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ABSTRACT

Introduction: Population aging is a worldwide phenomenon. As a response, the World Health Organization (WHO) introduced
the concept of ‘age-friendliness’ in 2006. Age-friendliness is defined in terms of a range of domains, such as housing, opportunities
for participation, and transportation. Communities that accommodate the needs of older adults in these domains will, it is thought,
promote healthy, active aging. The purpose of the present study was to examine communities’ age-friendliness and its relationship
to health-related outcomes in a rural context.

Methods: The study included 29 communities located in Manitoba, a mid-Western Canadian province, that are part of the
Province of Manitoba’s Age-Friendly Manitoba Initiative. As part of a needs assessment process in these communities, 593
individuals, including seniors and younger adults, completed an Age-Friendly Survey. The survey was designed to measure a variety
of features in seven domains (the physical environment, housing options, the social environment, opportunities for participation,
community supports and healthcare services, transportation options, and communication and information), as well as containing
measures of life satisfaction and self-perceived health. Community characteristics were derived from census data. Moreover,
communities were categorized on a rural—urban continuum.

Results: Multi-level regressions indicated that an overall Age-Friendly Index was positively related to both life satisfaction
(b=0.019, p<0.0001) and self-perceived health (h=0.013, p<0.01). When examining more specifically each of the seven age-
friendly domains, all but housing was positively related to life satisfaction. Results were not as consistent for self-perceived health,
with significant relationships emerging only for the physical environment, social environment, opportunities for participation, and

transportation options. A subsequent analysis for seniors versus younger participants, respectively, indicated that significant
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relationships between age-friendly domains and life satisfaction and self-perceived health were restricted primarily to seniors. None

of the community characteristics were related to life satisfaction and self-perceived health, nor was degree of rurality.

Conclusions: The concept of age-friendliness has been garnering considerable attention from policy-makers as a way to promote

healthy aging. For example, in Canada, several provinces have launched age-friendly initiatives. Although causality cannot be

inferred from the present, cross-sectional study, the findings are encouraging as they show that age-friendliness is associated with

enhanced life satisfaction and self-perceived health in a rural context. The study further supports the notion that a wide range of

domains within the community environment are important in older adults’ lives and need to be considered. Public policy initiatives,

such as the Province of Manitoba’s Age-Friendly Initiative, may thus be one approach to enhancing healthy aging in rural settings.

Key words: age-friendly communities, community development, healthy aging, life satisfaction, rural aging.

Introduction

Since the World Health Organization (WHO) launched the
Global Age-Friendly Cities project in 2006', there has been
considerable interest on the part of policy-makers in the
concept  of ‘agc—fricndlincss’z. The interest in making
communities and cities better places to live for older adults
is, to a large extent, driven by the recognition that the
world’s older population is growing. Population aging is a
global phenomenon that affects both developed and
developing countries’. In Canada, for example, the
population aged 65 or older is expected to increase from the
current 14% to 23% by 2036"°.

Presented as an approach to dealing with global aging, the
WHO'defines an age-friendly city as one that provides
supports and opportunities in the physical and social
environment in order to enable older adults to age actively.
Active aging, in turn, is a broad concept defined in terms of
health, participation, and sccurityG. Specifically, a range of
domains are considered important in an age-friendly city,
including housing, transportation, community supports and
health services, communication and information. The Age-
Friendly Cities project was designed to identify, via focus
group research, features within each of these domains that
can either present challenges for older adults, or foster
healthy, active aging. Features identified were subsequently

compiled in a guide to help make cities around the world

more agc—fricndly”. For example, within the domain of
transportation, a few of the specific features identified were
affordable public transportation, specialized transportation
for disabled people, and traffic signs and intersections that are

visible and wcll—placcdl.

Although the WHO introduced the notion of age-friendliness
in the context of cities, the concept has been expanded to
include rural communities. The emphasis on rural
communities is particularly evident in Canada where, in
parallel with the WHO Age-Friendly Cities project, the
Federal, Provincial, Territorial (F/T/P)  Ministers
Responsible for Seniors sponsored a project designed to
identify specific features that make Canadian rural and
remote communities age-friendly®. As in the WHO project,
focus groups were conducted, with findings used to develop a
guide to help rural and remote communities become more

agc—fricndlys.

