on the physical appearance of some 

people. For instance, a sickly person is more likely to look older than his chronological age.   

 

Besides the fact of looking young as mentioned in the section above, some respondents reveal 

that physical structure makes them feel young. Unlike a typical older person who is expected 

to be frail and has slow motion, some older people are fit. These features make them feel 

uncomfortable to be referred to as elderly when they do not have much in common but still 

carry the label of old. The following respondent speaks about his experience as expressed in 

the quote below:      
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I always hear people saying that I am old but I have a young person’s body, what is 

not about you, how old are you? But how do you feel? A lot of people come and ask 

what are you doing here? (Male, 68 years). 

 

Often, people born to a recent cohort are expected to look younger than their elders, this 

common perception seems to be challenged by the sight of some chronologically younger 

people who appear to be older than their counterparts born some years before. The extent of 

discrepancy between physical appearance and chronological age is believed to be as high as 

10 years. This perception contrasts with the current concept of old which assumes that people 

aged 60 years and older are no longer fit enough to remain active, instead they should retire. 

It also sounds paradoxical to argue that a chronologically young and sickly person is deemed 

more productive than a fit and healthy individual aged 60 years and older.  

 

4.6 Signs of seniority  

 

Signs of old age have been put forward by some respondents. These signs are believed to 

describe the visible and physical features of the concept of old. Features inherent in 

conditions that are more prevalent in old age such as visual impairment, chronic medication 

as well as those that cannot be explained by aging. Some of the features put forward do not 

represent a health threat such as the greying of hair and can be found in almost all older 

people. Understandably, other signs are associated with non-health threatening features since 

they are a stereotypical depiction of the way old age is perceived. A given number of features 

that prevail in old age are mentioned. In a sense, every older person is expected to have all or 

at least one of these features. The following respondents have highlighted several features as 

worded in the quotes below:   

 

We have our medication, we have elderly medication with our pills, what can I say, 

when they have “pills and glasses” (Female, 69 years).  

 

An old man looks drawn, he cannot walk properly while an old woman can be 

recognisable by the way she walks and her hair looks grey (Male, 84 years). 
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When you see he cannot walk properly and he is getting grey like I am getting grey. 

He is slack, when he cannot walk and talk properly then you can see that he is getting 

old (Female, 81 years). 

 

According to some respondents, getting older is a process that is experienced over time, the 

more years go by the more it becomes evident. This implies that old age cannot be pinpointed 

or there is not a cut-off point but changes in physical appearance become more visible with 

age. Furthermore, while using signs of seniority as an assessment tool, it seems difficult to 

predict with accuracy the chronological age at which old age commences since the onset of 

these features may be early or delayed in some individuals. It is worth mentioning that the 

features of old age range from less to more severe as well as other crippling conditions. It 

happens that a feature may be severe in a younger person and minor or inexistent in an older 

individual. The following respondents elaborate on this issue in the quotes below:      

 

Each year you are older brings more change in features of seniority (Male, 76 years) 

 

You can see even symptoms of old age like changing hair colour, wrinkles on the face, 

physical features, fitness, the way of talking changes, the voices are changing and the 

disability (Male, 70 years). 

 

The concept of “old” can also be described from physical features that are believed to be 

characteristics of older people. Numerous signs associated with old age have different causes 

and influences. Some are minor and do not have an impact on the quality of life while others, 

such as physical disabilities, are more likely to affect the ability to perform activities of daily 

living and even deprive the elderly of their independence. The loss of independence is seen as 

the commencement of old age rather than the existence of signs in an individual. Besides the 

link between features and old age, some viewpoints expressed seem to stem from stereotypes 

rather than the effect of aging. The fact of being disabled and having conditions that require 

chronic medication cannot be solely perceived as a result of aging.  

 

4.7 Aging as an attitude 

 

Being old or young is not only about chronological age, capability or physical appearance but 

also about feeling. Some people can be chronologically older but they do not feel old. 
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Seemingly, they have nothing in common with older people since their viewpoint, lifestyle 

and even perception of life is different from other individuals of their birth cohort. A typical 

older person is expected to think and behave in a way that is common to those who belong to 

his or her cohort. This implies that his or her reaction can be predicted based on the 

experience with other peers who confronted the same challenge. In other words, outsiders or 

non-older people are not entitled to decide on who is “old” or “young”, instead, they must 

engage with older people. The following respondents have expressed this viewpoint below:   

 

People that I know now, they are not acting like old people they are still young at 

heart, it is not they are old, they are young at heart still (Female, 69 years). 

  

You are as old as you feel (Female, 67 years). 

 

Some people are thought to be chronologically young but old in mind while others can be 

chronologically older but having a younger mind. In other words, “some elderly” can think, 

feel and perceive things like the young. For instance, young people are expected to continue 

working and be independent while the elderly are likely to be inclined to retire. This widely 

accepted perception can be challenged by the elderly who are young in mind as they may be 

willing to continue to work while some younger might be pleased to retire and become 

dependent on employment-based pensions or other social welfare schemes. Furthermore, 

some people may be chronologically older but their ability and action do not match that of a 

typical person of their generation. Older people tend to be conservative while the youth are 

inclined to be progressive and risk-takers. A person who is young in mind can be keen to take 

on challenges that are less widespread in his age group. Regardless of their chronological age, 

people who are young in mind do not want to be referred to as the elderly as a result they can 

be attracted by the youth fashion and even feel more comfortable to befriend them. The 

following respondent has made this point: 

  

You can on the sort of cut of date of 60 years age, you can do that way but old is also 

very much in the mind. I mean I know a young 80 years old, how many of them? There 

are a lot and I know an old 40 years old and that is all in the mind which most people 

do not use enough (Female, 68 years). 
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Although some people may look older, they act young and some are young but act old. A 

typical older person is expected to behave and perceive life in a predictable way that is 

believed to be representative of the entire age group. This perception may not hold true for 

every older people since some act young and feel young in mind. To prove this point, some 

older people are willing to have a lifestyle that is in contrast with their generation, they may 

seek to age healthy and enjoy independent living. A person who is “old in mind” struggles to 

accommodate changes that may result in poor performance and misunderstanding, however, a 

person “young in mind” may make a substantial contribution to the community.      

 

Being older is a personal matter which may require the contribution of the elderly for further 

light and understanding. Most policymakers appear to depict the elderly from a stereotypical 

point of view and lack sufficient insights on their ability. For instance, some chronologically 

older people may still be willing to be active and prove wrong those who portray them as 

forgetful, incompetent and backwards. It is believed that old age impacts the ability to adjust 

to change and achieve goals, this can be proven wrong by having a positive attitude and self-

esteem. Furthermore, they may not use old age as an excuse for being a burden to others but 

work around their inability to come up with a better way of tackling their challenges and 

remain independent.   

 

4.8 Aging and gender  

 

The current concept of old assumes that everyone ages in the same way. This perception 

seems deceptive since people are different and cannot grow older in the same way. It is 

possible to find a significant number of people who may become nonagenarians and even 

centenarians in the same birth cohort with those who die early. The pace of aging appears to 

be influenced by lifestyle; in addition, healthy living is thought to have a positive impact on 

the aging trajectory. People who choose to live healthy at a younger age are likely to reap 

more benefits than those who do it at a later stage. Similarly, different lifestyles can also be 

equated with various levels of exposure to risk factors. For instance, two healthy living 

people working in two different sectors of the economy are less likely to age in the same way 

since they are exposed to different occupational hazards. The heterogeneity of the old age 

group makes it difficult for everyone to age according to a predictable trajectory. The 

following respondent makes this point as outlined in the quote below: 
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It depends on what kind of life you have been living, I believe. If it has been active life 

throughout, you will find the ratings are a bit slower because there are things you can 

do (Male, 65 years).  

 

Aging affects men and women differently, some tend to look older than they are while others 

appear to be younger than their chronological age. It seems that health plays an important role 

in the way people look. A healthy older person may look younger than the one who is sickly 

chronologically young. Even within the same birth cohort, sickly people tend to look older 

than others. Chronological age does not make people frail or unfit but poor health and an 

unhealthy lifestyle can do so. Furthermore, older women tend to outlive their male 

counterparts. The following respondents have mentioned some of the factors responsible for 

differences in the aging trajectory:  

 

I have noticed women outlive men but I do not know why. Somebody says it is because 

men pay bills and women just stay at home. That is the reason men die quicker (that is 

just a joke anyway). Even here in the old age home you will find a lot of women, they 

are 90 and they are still living (Male, 65 years). 

 

I do not think so, I do not think a man is old until he cannot work anymore. Maybe he 

does not have his ability you know maybe he has lost his strength to put on his 

maximum capacity, maybe then he is old. I suppose it is the same thing when she 

cannot do things for herself when she is unable to do what she was able to do at an 

early age, once you cannot help yourself to full capacity I will say you are reaching 

old age but not me (Female, 73 years). 

 

When she cannot take care of herself anymore, she is taking a lot of tablets, she is ill 

(Female, 64 years). 

     

We age differently, I think men surely age later and women tend to look older than 

men. I think the same applies to what I said about women (Female, 63 years). 

 

It appears that the trajectory of aging differs from one another but there is no agreement on 

the gender that ages earlier. Men are believed to age early or when a man turns 65, he can be 

referred to as an older person while for women, old age begins at age 70.  On the other hand, 
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women are thought to age earlier than their male counterparts without providing any cut-off 

point. More importantly, for every man and woman, old age is not automatically acquired by 

reaching this chronological age, it must be accompanied by dependence. The inability to live 

independently and/or generate an income is put forward as one of the determinants of old age.     

 

Besides the inability to take care of themselves put forward as characteristic of old age by 

other respondents, being older can also be described by the way people deal with their issues. 

Human interactions are part of daily life occurrence; it can be friendly, cold or antagonistic.  

It is believed that when a man reaches old age, he becomes wise and humble while his female 

counterpart tends to be aggressive and moody. This viewpoint seems to highlight some 

misconceptions about the other gender group and has nothing to do with old age. Some 

physical features that are believed to be characteristic of old age are also found in women. 

The following respondents express this stance in the quotes below:        

 

An old woman is very touchy, if you do not say the right way she will attack you while 

an old man is humbler, men are always humble (Male, 68 years).  

 

A woman becomes old when her flesh is wearing out (Male, 70 years).  

 

The concept of old cannot be understood and described in the same way for everyone since 

people age differently. These differences can also be expanded to gender because it is 

believed that men and women do not follow the same aging trajectory. Although there is no 

consensus on which of the gendered groups - men and women – ages earlier, it is however 

agreed that aging is part of human life. Furthermore, within every age group as well as across 

generations, the trajectory of aging seems to be different from one to another. It depends on 

lifestyle and the extent of exposure to risk factors. The combination of lifestyle and 

determinants of health dictates how people should age. Therefore, it may be possible that 

some chronologically young people end up looking older than their chronological seniors.   

 

Health remains an important factor that is claimed to make a man or woman old and the 

inability to perform activities of daily living is seen as a main (major) catalyst. Besides 

features inherent in physical appearances and health, stereotypes are also put forward as 

factors that determine the onset of old age. This may result in having some chronic or 

avoidable conditions in the elderly overlooked because of the belief that it is caused by aging. 
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If aging were an illness, its symptoms would have been found in every chronologically older 

person. However, the fact of using stereotypes seems to be an easy way of shifting the blame 

on the cause of a condition or something that cannot be explained rationally. 

 

A lack of knowledge of conditions in old age has given rise to many stereotypes. For 

instance, older people are often portrayed as forgetful while this might be a result of dementia 

or other conditions. The viewpoint that implies that older people are not fit for taking on any 

responsibility can be proven wrong. To be more specific, a large number of government 

officials are entrusted with more responsibility while they are over 60, even over 70 years. 

Furthermore, most features used to describe old age are either demographic such as 

chronological age or biological such as health and physical appearance. The concept of old 

can be better explored by using these two features since they are measurable or based on fact, 

while, stereotypes are socially constructed and vary across the world. Stereotypes are often 

baseless and pointless and cannot help understand the concept of old.   

 

4.9 Old age and culture  

 

Being an older person is not only about reaching a given chronological age decreed by 

governments around the world at the onset of old age but it also has cultural significance. 

Culturally, an older person is described in terms of achievements rather than chronological 

age. The most important achievement is raising children to an age they become able to fend 

for themselves. After reaching old age, parents can either live independently or rely on adult 

children for meeting their day-to-day needs. Although the elderly may not always depend on 

adult children, they expect their support when health deteriorates or they face challenging 

issues. In addition, older people can be recognisable by the type of respect given to them by 

younger generations. The following respondents share their opinion on this issue as quoted 

below:      

 

In my culture, old age starts when you retire from your children, growing them up 

and they care for themselves then you are free yourself, you are going to be 

independent or you depend on them. That is what I live for, I do not depend on 

anybody, just be independent as I was. But in the event of, I do not know, I get older, 

if I collapse or something, it is going to be the children or something else, I do not 
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know but I have good children. I do not go to them, I raised them, I did what I could 

do for them now it is their way of living. They are all doing well (Female, 70 years).  

 

In my culture, if you are old, people respect you (Female, 75 years). 

 

According to some respondents, the concept of old is described in terms of reproduction. An 

older person is viewed as the one who has succeeded in procreating. Although no mention 

was made regarding the size of descendants, it appears that what matters the most is to have 

successfully taken on the parenting and grand-parenting role. An emphasis is placed on 

reproduction or the role played by any individuals in ensuring the survival of the community 

and culture left behind after their passing. It appears that becoming an older person is not 

only an honour but also a legacy that aims at encouraging others to leave behind people who 

will replace them in the reproductive role. The following respondent makes this point in the 

quote below:     

 

 Seniority is when you are a great-grandmother, great-grandfather that is older in my 

culture (Female, 73 years).    

 

Culturally speaking, older people are those that are looked after by their children. It appears 

that, from a cultural perspective, having children benefits both the elderly and the 

community. The survival of the community is assured through reproduction while the elderly 

will be cared for by their descendants. This reciprocal dependence plays a crucial role in the 

well-being of older people and the community. However, this cultural responsibility seems to 

be challenged in the contemporary society where the elderly live or are expected to live in old 

age homes because of the demise of the extended family as well as traditional structures that 

were supposed to cater for them. This point seems to emerge from the following quote.  

 

When the mother and father get very old, their children must take care of them. I must 

thank God since we can have access to shelters and food regardless of our old age 

(Female, 68 years). 

 

From a cultural point of view, older people are viewed as valuable members who have made 

a significant contribution to the survival of the community. This implies they will leave 

behind descendants who are going to ensure that the future of the society is not in jeopardy as 
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their replacement is provided by younger generations. There is more pride for older persons 

to live and see their grandchildren, great-grandchildren as well as other generations that will 

follow. In return for their contribution, the elderly expect to be honoured with the support of 

their family members when they become unable to provide for themselves. The reciprocal 

relationship of dependence between the elderly and their descendants is viewed as the basis 

of old age support. Initially, it was believed that the amount of old age support depends on 

the number of descendants, currently, some contemporary issues such as migration, 

urbanisation, and unemployment are thought to challenge this traditional support net. 

Families tend to be less involved in the support initiative while new structures of support 

such as old age homes have emerged. One of the ways of honouring the elderly is through the 

respect they earn from their descendants and other members of the community.     

 

4.10 Opportunities  

  

The fact of getting old deprives some older people of the ability to benefit from their 

possessions or undertakings. This can be more detrimental if it is accompanied by the loss of 

a partner, especially, who was dealing with the daily running of the business entity. The 

widowed elderly might find another partner in replacement of the deceased and entrusted him 

with everything and hope that he is going to be reliable and trustworthy as the first one but 

the outcome may be disastrous. Old age seems to be equated with the end of financial 

independence and limited living conditions. The onset of old age takes away opportunities 

since the elderly are no longer active or are compelled to retire because the concept of old is 

solely based on chronological age. However, having a roof over their heads and a source of 

income seems to result in a positive attitude and improve the well-being of the elderly. In a 

sense, old age is equated with the feeling of self-contentedness and gratefulness. The 

following respondent expands on this in the quote below: 

 

You know we live in a world where you should have things when you get older but for 

some people, life is never the same, it takes away opportunities. If you are in the 

wrong place at the wrong time you meet the wrong people so what I have at the 

moment. When my husband died, I met somebody who took all my money. For the 

moment, I can say what I should have had, I do not have it that is why I am on the 

state pension, at least I have a roof over my head. One day you got it and in a blink of 

an eye, you can lose it (Female, 63 years). 
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Old age may coincide with some important events at the individual level which seems to 

revolve around the loss of independence, especially income. For a stay at home person, the 

onset of old age can be equated with the passing of a partner who is also the main income 

earner or the main breadwinner. The deprivation of opportunities is seen as an important 

factor at a time older people are less likely to provide for themselves or undertake income-

generating activities allowing them to live independently. The lack of opportunities should 

also be seen from the perspective of being excluded from the job market because of the 

retirement rules dictated by chronological age. Any individual who has reached the 

retirement age does not benefit from the same opportunities as younger generations. The 

prospect of improving living conditions seems to be restricted or nullified since older people 

are believed to be no longer fit for work. To some extent, older people become compelled to 

live in poverty and rely on pensions for meeting their needs.       

 

4.11 Summary  

 

This chapter presented several features of the concept of “old” which are explored to come up 

with a comprehensive definition. The interviews also reveal that there is no consensus on the 

age at which old age commences since all respondents, regardless of their chronological age 

do not want to be referred to as older people. This lack of consensus highlights the 

complexity of the issue which is also found in academic literature (Maharaj, 2013; Makoni, 

2008). The commencement of old age is believed to occur around 65 years. However, the fact 

of reaching chronological age alone does not seem to make people older, it must be 

accompanied by features such as limited or complete loss of mobility, inability to earn an 

income, poor quality of life, lack of social life and loss of self-esteem. There is on the part of 

the elderly, regardless of their chronological age, a tacit desire of remaining or being referred 

to as a non-older person especially in the absence of a crippling health condition. People aged 

65 years and older or over the age of legal retirement were not comfortable to be described as 

elderly, this fact was documented by past studies (Ward, 1984).   

 

Health appears to be an important factor that determines the onset of old age. The absence of 

a serious health condition is regarded as one of the factors that delay the commencement of 

old age. The ability to live a normal life leads the elderly to question the fact of being 

classified as senior citizens or older people. The current concept of old does not make any 
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distinction between people who live independently and those who rely on others for 

performing activities of daily living. Any person who reaches the age of legal retirement is 

referred to as an older person. This concept seems biased since it overlooks other features and 

assumes that chronological age is the most important component. It appears that the 

description of old age is shallow and does not capture its full meaning. Some elderly question 

this concept since it is not representative of their age group. Likewise, Rowland et al. (2018) 

argue that the concept of old should be made of two distinct features, notably chronological 

and functional aging. This is to say an individual can be chronologically young and 

biologically old. The aging process does not happen at the same pace, some people tend to 

experience a slower pace of aging in comparison to those who belong to the same 

chronological birth cohort (Sternäng et al., 2018). Besides highlighting this inconsistency in 

this concept that is widely used by many governments around the world, several features are 

also put forward to provide a comprehensive definition.  

 

An older person is described as anybody who relies on others for performing activities of 

daily living. The ability to live independently is seen as an important feature that 

distinguishes the elderly from non-elderly. An increase in life expectancy witnessed over the 

last decades has affected the way old age is experienced. Goldman et al. (2018) argue that the 

elderly do not only live longer but also independently. It appears that old age is not described 

solely based on chronological age but an emphasis is placed on the extent to which people 

can take care of themselves.  

 

It is believed that some of the elderly tend to look younger than their chronological age. In 

terms of physical appearance, they can be compared to people who are 10 years younger. 

Facial aging is more likely to be caused by an unhealthy lifestyle (Morita, 2016; Seitz et al., 

2012). It is argued that older people are those who suffer from conditions such as frailty and 

have slow mobility. On the other hand, regardless of their chronological age, individuals who 

are fit and able to move around like youngsters should not be referred to as older people. The 

aged who experience healthy aging are not regarded as older people because of their good 

quality of lives and relatively good health (Whittaker et al., 2019). Health is seen as an 

important feature in the concept of old as it impacts physical appearance, sickly people often 

tend to look frailer and older than healthy individuals who belong to the same birth cohort 

with them.  
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The combination of commitment and ability to live independently is seen as uncommon in 

old age. This entails that older people are not able to conceive plans and execute them on 

their own without being a burden to others, any chronologically older individual who can live 

independently should not be referred to as an older person. It is argued that chronological age 

is less likely to reflect cognitive aging since it increases steadily from one year to another in 

middle age while cognitive performance remains almost unchanged (Rönnlund et al., 2005). 

Instead, an increase in functional biological age is more likely to impact cognition in adults. 

Functional biological age is believed to be a better indicator of aging than chronological age 

(Sternäng et al., 2018). Furthermore, older people are described as those who live in old age 

homes and rely on others for assistance. This means that living in an old age home itself does 

not make someone older as long as there is no care involved. This viewpoint seems to 

highlight the fact that the decision to live in an old age home is imposed on some people by 

the loss of income as a result of retirement. Besides the issue of physical fitness, mental 

health is also evoked as an important feature. It is argued that any person who is mentally 

healthy and able to live independently should not be classified as "old".  

 

Despite their chronological age, some people still feel confident, able and willing to continue 

working for some time. In interviews, there is a clear recognition that people who belong to 

the same birth cohort may not necessarily look the same in terms of physical appearance and 

medical history. McPhee et al. (2016) argue that even though they may have the same 

chronological age, the elderly experience considerable variability in terms of individual 

health since some are very healthy while others are disabled, weak and frail. In other words, 

it seems unfair to lump together those who are frail and willing to retire in the same category 

as those who are willing to live an active life just because they have the same chronological 

age. As a result of the arbitrary concept of old, some people are, against their own will, 

forced into retirement since it is assumed that they are no longer fit and able to contribute to 

society. The beginning of old age is equated with the marginalisation of the elderly. Unlike 

young adults, older people are deprived of several opportunities, they are perceived as 

unemployable and unproductive just because of their age. The loss of opportunities in old age 

is often worsened by the death of a partner. The worst scenario is the loss of the breadwinner 

which would make it difficult for the partner left behind to generate an income to meet the 

household needs. Regardless of their skills, older people are taken off the job market and 

have no prospect of improving their living conditions. This is to say that old age is more 

likely to coincide with the end of financial independence. Research suggests that employers 
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in the developed world attempt to be flexible as far as retirement age is concerned but they 

still believe that reducing the number of older employees is economically viable since it helps 

reduce costs. This results in vulnerability for old workers as they are less likely to be 

employed (Baruch et al., 2014).  