Many features identified in the Canadian rural communities
project were similar to those in cities (eg having accessible
buildings; affordable housing); however, unique issues also
cmcrgcds. For example, transportation issues are magnified
in rural areas and there may be a lack (or limited number) of
healthcare providers, such as physicians or home support
workers®. This is consistent with other research that shows
the challenges that rural communities face in providing social

9-11

and healthcare services For instance, attracting and

retaining healthcare providers is an ongoing challcngc in rural
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areas around the globe, and many approaches are being used

to try to remedy this problcmlz'“.

The concept of age-friendliness has been garnering a great
deal of attention from policy-makers in recent years. In
Canada, several provinces have launched age-friendly
initiatives, including the Province of Manitoba, the setting of
the present study. In Manitoba, the provincial government
launched its Age-Friendly Manitoba Initiative in 2008 as a
way to promote healthy aging. Empirical literature in the area
of age-friendly communities is only starting to emerge,
however”™'®. The present study addresses two major gaps in

the literature.

First, although much research has focused on specific aspects
of the environment and health-related outcomes, there is a
paucity of research that has examined community
characteristics from a broader perspective. For instance,
there is a large literature that shows that features like the
presence of footpaths, mixed land use, neighborhood
walkability, and the presence of green space are related to
various health-related outcomes such as walking, disability,

functional capacity, and obesity”’lg

Besides examining
aspects of the physical environment, some studies have
included features of the social environment, such as

. 17,20
crime .

The neighborhood characteristics examined in these studies
are quite consistent with some of the features that have been
identified as making a city age-friendly. However, a hallmark
of the conceptualization of age-friendliness is its holistic
nature, with a wide range of domains identified as being

182123 .
©772 Thus, there is a need to

important in older adults’ lives
examine a wider range of community features than has been
the case in previous studies. In the present study, age-
friendliness is conceptualized in terms of the broad range of

domains that have been identified"®*"*

including the
physical ~environment, housing, social environment,
opportunities for participation, informal and formal
community supports and health services, transportation

options, and communication and information.

Second, age-friendliness is viewed here through an ecologic

theory lens**2

Ecologic theory provides a general
framework for understanding human behavior, health, or
wellbeing, and makes explicit the importance of viewing the
individual as being impacted by a broad range of influences
within the environment. Best outcomes are achieved when
there is a fit between the characteristics of the individual and
those of the environment in which he or she lives®?*. With
its focus on adapting communities or cities to the needs and

resources of older adults, the concept of age-friendliness

aligns well with ecologic theoryB.

Ecologic theory also suggests that broader contextual factors,
such as rural/urban, need to be taken into account when
examining age-friendliness in relation to the health and
wellbeing of older adults. The primary objective of the
present study was, therefore, to examine this issue in a rural
context. As such, the study addresses the second major gap in
the literature, namely that the discourse around age-
friendliness has tended to focus on cities, consistent with the
WHO’s original conceptualization of the topic. Similarly,
literatures on the physical and social environment and health-
related outcomes are heavily urban-centered'™"?. Thus, much
less is known about how the range of community features
subsumed under the notion of age-friendliness relate to

health-related outcomes in rural settings.

Examining age-friendliness in a rural context is important,
given that the proportion of older adults tends to be higher in
rural than in urban areas in most regions of the world, with
rural areas growing older at faster rates than urban areas””.
In Canada, 33% of older adults live in rural
areas™. Moreover, rural-urban health disparities have been

found within and outside of Canada®*

, although a great deal
of heterogeneity across rural regions is also evident®®*'. This
suggests that solutions to enhancing health, such as making
communities more age-friendly, are particularly needed in

rural areas.
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Methods

Data source

Data used in the present study were collected as part of a
larger program of research (the Age-Friendly Community—
University Research Alliance), which created a partnership
between researchers and the Province of Manitoba’s Age-
Friendly Manitoba Initiative. Since its launch, municipalities
throughout the province have been formally invited by
government to join the initiative and become more age-
friendly. At the time this article was prepared,
86 municipalities were part of the initiative, representing

over 80% of the population of the province.

As part of the partnership with the provincial government, a
protocol was developed by this research team to conduct
needs assessments in communities that have joined the Age-
Friendly Manitoba Initiative. Needs assessment consultations
were designed to start a dialog about age-friendliness in the
community and identify priorities for action. They were,
thus, an integral part of the initiative. Because needs
assessments were part of a larger public policy initiative, a
protocol was developed that was easy to implement, while at
the same time yielding as much information for communities
as possible to help them initiate the process of becoming
more age-friendly. As such, assessments involved bringing
together community residents for a meeting that was
facilitated by the research team. Participants first completed a
brief survey developed for this purpose to measure aspects of
age-friendliness (see details below). After this, there was a
facilitated group discussion that allowed participants to
identify priorities that should be addressed to make the
community more age-friendly. The present study is based on

the survey data only.
Communities
This study included 29 communities that are part of the Age-

Friendly Manitoba Initiative that had needs assessment

consultations completed between May 2010 and May 2012.

Data from these communities were used because starting in
May 2010 questions pertaining to life satisfaction and self-
perceived health were added to the consultation survey. The
29 communities are a subset (52%) of communities that had a
needs assessment consultation since the initiative was first

launched.

A comparison of characteristics of the 29 communities
included in this study with the communities that had a needs
assessment but were not included showed no differences in
population size and sociodemographic  characteristics
(eg percentage of residents 65 years or older, median
income). Moreover, the 29 communities did not differ from
communities that were part of the Age-Friendly Manitoba
Initiative but did not have a needs assessment. Thus, the 29
communities were generally similar to other communities
that are part of the Age-Friendly Manitoba Initiative. Relative
to communities that are not part of the initiative to date,
however, the populations in the 29 communities were
somewhat older, with on average of 21% of residents being
aged 65 years or older, compared to 16.4% in the

communities that have not yet joined.

It must be noted here that the Age-Friendly Manitoba
Initiative is implemented via municipalities. Two types of
municipalities are officially recognized as legal entities in
Manitoba: single settlements (villages, towns, or cities) and
‘rural  municipalities’. Rural municipalities refer to
geographic areas with low density that may contain one or
more very small villages. Rural municipalities are treated the
same way as single settlement municipalities in the context of
the Age-Friendly Manitoba Initiative. Both types of
municipalities are referred to as ‘communities’ in this article

for simplicity.

In one rural municipality that was part of the present study,
separate needs assessment consultations were held in two
small villages, on request of the municipality’s Age-Friendly
Advisory Committee. In this case, survey responses from the
two villages were combined and treated as responses in one
‘community’. Age-Friendly Advisory Committees lead the

initiative at the local level and are composed of a range of

© VH Menec, S Nowicki, 2014. A licence to publish this material has been given to James Cook University, http://www.rrh.org.au 4



The Irternational Electronic Journal of Rural and Rermote Health Research, Education Practice and Palicy

stakeholders, including elected officials (municipal councilor
or mayor), older adults at large (ie who did not represent an
organization); representatives of organizations serving older
adults or senior centers, town employees, representatives of
governmental organizations (eg recreation departments) and
non-profit organizations, business, clergy, and educators

(eg school principal).
Participants

Participants were invited to the consultations by the

communities’ Age-Friendly Advisory Committees.
Committees used a variety of approaches to invite
community residents, such as word of mouth and local
newspaper notices. Participants were thus not invited by this
research team, although recommendations were made about
the kinds of individuals to invite to ensure that a diversity of

pcrspcctivcs was rcprcscntcd.

A total of 646 individuals participated in needs assessment
consultations in the 29 communities. Of these, 593
individuals had complete data on all age-friendly questions
and the life satisfaction measure; 592 individuals had
complete data for the analysis involving self-rated health.
Thus, the number of participants included in analyses differs

slightly depending on which outcome measure is used.
Measures

‘Seniors’ versus younger adults: As needs assessment
consultations were part of the Age-Friendly Manitoba
Initiative, asking personal questions would not have fitted
with their overall goal of identifying community priorities. As
such, no demographic information was collected from
participants. Participants were asked only which of the
following best described them: senior, caregiver to a family
member or friend who is a senior, service provider; representative of a
govemmenta] organization, representative qf a non—govemmenta]
organization, representative @F municipa] government, Or business
person/merchant. A total of 371 (62.6%) individuals identified
themselves as a ‘senior’, 214 (36.1%) participants checked
off another category, and 8 (1.3%) individuals did not answer

the question. Among the participants that checked off another
category, the following groups were represented: service
provider (30.4%), caregiver to an older adult (23.4%),
representative  of a  non-governmental  organization
(22.9%),representative of municipal government (22.9%),
representative of a governmental organization (15%), and
business person/merchant (17.3%). (These percentages do
not add up to 100% as about a third of participants (31.3%)

checked off more than one category.)