 

Regardless of their chronological age, the ability to perform activities of daily living is seen 

as an important determinant of old age. The elderly who live independently do not want to be 

referred to as older people, instead they label their peers as old. This means the inability to 

live independently is a result of the aging process rather than chronological age. 

Chronological age alone should not be used to determine old age since people may belong to 

the same birth cohort but differ in terms of physical fitness and independent living. There is a 

clear attempt to dissociate the elderly who experience healthy aging from those who rely on 

others for performing activities of daily living (Whittaker et al., 2019).  

 

The concept of "old" focuses solely on chronological age to describe old age and leaves out 

some interesting features. For instance, despite their chronological age, some people do not 

identify themselves as older because the concept does not reflect their perceptions and 

experiences. It is often believed that people who belong to the same generation tend to 

perceive life differently from others. To be more specific, this means that their perceptions 

are shaped by the sense of belonging to the same age group. This viewpoint is made by Leach 

et al. (2013) who argue that the baby boomers dissociate themselves from the label old. Their 

lifestyle and consumption motivate them to reject the old age identity since they match the 

description of a typical older person (Gilleard and Higgs, 2005). The issue of self-identity is 

overlooked in the description of old age. Restricting the concept of old to chronological age is 

flawed, simplistic and fails to capture its complexity. The current concept is challenged, old 

age is not only about reaching the age of legal retirement but also the way people think. This 

means every person who thinks like the elderly should be regarded as older since he is likely 

to behave like a typical older person despite being chronologically younger. It is believed that 

perception has an important influence on performance.  

 

Old age is likened to an ongoing process which is difficult to pinpoint but which becomes 

evident overtime. This implies that setting a cut-off point of commencement of old age may 

be unattainable since poor health increases with age. Research suggests that the timing of the 

onset of chronic conditions differs across and within regions (Engelgau et al., 2011; Robinson 
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and Hort, 2012). Reaching old age can be associated with various features that are believed to 

be common among older people such as grey hair, wrinkles, slackness, impaired sight, and 

chronic conditions. The inability to live independently stands out as the main determinant, it 

may be a result of a disability that restricts mobility. On the other hand, as far as gender is 

concerned, the fact of getting older for men and women is believed to be accompanied by 

changes in behaviours. Older men are expected to become wise and humble while older 

women are perceived as more aggressive and moody. It is worth highlighting that the 

gendered description of old age seems to be social and does not have any medical or 

biological evidence since it is based on perceptions or stereotypes rather than a rational 

argument. The concept of old seems to be described in the same way for every country 

around the world since it is assumed that the aging trajectory is similar for everyone. Old age 

is not a one size fit all approach, people age differently. Even within the same society, it is 

believed that biological differences between men and women may have an impact on their 

aging trajectory. From biological standpoint, it is revealed that men and women experience 

age-related declines in muscle functioning and strength which result in limited mobility, 

disability and low walking pace in old age; the rate of decline is more pronounced in midlife 

in women than men (Musumeci et al., 2015; Sipila et al., 2006; Sipilä et al., 2013). 

Furthermore, features such as lifestyle and the extent of exposure to risk factors have a 

substantial impact on the way people age. These differences still hold true among people 

exposed to a similar risk factor and environment since their respective systems cannot 

respond in the same way. The impact of lifestyle on the aging trajectory appears to be 

substantial as reported by other studies (Gobbo et al., 2015; Lafortune et al., 2016) 

 

From a cultural perspective, being an older person is seen as an achievement. Older people 

are viewed as those who earn the respect of others because of the amount of experience 

accumulated over the years. An older person is an individual who has succeeded in bringing 

up his or her children until they become productive and independent. Therefore, the elderly 

can continue to live independently or rely on their offspring for support, this viewpoint is also 

shared by others (Ward, 1984). On the other hand, in case of challenges that may make the 

elderly unable to handle or develop a coping mechanism, the support of adult children 

becomes a necessity and a moral duty. The elderly are regarded as people who deserve a 

double honour. Firstly, they are honoured for their procreation role since they succeeded in 

leaving behind their descendants who will ensure the survival of their community. Secondly, 
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an older person is not only someone who has raised his or her children to adulthood but also 

has lived long enough to see other generations that descend from him or her.  

 

When people get older, they expect to be taken care of by their adult children but this type of 

support is no more available for every older person. Increasingly, they are cared for in 

residential homes for the elderly. This change is believed to be a result of the inability of the 

extended family to assume its responsibility for providing for the elderly. The demise of the 

extended family appears to be responsible for the lack of social support in old age. It is 

believed that factors such as a decrease in family size, the death of young adult as a result of 

HIV/AIDS, increased migration and urbanisation are believed to have impacted the ability to 

provide for older people. These issues about the inability to provide for the aged experienced 

by the traditional support net were also mentioned by Alambo and Yimam (2019).       

 

People aged 65 years and older are referred to as senior citizens. This concept is not only 

nominal or used for classification purposes but it is also an indicator of the exclusion from 

productive life. This is to say any person who reaches this chronological age is expected to 

retire willingly or forcefully. The implications of this in the life of the elderly are very 

substantial since it results in deprivation of opportunities, marginalisation and fuels poverty. 

Describing the concept of old should be handled accordingly since it has an impact on the 

living conditions of the elderly, notably, their identity and retirement age. The current 

definition of old age is questionable and does not take into consideration the change in the 

population age structure that is taking place over time. It is worth mentioning that when the 

concept of chronological age was made legal, turning 65 was almost uncommon 

(Bauernschuster et al., 2018). At present, there is a gradual increase as a large proportion of 

people tend to live long and in good health (He et al., 2016). The current concept is not 

representative and fails to capture the complexity of the issue in various regions of the world, 

particularly in Africa.   
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CHAPTER 5: OLD AGE AND SOCIAL SUPPORT 

 

5.1 Introduction  

 

Recent decades have witnessed declining fertility and a rise in the share of the older 

population.  This trend is common to almost all the regions of the world and it is associated 

with several challenging issues. The prospect of a substantial increase in the proportion of the 

aged seems to raise some questions. In the more developed world, there are attempts to 

mediate the economic impacts of aging and below-replacement fertility. While in the less 

developed world, there are growing concerns over the demise of old age support since 

families tend to nuclearise and reduce their size. In the absence of reliable public welfare, the 

well-being of older people is likely to be in jeopardy (Ezeh et al., 2012; Yasuda et al., 2011).   

 

It is argued that the elderly experience an increase in the burden of chronic conditions that 

tend to turn them into medication dependents for life (Prasad et al., 2012). This frequent 

episode of ill-health and reliance on medication occurs at a moment they are confronting 

other stressful events such as loneliness and loss of social networks (Cacioppo and Cacioppo, 

2014). Social support appears to be one of the better ways of mitigating the effect of stressful 

events in life. The type of assistance provided by relatives or family members is various and 

can include emotional, financial, material and physical support (Shor et al., 2013). While 

individuals who do not benefit from family support are likely to experience ill-health such as 

depression, low level of self-esteem, elevated risk of disease and mortality (Shor et al., 2013; 

Thoits, 2011). The contribution of family members to well-being is often in old age (Shor et 

al., 2013). Studies reveal that individuals who benefit from social support are well equipped 

to cope with stress than those who are not (Awasthi and Mishra, 2007; Roohafza et al., 2012).   

 

South Africa has witnessed a rising number of older people in a difficult socio-economic 

context of inequality, high HIV prevalence and a growing chronic disease burden (Kahn et 

al., 2012; Nyirenda et al., 2012). The high level of poverty in old age makes precarious the 

living conditions of many older people. Furthermore, the endemic nature of HIV/AIDS to 

Southern Africa appears to represent a serious threat to the extended family as a source of old 

age support since many young adults are affected. The death of adult children as a result of 

AIDS increases the vulnerability of the elderly and compels them to live in skipped-

generational households surrounded by orphans without other income earners. The demise of 
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the extended family renders nearly inexistent any traditional support for the elderly (Karimli 

et al., 2012; Kautz et al., 2010).  

 

In South Africa, older people have become part of essential providers of caregiving to 

vulnerable children as a result of the government-sponsored old age grant. It is means-tested 

and remains one of the most extensive pension schemes in Africa, a direct way of 

redistributing resources to the vulnerable households in a highly unequal society (Ralston et 

al., 2015). This scheme is perceived as a way of extending the income-generating life in a 

society that experiences a high level of youth unemployment. Every recipient of old age 

pension has become income earners and providers of their households (Schatz et al., 2015). 

 

Old age is associated with increased vulnerability and several health challenges. Besides 

requiring support in line with their failing health, material deprivation and limited sources of 

income, the elderly also confront emotional challenges. Some studies have looked at the 

dwindling nature of intergenerational support in Africa (Kowal and Dowd, 2001), social 

support and well-being in the United States (Nhongo, 2004), a literature review on health, 

social isolation and loneliness in old age (Togunu-Bickersteth and Togonu-Bickersteth, 

1988). There are nearly no studies in Africa and South Africa that explores the interaction 

between social support and determinants of health in old age. The present research attempts 

to fill this gap by attempting to understand these features and highlight different types of 

support the elderly receive as well as its source.   

 

5.2 Analysis of social support  

 

Respondents were asked about the type of assistance they receive from various sources 

including family members, the community, the government as well as non-governmental 

organisations (NGOs). Social support is defined as the availability and the amount of care 

generously offered by all these stakeholders. To assess the extent to which they were assisted, 

respondents were asked the following questions: “What kind of support do you receive?”; 

“What kind of food do you eat?”; “What are your eating habits?”; “Where are your relatives 

located?”; “What should be done to improve your living conditions?” These qualitative 

questions were complemented by some relevant sections of the NIDS survey. It is worth 

noting that the type of assistance received is not restricted to money but any kind of 

contributions received as well as support.                
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5.3 Emotional support 

 

The participants who took part in the NIDS survey were asked about their likelihood of 

feeling of loneliness in the last 30 days, the categories of responses ranged from almost never 

(less than a day) to seven days (most of the time) a week. This is cross-tabulated with marital 

status to explore its impact on their emotional well-being. It appears that marital status plays 

a role in the likelihood of feeling of loneliness among the elderly. Table 5.1 highlights that 

men and women living with their partners tend to report feeling less lonely all of the time 

(1%) while those who are not married seem to be the most affected as they record the highest 

proportion of feeling of loneliness with approximately 4%. 

 

Table 5.1: Percentage of respondents by marital status and likelihood of reporting 

loneliness 

Statement Almost never Sometimes  Most of the time  N 

 % % %  

Marital status      

       Married 77.3 21.6 1.0 1406 

       Not married 64.3 31.7 4.0 357 

       Total 73.8 24.4 1.9 1763 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

The fact of living together or away from their children appears to influence the feeling of 

loneliness in respondents. Table 5.2 reveals that the elderly who co-reside with their children 

tend to be less affected by this problem since nearly 31.2% report feeling lonely all of the 

time compared to their counterparts (68.8%) who do not live with them. The same trend is 

observed in all older people who live with their children, as well as, those who do not co-

reside. 
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Table 5.2: Percentage of respondents by living arrangments and likelihood of 

reporting loneliness 

Statement Not living with 

children 

Living with 

children 

N 

 % %  

Likelihood of feeling of loneliness     

Almost never 56.4 43.6 1438 

Sometimes 58.7 41.3 761 

Most of the time 68.8 31.2 81 

Total 57.9 42.1 2280 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

The respondents who took part in the in-depth interviews spoke about the diverse sources 

from which they received emotional support. The amount of support depends on the level of 

interaction of every individual in the community. A great deal of emotional support comes 

from their peers living in the old age residence as they always meet in the dining room or 

other parts of the building. Family members provide emotional support on the telephone or 

during their visit. Also, faith based-organisations such as churches come to the rescue of 

some respondents to help them get going. The following respondents provide more light on 

this issue.                          

 

I do get support telephonically but most of the emotional support comes from people 

who live here, in this building because I am closer to them, my family is in the 

Western Cape, they are far away (Male, 65 years). 

 

Well, my friend encourages me a lot, I like phoning, my money goes on airtime and I 

have a lot of church sisters and brothers that I go to for weeks. I just came there from 

Cape Town, from my son then I went two weeks to Newlands East, two weeks to 

Reservoir Hills and they are always phoning me. So I am happy (Female, 64 years). 

 

I receive emotional support from my family and we have a very good relationship 

(Female, 67 years).  
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I have a very good friend that I have known for many years and now and then she will 

take me out for lunch, we talk and laugh about all those things, emotionally here, yes 

they do help (Female, 63 years).  

 

Other respondents reported drawing on their inner strength. For instance, approaching a 

person regarded as emotionally weak was not acceptable; instead, self-talking was seen as a 

better way of obtaining emotional support and confronting personal challenges.  Self-talk is a 

valuable tool for increasing self-confidence and curbing negative emotions. Seeking support 

from others can also be seen as a bad initiative since it is likely to result in a negative 

outcome, especially if the person is not emotionally well-balanced. For instance, a broken-

hearted person cannot assist others, instead, he will pass on his bitterness to others. The 

following respondent talks about her experience in the quote below:  

 

That is the tough one, mainly from myself, I do a lot of talking to myself and this has 

nothing to do with the hospital or government. In general, people who are 

emotionally broken tend to drag you down. I stamp on them, I am not going down 

there, you think I am a tough old bird (Female, 68 years).  

 

Other older people manage to avoid stressing by keeping themselves busy since finding 

reliable support may be difficult and even challenging. In the absence of any entertaining 

activity, some respondents attempt to take their mind off their worries by spending time 

reading books, novels or newspapers. Loneliness and boredom have an adverse effect on 

frustration that can lead to emotional instability. This may compromise the well-being and 

put the health of the most affected in jeopardy. The impact on health can be more severe in 

those who did not get emotional support at any point in time. The following respondent 

speaks about his coping mechanisms and experiences in the quote below:     

 

If I need support, I read good books to get my mind off crazy things. Sometimes, older 

people get bored and annoyed because there is nothing to do, no one to talk to but I 

read a lot. Therefore, I am covered in that way (Male, 65 years). 

 

Some respondents used their social networks to access emotional support. The nature of 

expected support determines the type of people they are likely to approach. This highlights 

the various challenges that the elderly confront as well as their social networks. Older people 
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confront personal, social or relational issues that would lead them to seek emotional support 

from other residents or any reliable person. The nature of challenges facing the elderly 

dictates the person to approach, for instance, legal matters require the assistance of those who 

have special skills. Besides the conventional way such as face-to-face interaction, telephonic 

conversations, and even mails, electronic mails are some of the ways they use to keep in 

touch with social networks to receive emotional support. The quotes below provides further 

light on this point:   

 

Well, it depends on people I socialise with because we share ideas and if I know that I 

need something like counselling I go Legal Wise, I always know where to go for 

assistance (Male, 70 years).  

 

You know my family is so far away but they do phone me. I get phone calls from them, 

I get letters from them, I get emails from them, I have a lot of family support (Female, 

66 years). 

 

Emotional support appears to be an intervention that takes place following a life-changing 

event. Engaging with social networks on this event in an attempt to seek solutions is regarded 

as a better way of dealing with challenging issues. Any intervention that does meet these 

requirements is not regarded as emotional support. Some respondents did not only interrogate 

the concept of emotional support but also the efficiency of the assistance provided. In 

addition, any unsuccessful intervention does not deserve to be labelled emotional support 

because it failed to provide relief to a relative or peer in need. This mixed feeling is captured 

in the quote below: 

 

When I am sick my children come and say, oh mum I hope you get better, I do not 

think this type of conversation deserves to be called emotional support. Emotional 

support is when you are going through a difficult time, your friends or relatives come 

and assist in getting a solution or dealing with it (Female, 63 years). 

    

It is important to note that several people are involved in providing emotional support for the 

elderly. Firstly, almost everyone who lives in an old age residence is a potential source of 

support because of his or her proximity. Secondly, family members use several ways to keep 

in touch with their loved ones since they have a lot in common with the elderly. Some of the 
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ways used to provide support are via telephonic conversations and personal visits. The 

utilisation of electronic media such as cellphone messages and email seems to be the easiest 

way of keeping in contact with loved ones. Finally, church members and ministers are also 

part of those on whom the elderly rely on for emotional support. In the absence of a 

trustworthy person for support, self-talking and reading are used. Understandably, emotional 

support is perceived as a nursing intervention that takes place after a major or life-changing 

event. Thus, it should aim at exploring some possible solutions and eventually come up with 

satisfactory outcomes. 

 

Although there are more women than men in the old age home, almost every older man tends 

to be married or live with a partner. The elderly believe that those who are not involved in 

one of these relationships are emotionally weak or lonely. In a sense, older men are more 

likely to benefit from emotional support than their female counterparts.  This is because they 

are more likely to be living with their partners. 

 

5.4 Gifts and instrumental support 

 

The elderly do not regularly receive gifts from their adult children. Regardless of their place 

of residence, the elderly rarely receive gifts from their adult children. Table 5.3 highlights 

that the contribution of adult children living with the elderly is inexistent while those who do 

not co-reside, provide a negligible contribution (0.2%). The absence of this support could be 

equated with their inability to generate an income rather than their lack of generosity. On the 

other hand, it appears that the elderly without children are less inclined to receive gifts as 

they did not report receipt of any in this regard.   

 

Table 5.3: Percentage of respondents by receipt of gifts and living arrangements 

Statement Receiving gifts  Not receiving gifts   N 

 % %  

 Living with children    

Yes  0.2 99.8 1057 

No  0.0 100.0 1227 

Total 0.1 99.9 2284 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 
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The respondents who took part in the qualitative study report receiving some assistance from 

friends and family members in many ways. The type of support is crucial and valued by 

respondents whose life would be different if there was no such intervention. Sometimes the 

recipients feel humbled to benefit from such an act of generosity. The elderly acknowledge 

that their benefactors have numerous competing priorities but they still manage to take some 

time off their busy schedule to come to socialise with them at their old age residence. This 

support is perceived as a reward for having maintained good relationships during their active 

life. The following respondents share their experience in the quotes below:    

 

My children are spoiling me now, the saddest part is my oldest son carries food and 

comes to give me (Female, 70 years). 

 

My niece is married and works hard, my nephew is married and works when they can, 

they visit me and that is always lovely. They bring me things like biscuits you know if 

they tell me they are coming they ask me if I need anything, I might want some cup of 

soup or whatever. Friends and family are important and I think that you get out of 

what you put into it all those years ago. If you were good to your friends and family, 

what goes round comes round. So be nice to people (Female, 68 years).  

 

However, not every respondent benefited from the support of family and friends. Some were 

disappointed and even disillusioned, they decide to fend for themselves and manage to live 

on their state pension. The interaction with other family members seems to be kept to a 

minimum and only if there is an event such as a funeral or other family gatherings. 

Sometimes the elderly believe that their brothers or sons are being manipulated for stopping 

supporting them. The extent of disappointment may lead the elderly to turn down any 

probable support from their relatives and decide to work to supplement their income. The 

following respondent speaks about his frustration and shares his experience in the quote 

below:    

 

I was discouraged by my family that is why I am by myself and I do not trust anybody. 

I have discovered that they maintain themselves and I must maintain myself, I must 

stay away from them, I only visit if necessary. I was receiving support from my 

younger brother but since he got married everything changed, I want to show them 
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that I can provide for myself, I am working at my age. I told my children I do not need 

anything from them because they disappointed me somehow (Male, 70 years). 

 

Several respondents reported receiving different kinds of support from their relatives and 

friends, this various support has made a significant contribution to their life. The elderly 

could not conceal their gratitude for every gift received, some were their favourite. Besides 

food, they also receive items such as newspapers aimed at entertaining and informing them. 

The following respondent speaks about her special gift in the quote below:  

 

The best present my nephew gives me every year is my subscription to the Mercury, 

which is delivered here, that is wonderful. And then I can do the crosswords puzzles, 

word games, the code-cracker and I pass the paper onto a couple of other people for 

them to read, the paper has to work and it does work, it is not only me who looks at it. 

Hence, that is my best gift every year (Female, 68 years). 

 

Besides getting material support from family members and friends, the need for instrumental 

support is also crucial. Shopping is one of the tasks that compel the elderly to go out on a 

regular basis, however, because of their ill-health, assistance with errands is sometimes 

required. Wheelchair users, as well as those who have mobility issues, arrange to get people 

to assist them in this regard. The first people who avail themselves for assisting are other 

able-bodied old age home residents. To avoid seeking assistance frequently, some physically 

impaired older people manage to buy a large number of items that can be used over a long 

period. The following respondents shed more light on this issue as mentioned in the quotes 

below: 

 

If I am not well, she comes and sees what is going on; she will try and get me what I 

want, medication or anything (Male, 84 years). 

 

There is a special one, you know the lady that came to sit next to Alan? She runs a 

lifestyle section where she gets events together and exercising and walks in the 

morning. She is the one that handles all of that (Female, 63 years). 

 

I have a big problem which is peculiar to me is, it is not easy for me to go shopping. If 

I need a litre of milk or something, we can work around it. I go to buy long-life milk, I 



98 

 

can have two litres or four litres a month and they can stay in my room in the 

cupboard until I need to use it. I do not need to look for somebody to buy for me. That 

is a bit of a problem but it is particular to me (Female, 68 years).  

 

It appears that some of the elderly benefit from the assistance of adult children, friends, 

relatives and even other older people in many ways. In terms of availability, non-old age 

home residents provide food or other items required by the elderly, however, their 

interventions take place during a visit or in case of necessity since they have other 

commitments and may reside in another area. The fact of juggling between fulfilling family 

moral duties or caring for others and personal commitments seems to restrict the amount of 

support provided by family members and friends. On the other hand, some old age home 

residents provide a great deal of support to their peers in need. These residents are 

instrumental in providing support such as doing errands and shopping for their frail and sick 

peers. It appears that the support provided by old age home residents is often instrumental 

while family members and friends tend to provide gifts. 

 

Although the amount of interaction among family members may be influenced by distance, 

some older people do not receive support at all. Yet, traditional old age support cannot be 

taken for granted since the fact of having family members and social networks does not 

necessarily translate into assistance. Some older people believe that having a supportive 

family comes naturally as a result of good relationships between them and other relatives. In 

contrast, some people are not getting social support not because there is no support but 

because they refuse it or have a previous bad experience.     

 

5.5 Financial support 

 

The fact of living with adult children seems to impact the number of contributions the elderly 

receive from their social networks. For instance, the respondents who do not reside with their 

living adult children report receiving more contributions from non-household members than 

their counterparts who co-reside with them, 14.0% and 9.7% respectively as shown in Table 

5.4 below.   
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Table 5.4: Percentage of respondents by receipt of contributions and living 

arrangments 

Statement Not receiving 

contributions  

Receiving 

contributions   

N 

 % %  

 Living arrangements    

Live with children  90.3 9.7 1227 

Do not live with children  86.0 14.0 2025 

Total 87.6 12.4 3252 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

The elderly who took part in qualitative interviews report receiving financial support from 

various stakeholders such as adult children, grandchildren, and other relatives. This support 

takes place either monthly or occasionally. To avoid being a burden to their relatives and 

friends, some respondents dislike receiving frequent support and prefer to be assisted on 

request. In addition, the amount of support received depends on the presence of adult children 

and the existence of mutual understanding between the elderly and other family members. 

The elderly with no children are less likely to benefit from support unless their relatives step 

in to help. This observation seems to hold true for those who may have adult children but do 

not get along with them. Some respondents believed they were living in an old age home 

because their children were not willing to take on any caring roles. The following 

respondents speak about their experience in the quotes below:   

 

My sister gets money from her daughter who stays in London, then she can give me 

some. If she does not get money from her daughter, there is nothing for us. She also 

stays in the same lodge with me (Female, 67 years).  

 

My adult children are so far away if I need money I ask and they will send it through 

to me. The only support I get from them is financial now and then. But you will find 

here, I am talking to some people here, they get no support from anybody. They were 

brought here by their children to be dumped (Male, 65 years).  
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My daughter and granddaughter always give me something, money, every month 

(Female, 70 years).   

 

Almost all my relatives are dead and I only have one brother who is still alive, when I 

phone him, he does not return the call. Before his death, my elder brother said you 

must be strong, carry on, fight for your right and I do not know what my right is 

(laughing), sometimes I am helpless. You cannot always be miserable, pull yourself 

together and get on with your life (Female, 69 years).  

 

Besides the reluctance of family members to support the elderly, other genuine reasons can 

be put forward in this regard. Some relatives are unable to support because they do not have a 

source of income. Instead, they even seek assistance from the elderly who are on old age 

pension. On the other hand, the elderly avoid getting in touch with some of their adult 

children since such an attempt might be interpreted as a desperate search for assistance. The 

following respondents provide insights into this issue in the quotes below:  

 

I do not receive financial support, they come and borrow from me (Female, 64 years). 

 

One of my sons used to send me money but not anymore maybe he is in difficulties. I 

do not even give him a phone call which might be interpreted as a reminder that I 

have no food, I do not want him to feel that I am worrying him (Female, 70 years) 

 

Grandchildren, adult children, and other family members are mentioned as people who 

provide financial support for older people. Factors such as employment status, mutual 

understanding, and generosity of family members seem to impact the extent to which the 

elderly receive financial support. Getting along with adult children as well as other family 

members may result in more support. However, despite their willingness to provide financial 

support, some relatives are unable to afford it because of a lack of income. In contrast, they 

may even expect financial assistance from the elderly.   

 

5.6 Support and family members 

 

Factors such as marital status and living arrangements were explored to understand the 

dynamics of support for the elderly. It is believed that co-residence can be used as one of the 
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ways of taking care of the elderly. Although an estimated 64.1% of adult children do not live 

with their parents, co-residing with married parents appears to be their choice of living 

arrangements as 36.5% share the same households.  Table 5.5 provides further light on this 

issue. 

 

Table 5.5: Percentage of respondents by marital status and living arrangements 

Statement Not living with children Living with children   N 

 % %  

Marital status      

      Married 63.5 36.5 589 

Not married 65.1 34.9 227 

Total 64.1 35.9 816 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

In terms of assistance, daughters, sons and other relatives were mentioned as important 

sources of financial and material support. The elderly believed that their generosity is in 

compliance with family and moral obligation and it is also dependent on their ability to 

generate an income. In particular, having a child who earns a substantial income appears to 

result in a relatively high amount of support. The study also found  that adult children with a 

higher income tend to be more supportive than their lower-income earner counterparts. The 

following respondents shed more light on this issue in the quotes below:  

 

My daughter in Wentworth helps the most and she is the only one, my son cannot do 

anything for me, he cannot afford because he is not working (Female, 70 years).  

 

My son and my daughter-in-law help more than others out of love and concern 

(Female, 68 years).  

 

All my relatives help the same, no one helps more than another (Female, 76 years).  

 

Older people receive several types of support from their family members. Supportive 

relatives are concerned with the well-being of the elderly and perceive their action as a family 

obligation. Because of their commitment to providing better support, adult children do 

everything in their power to tackle their parents’ challenges. However, despite their 
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inclination to assist financially their parents or older relatives, support is costly and cannot be 

afforded by the unemployed. Therefore, some children are not in a financial position to 

support their elderly parents because they do not have an income. 

 

5.7 Children occupation and location 

 

It appears that the amount and type of support received by older people depend on their place 

of residence and the employment status of their adult children or relatives. Working family 

members seem to be more inclined to support the elderly.  In addition, it seems acceptable for 

an adult child living in the same area or in the neighbourhood of the elderly to step in and 

provide support than those who stay far. For instance, the elderly might require instrumental 

support or someone to run errands, this kind of assistance can be obtained from people who 

live in the area or within a reasonable distance. The following respondents speak about their 

relatives as shown in the quotes below:  

 

They are both working, what work they are doing I do not know, I know one has 

something to do with a funeral cover company at Empangeni but the other one is far 

away, I can’t remember the name but he is a manager of something, they have good 

jobs (Female, 69 years). 

 

At the moment he is in Durban but he used to be in Gauteng. His work takes him all 

over the place, actually, he has been the project coordinator for Northern Natal and 

is based here in KwaZulu-Natal (Female, 73 years). 

 

My daughter and her family migrated to New Zealand in 2010, after arriving she was 

trained as a librarian and was offered a job in a school which caters for children with 

special needs (Female, 68 years). 

 

Migration seems to be an important feature in an attempt to understand the support of the 

elderly. For adult children living in South Africa, they can be located in the same area or 

different province from their older relatives. Although living far from parents may not 

prevent an adult child from supporting his or her parents but it affects the amount and type of 

support. In terms of psychological effect, distant support may not be as warm as face-to-face 

interaction. Furthermore, the fact of being unemployed has a significant impact on the ability 
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to provide support for the elderly. Being committed to supporting can be challenging on the 

part of relatives and friends since it requires having a source of income. Even providing 

instrumental support might incur some cost, especially, when the elderly do not live in the 

same area with the rest of the family. 

 

5.8 Support from NGOs and community 

 

While talking about getting support from NGOs or other organisations, respondents provided 

different answers. Some revealed that they used to receive support in the past, others believed 

that it is still happening but they could not elaborate on its frequency. It appears that these 

acts of generosity take place yearly especially during major celebrations such as Easter or 

Christmas. The type of support received is various and aims at meeting the needs of the 

elderly as much as possible. The following respondents share their experiences in the quotes 

below:  

 

We used to get something here once a year, they used to give us parcels but now they 

stop, they cannot afford it (Female, 75 years).    

 

During Christmas time we get hampers that come to us from different people (Female, 

81 years). 

 

We received towels and slippers from some people who I believe made these 

donations on behalf of their NGOs and that is very nice (Female, 68 years). 

 

The contribution of the community and NGOs is believed to be an attempt to help the elderly 

meet their basic needs. Whenever the elderly are offered the opportunity of eating home-

cooked food, they feel excited. These organisations seem to be active with the frequency of 

visits amounting to four times a month. Besides giving free meals, the community sells 

clothes at an affordable price for almost all old age residents. However, they fail to 

accommodate everyone since some older people are overweight and cannot find their size. 

The following respondents elaborate more on this contribution in the quotes below:  
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The community is very supportive now and again. You will find that during a month at 

least three or four times we will get home-cooked food from the community and the 

residents get excited (Male, 65 years). 

 

They do sell clothing here but I can hardly find my size (Female, 75 years).  

 

It seems clear that NGOs, as well as other charity organisations, do their best to provide some 

relief to the elderly but their contribution is not acknowledged by every old age resident. This 

attitude may be explained by their indifference towards these contributions. It is worth noting 

that meeting the expectations of everyone may be a difficult exercise, but it seems important 

to ask the elderly about the type of support they would like to receive. Their reaction can lead 

to the assumption that some of the items they receive are not as useful as expected. 

Nevertheless, the type of support varies and seems to take place towards the end of the year 

as well as during religious celebrations. On the other hand, although there may not be prior 

coordination or collaboration among these organisations, their interventions are frequent 

enough to help meet several needs. In addition, the elderly do not only receive free items 

from the community but also buy some at a discounted price, notably clothing. 

 

5.9 Support from church 

 

Churches provide three different kinds of support: spiritual, emotional and material. Although 

respondents acknowledge that they do not often practice their religion, other congregants or 

ministers visit them or hold services. These congregation members provide emotional and/or 

spiritual support as well as food handouts. However, given that this support is not structured, 

some older people do not benefit from it. Instead, emotional support appears to be one of the 

interventions that several respondents tend to benefit more from rather than handouts. 

Churches seem to play an important role in the emotional well-being of older people as some 

respondents reveal that ministers always make some time to meet with them whenever they 

need support. The following respondents highlight their experience in the quotes below:  

 

I am Roman Catholic and the man who was talking with me, he is telling me when the 

church is going to be here. I cannot go to church at the moment so they come here 

(Male, 84 years).  
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The church is here, they support me spiritually. We have services here twice a month, 

they come and hold services here but they do not support me any other way just 

spiritually (Male, 65 years). 

 

Once a month the church gives us a handout, handout of food, groceries (Female, 64 

years). 

 

No, not really, no I do not get any spiritual support (Female, 73 years). 

 

The impact of churches on the emotional well-being of older people seems substantial as 

some report that pastors or ministers either hold services or come to meet with them 

whenever they seek help. Besides supporting the elderly emotionally, some churches give 

away handouts on a regular basis. Their contribution provides relief and can sometimes fill in 

the vacuum left by family members. The support of churches seems to be also crucial for 

people with no relatives or friends to lean on in difficult times.  

 

5.10 Public support 

 

This section aims at assessing the extent to which older people receive public support. Old 

age pension is one of the prominent features of this support. The size of older people on 

pension matters since it gives a good indication of the way a society caters for its senior 

citizens. The support of the central government is one of the most widespread and has no 

ambiguity. Almost all respondents who took part in the qualitative study acknowledge 

receiving public old age pensions. It is the main source of income for a substantial number of 

older people especially those who did not have formal employment during their active life. 

The elderly who had formal employment report receiving employment-based and public 

pensions. This stable source of income does not deter some older people from working, they 

report embarking on income-generating activities to supplement their income. The 

willingness to continue working highlights their commitment to live independently and avoid 

being regarded as a burden. The following respondents share their experience in the quotes 

below:  

 

I have two pensions, the one from the state and the other is a private one, a small one. 

What they do is they add the two together and take 85% (Male, 65 years).   
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I get financial support from the government, I live by faith and do my things to live. If 

someone gives me something it is fine otherwise, I do not ask (Male, 68 years).  

 

I do not get any financial support, I only get my old age pension (Female, 73 years).   

 

Despite the inability of the extended family to provide for older people as it used to be in the 

past, the onset of old age pensions seems to help improve their living conditions. Although 

having a regular source of income has the merit of providing some financial relief for the 

elderly, human or instrumental support represents another important feature towards the 

improvement of their well-being. 

 

5.11 Support from local government 

 

None of the respondents remembered receiving any support from the local government. 

Nevertheless,  for those who could recall, the support from the local government seems to be 

an occasional event as some respondents reported having attended their meetings. The 

following respondents provide their insights on this issue in the quotes below:  

 

I do not receive anything from the local government unless once they organised a 

Christmas party for us and it is not a Christmas party, it is political, you do not get 

anything to your satisfaction (Male, 70 years).  

 

Regarding the involvement of the local government in the support of the elderly living in old 

age homes, there is not a clear-cut answer. Unlike other respondents who believe that these 

local institutions do not provide any assistance, some argue that a given number of 

interventions do take place. In order to substantiate this viewpoint, reference was made to 

other provinces where some form of assistance did take place. The following respondent 

makes this point in the quote below:  

 

I do not know how far they are involved in all these things but I am almost certain 

that they support in some way. I know for example when I was in the Cape a lot of old 

age homes were getting subsidies from the local government to look after old people.  

I think it is happening here in KwaZulu-Natal as well, some form of subsidies are 
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paid. Anyway, we do not know and we do not want to know, that is up to the 

management (Male, 65 years). 

 

The local government is one of the administrative bodies that should support the elderly. 

According to the administrative hierarchy, local governments are autonomous and closest to 

the people. This should imply that some matters concerning the citizens living within their 

jurisdiction are well addressed, however, the type of support required should not overlap with 

the national government. This may allow the local government to play its role in the sphere of 

the government (that is close to the people) by taking care of the most vulnerable citizens. 

This support does not necessarily need to be individual; it can be collective and designed to 

benefit as many older people as possible. 

 

5.12 Summary  

 

This chapter has presented several critical issues that influence the health and well-being of 

older people such as eating habits, emotional support as well as highlighted various type of 

assistance. Other features such as healthy lifestyle and independent living were also 

investigated. The elderly did not see their age as a set-back, instead, they had accepted it and 

were willing to cope with aging by seeking ways of improving their well-being. 

 

The elderly who needed emotional support were able to choose one of the available or the 

most accommodating sources such as family members, relatives, friends or others living in 

the old age home. The elderly and their social networks also used telephone calls, emails and 

messaging systems to provide emotional support when it was not possible to meet up. For 

those who were not comfortable with approaching others to seek support, reading or talking 

to oneself was seen as a good alternative. The influence of social support on the well-being 

appears to be substantial as revealed by the social support theory (Cohen and Wills, 1985). It 

was argued that keeping in touch with family members and social networks telephonically or 

receiving visits on a regular basis resulted in improved social well-being (Mirzazadeh et al., 

2019). Furthermore, a study in Canada by Gilmour (2012) found that more social contacts 

were associated with better health and well-being. It is believed that having a face-to-face 

interaction or communicating over the phone has an impact on their physical, social, spiritual 

and mental health (Mirzazadeh et al., 2019).      
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Women make up the largest proportion of people aged 60 years and older. In terms of marital 

status, more males than females tend to live with their partners. As far as living arrangements 

are concerned, over 50% of adult children live away from their parents. Research suggests 

that the elderly are less likely to co-reside with adult children, they either live as a couple or 

alone (Knodel et al., 2015). It is mostly those who have less than four living adult children 

who live alone. Migration and fertility declines are believed to be responsible for the demise 

of traditional support networks (Fonchingong, 2013; Knodel et al., 2015). The fact of being 

married appears to decrease the likelihood of feeling lonely compared to not married. The 

importance of marital status on well-being is highlighted by Knodel et al. (2015) who reveal 

that spouses can provide crucial emotional, material and social support during times of ill-

health. Similarly, living with adult children is believed to be associated with less feeling of 

loneliness.  

 

The fact of having adult children who live with the elderly was associated with a decrease in 

the number of contributions from non-household members. It transpired that adult children 

living away from their parents play a significant role in these contributions. Although adult 

children are not the only source of support, childless elderly tend to receive less contribution 

compared to their counterparts with living adult children. In Senegal, it was found that wives 

with rivals preferred to have at least one son who would serve as old age insurance in case of 

widowhood (Lambert and Rossi, 2016). For inheritance sake, the fact of having a son plays a 

crucial role in settings with a high rate of polygamous unions. Older women appear to be the 

most disadvantaged since they tend to be financially dependent on their male partners, have 

lower earnings and spend much of their active life on activities that do not generate an 

income (Kritzer, 2008).   

 

It was revealed that older people were less likely to receive gifts and contributions from 

family and friends. Several reasons such as misunderstanding between the elderly and the rest 

of the family, unemployed adult children and/or relatives, never having children during 

childbearing age and a lack of social networks were put forward to explain this situation. 

Some adult children were assisting their parents more than others. It was believed that their 

generosity or actions were triggered by access to an income and love for their parents. 

Furthermore, older people were beneficiaries of various types of valuable assistance and they 

could be assisted by any person who availed himself or herself. For instance, older people 

with impaired mobility required the assistance of their peers to run errands, this task was also 
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performed by family members and friends when they were available. This is consistent with a 

study by He et al. (2016) who revealed that the financial well-being of the elderly depends on 

various sources of support which can be monetary or non-monetary. In addition, the 

generosity of adult children towards their parents is believed to be dependent not only on 

filial obligation but also on their appreciation (Aboderin, 2017).    

 

It was found that older people were willing to live independently and improve their well-

being. They were conscious that some of their challenges such as mobility impairments could 

be circumvented by the use of a wheelchair or walking aid. This would allow them to live 

independently or require limited assistance. Furthermore, it was interesting to highlight that 

they had come to an understanding that some chronic conditions could be well managed with 

regular exercise rather than medication. They acknowledged the positive impact of an 

adequate diet and physical exercise on their health. Similarly, researchers have highlighted 

the positive impact of physical activity on the health of the elderly (American College of 

Sports Medicine et al., 2009; Dias et al., 2017), the beneficial effect can be more felt 

throughout aging if the elderly continue to exercise. Physical exercise improves health and 

the quality of life as well as slows down physical degeneration (Rodrigues et al., 2010). In 

addition, the processes of conditions such as dementia and Alzheimer tend to be delayed 

(Rovio et al., 2005). 

 

Despite the inability of the extended family to play its role in full as it used to be in the past 

and the onset of new types of social support for the elderly, it was found that several 

stakeholders attempted to take on a distinct caring role. The contribution of the national 

government is essentially financial and complemented by institutions such as old age homes 

that endeavour to provide a home to the elderly. Older women were more likely than older 

men to receive an old age pension. Increased reliance on the state pension is witnessed with 

age. Without this support, a substantial proportion of the elderly may live in poverty since 

they do not have sufficient resources to live on (He et al., 2016). The fact of being old age 

pension recipients had a positive impact on health in old age since the elderly were able to 

keep their medical appointments and afford other essential items for their health. These 

findings were confirmed by other studies that mentioned the existence of a relationship 

between having a stable source of income and better health (Sigaroudi et al., 2013; Vameghi 

et al., 2013).   
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Stakeholders such as churches, NGOs and local government attempt to fill in the vacuum left 

by the extended family in providing several types of support in line with their different fields 

of expertise. It seems important to mention that the role played by the extended family or 

family members is no longer central for the elderly living in old age homes and even for 

some who still live at home. Over time, the family contribution seems to become less 

impactful or inexistent. These findings highlight the role of partial substitutes for filial 

responsibility played by assistance programmes outlined by the modernisation and aging 

theory (Cowgill and Holmes, 1972).  A study by Alambo and Yimam (2019) revealed that the 

elderly do not benefit from adequate informal care from family members as it used to be in 

the past, poverty and migration of young adults are put forward as responsible for the erosion 

of the longstanding traditional support net. It is important to highlight that although these new 

stakeholders have not succeeded in taking on all the tasks previously performed by the 

extended family, their contribution has brought a great deal of improvement in the well-being 

of older people.   
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CHAPTER 6: DETERMINANTS OF HEALTH   

 

6.1 Introduction 

  

Respondents were asked to provide a subjective rating of their general health. Although using 

self-rated health may not be adequate but it remains one of the most straightforward tools of 

investigations. It is not only useful for assessing and monitoring disparities in health care 

access but it also helps identify vulnerable groups for targeted interventions (Ardington and 

Gasealahwe, 2014). Self-rated health appears to be a simple way of getting insights into the 

health problems of the elderly. It is quite common that poor health is misinterpreted and even 

equated with aging rather than a medical condition (Ramírez and Palacios-Espinosa, 2016).  

  

Old age is often associated with an increase in morbidity and frequent visits to health care 

facilities. Non-communicable diseases have become increasingly a major cause of ill-health 

and deaths, an estimated 75% of deaths take place in the developing world (Lozano et al., 

2012). The burden of non-communicable diseases in low-income and middle-income 

countries is worsened by limited access to health care and treatment. It is believed that early 

diagnosis and treatment can help mitigate a given number of risk factors and prevent further 

complications (Hogerzeil et al., 2013). A rise in the burden of chronic conditions coupled 

with population aging is likely to strain resources and increase the workload of health care 

professionals. This is mostly felt in developing countries where harsh living conditions, 

common risk factors, and deprivation have already made the elderly vulnerable (Akosile et 

al., 2018; Chen et al., 2018; Menezes and Thomas, 2018). 

 

Accessing health care is costly; it mostly depends on the socio-economic status of the 

individual. People on medical aid schemes are more likely to access health care than those 

who are not. Studies reveal that people without medical aid were less inclined to seek 

preventive care and they had more unmet needs (Flores et al., 2017). Accessing health care is 

still a serious challenge in many countries across the globe. It is even more difficult with 

elderly patients since they have to deal with several barriers standing in the way of accessing 

comprehensive treatment such as inadequate health care, unskilful health care professionals, 

user-unfriendly facilities, and mobility issues (Adibelli and Kılıç, 2013; Govender and 

Barnes, 2014).  
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Providing cost-effective health care to the elderly remains a serious challenge in both more 

developed and less developed countries. The proportion of people on medical aid schemes in 

South Africa is very low, an estimated 17.4% in 2016 (Statistics South Africa, 2017). Almost 

all older people depend on free health care, however, public institutions are congested, offer 

only basic services and cannot meet their specific demands (Fox et al., 2018). An increase in 

the number of patients suffering from chronic conditions represents a serious challenge to the 

health systems that were structured to address infectious and acute conditions, child and 

maternal care (Jakovljevic et al., 2017).   

 

This chapter presents the results on health challenges in old age. It highlights some 

suggestions made by the elderly in an attempt to help circumvent or alleviate their health 

burden. Challenges encountered by older people while seeking health care are highlighted as 

a way of helping shed light on some misconceptions about health in old age. Negative as well 

as positive experiences are mentioned since every visit at health facilities cannot always go 

wrong. Given that population aging is becoming a reality in the developing world, it is 

believed that the results of this study will help tackle some challenges inherent in health in 

old age.  

 

6.2 Analysis of health challenges of respondents  

 

Quantitative and qualitative data were used to explore challenges inherent in health in old age 

as respondents were asked about the type of support they receive from health care facilities. 

Features that have an impact on health seeking behaviour in old age were explored to capture 

the amount of effort made to access health care. The assessment was done using questions 

regarding the frequency of hospital visits, challenges encountered while attempting to access 

health care as well as other aspects such as self-reported health, health conditions and time 

spent on medication. Further insights from the NIDS survey were added to this section to 

depict a full picture of health challenges. Some suggestions aiming at improving health 

seeking experiences are also mentioned. 

 

6.3 Visits to a health care facility 

 

Health seeking behaviour is an important component of physical well-being, the frequency of 

visits to health care facilities is a key feature in this regard. Table 6.1 provides insights on the 
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utilisation of health care services by people aged 60 years and older. An estimated 50.5% of 

the elderly consulted someone about their health in the last 30 days while close to 3.7% have 

never had a health consultation.     