Individuals who did not self-identify themselves as seniors are
referred to as ‘younger adults’, although it is recognized that
some of them might have been classified as ‘older” had an age
cut-off been used, such as age 65. Thus, the seniors/younger
adult measure was based on individuals’ perceptions, which
fits with the idea that a person’s self-definition is more
important than her or his age per se”. In this respect,
research indicates that although organizations serving older
adults in Manitoba typically define ‘seniors’ as those aged
55 years or older, many older individuals do not perceive
themselves as seniors until much older and as a result prefer

.32
not to access these services™ .

Age-friendly domains: Although instruments exist that
measure certain aspects of age-friendly domains, there is no
one instrument that captures the full range of domains. An
Age-Friendly Survey was therefore developed for the
purposes of the needs assessment consultations. Items were
derived based on the work by the WHO' and Federal,
Provincial, Territorial Ministers Responsible for Seniors®, as
well as other research'®. Given that the survey was designed
in the context of the Age-Friendly Manitoba Initiative’s needs

assessments, it had to be short and user-friendly.

The Age-Friendly Survey included 54 items that map onto

seven agc—fricndly domains®**:

® physical environment (12 items; eg ‘Local parks or
walking trails in my community are accessible and
easy to use for seniors’; ‘Most or all businesses in

my community are readily accessible to seniors”)
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® housing (4 items; eg “There is enough housing that
meets the needs of seniors in my community’;
‘Housing for seniors is affordable in my
community’)

® social environment (9 items; eg ‘Seniors serve in an
advisory role to municipal government in my
community’; ‘Crime and vandalism are a problem in
my community’)

® opportunities for participation (8 items; eg ‘There
are enough recreation programs specifically for
seniors in my community’; “The job opportunities in
my community accommodate the needs of seniors’)

¢ informal and formal community supports and health
services (8 items; eg ‘The home care services that
support seniors in their own home (egmeal
preparation, nursing care) are sufficient in my
community’; ‘The health care services that are
provided in my community meet the needs of
seniors (eg hospital, physicians, eye care)’)

® transportation  options (8 items; eg ‘The
transportation that is available for individuals with
disabilities is sufficient in my community’; ‘There
are enough parking spaces close to services and
stores in my community’)

® communication and information (5 items;
eg ‘Information about community events is readily
available to seniors in my community’; ‘Official,
written information, such as forms or brochures is

easy to read and understand’).

To simplify responding, a yes/no/don’t know response
format was used. An overall Age-Friendly Index was created
by summing ‘yes’ responses (coded as 1) across all 54 items.
Responses that were negatively worded were re-coded, so
that higher scores on the questions reflect more positive
ratings. The scale showed good internal reliability with a
Cronbach’s alpha of 0.88 (0.87 for seniors; 0.86 for younger
adults). Separate indices for each of the seven age-friendly
domains were also created by summing ‘yes’ responses on

relevant items.

Community characteristics: Key community
characteristics were identified using public access, 2006
census data, including two population-related measures
(population size and the percentage of residents aged 65 or
older) and two socioeconomic status indicators (percentage
of residents with less than high school education, and median
income). These measures were chosen for two reasons: their
possible association with either age-friendliness or self-rated
health and life satisfaction, and their relatively large variation
across communities. Other characteristics, such as visible
minorities, were not included because percentages were very
low across all communities, whereas others (eg median age)
would have been too highly correlated with other variables to

allow inclusion in analyses.

There is no one universally accepted definition of ‘rural’ in
Canada*. A useful definition introduced by Statistics Canada
allows classifying municipalities on an urban—rural continuum
by taking into account both population size and proximity
(commuting patterns) to larger centers (metropolitan
influenced zones, MIZ)*. This definition has been shown to
meaningfully  differentiate  between types of rural

. 31
communities in terms of health outcomes™ .

The definition of MIZ* assigns each municipality to a
category: census metropolitan areas (CMA) are urban core
areas with a population of at least 100 000, and census
agglomerations (CA) are urban areas populations between
10 000 and 100 000. Municipalities outside a CMA or CA are
then categorized into MIZ depending on the percentage of
employed residents that commute to work in a CMA or CA.
Strong MIZ municipalities are those in which at least 30% of
the employed labor force commute to a CMA or CA;
moderate MIZ municipalities include those in which between
5% and 30% of the employed labor force commute to a CMA
or CA; in weak MIZ more than 0% but less than 5% of labor
force participants commute; and no MIZ municipalities have

no commuters.