 

Table 6.1: Percentage of men and women who ever visited a health facility 

Statement Men and women  

  %  

Last health consultation  

       In the last 30 days 50.5 

       One to five months ago 16.9 

       Six to twelve months ago 9.5 

       More than a year 19.5 

       Never 3.7 

       Total 3545 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

By the same token, old age seems to be associated with an increase in utilisation of health 

care services as some respondents acknowledge that their visits to health care facilities have 

become more frequent. This also holds true for people who lived with chronic conditions 

before old age. Ailing health has a profound impact on lifestyle and performance. This can 

affect daily tasks such as the ability to perform activities of daily living. Hence, the onset of 

chronic conditions does not only result in restricted mobility, it may also impose a different 

lifestyle. The following respondents speak about their experiences in the quotes below:          

  

I go much often now than before. When I was young, I was very fit and I ran Comrade 

Marathon for seven years, Durban to Pietermaritzburg, Pietermaritzburg to Durban. 

I also used to play rugby, tennis and all sort of sports but now all I can do is walking 

(Male, 84 years). 

 

It is more frequent now than when I was young. I was fit when I was young and I have 

no problems (Female, 66 years). 

 

In the last three years, I have been going to seek health care more than before. At age 

28 I was only visiting the psychiatric clinic once a month but now I have to go to the 

main hospital too (Female, 64 years). 
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Some respondents believe that their current ailing health is a result of unhealthy lifestyles. 

Although they may be aware of the health risks associated with tobacco consumption, 

smokers tend to ignore it until they are diagnosed with a chronic condition or become deeply 

affected. It appears that change in behaviour occurs only when the damage is already done 

and they are bound to stop using the product. Lifestyle in early life can have an impact on 

health in old age, some respondents regret their past, unhealthy behaviours. The following 

respondents share their experiences in the quotes below:     

 

The vascular disease that I have is causing other problems. Organs such as heart, 

kidneys, and pancreas are all affected while five years ago it was not like that. I was 

bound to stop smoking, at first it was difficult but not impossible. Imagine how 

challenging it was for me, I have been smoking from the age of 8 and I am 65 now. 

Gosh, I have been smoking for 57 years, that is a long time (Male, 65 years).  

 

High cholesterol is the only health issue and it represents a major threat in me, it was 

caused by smoking. If I had a different lifestyle, my health would have been better 

(Male2, 65 years). 

 

A rise in the utilisation of health care services is not unanimously experienced since some 

respondents did not acknowledge it. They reported visiting health care facilities at the same 

rate as some years ago. It can be argued that some elderly do not have major health issues or 

their conditions do not have much impact on their current rate of utilisation of health care 

services. Equating old age with illness can be misleading since some respondents reported 

having developed chronic conditions at younger ages while others do not have any medical 

conditions. The following respondent provides insights into this issue in the quotes below:     

 

There is no difference in the utilisation of health care services now than before, it is 

still the same (Female, 73 years). 

 

I go to the hospital once a month and there is no difference in the frequency of the 

utilisation of health service between now and before (Female, 75 years). 
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In terms of health appointments, almost all respondents report going to health care facilities 

once a month for collecting medication and once every six months on a doctor’s appointment. 

Furthermore, depending on the seriousness of their conditions, some respondents have more 

than one appointment a month. The rate of utilisation of health care services of the elderly 

living with multiple morbidities is higher than those who have one chronic condition. On 

average, people living with one condition are expected to visit health facilities at least once a 

month. Besides these scheduled appointments, other visits can also take place in case of 

necessity for instance when their condition deteriorates. The following respondents highlight 

their experience regarding the utilisation of health care services in the quotes below:         

  

I go once a month just to collect tablets and every six months I see the doctor but if I 

need to see the doctor more regularly then I go (Male, 65 years). 

 

I go to the hospital once a month. Every 20th day and on the 5th we take blood and on 

the 6th I see the doctor to be briefed on the result (Female, 67 years). 

 

I visit the psychiatric clinic and the main hospital four times a month, notably, to 

collect medication and undergo routine check-ups twice a month respectively 

(Female, 64 years).   

 

Often, aging is misunderstood and equated with chronic medical conditions. Although those 

who support this viewpoint use features such as an increase in episodes of ill-health and 

demand for health care to substantiate their beliefs, it is not based on any evidence. Indeed, a 

rise in the rate of utilisation of health care services occurs in people who live with non-

communicable diseases as well as the probability of developing these conditions increases 

with age. Given that older people are not a homogeneous group, the level of demand for 

health care is variable since some older people are more affected than others; they do not all 

suffer from the same condition and differ in terms of exposure to risk factors. However, it 

should be noted that the more people grow older, the more vulnerable they become and their 

health needs to be monitored closely. In addition, the demand for health care in people 

diagnosed with multiple morbidities is higher than average. 

       

On average, every stable elderly person suffering from a chronic condition is expected to visit 

a health care facility at least once a month to collect their medication. The scheduled 
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appointment with the doctor takes place every six months. Past and present lifestyle has an 

impact on health in old age, people who live healthy tend to have fewer health problems. 

Similarly, the most vulnerable elderly were more likely to be part of those who were involved 

in poor consumption patterns and exposed to risk factors.    

 

6.4 Accessing health care facility 

 

Unlike able-bodied people, attending health care facilities can be challenging for people 

living with a physical disability. The number of challenges can be worsened by the distance 

to the hospital or clinic since a long distance would entail more obstacles to overcome. There 

were respondents with impaired mobility who found it difficult to get to health care facilities. 

In general, the nature of challenges varies and depends on the degree of impairment. Some 

respondents have managed to circumvent their physical challenges by making arrangements 

allowing them to keep healthcare appointments. For instance, arrangements were made with 

the ambulance services and friends to help them commute to health care facilities. Although 

the old age home was within two miles, walking was excluded for the elderly living with a 

disability. The following respondents express their concerns in the quotes below:   

 

Moving around is quite challenging for me as I am using a walking stick (Male, 70 

years). 

 

I do not have any health problems that might prevent me from going to the hospital or 

clinic. I do not have any worry with my mobility as I can still walk, the hospital is so 

close. If I fall and break a leg or I am very sick, they call an ambulance, it will come 

and take me to the hospital (Female, 66 years). 

 

Sometimes, it depends on my arthritis and then a friend of mine helps me to access the 

health care facility. They help by walking with me or holding my arm. I have 

difficulties bathing myself, walking around, going from point to point, I have 

problems doing physical things (Female, 73 years). 

 

If I need transport for a scheduled appointment, I ask the old age home transport 

department for assistance. There is a nominal charge and I can get there on my own 

and I have proved it but by the time I get there, I am finished and I do not think it is a 
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good idea to do it. Furthermore, I feel a bit vulnerable since there are thieves around, 

an old "beige bird" (white lady) in a wheelchair is an easy picking (Female, 68 

years). 

 

Although accessing health care from the hospital or clinic located in the neighbourhood of 

patients imposes less burden, the elderly with restricted mobility may still find it challenging. 

For wheelchair users, seeking health care is not only viewed from the perspective of moving 

from one point to another but also the condition in which it takes place. Besides living within 

a short distance to the hospital or clinic, the elderly manage on their own to get to the health 

care facility. Wheelchair users are more cautious because their conditions render them a soft 

target to crime, especially, when they commute early in the morning in an attempt to avoid 

being caught in interminable queues. Commuting with an ambulance appears to be their 

better option as it addresses both issues of vulnerability and frailty. Unfortunately not all 

disabled elderly on a routine visit benefit from this type of privilege and their access to health 

care can be severely hindered.   

 

6.5 Long queues 

 

Besides the private and public health system divide, the provision of health care seems to be 

extended to other stakeholders as highlighted in Table 6.2 below. This table reveals that 

public health care facilities are the most utilised by the elderly with an estimated 61.3% 

relying on it while private health care institutions account for 38.1%. In terms of individual 

age groups, people aged 60-69 yearss and older recorded the highest rate of utilisation with 

approximately 62%, followed by those aged 70-79 with 60.4%. Less than 1% utilised the 

services of herbalists or traditional healers. The majority of older people utilise conventional 

medicine.   
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Table 6.2: Percentage of respondents by age group and place of consultation 

Statement Public health 

care 

Private health care 

facility 

Other (nurse, traditional 

healer, chemist) 

N 

 % % %  

Age in years      

60-69 62.0 37.6 0.5 1556 

70-79 60.4 38.5 1.1 845 

  80+ 60.3 39.7 0.0 325 

 Total 61.3 38.1 0.6 2726 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

Public health care facilities are congested on a daily basis with numerous people seeking 

health care. Given that services are provided on the basis of the first come first serve 

principle, almost all patients make every effort to arrive early at a health facility. However, 

coming early and even being first in the queue does not necessarily help cut down on the 

amount of waiting time, patients are expected to wait for a minimum of four hours before 

receiving any assistance. Some respondents find this situation frustrating and unacceptable. 

Furthermore, regardless of the extent to which some patients are sick, there is no difference in 

the way they should be dealt with. It is assumed that all patients are equally vulnerable and 

they should follow the same procedure. The following respondents expand on this issue in the 

quotes below:      

 

In hospitals, they do not prioritise those who are critical. It is better to treat them and 

give them first priority. Queueing for a long time delays treatment and causes 

discomfort (Male, 70 years). 

 

It is so ridiculous to go to the hospital at five in the morning and come back at about 

10 or 11 o’clock. I do not know what is going on, maybe there are not enough 

members of staff at the hospital to take care of people timeously. Otherwise, it does 

not make sense, it is painful to see that people living with diabetes are standing in the 

queue while they are expected to eat something regularly every two or three hours. I 

can witness some are getting sick and are not even able to cope (Male, 65 years).  

 

Some respondents believe that spending much time on health care visits is not a problem, 

instead of complaining, patients should keep themselves busy while waiting. For instance, 
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they should read books or do anything that can help avoid feeling bored until their turn 

comes. When the provision of health care services is inadequate, patients tend to blame health 

workers. The approach taken by these respondents aims at highlighting that the issue of 

congestion at public health care facilities is a challenge for the whole health system. This 

challenge requires a holistic approach and should not be treated as an isolated matter or 

blamed on health care workers. In other words, it is better to have another approach to this 

problem instead of complaining because it will never change anything. The following 

viewpoints can be picked up in the quotes below:         

 

The biggest complaint I hear is people hate waiting, I do not know why they do not 

take the book with them and try to do something about it. They always sit and 

complain, I do not know what can be done to alleviate that. For me, it runs pretty well 

(Female, 68 years).  

 

I do not have another problem at the hospital, I get patient. You get patient for 

everything, you get no patient for dying (Female2, 68 years). 

 

I do not have a problem with long queues, I can take a book to read if you do that, 

time goes on and you do not notice until your turn comes. So, I do not have any 

problem with waiting (Female, 66 years).   

 

The inadequacy of the health system is a serious challenge for vulnerable patients. Although 

every effort is made to ensure that no one is privileged or discriminated against, the well-

being of the sick and vulnerable may be worsened. The elderly along with young adults are 

expected to utilise the same facility on an equal basis; queueing for long hours and following 

the same procedure which could have an impact on their health. A better way of taking care 

of patients should be by taking into consideration their medical conditions without 

overlooking the need for others to access health care. 

 

6.6 Health care workers workload  

 

Almost all respondents attending public health care facilities reported that the workload of 

health care workers was very high. They are appreciative of the commitment and effort made 

on every health visit to assist them. In an attempt to cope with a high demand for health care 
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services, health care workers tend to shorten the consultation time with every patient. This 

attitude is perceived by some respondents as an expression of their frustration which makes it 

difficult for them to communicate with patients in an efficient way. The following 

respondents express their view on this matter in the quotes below:                      

   

They are not really keen on patients now and they do not want, you talk to a nurse for 

something, he ignores you and walks away or the doctors get irritated if you do not 

understand them properly if you complain a lot the doctor will not understand and he 

ignores. They deal with many patients and are unable to cope with the workload 

(Female, 70 years). 

 

Mainly, they have to employ more health care workers and pay them properly. They 

overwork these poor guys. I mean we see them, some of them walk around like 

zombies because they have not had a decent night sleep (Male, 65 years). 

 

I asked the doctor why they changed my medication from 300 mg to 500 mg, he gave 

a long story and said go. Doctors do not like talking to patients, because they have a 

lot of others queueing outside (Female, 67 years). 

 

It appears that the communication between health care workers and patients is broken since 

the focus is placed more on quickening the pace to assist every patient. The quality of health 

care may be compromised as some patients feel frustrated to engage with the health care 

workers on their condition. Furthermore, because of the pace of work and high patient 

turnout, it may be difficult to brief patients on their diagnosis and type of treatment. For 

patients on chronic medication, a previous prescription may have resulted in side effects, 

doctor-patient communication remains the cornerstone of any successful intervention. 

Otherwise, every health care visit may be likened to a tick-box exercise, where the emphasis 

is placed on clearing the queue rather than addressing the health needs of patients efficiently. 

 

6.7 Attitude of health care workers 

 

Administrating treatment to patients is not only about the quality and type of health care 

facilities but also about how it takes place. There is an expectation of respect and trust 

between care providers and care recipients. According to some respondents, the attitude of 
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health care professionals is not conducive to mutual understanding and respect. The treatment 

that some older people receive at the hand of nurses is not good, they claim to be regarded as 

children and even sometimes ignored. The following respondents speak about their 

frustration in the quotes below:   

           

Ladies have bad attitudes, screaming does not help, they should be nice to people 

instead of shouting (Male, 68 years). 

 

I do not go to that public hospital, we are treated like animals, especially, older 

people. Ten years ago it was the best hospital in Southern Africa but now it is horrible 

(Male, 76 years). 

 

Absolutely, sometimes we get pushed around, they do not care. They just push you 

around, it is not a very good facility (Female, 73 years). 

 

Some respondents concede that the issue of ill-treatment at health care facilities is a reality 

but it cannot be generalised. Furthermore, the attitude of health care workers must be 

understood as a result of the number of demands placed upon them rather than a deliberate 

action to offend others. In other words, the issue of attitude should be interpreted as the 

inability on the part of some health care workers to cope with the pressure. Therefore, it is not 

everyone who is harsh since others can handle pressure and treat patients with dignity and 

consideration. This viewpoint is expressed in the quotes below by some respondents.   

 

Health care professionals are working under pressure and some of them are not 

gentle because hospitals are very congested. I do not blame them, they work in a 

cumbersome environment and are expected to treat many people on a daily basis 

(Female, 73 years). 

 

Their attitude is a little bit rough sometimes, not all of them but some are very rough 

(Female2, 73 years). 

 

I know some health care workers with whom we met for the first time when I was 28 

years old; they are friendly, always greet and talk to me with consideration. There are 

also some who are reserved but most of the time we get nice ones. Wherever I go, I 



122 

 

never had a problem with anyone maybe because I am friendly too (Female, 64 

years).   

 

Older people had numerous encounters with health care workers on various medical 

appointments. It appears that their health seeking experience was not always pleasant. 

Although there is no consensus on the attitude of health care workers towards patients, some 

older people felt welcome whenever they sought health care services. This experience 

contrasts with others who complained about the way their visits were handled. This contrast 

shows that being inconsiderate or moody towards patients is not a standard practice but can 

be a result of old age stereotypes or a way used by health care workers to express  their 

frustration on patients.    

 

6.8 Quality of health care 

 

The quality of health care is an important component of well-being and can make a 

significant contribution to the life of older people. An increase in visits to health care 

facilities can be better managed if the type of assistance provided meet the health needs of 

patients or help provide some relief. Some respondents are not pleased with the quality of 

services offered, they blame it on a lack of adequate medications. The following respondents 

expand on this issue in the quotes below:       

 

The distribution of medication is not done according to prescriptions. The treatment 

is not satisfactory, hospitals run short of medicines and it seems the doctor’s 

prescriptions are changed by pharmacists. Doctors do not want to listen to you when 

you talk to them about your ailment, so our sicknesses are not manageable (Male, 70 

years). 

 

If I have to rate the service I receive at the health facility, I will grade it about 50% 

(Female, 73 years). 

 

Trusting in health care workers can have a positive impact on patients as well as on the 

administration of the treatment. Some respondents are appreciative of the competence and 

skills of the health care workers of the health care facilities they attended. In order to 

substantiate their viewpoint, they put forward some good experiences of hospital admissions 
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and surgeries. Sometimes, they have been attended by the same persons for many years. The 

following respondents provide further light on their experiences in the quotes below:           

 

The health care workers are skilful enough to deal with our condition and are nice to 

us (Female, 75 years).  

 

The doctors are good, I must admit it, I am a stroke survivor and no one will take 

notice of it. I was treated in bed for two months and would be sleeping for two hours a 

day after taking medication. Those tablets cured me, prior to that, my hand was dead 

and I could not use it anymore (Male, 65 years).  

 

They have enough skills to deal with me, I have a doctor that has seen me for the last 

four years. He knows my condition and is a very friendly doctor, I am grateful for his 

assistance (Female, 64 years). 

 

The competency of health care workers is questioned by some respondents. For instance, 

their reluctance to be consulted on some conditions leads these respondents to cast doubt on 

their competence. The proponent of this viewpoint believes that doctors hide their ignorance 

by refraining from being challenged. On the other hand, it is argued that resident doctors are 

well-equipped to deal with the health of older people but they are not committed to doing 

their job, most tasks are performed by student doctors. The following respondents express 

their opinion on this issue in the quotes below:            

 

Doctors are mainly students and unskilled, it is only natural for them to be like that. 

Only resident doctors know precisely what is recommended of them but they are busy 

with cellphones (Female, 67 years). 

 

If you tell the medical practitioner that the treatment is not helping you, they will look 

at you as someone funny, they will force you to take the treatment because their word 

is final. It is unfortunate, I have experience with hospitals and it used to be my 

working place (Male, 70 years). 

 

Older people seek health care services for various reasons, some of their chronic conditions 

were developed before they turned 60. Medical conditions in old age tend to include non-
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communicable diseases and require special skills which entail further training on the part of 

health care workers. The issue of communication appears to be an important component in 

the interaction between health care workers and patients, any unanswered questions or 

miscommunication can be interpreted as a result of incompetence. Administrating treatment 

is not an automatic procedure but it is entrenched in human relations which requires a 

semblance of trust on the part of both stakeholders. The issue of overcrowding and long 

queues resurfaces as one of the key features in the assessment of the quality of services.    

 

6.9 Self-reported health 

 

Self-reported health provides insights into the perceptions of the respondents’ well-being as 

shown in Table 6.3 below (the 5-Likert scale was transformed to a binary variable with yes 

and no responses for the purpose of analysis as highlighted in the section below Table 6.3, 

The outcomes such as excellent, very good and good were recoded to good while fair and 

poor were labelled poor). Nearly 70.7% and 29.3% of respondents rank their health as good 

and poor respectively. In terms of gender, males report their health as good (79.0%) 

compared to their female counterparts (66.7%). There is a slight difference in reporting poor 

health between respondents on high blood pressure treatment (38.2%) and those who were 

not (35.9%). The level of income influences the perception of health since a substantial share 

of the elderly living in households with low income (42.3%) rate their health as poor 

compared to their peers in households that earn more (21.3%).  

 

 

 

 

 

 

 

 

 

 

 

 



125 

 

Table 6.3: Self reported health status by background characteristics  

Statement Poor  Good  N 

 % %  

Gender    

       Female  33.3 66.7 2358 

       Male 21.0 79.0 1183 

       Total  29.3 70.7 3541 

Elderly on blood pressure 

medication 

   

       No 35.9 64.1 118 

       Yes 38.2 61.8 1792 

       Total  38.0 62.0 1910 

Household income in Rands    

       Less than 2001 42.3 57.7 137 

       Between 2001 and 10000 31.5 68.5 1059 

       Over 10000 21.3 78.7 447 

       Total 29.3 70.7 1643 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

In order to assess the significance of self-reported health, the 5-Likert scale was transformed 

to a binary variable for the purpose of analysis. The following outcomes excellent, very good 

and good were recoded to good while fair and poor were labelled poor. Three explanatory 

variables, notably gender, household income and taking medication for high blood pressure 

were included in the model. After running logistic regressions, the univariable model was 

highly significant at p<.001. The stronger predictor of self-perceived health status is high 

blood pressure treatment (odds ratio 2.7), gender and household income are the second 

predictors (odds ratio 1.8). The multivariable model is also highly significant at p<.001 and 

household income is the strongest predictor (odds ratio of 2.5). The stronger pedictor of self-

perceived health in the multivariable model is household income. After controlling for high 

blood pressure treatment and gender, the elderly living in a household that earns more than 

10000 Rands are 2.5 times more likely to report good health than their counterparts in a 

household with a lower income. Similarly, the likelihood of reporting good health in males is 

twice as highas their female counterparts. Further illustrations are provided in Table 6.4 

below. 
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Table 6.4: Logistic regression predicting the likelihood of self-reported good 

health in the past week 

 Odds Ratios and 95% confidence intervals 

 Model I Model 2 

Gender Unadjusted Adjusted 

       Female 1.00 1.00 

       Male 1.878(1.864-1.891) 2.016(1.997-2.036) 

Elderly on blood pressure 

treatment 

  

       No 1.00 1.00 

       Yes 2.743(2.722-2.764) 0.915(0.899-0.931) 

Household income in Rands   

       Less than 2001  1.00 1.00 

       Between 2001 and 10000 0.757(0.752-0.763) 1.498(1.474-1.522) 

       Over 10000 1.797(1.783-1.810)  2.543(2.500-2.587) 

*P<.001 

* Using NIDS weighted data, wave 5, year 2017 

 

The elderly who took part in the interviews had a positive perception of their health. 

Although this perception seems to be in contrast with their medical history, it is worth noting 

that respondents were battling with some medical conditions. Their reporting seems to 

highlight the absence of symptoms during the moment of interaction. In a sense, the absence 

of symptoms leads them to perceive their health status positively. The following respondents 

share their insights on this issue in the quotes below:               

 

I manage well, I can walk around, at the moment I feel quite ok, for about three 

months, I have been all right (Male, 84 years). 

 

I am healthy except for minor things like arthritis (Male, 70 years). 

 

Physically fit but I had a stroke on my right, I can still do things, go everywhere 

(Female, 67 years). 

 

My health is right, although I survived a stroke some years ago and I have arthritis 

(Female, 81 years). 

 

My health is perfect, the doctor says I have blood pressure but I do not believe in that 

and I trust God to get rid of that (Male, 68 years). 
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Some respondents reported experiencing difficult times and compromised well-being. Their 

ill-health can be severe to the extent that they cannot perform activities of daily living. Their 

assessment seems to focus mostly on what is wrong just before or during the interaction. In 

addition, this assessment does not take into consideration any latent illness and it may be 

difficult to quantify the number of risks. The following respondents speak about their 

experiences in the quotes below:                     

 

My health is terrible, I am very restless and struggle to sleep at night with heavy 

breathing as a result of high blood pressure. The doctor told my breathing is not 

good, I like reading and keeping my room tidy but I could not perform all that 

because of the medication that I was on, even bathing was a challenge as I was not 

even able to change clothes on a regular basis (Female, 68 years).  

 

My health is bad, I am sick, look I have back problems and arthritis (Female, 73 

years). 

 

I have few health issues such as high blood pressure and cholesterol, it is really a 

burden (Female, 66 years). 

 

Despite the presence of a medical condition in a person, some people may rate their health as 

perfect or very good, this assessment may be subjective or relative. The absence of diagnosis 

or evidence may lead them to question its reliability since some people may be tempted to 

talk from the perspective of what they believe in rather than their real health problems. In the 

absence of any test, the self-assessment of health may not equate the true reflection of health 

problems in a particular individual. Thus, self-reported health has the merit of providing 

insights into the health status and can be used as a basis for further investigations.   

 

6.10 Aging and health 

 

A multiple category set combining conditions such as high blood pressure, diabetes, stroke, 

heart problems, and cancer was used since the elderly are likely to be affected by more than 

one chronic condition. High blood pressure is one of the most prevalent conditions in old age 
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with around 63.6% of cases diagnosed. The age group 70-79 recorded the highest proportion 

with 64.4%, followed by those aged 80 years and older with around 63.6%. Diabetes appears 

to be the second-largest chronic condition as far as prevalence is concerned with 

approximately 17% being diagnosed. In terms of age groups, the highest prevalence was 

recorded among people aged 70-79 years with 17.5%. An estimated 10.1% of respondents 

were diagnosed with heart diseases and the highest proportion of heart sufferers was found 

among people aged 80 years and older with around 12%. Conditions such as cancer and 

stroke afflict 5.4% and 3.9% of people aged 60 years and older respectively. Table 6.5 below 

provides a further illustration of this issue.   

 

Table 6.5: Percentage of respondents reporting chronic conditions by gender and age 

Statement High blood 

pressure 

Diabetes 

  

Stroke 

 

Heart 

problems 

Cancer N 

 % % % % %  

Gender       

       Female 63.6 17.8 5.2 10.4 3.0 1579 

       Male 63.5 14.9 5.8 9.4 6.4 659 

       Total 63.6 17.0 5.4 10.1 3.9 2238 

Age in years       

       60-69 63.8 17.3 4.9 9.9 4.2 1253 

       70-79 64.4 17.5 5.3 9.9 3.0 715 

       80+ 60.1 14.8 7.6 12.0 5.5 270 

       Total 63.6 17.0 5.4 10.1 3.9 2238 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section. 

 

Old age comes with conditions that are less common in the general population. The ability to 

manage any medical condition remains an important feature as far as physical well-being is 

concerned. In case of infection or ill-health, some respondents avoid taking further risks by 

seeking alternative treatment, they stay away from any activity that can worsen their 

conditions and only seek conventional medicine. Praying is also put forward as one of the 

better ways of dealing with health issues. The following respondents shed light on their 

experiences in the quotes below:   

 

 Praying is the best weapon that helps me manage my condition. I just go with 

praying and rebuke it (Female, 70 years). 
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I manage very well by taking the high blood pressure pills prescribed by the doctor. I 

just use conventional medication (Female, 69 years). 

 

To avoid worsening my condition I take the lift to go upstairs since, otherwise I will 

end up having difficulty breathing but I can handle going downstairs (Female, 75 

years). 

 

It appears that aging increases the risk of developing chronic conditions and even multiple 

morbidities as reported by some respondents. Although some of the conditions could be 

referred to as minor, it was observed that almost all older people who took part in this study 

had at least one chronic disease. Conditions caused by lifestyle such as obesity are also found 

in old age. The influence of lifestyle on well-being is acknowledged as the main cause of ill-

health. This viewpoint is substantiated by the improvement experienced in well-being after 

changing their lifestyle. It is possible to witness the re-emergence of injuries picked up at 

younger ages in old age. The following respondents provide a highlight on their medical 

conditions in the quotes below:     

 

I suffer from blood pressure and sugar. Some years back, at age five, I had a heart 

attack and fractured my leg in a car accident. The accident is catching up with me 

now in old age (Female, 70 years). 

 

I am diabetic, hypertensive, a wheelchair user and have a lot of other ailments but I 

do not let any of that deter me from proceeding with my planned tasks (Female, 73 

years). 

 

My health is fairly good, I did have a stroke last year which was all my fault. Heavy 

smoking led to a mild stroke on the left side of my right hand, I was put on medication 

for two months and they urged me to stop smoking before it becomes serious. I gave 

up smoking and now I feel much better (Male, 65 years). 

 

One of the strategies used for managing medical conditions is medication. The time spent on 

medication for these respondents is variable and depends on the age at which the condition 

was diagnosed. Some respondents have been on medication for six months and others for 

more than 30 years. Aging affects people differently since some octogenarians did not have 
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any major health problems until recently while other sexagenarians reported being on 

medication for decades. Although the likelihood of developing a chronic condition is higher 

in old age, it does not mean that other population age groups are immune to it. A typical 

example is of some respondents who reported having developed a chronic condition at 

younger ages. The following respondents speak about the time spent on medication in the 

quotes below:       

 

I have been on medication long ago, I cannot remember, maybe twenty years ago, 

before the passing of my husband (Female, 69 years). 

 

It has been quite long now and I cannot express it in terms of years because we have 

been here in town for 12 years, 27 years spent in Chatsworth and I have been on 

medication during all this time (Female, 81 years).  

 

I have been on medication for about six months now (Male, 84 years). 

 

I have been on medication from the age of 28 (Female, 64 years).  

 

In order to be efficient, the management of a medical condition requires consistent 

medication. This can be achieved with the commitment of patients provided they understand 

the health risk associated with non-strict adherence. Respondents on medication revealed that 

they were fully aware of the importance of medication and its impact on well-being. It is not 

always easy to take medication consistently since it may be associated with some side effects. 

Sometimes the positive contribution of medication to well-being can hinder the elderly from 

having a more active social life. In general, this happens when the elderly become unable to 

interact with others after taking medication and are forced to sleep maybe for the rest of the 

day. The following respondents have experienced some issues with their medication and 

speak about the way they attempt to cope.             

 

I take my medication consistently, there are side effects, then I go to sleep after 

breakfast. Too much medication block your social life because of a stroke and blood 

pressure and epilepsy, I am on strong vitamins for energy, I just feel like going to lie 

down, how can I have a social life? (Female, 67 years). 
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I got into the habit of taking it at night so that I can do my business and get done 

during the day I am free. I have not missed out on my diuretic and not paying the 

penalty for it because I know if I do not take this what will happen (Female, 73 years). 

 

The extent to which people are affected by side effects depends on their medical conditions 

and medications. Some respondents reported having experienced no side effects in treatment. 

They emphasise that it is a key feature taken into consideration by health care workers before 

prescribing any medication. More importantly, all respondents acknowledge the contribution 

of medications to their well-being as well as the health benefits associated with adherence. 

The following respondents are more explicit on this issue as expressed in the quotes below:             

 

I do not really see any side effects. I know the value of the prescribed medication and 

I do take it. For instance, I am on Diuretic, I know if I do not take that diuretic I know 

what is going to happen. So I take it regularly, I make sure I take it regularly 

(Female, 73 years).  

 

No side effects, I never experienced that, doctors assess and prescribe what can give 

you less trouble (Male, 76 years). 

 

In old age, people tend to fall sick more often than at younger ages, their conditions can be 

minor or serious. The response of older people to these frequent episodes of ill-health plays 

an important role in the successful management of a condition. Besides using conventional 

medicine for the treatment of diseases, experiencing a change in lifestyle seems to be a 

positive move towards better management of health issues. It is crucial to highlight that the 

extent to which side effects can hinder social life needs to be taken into consideration. Given 

that the elderly are expected to experience healthy aging rather than living in isolation, there 

is an amount of side effects that those who are on medication can handle, otherwise, their 

social life can be affected.    

 

6.11 Medication dependence 

 

Every respondent suffering from a chronic condition reported taking medication at least once 

a day. There was no ambiguity on what was at stake as they made it clear that their well-

being and survival depend on medication. To be efficient, people on medication are required 
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to be consistent and follow the doctor’s prescription. Every effort was made on their part to 

adhere to this. In order to avoid missing doses, several strategies were put in place. For 

instance, a member of staff was entrusted with the responsibility of reminding an older 

person to take his or her medication at mealtime. Another option was to display the daily 

dose in a way that would remind whether it was already taken or not yet. The following 

respondents highlight their experiences as mentioned in the quotes below:     

 

Sometimes, I get confused and cannot remember whether I have taken it or not. To 

avoid this, I face the tablets clip on one side when I take it out of the cupboard if it is 

turned the other way round that means I have already taken it. So this serves as a 

reminder or a way of making sure that I do not take it twice (Male, 65 years). 

       

I have given it to Sister Tina downstairs; she gives it to me at breakfast, lunch and 

supper time. I always take medication on time but I have not been downstairs to fetch 

it today (Female, 64 years). 

                                                                                     

Absolutely, as you can see, it is my daily routine, I take my morning medication and I 

take my evening one. As a reminder, if it is not on this spot I know that I have not 

taken it and I must take it. That particular medication is vital to me (Female, 73 

years). 

 

The most important thing in my condition is taking my medication on the double, once 

I take my medication I am fine if I do not take my medication I will be an ambulance 

case (Female2, 73 years). 

 

The importance of medication is well acknowledged as well as its impact on well-being. It 

appears that older people take their health seriously as they make arrangements to overcome 

their weaknesses or avoid skipping doses. Every effort is made to take the daily prescribed 

dose consistently since it impacts their well-being.  

 

6.12 Taxi fare and fees 

 

People aged 60 years and older without medical aid can access health care for free. However, 

even if they are not required to pay user fees, their health seeking visit is not always free. 



133 

 

Unless they live within walking distance of a health care facility, they have to pay taxi or bus 

fare. In general, every older person on chronic medication is expected to visit a health care 

facility once a month. The number of monthly appointments is often higher for patients with 

multiple morbidities. For every medical appointment taking place in the nearest health care 

facility, almost every respondent can walk. The nearest health care facility is within a two 

and a half kilometres distance. When the appointment is scheduled in another health care 

facility, a fee of R10 is paid to cover the cost of transportation for a round trip. Some older 

people can manage to face this expense while others struggle to cope with it. The financial 

burden of health seeking behaviour may be higher for patients with multiple morbidities as 

they are expected to have more than one medical appointment a month. The following 

respondents speak about their experience in the quotes below: 

 

We spend R10 on our hospital visit and I cannot say that is a lot of money. My friend 

is going tomorrow and she will pay R10 and next month will be my turn, it is not so 

much to squeal about (Female, 69 years). 

 

I do not pay fees, there is a special concession for pensioners but the problem is I 

must pay taxi fare every month to collect medication, R10 for the taxi to take me to the 

hospital. Where will all that money come from? (Female, 70 years) 

 

I used to pay R2O, it became free when Zuma came to power. Before relocating here, 

I used to spend more on bus fare to get to the hospital. Now it is even easier, as a free 

patient I just need to spend R10 on taxi fare. My challenge is there will be no money 

left after that (Female, 64 years).  

 

Although older people are regarded as free patients, their appointments are not always 

costless. Depending on their mobility, those who live in the neighbourhood of health care 

facilities are more likely to keep their appointment at no cost. This holds true for routine 

medical appointments as they are less likely to experience further health deterioration. The 

elderly are well aware of the positive impact of the routine medical appointments on their 

well-being. Although they are not financially better off, the proximity of a health care facility 

seems to be an added advantage as far as keeping medical appointments is concerned.  
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6.13 Suggestions to improve health care access  

 

A given number of suggestions were made by respondents to improve the quality of services 

they receive at health care facilities. The type of improvements suggested ranges from the 

facilities used to welcome patients to the actual services. Some suggestions are individually 

based while others aim at addressing the provision of services in general. For instance, it is 

argued that older people are vulnerable and they should be treated differently. A better way of 

catering for them can be achieved by making collective appointments, scheduling all of them 

on one day. The following respondents express their opinion over this issue in the quotes 

below:     

 

Firstly, the nearest hospital is congested, they should send other patients at the 

nearest clinic and fix the benches we sit on before registering. Secondly, they should 

see patients by age groups, it lessens the volume of people because everybody goes 

any day. Finally, they should computerise their data and avoid believing in anyone 

who claims to live in the neighbourhood (Female, 67 years). 

 

It is better to schedule one medical appointment for everyone living in this old age 

home to get treated, just one day. This will spare people from leaving here at 3 

o'clock in the morning, they are older people and it is not good for them to leave that 

early to seek health care (Male, 84 years).  

 

They should provide adequate supervision to the hospital members of staff to avoid 

things such as file losses, people collapsing after standing for hours in the queue. It is 

better to prioritise older people instead of treating everybody the same. In addition, 

uneducated and people without any knowledge of nursing should not be senior to 

nurses and doctors (Female, 70 years). 

 

The amount of workload and congestion leads health care workers to shorten consultations to 

attend to other patients as soon as possible. The quality of services provided seems to be 

questionable as in most cases, treatment is based on explanations provided by patients rather 

than diagnoses. Doctors attempt to quicken the pace of work by prescribing any medication 

demanded by patients. It is believed that the quality of health care can be improved if skilled 

doctors are hired. Some respondents complain about the lack of continuity in the service 
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provided because doctors are changing on every visit. The fact of being consulted by 

different doctors does not allow the elderly to build trust, they have the impression of starting 

over with a new face on every appointment. The following respondents provide further light 

in the quotes below:      

 

More doctors are needed, they must be able to know what they are talking about, they 

must be competent and be able to examine you instead of just asking questions and 

end up prescribing medication (Female, 66 years).  

 

Doctors are changing, we cannot have the same doctor for our condition (Female, 67 

years). 

 

Nine out of ten times doctors are in a hurry to get rid of me and they end up 

prescribing what I need (Male, 65 years). 

 

An older person claims to have offered to work voluntarily at a health care facility in an 

attempt to help decongest it. The respondent did not say what kind of strategy he would have 

put in place to achieve his goal but he reported being successful in his attempt before being 

asked to stop. The issue of long queues seems to have a negative impact on health seeking 

behaviour. It might be difficult to assess the extent to which the management of health care 

facilities has attempted to relieve the burden of patients. This desperate attempt may highlight 

a lack of initiative on the part of those in charge to address this issue. The following 

respondent speaks about his experience in the quote below:  

 

The manager of the hospital is a problem, I volunteered to work at the hospital, the 

manager got rid of me, he told me not to come back, he thought I would get his 

position. I was a production manager where I was working and it was easier to get 

rid of the unnecessary queue and people were very appreciative of me at the hospital, 

but the guy was not happy with me and he told me to leave. They tried to do it without 

me and it did not work because they did not know how to do it. I was willing to teach 

them (Male, 68 years). 

 

Improving the quality of health care for older people can help enhance their well-being. It is 

better to bear in mind that older people should be regarded as patients with special needs and 
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given preferential treatment over those who are not critically sick. Although every person 

coming to health care facilities may experience ill-health, some patients are more vulnerable 

and require to be attended as soon as possible. Older people are part of patients who visit 

health care facilities on a regular basis. In general, their visits revolve around issues such as 

the collection of medication, doctor appointments or other routine check-ups. Assimilating 

the elderly with other patients in terms of priority may be misleading or should be done by 

taking into consideration their specific condition. For instance, people suffering from 

diabetes, wheelchair users should have a special counter they report to or be allowed to skip 

queues to shorten the time they spend before receiving treatment. 

 

6.14 Experience at a health care facility 

 

Depending on their conditions, older people have at least one monthly visit to a health care 

facility. Adequate treatment and good interaction turn their health care visits into a positive 

experience. In a sense, a good day at a health care facility is described in terms of time spent 

in the queue. This means that every short visit is appreciated but also the attitude of health 

care workers can make a long waiting day acceptable if they show consideration for patients. 

The following respondents elaborate on their experience in the quotes below:  

  

I was there for five hours today, nobody wanted to hit each other because the doctors 

were running late. We understood and I found out from the doctor who said he has 

been up all night, thanked him for being so pleasant to me, that was a good 

experience (Female, 63 years). 

 

Yesterday I was smiling, I went to the hospital after lunch, I left home at about 12.30 

and I was back home at 15.45 after collecting medication and seeing the doctor, that 

was really fast. People normally go early in the morning and finish in the afternoon. 

That was my best day otherwise you must be prepared to spend half day there (Male, 

65 years).  

 

When people in charge, the workers there attend to you nicely it makes a lot of 

difference, it cuts down your frustration just by them being nice to people. When they 

talk in a haughty manner, it sort of puts you off (Female, 73 years).   
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Visiting a health care facility can be an annoying moment as some respondents have reported. 

The day of medical appointments seems to bring back frustration as it is often associated with 

bad experiences. One of the main problems lies with the time spent waiting for treatment or 

collecting medication. For many, spending the whole or half-day at a health care facility 

haunts them. The elderly also express concern over being ill-treated by health care workers 

and when they fail to collect their chronic medication. The following respondents express 

their view in the quotes below:        

 

It is always a bad experience because it does not matter how earlier you come you 

will find it full, you have to sit there the whole day, you must bring your lunch along 

with you and be prepared to spend the whole day (Female, 75 years).  

 

I am a blood pressure patient, the only thing is when they run short of my medication 

as it is becoming common at the hospital (Female, 67 years).  

 

When doctors do not have extra time to spend with patients and the attitude of the 

staff, sometimes, after queueing for a long time, nurses end up bullying you around. 

They send you from one point to the other point in the hospital just wasting your time. 

Older people cannot walk that long, the hospital is big (Male, 65 years). 

 

The reception of the elderly seeking heath care receive at the hand of health care workers is 

likely to hinder their health seeking behaviour. They express concern over the attitudes of 

health care workers, shortage of key medication and long waiting time. Although spending 

much time in the queue is not always acceptable, the elderly would like to be treated with 

respect instead of being ignored or regarded as inexistent.  

 

6.15 Eating habits and consumption  

 

Lifestyle appears to be an important determinant of health. Although some of the behaviours 

may have a negative impact on health, it is not always easy to accommodate the change. 

Table 6.6 highlights the level of cigarette consumption among the elderly. It appears that non-

smokers account for the largest share of older people with 86.9%. In terms of gender, there 

are more smokers among older men (22.9%) than older women (4.8%). Married people 

(12.7%) tend to smoke less than those unmarried those  or living with partners (12.7%). 
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Table 6.6: Percentage of respondents who reported cigarette consumption by gender 

and marital status 

Statement Smoker Non-smoker  N 

 % %  

Marital status    

       Married 12.7 87.3 1406 

       Not married 14.0 86.0 357 

       Total 13.1 86.9 1763 

Gender     

       Male 22.9 77.1 1184 

       Female 4.8 95.2 2355 

       Total       10.7 89.3 3539 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section 

 

Eating habits are an important feature of physical well-being since a healthy diet is more 

likely to result in better health outcomes. Eating healthy is regarded as a better way of 

looking after oneself and even boosting the immune system. When asked about their eating 

habits, some respondents reported being comfortable with it and even the most recent 

enjoyable experience was mentioned to express their satisfaction. However, the fact of being 

satisfied seemed to conceal their reluctance to engage on this issue or any attempt to avoid 

confrontations. The quotes below provide more insights into the issue reported by these 

respondents: 

 

I am happy, like yesterday I enjoyed very well the meals we just had it was very 

lovely, it was beans, it was very nice, I do not always complain about meals. I enjoyed 

my meals, we have three meals a day and good meals, I cannot complain (Female, 69 

years).  

 

I am satisfied with my eating habits (Female, 81 years). 

 

Besides having respondents who were pleased with their eating habits, others have different 

opinions about food. They argue that it lacks variety and is of poor quality, complaints such 

as the repetitiveness of the menu and unhealthy food served almost daily are made to 

substantiate their stance. To circumvent these challenges, some respondents use spices or buy 
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food elsewhere. By spicing up their food, they hope to make it healthy and even add variety. 

On the other hand, regardless of his or her health condition, every respondent is served the 

same menu whether pleasing or not. For those who are not pleased with this menu, they 

report getting food delivered by relatives or family members. The following respondents 

share their experiences as quoted below:                 

 

I am satisfied with my eating habits and I think people should be allowed to choose 

what they want. I eat properly, I go to Wimpy and make my breakfast every morning, 

whatever is made at Wimpy but I do not cook, instead, I just have porridge (Female, 

68 years).  

 

I am not satisfied, nearly every day we are eating potatoes. Sometimes we have 

mashed potatoes for lunch and supper. It is not healthy and they do not allow us to 

cook our food (Female, 75 years).   

  

Thank God, I have jam, butter, peanut butter, and cheese, sometimes my children 

bring food. I do not bother them, I must think for myself, they are battling too. I got 

nice food from them today, I was crying while eating (Female, 68 years). 

 

I do not particularly enjoy the food but I have to spice it. You know, changing food is 

difficult but I do buy a disposable black pepper meal and take it down to the dining 

room as well as garlic. To make soup taste nice I put a teaspoon of garlic. So I try to 

add healthy spices like garlic and others that give taste (Female, 68 years).  

  

The elderly reported having three meals a day, notably breakfast, lunch, and supper. Some 

respondents revealed they have made an effort to accommodate themselves with the eating 

hours of the old age home. This may not only mean they have managed to accept anything 

offered to them but also succeeded to change their eating habits. The elderly come from 

different backgrounds and require some time to get used to the new environment. 

Furthermore, a given number of medical conditions impose a constraining eating schedule 

such as having several meals or snacks regularly. It also appears that some respondents are 

aware of the benefits of a healthy diet as it is believed to be one of the contributing factors in 

the successful management of their conditions. More light on this issue is provided by the 

quotes below: 
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I have become acclimatised since living here at this residence, we have a certain time 

for eating. I have adapted to that, I have my three meals, breakfast, lunch and supper. 

I have my three cups of Rooibos tea a day that I find very relaxing because when I 

heard about Rooibos here about four to five years ago and the effect of it, believe me, 

my hypertension is so controlled, it is unreal because I believe that Rooibos tea 

relaxes you. And once you are relaxed, your pressure comes down, that is where my 

pressure is controlled (Female, 73 years).  

 

Like I said because I am diabetic I have to eat constantly, a little not a lot at a time. I 

was diagnosed when I was 30, I am now 65, so for 35 years, I have been conditioning 

myself on eating regularly and so on (Male, 65 years).   