Manitoba has a population of about 1.2 million. About two-
thirds of the population is concentrated into one city

(Winnipeg), located in the south of the province. Winnipeg is
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the only city in Manitoba that has a population of more than
100 000, and is, thus, classified as a CMA. The Winnipeg
CMA also includes several small ‘bedroom’ communities that
are close to Winnipeg. The 29 communities in the present
study include several of these small communities, albeit not
Winnipeg itself. This study, therefore, does not include a

largcr urban centre per se.

The 29 communities were first assigned to one of the six
urban—rural categories. Given the small number of
communities in some categories, CMA, CA, and strong MIZ
communities were subsequently combined. As such, four
CMA/CA/strong MIZ

(5 communities), moderate MIZ (11 communities), weak

groups were created:
MIZ (9 communities), and no MIZ (4 communities).

Outcome measures: Two outcome variables were
included: life satisfaction and self-perceived health. Both
were measured with single items: ‘How would you describe
your satisfaction with life in general at present? Would you
say itis ...” and ‘In general, would you say your health s ...’
In both cases the response scale was ‘excellent’ (coded as 5),
‘very good’ (coded as 4), ‘good (3), ‘fair’ (2), and ‘poor’ (1).
The “fair’ and ‘poor’ categories were subsequently combined
because very few participants described their life satisfaction
or health as poor. The two questions were asked immediately

after those pertaining to age-friendliness.

These measures have been used extensively in previous

36,37
research

. Single-item measures are useful because they are
casy to administer, which was particularly important in the
context of the needs assessment consultations, as it was not
possible to add long scales to the Age-Friendly Survey. The
measures have been shown to have good psychometric
properties, such as good reliability38 and good validity, with
high correlations with multi-item scales®®. Furthermore,
predictive validity is excellent. For example, self-perceived
health has been shown to be related to mortality in numerous
studies, even when controlling for more objective measures

of health®?.

Analytic approach

Three sets of analyses were conducted. First, t-tests were
calculated to determine if there were any differences between
seniors and younger adults on ratings on the overall Age-
Friendly Index and the seven subscales, respectively. Second,
multi-level regression analyses using SAS v9.3 PROC MIXED
(SAS  Institute;  http://support.sas.com/documentation/
cdl/en/statug/63962/HTML/ default/viewer. htm#statug_

mixed_sect001.htm) were conducted to examine the
relationship between age-friendliness, measured using the
Age-Friendly Index and the seven subscales, respectively, and
life satisfaction and self-perceived health. In all analyses
community characteristics were controlled. Third, multi-
level regressions for seniors versus younger adults,
respectively, were conducted to examine if similar patterns
would emerge in the two groups. Again, analyses were run
with either the overall Age-Friendly Index in the model or
one of the seven subscales, while controlling for community
characteristics. Multi-level =~ regression with a random
intercept was used to reflect the fact that individuals (Level 1)

were nested within communities (Level 2).
Ethics approval

This project received ethics approval from the Health
Research Ethics Board at the University of Manitoba; ethics
approval number HS11795.

Results

Table 1 shows descriptive results for ratings of age-
friendliness. The mean rating on the Age-Friendly Index was
21.6 (median=21) out of a possible total of 54. Scores were
the lowest for housing with a mean rating of just under 1

(median=1).

Descriptive statistics for community characteristics are
displayed in Table 2. The population sizes of the 29
communities were small, reflective of rural Manitoba as a

whole, ranging from 432 individuals in the smallest
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community to 13 446 in the largest, with a mean of 2501.
Considerable variation is also evident in terms of the
percentage of residents aged 65 or older, percentage
residents with less than high school education, and
communities’ median income, which ranged from about
$28 000 to $75 500 (Canadian dollars).

Responses on the Agc—Fricndly Index and seven agc—fricndly
subscales provided by seniors versus younger adults were
compared next. None of the eight t-tests were significant,

indicating that ratings did not differ between the two groups.

Regression results for the overall Age-Friendly Index (top
panel) and individual age-friendly subscales (bottom panel)
are shown in Table 3. As can be seen, none of the community
characteristics were related to life satisfaction and self-
perceived health. Seniors did not differ from younger adults
on life satisfaction, but did report being less healthy.
Significant effects emerged for the overall Age-Friendly
Index, with higher ratings being associated with greater life

satisfaction and better perceived health.

When conducting separate analyses for the seven age-friendly
subscales, with the exception of housing, all subscales were
positively related to life satisfaction (Table 3). For self-
perceived health, significant positive effects emerged for the
physical environment, social environment, opportunities for

participation, and transportation options.