 

It appears that healthy eating is regarded as one of the priorities for some respondents since a 

wide range of healthy food is provided. However, what is healthy in someone may not 

necessarily hold true for another. The fact of offering a single healthy diet may be misleading 

and cannot be taken for granted when dealing with a group of people affected by diverse 

conditions. The following respondent expands on this matter in the quote below: 

  

I am eating healthy in this place although some people are not happy with the type of 

food offered in this place. There is a variety of food, a lot of vegetables and I think it 

is good. Sometimes it is a bit too many carbohydrates and that might be the reason 

many people residing in this place are diabetic, too much of starchy food, 

carbohydrates like potatoes and mealie meal porridge and rice. Even though I do not 

take sugar at all, that is still sugar since the body converts it to sugar. This is a major 

health issue; people that are living with diabetes should not be given this food, it is 

killing them. Two weeks ago, residents made comments on the type and quality of food 

and I suggested having a diabetic diet but nothing happened. You know, they have 

already a lot of carbohydrates and then you give them tablets to bring their sugar 

down, it does not make sense to me and it is not logical (Male, 65 years).       

 

Eating habits are particularly important in old age because of their impact on health. Having 

an adequate diet helps the elderly to benefit from improved well-being and live healthy. A 

healthy diet is put forward as an important feature in the successful management of numerous 
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chronic conditions. When the elderly are offered a single menu for breakfast, lunch, and 

supper, it emerges that one menu cannot accommodate all dietary restrictions for people 

suffering from various conditions. For instance, what is acceptable for a stroke survivor may 

not be applicable to a diabetes sufferer. Healthy eating is a relative concept that cannot be 

achieved with one menu, the elderly should be offered several options to choose from. 

Unfortunately, all older people do not receive support from relatives or cannot afford food 

whenever they are not happy with the old age home menu, instead, they are compelled to 

accept any available meal. Furthermore, some elderly express concern over the lack of 

variety of food and its impact on health. To circumvent this challenge, alternatives such as 

adding spices, buying fast food or getting home-cooked food are used. It appears that there is 

no clear cut distinction between healthy and tasty food on the part of older people since 

replacing meals cooked for old age home residents with fast food does seem to be the 

healthiest option. In addition, it is worth mentioning that some healthy food does not 

necessarily taste good.  

 

6.16 Meal skipping   

 

Despite reporting having three meals a day, meal skipping is quite widespread. Some 

respondents revealed it occurs on the medical appointment day for either collecting 

medication or meeting with the doctor. Knowing that appointments at public health facilities 

last between two to seven hours and given that almost all respondents approached are not on 

medical aid, this long waiting time is likely to compromise their well-being. Meal skipping 

increases the vulnerability of the elderly who cannot afford food and whose health requires 

regular eating. Any visit that lasts more than five hours, results in two meal skipping. The 

following respondent speaks about what happened to his brother in the quote below:  

 

You skip your meal like my brother went yesterday at 5 o'clock, breakfast is served at 

8 o'clock so he loses his meal, he is going to wait for lunch at noon (Male, 65 years). 

 

It appears that older people attend medical facilities regularly for either collecting medication 

or consulting with the doctor. These frequent visits are not only crucial for their health but 

also associated with some health challenges such as long waiting hours. Any person who is 

not in the dining room at mealtime is less likely to be served. This may represent some health 

hazards for those who cannot afford food. Preferential treatment to the elderly may be a better 
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way of circumventing this issue. A skip queue permission should be granted as this helps 

minimise the time spent at medical facilities and even avoid having further implications.         

 

6.17 Lifestyle 

 

Some respondents report participating in physical activities that enable them to be fit; 

walking appears to be the exercise of choice. Walking is regarded as an expression of 

independent living which contrasts with dependence in old age. Other entertaining activities 

such as playing chess or watching TV were mentioned as well. Viewed from the perspective 

of their proponents these entertaining activities help them to keep fit although it does not 

require energy expenditure. Similarly, practicing mental activities such as reading was 

believed to be another example of fitness exercises. The following respondents express their 

opinions in the quotes below:        

 

I play chess, watch TV, I am a TV addicted (Male, 76 years). 

 

I do a lot of walking or sit and read a book (Female, 66 years). 

 

I take a walk to uShaka and back. I am still physically fit, I have not reached the age 

of using a walker or stick (Female, 63 years). 

 

My bones are too sore, I cannot even pick up my hand like this, it gets caught. 

Imagine from seven years old walking from one side of the leg, there is nothing that I 

did like an abnormal person (Female, 70 years).   

 

Some older people are conscious of the importance of physical activities and their impact on 

fitness. In most cases, they seem to be involved in activities of low intensity such as walking, 

they can cover a distance of three kilometres or more. Walking is perceived also as the 

embodiment of independent living, it is believed to distinguish older people from other age 

groups. The concept of physical activities differs, it is equated with entertaining and reading. 

Although some of these entertaining activities can have the merit of being enjoyable and 

keeping the elderly away from feeling lonely, they do not necessarily provide the same health 

benefits as those that require the expenditure of energy. Hence, their health benefits seem to 

be less significant compared to physical activities. Furthermore, the elderly suffer from a 
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multiplicity of medical conditions that may not allow them to exercise or restrict their 

mobility. For instance, a disability may serve as a deterrent to physical activities. This 

challenge can be well addressed by instructing the elderly on specific exercises that can 

accommodate their physical impairments. 

 

Older women tend to be more affected by high blood pressure (52.9%) than older men 

(37.7%), BMI seems to be another factor that highlights a lack of a healthy lifestyle in old 

age since 54.6% of those who are overweight or obese suffer from high blood pressure 

compared to 29.7% of normal weight. Old age seems to be associated with a rise in 

prevalence of high blood pressure with 55.9% and 42% being diagnosed among those aged 

over 69 and 60-69 years older respectively. Table 6.7 below provides further light on this 

issue.   

 

Table 6.7: Percentage of respondents who reported  blood pressure status by 

background characteristics  

Statement No high blood 

pressure   

High blood pressure    N 

 % %  

Gender     

       Female  47.1 52.9 1929 

       Male 62.3 37.7 1002 

       Total  52.2 47.8 2931 

Smoking    

       No  50.5 49.5 2502 

       Yes  33.7 66.3 424 

       Total  47.2 52.8 2926 

BMI    

       Underweight 75.1 24.9 161 

       Normal weight 70.3 29.7 777 

       Overweight 45.4 54.6 1803 

       Total  53.7 46.3 2741 

Marital status    

       Not married      52.3 47.7 286 

       Married 55.1 44.9 1184 

       Total  54.3 45.7 1470 

Age in years    

       70+ 44.1 55.9 1179 

       60-69 58.0 42.0 1752 

       Total       52.2 47.8 2931 

* Using NIDS weighted data, wave 5, year 2017 

*Although 3545 respondents took part in the survey, some skipped certain questions in this 

section.  
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In order to assess the influence of lifestyle on the likelihood of reporting high blood pressure, 

five variables such as age, BMI, gender, smoking, and marital status were used. It turns out 

that two explanatory variables were highly significant in the univariable model, notably 

gender and BMI. The univariable model was also highly significant at p<.001. BMI was the 

stronger predictor of reporting high blood pressure with an odds ratio of 2.9. This is to say 

overweight older people were 2.9 times more likely to be diagnosed with high blood pressure 

than their underweight peers. After running the multivariable model, using again all these 

five explanatory variables, they were all significant at p<.001, BMI remains the stronger 

predictor. After controlling for age, gender, marital status and smoking, the overweight were 

7.7 times more likely to be diagnosed with high blood pressure than their underweight 

counterparts. The second predictor was smoking with an odds ratio of 1.5. As far as gender is 

concerned, older men were 0.8 times less likely to be diagnosed with this condition. In 

addition, the fact of being married and aged 60-69 years was less likely to be diagnosed with 

high blood pressure. Table 6.9 below provides further details on this illustration.  

 

Table 6.8: Logistic regression predicting likelihood of reporting high blood 

pressure diagnosis by background characteristics 

 Odds Ratios and 95% confidence intervals 

 Model I Model 2 

Gender Unadjusted Adjusted 

       Female 1.00 1.00 

       Male 0.540(0.536-0.543) 0.802(0.793-0.811) 

Smoking   

       No 1.00 1.00 

       Yes 0.519(0.513-0.525) 1.479(1.453-1.505) 

BMI   

       Underweight 1.00 1.00 

       Normal weight 0.384(0.381-0.388) 1.851(1.788-1.916) 

       Overweight 2.965(2.942-2.988) 7.726(7.465-7.995) 

Marital status   

       Not married      1.00 1.00 

       Married 0.894(0.884-0.903) 0.747(0.737-0.756) 

Age in years   

       70+ 1.00 1.00 

       60-69 0.571(0.567-0.574) 0.418(0.413-0.422) 

*P<.001 

* Using NIDS weighted data, wave 5, year 2017 
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The elderly who were interviewed in qualitative data reveal that being in motion is seen as a 

way of life for them. To get relieved, respondents suffering from some medical conditions 

regard physical activities as a necessity. Walking is favoured, it can be done on a special 

occasion or as part of daily routine. The distance to cover should be long enough to provide 

some comfort. By the same token, a respondent using a wheelchair argues that the fact of 

performing household chores already stands for physical activities. Moving around with a 

wheelchair requires much energy that can be equated with a fitness activity. The following 

respondents highlight their stance in the quotes below:          

 

I do a lot of walking, I try to walk as much as I can to stretch my legs. I am an 

arthritis sufferer and it is important to keep my legs moving so I walk from here to 

Pick n Pay which is quite a long walk and back here, I also go to uShaka (Female, 73 

years). 

 

Actually, I used to go to the frail care unit to do it but now my individual exercise 

covers up (you can see). For instance, I am going up and down my bed from my 

wheelchair to the bed. It is enough and I wheel myself down to the dining room three 

times a day to me it is an exercise. This business of going from the wheelchair onto 

the bed and sitting on my bed, making my bed it is all part of the exercise as long as I 

am invigorating my body, not just sitting (Female, 73 years). 

 

Walking appears to be the favourite physical exercise of the elderly. Sometimes, it is 

perceived as a compulsory task that should be done regularly to relieve the pain for those who 

are suffering from a chronic condition. Walking works as a catalyst for independent living 

since the elderly strive to perform activities of daily living bearing in mind that their well-

being depends on it. Similarly, avoiding being dependent on others for wheelchair users and 

performing household chores are equated with physical activities. There is a perception that 

the amount of energy disbursed while performing these tasks is similar to physical exercise.  

 

6.18 Summary  

 

The objective of this section was to explore the reported health status of the elderly and 

highlight their health challenges. A whole set of challenges inherent in health seeking 

behaviour had to be investigated as well. It was acknowledged that there is an increase in the 
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utilisation of health care services with age as the elderly recorded more frequent medical 

appointments. There were two scheduled routine visits to health care facilities for collecting 

medication and meeting with the doctor once a month and once every six months 

respectively.  It is worth noting that all older people were not affected in the same way, those 

suffering from multiple morbidities had on average more than one medical appointment a 

month. Similarly, studies have found that multiple morbidities resulted in frequent 

hospitalisation, increases in health visits and health expenditure (Jankovic et al., 2018; 

Marengoni et al., 2011; S et al., 2015). Older women were more likely than their male 

counterparts to develop multiple morbidities (Aye et al., 2019). The elderly argued that their 

unhealthy lifestyle at younger ages was to blame for their current ill-health. Risk factors such 

as smoking and alcohol consumption, obesity and physical inactivity are responsible for a 

great deal of ill-health and death in old age (Heise et al., 2019; Jacob et al., 2016). They 

substantiated their viewpoint by revealing that a noticeable improvement in well-being was 

observed after adopting healthy behaviours.  

 

In terms of physical activity, a substantial share of both male and female elderly were not 

exercising. For those who were worried about their fitness, walking was the exercise of 

choice. Physical activity was acknowledged as a necessity because of its health implications 

as also highlighted by other studies (Gobbo et al., 2015; McPhee et al., 2016). The relief 

provided by physical exercise on well-being can be extended to any condition since it was 

suggested that muscle function in people with impaired mobility could be improved by seated 

muscle strengthening exercises as well (Castrogiovanni et al., 2019). High sedentary 

behaviour and low physical activity are believed to be positively associated with the loss of 

skeletal muscle mass and mortality in old age (Chastin et al., 2015). The likelihood of 

developing chronic conditions such as high blood pressure was higher in women than men. 

Furthermore, the probability of developing a condition such as high blood pressure was high 

in overweight and obese people. Consistent with other studies (Campbell et al., 2015; Gobbo 

et al., 2015), the risk of suffering from high blood pressure in smokers was found significant. 

High blood pressure was one of the most prevalent chronic conditions with over 50% being 

diagnosed with it. Diabetes appears to represent another health challenge with close to 20% 

of cases, it is followed by heart diseases with nearly 8.6%. This is consistent with other 

studies that found a substantial share of sub-Saharan older people affected by diabetes, heart 

diseases, and a high prevalence of high blood pressure (Aye et al., 2019; Campbell et al., 

2015; Pilleron et al., 2017). 
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Although the elderly report suffering from chronic conditions, more than 50% rated their 

health as excellent, very good or good. Consistent with other studies (Fonta et al., 2017; 

Wang et al., 2014; Wong et al., 2017), older men tend to rate their health as excellent or very 

good compared to older women. In order to manage successfully their medical conditions, the 

elderly were required to be on medication and adherent as long as possible, probably for the 

rest of their life. To meet these requirements, several ways were used to avoid skipping doses 

and compromising their well-being. Some of these arrangements highlighted their ingenuity 

and commitment to avoid worsening their fragile well-being.         

 

Eating habits are one of the crucial features of healthy living and an important determinant of 

health. It was revealed that the elderly living in the old age home had three meals a day, 

notably breakfast, lunch, and supper. Some older people found their eating habits 

accommodated while others expressed concerns over the lack of variety and the 

repetitiveness of the menu. Furthermore, although it was acknowledged that the menu was 

healthy, it did not take into consideration the health risks associated with the consumption of 

some types of food for sufferers of a particular chronic condition. Eating patterns are thought 

to be one of the main components of successful aging. The meals offered to the elderly did 

not seem to match the Mediterranean diet which is believed to be the most adequate for 

achieving healthy aging (Sofi et al., 2013).   

 

The majority of older people were reliant on public health services, which are free in the 

country. Living within a walking distance of a health care facility was an additional 

motivation for keeping medical appointments. Consistent with a study in Myanmar that found 

that the elderly relied more on conventional medicine and tended to visit the nearest health 

care facility (Aye et al., 2019). Although the elderly are free patients, commuting by taxi or 

bus represented a financial burden that some struggled to cope with, especially, those 

suffering from multiple morbidities. Furthermore, a serious challenge to health seeking 

behaviour was also observed in the elderly living with a disability as they required adequate 

transportation. Marengoni et al. (2011) highlighted the existence of a link between multiple 

morbidities and adverse health outcomes such as dependence and disability which increased 

the utilisation of health care services and poor quality of life. In other words, regardless of the 

challenging nature of their medical conditions, the fact of living in the neighbourhood of a 

health care facility had a positive impact on health seeking behaviour in the elderly.   
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The majority of older patients, utilising public health care facilities, cast doubt on the quality 

of treatment as they confronted challenges such as congestion and difficult interaction with 

health care workers. Banerjee (2015) argues that health care workers are not adequately 

trained to deal with health in old age notably non-communicable diseases, multiple 

morbidities and/or long term conditions. Furthermore, high patient turnout seems to challenge 

the quality of care. It was revealed that the amount of pressure placed on health care workers 

was high, they had to race against time and ensure that every patient was served before the 

health care facility closes. Working at a high pace was adopted as a better way of dealing 

with congestion, it helped shorten the time of consultation and ensured that there were more 

patients consulted within a short time. As a result, health care workers did not often carry out 

thorough diagnoses and could end up prescribing all medication suggested by patients.    

 

On the patient side, there was less excitement to visit health care facilities on the appointment 

day. For instance, the negative attitudes of health care workers and long waiting time were 

put forward as reasons for their reluctance to visit health facilities. The minimum amount of 

time spent on every medical appointment was four hours, short visits seemed to be cherished 

or appreciated. The first come first serve principle on which health care services work is 

based does not seem to be fair to the elderly since it does not take into consideration their 

vulnerability and multiple morbidities. Treating all patients on the same basis sounds fair but 

the elderly were reluctant and questioned the reasoning behind this decision. Waiting for long 

hours was likely to compromise their well-being since some of them were afflicted by a 

multiplicity of health challenges. In addition, the attitude of health care workers towards 

older patients was described as unwelcoming. The elderly recalled being shouted at, ignored 

or treated in an unfriendly manner on several occasions. This is consistent with a study by 

Haskins et al. (2014) who revealed that health care workers were working under much 

pressure and end up disrespecting their patients. 
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CHAPTER 7: DISCUSSION AND CONCLUSION 

 

7.1 Introduction 

 

For years the issue of population aging was overlooked in the developing world, particularly 

in sub-Saharan Africa. The youthful nature of the population was one of the reasons leading 

policymakers and scholars to pay less attention to the elderly and focus on the younger 

generations (Apt, 2012; Makoni, 2008). At present, the elderly are at risk of experiencing 

heightened vulnerability as a result of a decline and even loss of traditional support 

(Aboderin, 2012; Aboderin, 2017). While with advancing age people tend to develop non-

communicable diseases, the health systems seem to ignore their health needs and remain 

focussed on medical conditions prevailing at younger ages, notably infectious and acute 

illnesses (Ng et al., 2010). It is believed that an increase in the number of the elderly in 

unprepared countries is more likely to represent a serious challenge for their well-being.  

 

The study attempted to understand social support and determinants of health of people aged 

60 years and older living in South Africa and provide a comprehensive definition of the 

concept of old. The concept of old was explored as it remains one of the contentious issues of 

population aging. The heterogeneity of old age in different settings, notably, between 

developed and developing countries makes it difficult to find common ground (Maharaj, 

2013; Makoni, 2008). The elderly were called on to reflect on their perception of old age 

since they are those whose life is most affected, they also provided insights on their health as 

well as on various types of support received. Engaging with the elderly was useful and 

thought-provoking as it resulted in an important source of first-hand information. 

 

A review of literature on health in old age in the developing world, particularly in South 

Africa reveals that it has not benefited from extensive research. The dearth of empirical work 

in this country raises concerns over the well-being of the elderly since it is home to one of the 

largest share of the older population in the sub-Saharan African region (Statistics South 

Africa, 2018). Research on the health of the elderly has been substantially explored in the 

more developed world. Although most recent studies tend to focus on the economic impact of 

population aging, aging in place, healthy aging, the link between perception of aging and 

health, aging and challenges to families, in the less developed world, the research has 

attempted to address issues such as challenges inherent in chronic conditions in Africa, 
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intergenerational care, social networks and aging, challenges for elderly care, differences in 

composition of social networks and gender, happiness and lifespan, accommodating the 

needs of multiple morbidities patients, aging and health. Overall, these studies highlighted 

several challenges inherent in population aging, however, the concept of old used to conduct 

these investigations differs from one research to another. The commencement of old age 

differs and may depend on the perception of every society. In addition, no study seeks to 

understand the influence of social, economic and social support on health in old age drawing 

from qualitative and quantitative components. If ever interventions are to be made, it seems 

necessary to use empirical evidence from studies representative of the social and economic 

context of each country.  

  

This study has utilised both qualitative and quantitative methods approaches. Although the 

largest part of the study was qualitative, it also made use of quantitative investigations. In 

fact, in terms of research design, descriptive and explanatory techniques were adopted. An 

interview guide was used for conducting in-depth interviews and secondary data from NIDS 

provided a great deal of relevant quantitative information. Using triangulation as a 

methodological approach has the benefit of circumventing weaknesses inherent in each of the 

methods and providing better outcomes. Triangulation offers more prospects of 

understanding the research problem by addressing research questions from a wide range of 

perceptions. This section discusses the main findings on social and economic factors that 

impact health in old age in South Africa.             

 

7.2 Discussion 

 

The findings of the study show that the elderly tend to describe old age according to others.  

Regardless of their age, they argue that chronological age is a number and can be used to 

substantiate an argument rather than the main criteria for describing the concept of old. There 

is on their part a perception that old age should be experienced and not imposed, many of 

them do not feel old. This is consistent with Jones (2006) who reveals that people are less 

likely to associate themselves with the category of being old. This perception is shared by 

people who are referred to as old on the grounds of their appearance and chronological age. 

Similarly, Leach et al. (2013) argue that the baby boomers do not describe themselves as old. 

Instead, they perceive their cohort as a bridging generation between the old ways and the 

younger generations. This viewpoint seems to be upheld by their youthful consumption-
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oriented lifestyles. Caring about themselves, dressing smart, appearing and spending as the 

youth has been part of their values (Gilleard and Higgs, 2005).         

 

The study has challenged the current concept of old, based solely on chronological age. Using 

chronological age to describe old age leads to the assumption that people aged 60 years and 

older belong to a homogeneous age group and aging is uniformly experienced. This definition 

does not seem to hold true since diversity is portrayed as one of the key features of old age. 

Some people aged 80 years can be compared to many 20-year-olds in terms of physical and 

mental capacities. On the other hand, some people experience a decline in mental and 

physical capacities by the time they turn 60 or 70 years and require assistance to perform 

activities of daily living (World Health Organisation, 2015). Equating an independent 60-

year-old with a dependent 60-year-old based on their chronological age seems flawed and 

unrealistic. It is noteworthy that the elderly do not form a homogeneous group that can be 

distinguished by certain characteristics. Furthermore, the fact of being exposed to different 

environment and lifestyle impact the aging process (Steves et al., 2012; Yamasoba et al., 

2013). Yet old age is a heterogeneous concept that cannot be described from a one-size-fits-

all approach.  

 

This study highlights that functional aging does not necessarily correspond with 

chronological age. Even using physical appearance as a measurement, being chronologically 

young does not necessarily translate into looking young. In other words, some 

chronologically young people tend to look older than they should. Smoking cigarettes could 

be one of the reasons leading some people to experience facial aging (Morita, 2016; Seitz et 

al., 2012). Yet using physical appearing as a basis for describing old age may challenge the 

current concept. To substantiate this finding, a study by Chen et al. (2015b) argue that 

discrepancy between chronological and physiological age can amount to ±6 years in  people 

who belong to the same birth cohort. Sternäng et al. (2018) make the same argument in 

revealing that the pace of aging differs in one another since some people tend to age earlier 

than others. Understandably, having a different pace of aging is likely to result in dissimilar 

functional aging. This is to say it is possible to find functionally old and young people within 

the same birth cohort. Describing old age on the basis of one feature seems simplistic and 

fails to capture its full picture. According to Viana Medeiros et al. (2016), the perception of 

the concept of old should encompass cultural values, background, and personal history. In a 

sense, the definition of old age cannot be dissociated from the socio-cultural context of the 
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community it represents. For instance, the fact of using the same terminology does not 

necessarily result in similar interpretations. Given that the concept of old is a social 

construction, its meaning is not universally shared but depends on the culture and history of 

the society (Hepworth, 2000).   