Lastly, separate analyses for seniors versus younger adults
were conducted (Table 4). Community characteristics were
taken into account in all the analyses. With the exception of
community supports/health  services, all age-friendly
measures were related to life satisfaction among seniors,
whereas only the overall Age-Friendly Index, opportunities
for participation, and community supports/health services
were significant for younger adults. Similarly, several age-
friendly measures were related to self-perceived health
among seniors (the overall Age-Friendly Index, physical
environment, housing, social environment, transportation
options), whereas no significant effects emerged for younger

adults.

Discussion

The concept of age-friendliness is clearly appealing to policy-
makers, and a rapidly growing number of jurisdictions around
the world are trying to make cities and communities more
age—friendlyz. The interest the concept has been garnering is,
in part, due to the aging population, but may also be due to
the recognition that in order to promote healthy, active
aging, a wide range of factors within the community
environments need to be considered and enhanced. Much
research has focused on certain aspects of the environment,
such as in the built environment, and how they relate to
health and wcllbcing17'19. A large literature also exists on the
relationship between the social environment and health
outcomes, including for example income” and social
capital40. There is a paucity of studies, however, that have
simultaneously examined the range of age-friendly domains
that older adults identify as being important in their

Lives"®15:21.22
ives .

The present study thus contributes to the
literature by examining a diversity of agc—fricndly domains
and their relationship to life satisfaction and self-perceived

health in a rural context.

The overall Age-Friendly Index was positively related to both
life satisfaction and self-perceived health. Moreover, all age-
friendly domains, with the exception of housing, were related
to life satisfaction. Thus, higher ratings regarding the physical
environment, social environment, opportunities for
participation, ~ community  supports/health  services,
transportation options, and communication/information
were associated with greater life satisfaction. This is
reminiscent of previous research in an urban context that
shows that the quality of the neighborhood, defined in terms
of a range of factors including access to public transportation,
access to shops and services, and having clean footpaths and
streets, was related to life satisfaction among older adults*".
In contrast, only perceptions of the physical environment,
social environment, and transportation options were related

to self-perceived health.
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Table 1: Descriptive statistics of ratings of age-friendliness

Variable Possible range Mean SD Median Minimum Maximum
Overall Age-Friendly Index 0-54 21.60 9.19 21 1 47
Physical environment 0-12 4.95 2.69 5 0 12
Housing 04 0.99 1.18 1 0 4
Social environment 0-9 3.82 1.88 4 0 9
Opportunities for participation 0-8 2.94 2.10 3 0 8
Community supports/health services 0-8 3.21 2.09 3 0 8
Transportation options 0-8 3.64 2.15 3 0 8
Communication/information 0-5 2.13 1.47 2 0 5
SD, standard deviation.
Table 2: Descriptive statistics of community characteristics (29 communities)
Descriptor Mean SD Median Minimum Maximum
Population 2,501 3064 1,294 432 13,446
Percentage residents aged 265 21.0 8.0 22.0 3.0 39.0
Percentage less than high school 37.3 8.3 36.3 20.2 54.9
Median income (Canadian dollars) $44,517 $13,319 $40,497 $28,147 $75,515

SD, standard deviation.

Table 3: Predictors of life satisfaction and self-perceived health: multi-level regression analysis for total sample

Descriptor

Life satisfaction (95%

Self-perceived health (95%

confidence limits)

confidence limits)

Community characteristics

Populationf

0.031 (—0.016, 0.078)

0.039 (—0.016, 0.094)

Percentage residents aged 265

~0.001 (~0.020, 0.018)

0.016 (—0.007, 0.039)

Percentage less than high school

—0.017 (—0.036, 0.002)

~0.004 (—0.027, 0.019)

Median income'

—0.010 (-0.025, 0.005)

0.008 (—0.011, 0.027)

CMA/CA/strong MIZ (reference group)

Moderate MIZ

0.081 (—0.276, 0.438)

0.148 (—0.282, 0.578)

Weak MIZ

~0.057 (—0.403, 0.289)

0.052 (—0.365, 0.470)

No MIZ

0.056 (—0.393, 0.506)

0.231(~0.310, 0.771)

Seniors vs younger adults

—0.081 (—0.219, 0.057)

—0.334 (—0.481, —0.187)*sksk%

Overall Age-Friendly Index

0.019 (0.011, 0.026)#**

0.013 (0.005, 0.021)%*

Age-friendly domains

T

Physical environment

0.048 (0.023, 0.073)%:**

0.041 (0.014, 0.067)%*x*

Housing

0.056 (—0.005, 0.118)

0.040 (—0.024, 0.104)

Social environment

0.085 (0.050, 0.121)#*%+

0.045 (0.008, 0.083)*

Opportunities for participation

0.060 (0.028, 0.093)***

0.035 (0.001, 0.070)*

Community supports/health services

0.048 (0.014, 0.081)**

0.027 (—0.008, 0.063)

Transportation options

0.053 (0.020, 0.087)%*:*

0.051 (0.016, 0.086)%*:*

Communication/information

0.058 (0.012, 0.105)*

0.002 (—0.047, 0.050)

T Population size and median income were expressed in thousands to make them similar in scale to the other census variables. T Parameter estimates (b) for age-
friendly domains are derived from models that included each age-friendly domain, respectively, as well as all the community characteristics. ¥p<0.05; ** p<0.01;
#ikp<0.001; *#*%p<0.0001.

CMA, census metropolitan area. CA, census agglomeration. MIZ, metropolitan influenced zone.
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Table 4: Predictors of life satisfaction and self-perceived health: multi-level regression analysis for ‘seniors’

versus ‘not seniors’t

Predictor

Life satisfaction
(95% confidence limits)

Self-perceived health
(95% confidence limits)

Seniors

Younger adults

Seniors

Younger adults

Age-Friendly Index

0.022 (0.011, 0.032)%***

0.014 (0.003, 0.025)*

0.015 (0.005, 0.025)**

0.008 (-0.005, 0.021)

Physical environment

0.058 (0.025, 0.091)%#+

0.029 (—0.009, 0.067)

0.045 (0.011, 0.079)%*

0.030 (—0.013, 0.072)

Housing

0.109 (0.028, 0.190)*

~0.040 (-0.132, 0.052)

0.112 (0.031, 0.192)%*

~0.085 (-0.189, 0.018)

Social environment

0.106 (0.059, 0.153)%***

0.050 (-0.003, 0.103)

0.076 (0.028, 0.124)%*:*

—0.015 (-0.075, 0.046)

Opportunities for participation

0.069 (0.025, 0.113)**

0.053 (0.006, 0.100)*

0.037 (-0.008, 0.081)

0.037 (-0.017, 0.091)

Community supports/health services

0.033 (-0.012, 0.078)

0.063 (0.012, 0.114)*

0.014 (-0.031, 0.059)

0.041 (-0.018, 0.100)

Transportation options

0.060 (0.014, 0.106)*

0.044 (—0.004, 0.091)

0.057 (0.011,.104)*

0.039 (—0.015, 0.094)

Communication/information

0.063 (0.000, 0.125)*

0.040 (-0.029, 0.109)

—-0.023 (-0.086,0.039)

0.032 (-0.046,0.111)

T Parameter estimates (b) are derived from models that included the Age-Friendly Index or each of the age-friendly subscales, respectively, controlling for all community

characteristics. #p<0.05; *¥p<0.01; ***p<0.001; ****p<0.0001.

Making communities more age-friendly is first and foremost
thought to benefit older adults'. However, is it assumed that
those same community supports and features would also be
beneficial to younger individuals¥. For instance, a safe
environment is thought to be good for both young and old, as
are barrier-free streets”. For example, having  well-
maintained footpaths should help older adults with their
mobility, but presumably also benefits a parent navigating the
environment with a child in a stroller. Although the argument
seems logical, the present findings suggest that benefits of
age-friendly features were predominantly restricted to older
adults. As such, all but community supports/health services
were related to life satisfaction among individuals who self-
identified themselves as ‘senior’, and four of the age-friendly
domains (physical environment, housing, social environment,
and transportation options) were related to self-perceived
health. In contrast, few significant effects emerged among

individuals who did not identify themselves as seniors.

That the benefits of age-friendliness are generally restricted
to older adults makes sense, given the nature of the questions
contained in the age-friendly survey, most of which were
very much focused on older adults, such as whether there is
enough housing that meets the needs of older adults or
whether housing for older adults is affordable. Presumably,
having more opportunities in this respect would impact older

adults, but not necessarily younger individuals.