 

This study found that old age begins when people become unable to work and fulfil their 

family responsibilities. In other words, older people are entitled to continue to play an active 

role as long as their health permits. This perception differs from what is commonly used as 

the retirement criteria when people who reach a fixed chronological age are taken out of 

active life. The assumption behind the chronological age approach seems to be that upon 

reaching the retirement age, every person becomes unfit to continue playing an active role in 

society. Investigating this issue, Warburton et al. (2017) argue that the retirement age has as a 

basis the exclusion of the elderly from active life. It is possible to assume that using 

chronological age as a basis for describing old age can be sometimes puzzling. In a sense that 

a chronologically young person with a fast functional aging pace may be preferred to his or 

her peer on account of chronological age while he or she may no longer be able to perform 

better than a chronologically older person. The concept of old seems to perceive old age from 

a stereotypical viewpoint and ignore healthy and cognitively able older people  (Sternäng et 

al., 2018).   

 

Besides a consensus on the aging process in the human race, the study fails to tell what 

gender ages earlier. Some older people believe that men age earlier than their female 

counterparts while others believe the other way round holds true. Nevertheless, they 

acknowledge that women live longer than their male counterparts as highlighted by research 

conducted in almost every part of the world (Austad, 2006; Ginter and Simko, 2013; Glei and 

Horiuchi, 2007). Despite this consensus, it was found that the fact of reaching the retirement 

age does not mark the commencement of old age or make someone old. An older person may 

be regarded as someone who has lost his independence and relies on others to perform his or 

her activities of daily living. This is to say a fit and independent 70-year-old may not be 

referred to as an older person while a dependent 60-year-old can bear this label. Health is 

perceived as one of the main determinants of aging and its impact on the concept of old 

cannot be overlooked. It appears that aging is a process that affects people differently, this 

fact seems to be acknowledged by countries that have set two different retirement ages for 

males and females (Tanga, 2015).  
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Furthermore, having features such as wrinkles, sight impairment, grey hair, lack of fitness 

and changing voice have been highlighted as likely to be associated with old age. However, if 

taken themselves these features cannot make someone old, it must be accompanied by a loss 

of independence. It is worth mentioning that some of these features can be present in some 

younger individuals. A study by Shin et al. (2015) reveals that factors such as smoking, 

obesity and family history are responsible for premature hair greying before the age of 30. An 

investigation by Quartilho et al. (2016) maintains that age-related macular degeneration, 

glaucoma, and hereditary retinal disorders were the leading causes of sight impairment in 

England and Wales at the end of March 2013. Lifestyle also seems to play an important role 

in influencing appearance as some research has linked smoking cigarettes to the appearance 

of wrinkles. The likelihood of developing premature facial wrinkling is higher in smokers 

than non-smokers (Doshi et al., 2007; Seitz et al., 2012).  

 

The study has revealed that the proportion of married men is higher than their female 

counterparts, this seems to highlight their ability to remarry after divorcing or experiencing 

the death of a partner. This observation in marriage differences is more likely to be explained 

by higher mortality rates in older men than older women rather than remarriage rates. This 

pattern is consistent with other studies conducted in the developing world (Faye and Andrade, 

2018). In terms of emotional support, married people or those living with partners are 

believed to benefit from more comfort than those who are not in a relationship. The 

availability of a partner appears to be an added advantage for couples; they are likely to 

benefit from mutual emotional support. It was found that not married people (widowed, 

divorced and separated) were more likely to feel lonely than those who were married or 

living as unmarried couples. This is to say marriage remains an important source of 

emotional support and the existence of other alternatives appear to be useful as well. A study 

carried out by Carr and Springer (2010) has highlighted the positive impact of marriage on 

the emotional well-being of the couple. Similarly, Kalmijn (2017) argues that marriage is 

associated with a sense of belonging, it provides emotional support in difficult times and 

decreases or prevents the likelihood of developing depressive feelings. This argument seems 

to contrast with other investigations highlighting that the fact of being married does not result 

in the automatic provision of emotional support, the quality of the union is also paramount. 

Unhappily married people struggle to lead a normal life since their problematic marriages 

take a toll on their emotional well-being (Chen et al., 2015a). On the older hand, never-
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married people manage to adjust to their situation and seek relationships outside marriage 

that may provide them with emotional support. Living with adult children can be one of the 

options as reported in South Africa (Madhavan et al., 2017). Furthermore, living with the 

elderly is regarded as one of the traditional obligations of family members towards them 

(Lloyd-Sherlock and Agrawal, 2014).   

 

For the residents of old age homes, it may not be possible to live with kin. The elderly have 

several sources of emotional support that can be extended to friends and relatives. A great 

deal of emotional support comes from other peers who reside in the same institution as they 

often have frequent interactions and gatherings daily. Telephonic conversations are one of the 

ways through which they receive emotional support from relatives who may be unable to 

come for a visit. Other ways of keeping in touch with friends and relatives are via postal 

mails and emails. This is consistent with research conducted in England and Wales that 

highlights the use of telephonic conversations as a way of overcoming the distance between 

the elderly and their adult children living in different areas. They used Skype, Facebook, 

email and webcam to communicate (WRVS, 2012). Using communication tools such as these 

have the advantage of accommodating working people, bridging the distance barrier and 

being less expensive. The English and Walsh study reveals than an increase in distance 

between the elderly and their adult children resulted in fewer face-to-face visits. High levels 

of interaction and frequent contact may increase the buffer effect for negative life outcomes 

while a less supportive family may reduce its efficiency (Li et al., 2014).  

 

This study also reveals that ministers such as pastors and priests as well as church members 

are instrumental in ensuring that the elderly are emotionally healthy. These men and women 

of faith visit the elderly on-demand or on appointment and also hold services in old age 

homes. A religion-based study by Hovey et al. (2014) perceived emotional support as the 

strongest predictor of social support and also the strongest predictor of health outcomes.                                                                  

Furthermore, regarding the elderly who could not find a reliable person for emotional 

support, self-talk or reading a book was used as a coping mechanism. The positive effect of 

social support on the well-being highlighted in these findings is in line with the social support 

theory (Cohen and Wills, 1985). 

 

An important point made in qualitative data is about the efficiency of emotional support. In a 

sense, any intervention that fails to yield positive results should not be referred to as 
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emotional support. This seems to highlight the obligation of results by ensuring that every 

attempt leads to a positive outcome. Studies have documented the positive impact of 

emotional support on the well-being of the elderly. The company of friends and family 

members or a good social network is believed to be a strong predictor of quality of life 

(Chatters et al., 2015; WRVS, 2012). In contrast, loneliness appears to be associated with a 

negative impact on health which compromises the quality of life. It is argued that loneliness 

can lead to risky behaviour such as drinking, smoking cigarettes, alcohol consumption, 

absence or less physical activity, inadequate diet, poor sleep among others (Hawkley et al., 

2010). WRVS (2012) reveals that support provided by family members can be inclusive of 

informing, listening to problems, advising, sharing news, and also, emotional support.      

 

7.2.1 Financial and instrumental support  

 

The results from the qualitative component have highlighted that some older people receive 

presents from their relatives and social networks while others have to rely on pensions to 

meet their needs. The fact of maintaining a good relationship during active life is put forward 

as the main reason for this differential treatment. This support has made a significant 

contribution to their well-being and quality of life as widely acknowledged. Consistent with a 

study conducted in Ghana by Aboderin (2017) who argues that the amount of support of 

children for their parents may no longer be dependent on filial obligation but in line with their 

appreciation, gratitude, and indebtedness. It appears that filial support cannot be taken for 

granted or may no longer be automatic. Instead, the elderly are repaid for having successfully 

fulfilled their parenting role during their active life.  

 

In contrast, those who do not receive any assistance from their relatives feel frustrated and 

disappointed, they have to fend for themselves and do their best to survive on the state 

pension. According to Chatters et al. (2015), factors such as the economic crisis, the rise in 

female employment, migration, the gradual breakdown of the extended family are responsible 

for a decline in  support for older people. The qualitative component of this study reveals that 

the amount of family support for the elderly depends on the number of people involved in 

income-generating activities. High-income earners tend to be more supportive than other 

family members and friends. On the other hand, Aboderin (2017) believes that economic 

hardship has led adult children to blame their parents for failing to provide them with an 

education that would have enabled them to better their life. Therefore, filial support is 
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dependent on children’s judgement, it is an honour given only to some deserving parents. 

Furthermore, instrumental support is another important assistance especially for the elderly 

living with a disability, impaired mobility or poor health. In case they may be compelled to 

go shopping, the first option at their disposal for running errands on their behalf is other older 

people living in the same old age residence with them. Family members and other social 

networks can also step in to assist if possible. Likewise, WRVS (2012) highlights that various 

support was provided for the elderly such as transporting, shopping, household chores, and 

even personal care.  

 

The qualitative component reveals that the elderly receive financial and material support from 

different social networks, such as adult children, grandchildren, and friends. Sons and 

daughters are reported to be the most supportive of all social networks. Besides the level of 

income, mutual understanding is put forward as one of the reasons leading these relatives and 

friends to be generous. It transpires that the likelihood of benefiting from support is 

diminished for childless people. Childlessness appears to be one of the causes that worsen 

vulnerability in old age. It is argued that the most vulnerable elderly are those who have lost 

all their children as a result of death (Lemtur, 2018). They are at high risk of suffering from 

anxiety, loneliness, isolation and they struggle to deal with activities of daily living. Studies 

conducted in Europe maintain that older people receive a lot of informal (unpaid) support 

from adult children, this sheds light on the key role played by relatives as providers of old age 

support (Brandt, 2013). While extended family or social networks help childless older people 

to stay afloat by supporting them sporadically, this help erodes when their health deteriorates 

and requires an intense demand for support. In most cases, childless older people struggle to 

find support when their health deteriorates to the extent they become unable to live 

independently. As a result, they end up compensating for this lack of children’s support with 

formal welfare institutions (Deindl and Brandt, 2017). 

 

It transpires throughout this study that the elderly were uncomfortable with receiving support 

on a regular basis since they would be perceived as a burden on the family or social networks. 

Instead, they want to be assisted occasionally or on-demand. They require assistance only in 

case of emergency or after failing to handle an issue. It is out of concern for their image that 

they behave in such a way. They make every effort to avoid being portrayed or labelled 

stereotypically. These findings are consistent with Canvin et al. (2018) who argue that the 

elderly make every effort to restrict the amount of assistance they require. They may use the 
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issue-by-issue approach to assess the necessity of seeking assistance. Low expectations are 

one of the causes leading them to adopt this attitude. For instance, they may perceive 

themselves as worthless or very old to require support. High expectations play its part in the 

decision to seek support as some older people remain active and believe they can handle any 

challenging issue. Their first attempt could revolve around managing or finding a way of 

adjusting their needs to available resources. Both low and high expectations are two crucial 

aspects that weigh on their decision-making whenever an issue arises (ibid). An emphasis has 

been put on two features believed to be responsible for causing reluctance in the elderly. 

Firstly, it was dependent on the way independence or being active is perceived. If receiving 

support is equated with loss of independence, they may fail to realise that independence could 

be obtained through assistance. Secondly, being a recipient of assistance is synonymous with 

a burden that seems to be conflicting with their perception of independence (Mackichan et al., 

2013). In addition, Kasiram and Hölscher (2015) found that some older people were ready to 

do anything to maintain their independence, they would even perform dangerous tasks.        

 

Qualitative data reveal that various type of support is offered to the elderly by the 

community, non-governmental organisations (NGOs) and non-profit organisations (NPOs). It 

seems that the motive behind these contributions is to offer them a home away from home. 

One of the exciting days is when home-cooked food is served, it is described as a real 

delicacy. Besides food, the wardrobe is taken care of by selling clothes at the lowest prices 

that would enable everyone to afford it. Unfortunately, they fail to cater for every old age 

home resident especially those who require larger sizes because of obesity. Although the 

elderly could not elaborate on how frequent these organisations support them, it seems to 

happen during major celebrations such as Christmas and Easter.  

 

It appears that some of the donations made to the elderly are based on the assumption of what 

is believed to be essential for them. Instead, it would become more interesting if their real 

needs were investigated before undertaking such generous activities. Asking the preference of 

the elderly on the type of donations that would be more helpful appears to be a good initiative 

since it is representative of their aspirations. Given that some organisations offer more than 

one type of support, it is possible to address a substantial share of the elderly’s needs. For 

instance, besides providing emotional support as mentioned earlier, church members and 

pastors support the elderly with food parcels. Keeping in touch with the elderly is believed to 

have an impact on their well-being, especially, visiting or involving them in outdoor or 
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indoor activities during the holiday season is regarded as a good initiative since it spares them 

from loneliness and isolation (Stevenson, 2017). This initiative has the merit of entertaining 

the elderly and offering them an opportunity regardless of their place of residence.    

 

Regarding any attempt by the local government to improve the well-being of the elderly, 

there is no clear answer. Some older people report not being aware of the extent to which this 

local branch of the executive is involved in their support while others argue that it makes 

some contributions without providing further details. In an attempt to substantiate their 

argument, they mention some contributions made towards supporting the elderly in other 

provinces and believe the same principle should apply everywhere. Kim and Warner (2016) 

reveal that local governments use several alternatives to maintain service delivery to the 

elderly in the USA. Local governments tend to be less involved in the day to day provision of 

service delivery; they outsource it to the private sector to ease pressures on themselves.     

 

The results from the quantitative component provide an estimated 71.6% of women and 

28.4% of men aged 60 years and older on pension. The state-funded old pension is the largest 

cash transfer scheme and almost all study participants acknowledged receiving it. The old age 

pension is an important source of income for almost all older people and the main 

requirement for any older person seeking to get accommodated in some old age homes. 

Becoming a pension recipient is crucial since it provides the elderly with some financial 

independence and relief. Consistent with other studies, the introduction of the pension system 

is reported to be an important milestone in old age (Tanga, 2015). Pension receipt has led to a 

profound improvement in health and quality of life in South Africa. Pension recipients have 

become attractive and essential members of the households (Madhavan et al., 2017). 

Similarly, in Lesotho, the perception of the elderly has shifted from worthless to valuable 

members, those who can contribute. They feel empowered and are regarded as trustworthy 

community members (Tanga, 2015). Despite this stated positive impact on well-being, living 

on a pension alone may be challenging even for old age homes residents. Some older people 

struggle to make ends meet and attempt to supplement their income by working part-time 

(ibid).  
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7.2.2 Subjective well-being and self-reported health 

 

A large share of older males tends to rate their health positively (excellent, very good and 

good) compared to their female counterparts. In general, this rating appears to be contrasting 

with their health status as some acknowledge suffering from chronic conditions. This 

inconsistency between self-perception of health and clinical status was also observed in 

subjective unhealthy and objective healthy individuals by Cho et al. (2015). These authors 

found that coming across some objectively healthy individuals grappling with health issues 

was a fact. Tkatch et al. (2017) argue that these subjectively unhealthy older people have 

been struggling with poor health for years and have come up with better coping mechanisms. 

In contrast, following a long life without major health concerns, the objectively healthy older 

people have witnessed the development of new medical conditions. They have not succeeded 

to adjust to their new reality and are still puzzled by the prospect of being afflicted for the rest 

of their life.     

 

An assessment of self-reported health using logistic regression in the elderly on hypertension 

treatment reveals that the model is significant. The elderly living in high-income households 

were more likely to have a positive rating of their health than their counterparts living in low-

income households. This is consistent with Gu et al. (2019) who highlight factors such as 

income, residence, health insurance and region as responsible for inequality. The presence of 

chronic disease in older people does not deter them from rating their health as excellent or 

very good. This is consistent with Rose (2018) who reveals that self-rating health status in the 

elderly does not necessarily depend on the absence or presence of a medical condition. Also, 

Levy and Myers (2004) found that the elderly with higher self-reported health were more 

likely to have a positive perception of aging and tended to be involved in healthy behaviours. 

The likelihood of having a positive perception of aging was significantly higher in these 

elderly than in those who rated their health negatively.  

 

7.3 Health seeking experience 

 

Old age appears to be associated with an increase in the frequency of utilisation of health care 

services. The qualitative component reveals that every older person has at least one medical 

appointment a month. In most cases, they visit a health care facility once a month to collect 

medication and every six months on an appointment with the doctor. Regarding the elderly 
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suffering from multiple morbidities, they may have more than one monthly appointment 

depending on the number of their conditions. Besides these scheduled visits, some are 

unplanned and take place in case of necessity. For instance, an emergency or sudden 

deterioration of health may compel the elderly to visit a health care facility. This finding is 

consistent with Prütz and Rommel (2017) who report an increase in the utilisation of health 

care services among outpatients in Germany with advancing age. The German study reveals 

that the rate of hospitalisation among people aged 65 years and older over the period of 12 

months was found to be twice as high as those aged 45 years and older. Despite this high 

demand for hospital admission, no significant differences are found between men and women 

(Prütz and Rommel, 2017). Old age is also associated with an increase in the proportion of 

people on prescribed medication. Knopf et al. (2017) argue that in Germany, the proportion 

of people aged 65 years and older on medication is between two and a half to four times as 

high as in the 18-29 age group. The impact of old age on the utilisation of health care services 

appears to be substantial.  

 

Although the elderly without medical aid are free patients, health seeking behaviour often 

comes with a cost. Unless they manage to walk to public health care facilities, the elderly are 

expected to spend a nominal fee of R10 for their return trip on every appointment day. This 

spending can represent a serious financial burden for people suffering from multiple 

morbidities as they are bound to book more than one monthly appointment. The elderly living 

with a disability or having impaired mobility may struggle to keep their medical 

appointments. Regardless of the distance between their residence and health care facilities, 

accessing health care appears to be a continuous challenge especially when there is no 

adequate transportation. A study by Kasiram and Hölscher (2015) acknowledges the negative 

impact of impaired mobility on health seeking behaviour in old age. Similarly, Hussey et al. 

(2017) reveal that a lack of accessible transportation for people living with a disability 

represents a serious hindrance in South Africa. Using transportation for abled-bodied people 

could be challenging as well as. For instance, although there may be sufficient space to 

accommodate a wheelchair, the negative attitudes on the part of public transporters remain 

another hurdle. Also, the public transportation systems accommodating disabled people are 

more likely to be found in urban than rural areas. The type of infrastructure inherent in health 

facilities seems to represent another barrier. A substantial number of health care facilities do 

not meet international accessibility standards. Even-recently built facilities failed to meet the 

requirements (ibid). Other features such as commuting costs can deter the elderly living at 
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home from keeping their medical appointments. It is revealed that South Africa has one of the 

highest commuting costs in the developing world and even in the developed world (Kerr, 

2017). 

 

The elderly do not experience poor health in the same way, some have severe health issues 

while others are still fit and healthy. In terms of the rate of utilisation of health care facilities, 

public institutions record the highest number of patients  aged 60 years and older compared to 

the private sector. The high patient turnout daily represents an additional challenge for all 

patients, particularly the elderly. Patients are treated according to their time of arrival, early 

comers are more likely to be the first in the queue. The waiting time is quite long and can 

amount to four hours or more, no distinction is made between older and young people. It is 

assumed that all patients are equal and should be treated in the same way. It appears that on 

every visit, the prospect of spending the whole day at a health facility haunts the elderly.    

 

Public health care facilities are congested, the elderly acknowledge that health care workers 

deal with a large number of patients on every visit, as a result, they are not given enough time 

to engage with their health concern. Health care workers focus the most on clearing the queue 

and ensuring that all patients receive treatment while the quality of service is neglected. 

Interactions between health care workers and patients have taken a toll as some older people 

tend to equate their consultation time with a tick-box routine. After spending much time 

waiting for their turn and when it comes, they are rushed to make some time for others, the 

elderly have the impression of failing to achieve their goal, especially when they are 

compelled to go home with unanswered questions or without being given time to ask any 

questions. 

 

The elderly describe the attitudes of nurses towards them as appalling, they report being 

treated as children and sometimes ignored. A study conducted in Israel found that older 

patients were less consulted or bypassed by health care workers. Instead, they tend to 

approach younger family members to query about clinical input because it is perceived to be 

an easier way of getting answers. Furthermore, for health care workers using humour with 

younger patients is more acceptable than with older patients and also they tend to remember 

the names of younger patients (Ben-Harush et al., 2017). It appears that negative attitudes 

towards aging are responsible for the poor quality of care and poor interactions between older 

patients and health care workers. Chambaere et al. (2012) highlighted that the likelihood of 
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consulting patients or involving them in decision-making to reduce pain declines with 

advancing age.  

 

Because of their perception of aging, some health care workers decide to withhold 

information that would shed light on the condition of their patients. For instance, by arguing 

that back pain is a result of aging, they do not make the elderly aware but rather make them 

believe nothing can help relieve their discomfort (Makris et al., 2015). According to Drury et 

al. (2017), many older people believe that they do not receive the right treatment, instead, 

they are overlooked and treated with contempt. The perceptions of health care workers 

towards old age can lead them to make a wrong diagnosis and, of course, prescribe a wrong 

treatment. For instance, two patients who displayed the same symptoms but were different in 

age were diagnosed with dementia and depression. The younger patient (aged 39 years) was 

correctly diagnosed while his counterpart aged 81 years appeared to be a victim of old age 

stereotypes (Royal Society for Public Health, 2018). It is argued that the elderly are 

vulnerable to negative attitudes towards aging as a result of both self-stereotyping and the 

threat of being stereotyped (ibid).  

 

Furthermore, some older people believe that the attitude of health care workers is not a result 

of a deliberate action instead they may be unable to handle pressure and end up offending 

patients. Consistent with Haskins et al. (2014) who highlight that nurses from a rural hospital 

in South Africa blame their bad behaviour on several challenges they face such as high 

workload, staff shortages and ill-treatment at the hand of hospital managers. They even went 

further in emphasising that nursing was not their calling. Despite this blame-shifting game, 

all well-mannered health care workers remain composed despite dealing with harsh working 

conditions daily. They do not crush under the burden of the workload, instead, they treat 

every patient with dignity and consideration. A study in rural South Africa reveals that 

patients were exposed to rudeness, neglect and verbal abuse by those who are supposed to 

care for them. Nurses would openly speak about their abuse in the presence of their peers and 

patients without remorse and no one dared reprimand them (Haskins et al., 2014). This is 

consistent with Billings (2006) who stated further ill-treatment such as the exclusion of the 

elderly from conversations that may be sensitive or not, little attention paid to the preferred 

way of treatment, patronising attitude, not enough privacy while assisting the elderly with 

dressing, washing or toileting, ignoring the choice of the elderly regarding what and where to 

eat, and the elderly receive a lot of medication without often further assessment.   
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The issue of abuse is tempered by some older people who acknowledge it but argue that all 

nurses are not rude, some of them are interested in caring for patients to the best of their 

ability. This view is shared by Smith et al. (2009) who argue that despite the challenging 

nature of their tasks, some nurses are interested in the complete healing of their patients. 

Every effort is made to help patients to improve their health and be discharged from health 

care facilities. Dealing with patients can be strenuous, health care workers are required to 

remain as professional as possible by complying with ethical codes. Also, they should be able 

to help patients in dealing with the management of their conditions by providing support and 

any type of useful information.  

 

The attitude of health care workers towards older patients raises some suspicions about their 

competence. Ill-treatment is believed to be an approach used by health care workers to hide 

their ignorance by avoiding further confrontation with patients. The elderly are afflicted by 

conditions that are uncommon among youth and young adults (Prince et al., 2015). A 

substantial number of health systems in the developing world tend to be less prepared for 

non-communicable diseases associated with old age (United Nations General Assembly, 

2015). It was found that prejudice towards old age may be caused by the type of training 

received by health care workers. Studies list inadequate training as a probable cause of 

antipathy since it does not place much emphasis on the elderly’s care (Kydd et al., 2014).  

 

From a safety point of view, the elderly represent a soft target for criminals. Living within a 

walking distance of the nearest health care facility may not necessarily be regarded as an 

advantage. Some older people feel unsafe and cannot go unaccompanied early in the morning 

to seek health care. They either manage to get accompanied by an able-bodied peer or be 

ferried by an ambulance for any appointment taking place at the nearest health care facility. 

Germiston City News (2018) maintains that an older person is regarded as a soft target, 

especially, if he or she is walking alone. A quiet and safe area can turn out to be a hideout for 

criminals who may easily ambush and prey on unsuspicious older people.      

 

7.4 Lifestyle and health 

 

It is revealed that past and present lifestyle impact on the likelihood of experiencing ill-health 

in old age. The elderly recall being involved in drinking and smoking cigarettes at younger 
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ages and even in old age, they attribute their present poor health to past risky behaviours. 

This study found that married people tend to smoke less than the unmarried. The fact of being 

married may lead these elderly to adopt healthy behaviours. For instance, having partners 

who can tell one another what to do may play an important role and seem to be an added 

advantage. While a person with no partner may seek addiction to compensate for the 

relationship vacuum which can be perceived as a coping mechanism. A married person does 

not only benefit in terms of companionship but also lives with a partner who can judge her or 

his actions. Depending on his or her leverage, a partner can play an important role in the 

couple’s lifestyle. This is consistent with other studies that found that married people are less 

likely to engage in risk-taking behaviour (Hilz and Wagner, 2018; Ross et al., 2016).   

 

The fact of reaching old age does not deter the elderly from leading an unhealthy lifestyle, it 

is rather the onset of a chronic condition that tends to compel them to avoid risk-taking 

behaviours. Once the diagnosis is made, the elderly are likely to become remorseful and 

attempt to change their lifestyle. Obesity can be put forward as one of the examples of an 

unhealthy lifestyle in the elderly. Consistent with Wu et al. (2015) who found a high rate of 

obesity among people aged 60 years and older in South Africa and old women were at higher 

risk compared to their male counterparts. These authors revealed the existence of a 

relationship between income and obesity since the elderly who live in wealthy households 

tend to be obese. However, studies from high-income countries reveal the existence of an 

inverse relationship between income and obesity (McLaren, 2007). This assessment seems to 

provide a better description of the unhealthy lifestyle in old age with older women recording 

the worse outcomes.  

 

Regarding the type of physical exercise practiced, walking appears to be the most favourite. 

Other activities that do not require the expenditure of energy such as playing chess, reading 

and watching TW were equated with physical exercise. It is worth mentioning that these 

entertaining activities may be emotionally beneficial but cannot offset the positive effect of 

physical exercise on health. In other words, equating them with physical exercise could entail 

a discrepancy in the definition of the concept of physical exercise between some elderly and 

what is commonly accepted. On the other hand, the presence of a disability in some older 

people can be regarded as a deterrent. Household chores were equated with physical exercise 

by some older people. The positive impact of physical activities on health is acknowledged as 
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some older people report experiencing an improvement in well-being following a change in 

lifestyle. 

 

High blood pressure is the most prevalent chronic condition in old age. The likelihood of 

being diagnosed with high blood pressure in older women was highly significant. It is 

reported that its prevalence rises with age in low-income and middle-income countries. It is 

more prevalent in urban areas than in rural areas (Prince et al., 2012; Prince et al., 2015). 

Bauer et al. (2014) reveal that factors such as cigarette smoking and exposure to second-hand 

smoke, high blood pressure, high BMI, alcohol consumption, lack of physical activities and 

poor diets are responsible for much of the burden of chronic disease. An increase in exposure 

to these risk factors is believed to stem from the expansion to low-income and middle-income 

countries of tobacco companies as well as processed food and manufacturers (Stuckler et al., 

2012).       

 

7.5 Eating habits and consumption 

 

It was found that the elderly living in old age homes have three meals a day, in the morning, 

at noon and in the evening. This eating schedule seems standard and acceptable but it does 

not make provision for people who must have snacks in between. For instance, a person 

living with diabetes may struggle to adjust unless he or she can afford snacks. Qualitative 

data show that the quality of food is questionable, complaints about the repetitiveness of the 

menu are expressed as well as its unhealthy aspect. To circumvent these issues and avoid 

starving themselves, the elderly use spices to make it healthy and add different flavours. A 

second alternative is to have food delivered by social networks or family members. However, 

regardless of their medical conditions, every older person is served the same menu. Although 

the menu offered is described as healthy, the elderly suffer from numerous conditions that 

cannot be accommodated with a single menu. For instance, a healthy diet for a hypertension 

sufferer may not be recommended for a person living with diabetes. In terms of diet, a one-

size-fits-all approach is less likely to work out because of the amount of the health risks 

associated with every medical condition, especially, in old age. People suffering from 

diabetes are recommended to consult dietitians for nutrition therapy as soon as they are aware 

of the diagnosis. This helps manage their condition in an efficient way and enable follow-up. 

Unfortunately, a substantial number of diabetes sufferers do not benefit from such support. 

Evert et al. (2014) reveal that it is important for a diabetes patient to know how to quantify 
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his or her carbohydrate intake for better management. Sometimes, the elderly are compelled 

by harsh living conditions to eat anything. A study by Sixsmith et al. (2014) reveals that 

eating healthy was secondary among older people living in Eastern European countries, their 

limited financial resources compel them to focus on having shelter and food.   

 

On the other hand, some elderly seem to grapple with the concept of healthy and tasty food. 

They report using fast food as an alternative in case of dissatisfaction with the old age home 

menu. Often fast food is designed to be tasty while healthy food does not always have a good 

taste. Unfortunately, using processed food is not regarded as a healthy option (Stuckler et al., 

2012). The association between dietary patterns and healthy aging has benefited from a given 

number of investigations, particularly, the Mediterranean diet. Research has revealed that 

strict adherence to this diet results in a lower risk of developing cardiovascular diseases and it 

even reduces mortality (Mathers, 2013; Tyrovolas et al., 2014). The elderly are more likely to 

skip meals whenever they have medical appointments. This appears to be an additional 

challenge that may increase their vulnerability, especially, those who cannot afford 

replacement meals and eat regularly as per their dietary requirements. 

 

7.6 Conclusion 

   

Until recently, Africa was regarded as immune to population aging. This perception was 

shared by both policymakers and scholars. They were lured by the youthful nature of the 

African population and tempted to believe that aging did not require any intervention. This 

belief was also reinforced by the traditional safety net entitled to cater for the elderly and 

vulnerable members of the community. An increase in the proportion of the elderly as a result 

of a rise in life expectancy coupled with the prospect of the demise of the extended family 

has revived the desire to reconsider this standpoint. This flame has been ignited by a rise in 

the number of lobby groups and more than two decades of awareness. Scholars have come on 

board, with an ever-growing number of publications that highlight challenges that loom large 

as a result of population aging in the continent.  

 

At present, there is a gradual increase in the proportion of older people across the continent. 

Although the growth rate is not uniformly experienced, population aging has become a 

reality. Indeed, some regions have already recorded a significant growth rate while others are 

still lagging far behind. Population aging is a developing issue that requires to be attended to 
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ease its challenges and impact. Aging is one of the inevitable processes of human 

development, working on providing the elderly with more accommodating conditions can 

result in improved well-being. In doing so, the elderly can expect to age healthy and become 

less dependent on family members as well as other social networks.  

 

In the developing world, population aging leads to more concern about the fate of the elderly. 

Old age is equated with vulnerability, having more older people is likely to be translated into 

growing vulnerability, particularly, in the absence of policy development and efficient public 

welfare institutions. Speaking about the modernisation theory and abandonment of the aged, 

this study could not confirm the abandonment of the elderly as posited by the theory. 

Providing support is indeed costly and unaffordable for a substantial number of adult 

children. They face challenges such as poverty and unemployment, as a result, they are 

compelled to focus on their nuclear family or immediate dependent. On the other hand, those 

who are involved in income-generating activities tend to support the elderly more. This 

highlights the selective character of old age support that is solely based on individuals’ 

purchasing power and willingness. The prospect of receiving financial support or gifts is not 

evenly distributed since some older people end up struggling while others are looked after in 

an acceptable manner. The worse outcome appears to be recorded by childless older people 

who have nearly no one to provide for them. It is worth mentioning that adult children tend to 

keep in touch with their parents although they do not live under the same roof.   

 

The means-tested public transfer cash has provided the elderly with a stable source of income 

and made them less financially dependent on family members. This scheme has the merit of 

funding alternative facilities, such as old age homes, used to house poor older people. It plays 

an important role in health and well-being in old age. Vulnerable older people without 

supportive family members or who cannot afford decent accommodation find a place to call 

home; old age residence. Every effort is made to provide support for the elderly, to the extent 

of matching the amount of support they would have received from their family members or 

adult children. However, in terms of setbacks, old age homes have limited intake and cannot 

accommodate people without a source of income. This feature contrasts with the traditional 

safety that was made at the expense of family members and could absorb a significant 

number of the elderly. 
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Traditionally, intergenerational support was achieved through co-residing. The outbreak of 

the HIV/AIDS epidemic and its high prevalence in the southern and sub-Saharan African 

region has challenged the traditional support net. The death of young adults as a result of 

AIDS has deprived the elderly of crucial support. The vacuum created by this epidemic has 

turned them into caregivers of sick adult children and surrogate parents of orphaned 

grandchildren. In a sense, the elderly were forced to come out of retirement and become 

primary breadwinners. This highlights the vulnerability and volatility of this intergenerational 

support. From a socio-demographic point of view, the challenges experienced by the 

traditional support net of the elderly are twofold. Firstly, it is based on the generosity or 

willingness of adult children. The likelihood of receiving support cannot be predicted since it 

is a private matter that cannot be regulated. Secondly, a reduction in the supply of young 

adults, notably a decline in fertility and an increase in the proportion of the elderly represent a 

serious threat to its sustainability. All these factors seem to highlight the importance of more 

public involvement in the support of the elderly to improve their well-being.  

 

Old age is accompanied by an increase in the frequency of utilisation of health services, the 

elderly tend to have more health visits than other age groups. On average, the elderly 

suffering from a chronic condition have one monthly visit to a health care facility for 

collecting medication and one every six months for consulting with the doctor. Depending on 

the type of medical condition, they can have more than one medical appointment a month. 

Compared to the 18-29 age group; the utilisation of health care services in old age can be 

close to three times high. This increase in the demand for health care services holds true for 

in-patients as well as out-patients. Furthermore, health in old age is intertwined with the 

present and past lifestyle. Although they were aware of this reality, a substantial proportion of 

the elderly is still leading an unhealthy lifestyle. They tend to change their lifestyles once 

diagnosed with a chronic condition. In contrast, there was only a marginal share of older 

people who engage in physical exercise. Mostly, they favour activities that require less 

energy expenditure such as walking. 

 

Although the elderly do not disburse any money to receive treatment in public health care 

facilities, they still face several challenges when it comes to accessing health care services. 

Unless they live within walking distance, transport fare can represent a serious deterrent, 

especially, when they have to keep several medical appointments. Their condition can 

represent another puzzle, particularly for those who have mobility issues or disabilities. It is 
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difficult for wheelchair users to get adequate public transport especially, in rural areas. In 

addition, public health care facilities are not only congested but also less accommodating for 

the elderly. Regardless of their poor health, older patients are at risk of compromising their 

well-being since they are treated like any person who seeks health care. They are expected to 

queue for long hours and follow the protocol as every patient. The attitude of health care 

workers towards them is an additional hurdle, ill-treatment, and poor interaction are put 

forward as some of the factors that deter the elderly from seeking health care.  

 

This study has discussed the concept of old which contrasts sharply with what is commonly 

used by governments in the developing world. The elderly tend to describe old age according 

to others, this fact highlights their attempt to dissociate themselves from the label old. They 

regard chronological age as a number that does not have much to do with old age if taken 

separately or in isolation from other features. To be more specific, using chronological age as 

a basis to describe old age leads to assuming that the age group 60 years and older is 

homogeneous. In a sense, this homogeneity results in the uniformity of the trajectory of aging 

or leads every person to age in the same way. Yet, it can be confidently asserted that the 

elderly belong to a heterogeneous age group since the process of aging affects different 

people in various ways. Labelling every individual who turns 60 older people is regarded as 

misleading and fails to provide a comprehensive description of this concept. 

 

It is argued that a person becomes older when he or she is unable to live independently. 

Understandably, health is regarded as an important feature of the aging process. An 

independent pensioner cannot be labelled an older person. Incapacitating illnesses are put 

forward as the major cause of old age. This is to say as long as a person does not represent a 

burden for others, there is no need to label him or her old. Likewise, the study has attempted 

to highlight the difference between functional and chronological aging. It was found that a 

person can be chronologically older but functionally younger. By the same token, a 

chronologically old person can look younger than others who belong to a young birth cohort.  

 

It appears clear that the concept of old needs to be rethought to comply with the challenges 

inherent in aging. Besides addressing the concern of the concept of old, it is crucial to 

highlight that old age has an intrinsic cultural dimension. A better definition is believed to be 

representative of every society. Without placing much emphasis on chronological age, an 

older person is described as an individual who has contributed to the survival of his or her 
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community by procreating and ensuring that the future of the community is not in jeopardy. 

More importantly, they should live long enough to see their grandchildren and eventually 

great-grandchildren. Culturally speaking, old age confers honour upon the elderly for their 

contribution to the survival of the community.  

 

Suggestions and recommendations 

 

Although aging is one of the human development stages, it is still perceived as an illness. 

Every effort should be made to avoid treating the elderly in a stereotypical way. Training 

health care workers and making them more knowledgeable about old age can help change 

this perception. Furthermore, the elderly are vulnerable and require to be treated differently 

during their medical appointments. Shortening their visits by giving them preference over 

less sickly patients appears to be one of the ways of alleviating their discomfort. For instance, 

arranging collective medical appointments, scheduling every older person who collects 

medication regularly can help ease their burden. 

 

Lifestyle is an important feature of health in old age, the rate of obesity in old age seems to be 

alarming. A change in lifestyle is one of the best ways of tackling this problem, particularly 

physical exercise. Raising awareness in this regard can help improve their well-being. A lack 

of a facility appears to deter them from exercising especially when they have to walk for a 

long distance. Providing them with a gym facility or an outdoor space can motivate those 

who are reluctant to become active, especially, during winter months or inclement weather.  

Disabled older people are less likely to be knowledgeable about the type of physical exercise 

that can accommodate their condition, training them on a specific activity can be beneficial. 

Furthermore, rethinking the concept of old appears to be an important step towards 

addressing the challenges of the elderly. Globally, a better definition should take into 

consideration the heterogeneity of culture and society as well as functional aging.  

      

This research has benefited from extensive data on old age in South Africa. It is one of the 

first studies that make use of mixed methods to investigate challenges inherent in health in 

old age. The combination of qualitative and quantitative data has provided further insights 

into the aging debate and sheds light on some of the issues that could not be explored using 

one method. This study has the merit of giving the voice to the elderly in an attempt to gain 

insights into their perception of the concept of old.  On the other hand, it is worth mentioning 
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that the amount of missing data in the quantitative component did not help capture the extent 

to which the elderly benefit from the support of their family members. Nonetheless, the 

availability of data on the state pension recipients has helped circumvent this challenge since 

it was used as an alternative. The qualitative component has the merit of highlighting the 

reason for support and the type of family members who are very instrumental in this regard. 

Conducting further investigation can help understand the extent to which family members are 

still involved in providing support for the elderly.         
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INFORMED CONSENT FORM 

 

My name is Alpha Kosse (student number 208522101). I am doing research on a project 

entitled ‘Understanding social support and determinants of health in old age in South Africa 

using a mixed method approach’. The main aim of the research is to investigate the socio-

economic, cultural and racial factors that impact on the health in old age and understand the 

concept of aging from the perspective of older people. 

 

This project is supervised by Professor Pranitha Maharaj at the School of Built Environment 

and Development Studies, University of KwaZulu-Natal. Should you have any query and 

may want to enquire from my school, please contact Dr Singh in the HSSREC Research 

Office at: Tel 0027 31 260 3587/ 8350/4557, email: ximbap@ukzn.ac.za, 

mohunp@ukzn.ac.za   

 

I am managing the project and should you have any questions my contact details are: 

Development Studies, School of Built Environment Development Studies, University of 

KwaZulu-Natal, Durban 4041. Cell: 0722403587. Email: hogradi@gmail.com or 

208522101@stu.ukzn.ac.za.    

 

Thank you for agreeing to take part in the project. Before we start I would like to emphasise 

that: 

-our participation is entirely voluntary; 

-you are free to refuse to answer any question; 

-refusal not to participate will not result in any form of disadvantage; 

-you are free to withdraw at any time; 

-notes will be taken and the interview will be recorded; 

-gathered data will be incinerated 5 years after the research has been complete; 

-this meeting will take at least 30 minutes to one hour.  

 

The interview will be kept strictly confidential and will be available only to members of the 

research team. Excerpts from the interview may be made part of the final research report.  
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DECLARATION 

 

I ............................................................................. (Full names) hereby confirm that I 

understand the contents of this document and the nature of the research project, and I consent 

to participating in this research project. 

 

I understand that I am at liberty to withdraw from the project at any time should I so desire. 

 

I consent/ I do not consent to this interview to being recorded 

 

Sign/thumbprint/put a cross     Date  

 

........................................................................ ............................... 

 

If you if you wish to receive a copy of the research report, please provide your contacts/postal 

addresses where the report or summary of the research can be sent: 

.......................................................................... 

.......................................................................... 

............................................................................... 

............................................................................... 

............................................................................... 
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INTERVIEW GUIDE 

 

1. Background   Questions 

 

Today’s date__________________________ 

Age______________________________ 

Date of birth __________________________ 

Sex:   Male__________ Female____________ 

Marital status: Married ______ Living Together  ______ Never Married ______ Divorced  

______ Widow ______ 

Do you have children? 

How many male children do you have? 

How many female children do you have? 

Probe: are they working? How many are working? Male? Female? Do they live in the same 

area with you? Did they migrate? 

 

2. Old age 

How old are you?  

According to your understanding, who can be or is referred to as an older person? 

Probe: When can a man be described as old? When can a woman be described as old? List 

some signs of seniority? What does being old mean in your culture?   

 

3. Health status  

How would you describe your health? 

Probe:  Sick or healthy? Do you have any health problems? How long have you been 

experiencing these health problems? Do you have any chronic illness? Name the disease? 

How do you manage your condition? What treatment do you use for your condition?  What 

traditional remedies do you use for your health? What home remedies do you use for your 

health? Tell us about some cultural practices that older people rely on for their physical well-

being?    

Do you happen to contract diseases such as flu, cough, diarrhoea as well as other infectious 

diseases? Provide some experiences and the remedy used? Provide some experiences of 

cultural health practices?   
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4. Assessment of nutritional status  

How many meals do you have a day? How many people share a meal with you? Are you 

satisfied with your eating habits? What do you think older people should eat?  

 

5. Challenges  

How often do you go to the clinic/hospital? 

Probe: are you going to health facility more or less than before? Why is this?  How far is this 

health facility? 

 

In your opinion, are there some illnesses that are better treated than others at the clinic or 

hospital you usually go to? 

Probe: why? list them? What should be done to improve the health care of older people at the 

hospital or clinic you usually attend? What are your good experiences of the hospital/clinic? 

What happened? What are your bad experiences? What happened? 

 

Are you currently on any medication? 

Probe:  How long have you been on medication? Do you find it hard to take your medication 

consistently? Are there side effects? What side effects have you experienced? Can you 

expand on it? 

 

If you were to fall ill would you be able to get to a health facility? 

Probe: What are some difficulties or barriers older people like you may face in accessing 

health services? User fees? Poor service? Medical staff attitude towards the elderly? Taxi 

fare? Poor health facilities? Long queues? Unskilful medical staff? 

 

Is there any health issue that may prevent you from accessing health facilities? 

Probe: Arthritis? Rheumatism? Swelling? Stiffness? Walking stick? Any mobility issue? 

 

Is there any cultural belief that impedes from going to heath facilities? Is there any cultural 

belief that facilitate going to heath facilities? 

Probe: beliefs? Traditions? Food? Traditional healers or inyanga more effective than modern 

medicine? Culture? 

What is your understanding of traditional medicine? 
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Probe: trustworthy? Substitute modern medicine? Complement modern medicine? 

 

What in your opinion can be done to ease your burden? 

Probe: financial support from government, community/ family member 

Social support from community/ church 

Emotional support from community/ friends/ family 

Spiritual support from religious organisation 

Physical caring from community groups/ church/ friends/ family Other 

 

What are the challenges and difficulties faced by older people on a daily basis? 

Probe: financial?  Physical?  Health? Isolation? Caregiving? Insufficient food? Clothing? 

Inadequate housing? 

 

6. Support  

What kind of support do you receive from family members? 

Probe: Relationship, gender, emotional support, financial support, material support? 

Community? Church? Local government? NGOs? Is it enough? Which relative help you the 

most? Why do you think he/she does so? Does he stay far from you? In the same area? Who 

do you think is responsible for taking care of the elderly? Why? 

 

What kind of public support do you receive?  

Probe: Pensions? Housing? Food allowances? Medical care? Food parcels? 

 

What kind of support do you need to get to the hospital/clinic? 

Probe: People to help you move around? Guide?    