The findings regarding community supports/health services
warrant discussion. This was the only domain that was
significant for younger adults, but not seniors. Indeed, it
produced one of only two significant effects among younger
adults. It is possible that the positive relationship for younger
adults is due to the impact community supports and health
services have on informal caregivers, such as spouses,
daughters, or sons. For instance, having home care services
should reduce the burden that is placed on informal
caregivers. Consistent with this interpretation, previous
research has demonstrated that there is a relationship
between caregiver burden and unmet service needs in rural

settings“.

Why community supports and health services were not
related to seniors’ life satisfaction is not clear. Similarly, this
domain was not related to self-perceived health. The lack of
significant relationships may be due to a confound with health
status. Individuals who are less healthy may be more likely to
use and be aware of community supports and health services.
Thus higher ratings on this domain would not be expected to
be associated with higher life satisfaction or self-perceived

health; if anything, one might expect the opposite effect.

The findings for community characteristics are also
noteworthy. None of the characteristics included in the

present study were related to life satisfaction and self-
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perceived health, nor were the urban—rural categories. This is
to some extent consistent with previous research, which
shows that the effects for rurality in a Canadian context are
small, with substantial heterogeneity in health among rural
areas’". Similarly, a review of studies on rural health
conducted in a range of countries shows a great deal of
inconsistency in findings, with rural residents not necessarily
being disadvantaged health-wise, relative to their urban

30
counterparts™.

In the present study, even though 29 communities were
included, there may not have been enough variability to find
any health discrepancies across degrees of rurality. Moreover,
both outcome measures were subjective in nature, which may
minimize any differences among communities. For instance,
individuals would likely stay in a community if they are
satisfied with their lives there; if they were not, they may
choose to move elsewhere. On the positive side, the findings
suggest that residents are equally satisfied with their lives and
equally healthy regardless of the size of the community, its
average income or its location (closer or further away from a

larger urban center).

The present study has several limitations that must be
acknowledged. First, this is a cross-sectional study. As such,
it cannot be inferred that age-friendliness leads to greater life
satisfaction and better self-perceived health. It is possible that
individuals who rated themselves higher on these two
measures were generally more positive and therefore also
rated their community as more age-friendly. The fact that life
satisfaction and self-rated health were assessed immediately
after participants completed the Age-Friendly Survey may
also have inflated the correlation between these
measures. Second, only very limited information on
participants’ sociodemographic characteristics was available.
In developing the needs assessment consultations from which
the data for the present study were derived, it was important
to have a short instrument, which could not contain too many
personal questions. It is therefore not known if participants
represented a diversity in terms of gender, socio-economic
status, mobility, etc. Moreover, participants were not

randomly chosen and it is not known to what extent they

reflect the sociodemographic make-up of the community as a

whole.

Third, although the Age-Friendly Survey was developed with
the aim to measure a range of age-friendly features within a
number of domains, the number of items that could be
included was necessarily limited because the survey had to fit
into the needs assessment consultation process. Also, the
simple, dichotomous response format does not provide as
nuanced an assessment of age-friendly features as one might
like. However, despite these limitations, the present findings
show consistent, meaningful relationships between age-
friendly domains and life satisfaction in particular, and to a
lesser extent with self-perceived health. Moreover, the
differences in results obtained for participants who self-
identified as seniors versus younger adults provide support

for the validity of the survey.

Conclusion

The present study represents a first step in examining the
relationship between communities’ age-friendliness and
health-related outcomes in a rural context. The overall Age-
Friendly Index and more specifically the ratings of the
physical ~environment, housing, social environment,
opportunities for participation, transportation options, and
communication/information were all positively related to life
satisfaction among seniors. The effects were less consistent
for younger adults. Moreover, the Age-Friendly Index, as
well as several domains (physical environment, housing,
social environment, and transportation options) were
positively related to self-perceived health. As such, the
findings generally support the idea that age-friendliness is
related to healthy, active agingl.

Further research is needed to examine whether these effects
are causally related. For example, comparisons of
communities that have implemented age-friendly projects
versus those that have not and measuring health-related
outcomes longitudinally would be useful. Qualitative studies

that provide an in-depth understanding of how older adults
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view their communities and how that relates to healthy aging
would also provide important information. From a policy
perspective, the present findings point to the potential
benefits of making communities more age-friendly, as well as
the need to focus on a range of domains that are important in
older adults’ lives. The findings further suggest that province-
wide policy initiatives, such as the Province of Manitoba’s
Age-Friendly Initiative, may be one approach to enhancing
healthy aging in rural settings.
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