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Key Findings

Key Findings

Chapter 2: The Economic Circumstances of the Over 50s and
their Children

* The gross income levels of the TILDA participants remained the same between wave
1 and wave 2 despite a shift away from labour income sources towards retirement
income sources.

* Wealth has fallen between wave 1 and wave 2 and this is largely due to reductions in
property values.

+ Of those who were employed in wave 1, 13% had retired by wave 2.

« Of these new retirees, a higher percentage of those with higher levels of education had
retired before the state pension age (SPA).

» Eligibility for the state pension is the main reason for retirement for new retirees.

* 5% of the adult children of TILDA participants who were living in Ireland in wave 1 had
emigrated by wave 2.

* Employment levels amongst the adult children of TILDA participants are highest among
those who have emigrated or were already living abroad at wave 1.

* Unemployment among children at wave 2 is highest among those who have returned to
Ireland from abroad, have returned to live with their parents or were already living with
their parents at wave 1.

Chapter 3: Changes in Physical and Behavioural Health in Older
Irish Adults

» The proportion of the older population who report that their health is ‘excellent’ or ‘very
good’ has increased from 41% in wave 1 to 44% in wave 2.

* Hypertension and diabetes are the most prevalent cardiovascular conditions in older
Irish adults, affecting 37% and 9% of older Irish adults respectively. The prevalence of
most cardiovascular conditions has remained stable since wave 1 except for angina,
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which has decreased, and atrial fibrillation, which has increased.

» Arthritis now affects 51% of those aged 75 and over, while the two-year incidence of
arthritis among this age group is 10%.

» Arthritis, osteoporosis and cataracts have the highest two-year incidence rates (i.e.,
new cases among those previously undiagnosed) of non-cardiovascular chronic
conditions, with rates of 7.6%, 5.6% and 5.7% respectively.

* Approximately 19% of men, 25% of women and 30% of individuals aged 75 and
over have fallen in the last year. Aimost 10% of the over 50s population have had an
injurious fall (i.e., requiring medical treatment) in the last year.

* 16% of smokers at wave 1 had quit by wave 2. A notable decrease in smoking occurs
after the age of 65 years.

» The overall prevalence of problematic alcohol use has increased between wave 1 and
wave 2 and is significantly higher in men (21.7%) than in women (11%). There is a drop
in problematic alcohol use after the age of 65 years.

» The proportion of adults reporting low levels of physical activity increases with age, with

51.6% of over 75s reporting low levels of physical activity at wave 2.

Chapter 4: Obesity and Health Outcomes in the Older Population

» 35% of older Irish adults are classified as obese according to their body mass index; a
further 44% are overweight.

» According to World Health Organisation criteria, 53% of older Irish adults are at a
substantially increased risk of metabolic and cardiovascular disease based on their
waist circumference.

» Obesity at wave 1 is strongly associated with cardiovascular disease at wave 2. Both
men and women who were obese at wave 1 have a significantly higher prevalence of
diabetes at wave 2, while obese men have a significantly higher prevalence of heart
attacks, and obese women have a significantly higher prevalence of angina.

* Increased waist circumference at wave 1 is associated with the development of
disability, particularly among women.

» Asignificantly higher proportion of men who were obese at wave 1 had reduced their

alcohol intake by wave 2 (in comparison with men who were of normal weight at wave

1).



Key Findings

Chapter 5: Health and Social Care Utilisation by the Over 50s

The proportion of TILDA participants with a medical card or GP visit card increased
overall between wave 1 and wave 2 (from 52% to 57%), but declined in those aged 70+
years.

Between wave 1 and wave 2, private health insurance cover declined in those under 65
years and increased in those aged over 65 years.

In wave 2, 21.1% of participants aged 80+ years old had attended an Emergency
Department (ED) at least once in the previous year (the corresponding figure for wave
1 was 15.1%).

Utilisation of community health and social care services by the older population

remains low.

The uptake of prostate cancer screening services in men and breast cancer screening
services women is high but the uptake of flu vaccination is low, particularly for those
who do not have a medical or GP visit card.

Polypharmacy (i.e., taking five or more medications) has increased from 21% at wave 1
to 26% at wave 2.

Participants who had died between wave 1 and wave 2 had higher levels of secondary
care service utilisation (ED visits and hospital admissions) than survivors.

Chapter 6: What Factors are Associated with Change in Older

People’s Quality of Life?

Self-reported quality of life peaks around 65-67 years, and declines rapidly after the
age of 80.

Between wave 1 and wave 2 of TILDA, overall quality of life declined for all age groups,

but the decline was greatest for those aged 75+ years.

Those who were married at both waves have a higher quality of life than those who

remain never married, divorced/separated, or widowed between waves.

Those who reported that they no longer suffer from a disability in relation to activities of
daily living (e.g., dressing, eating, bathing) have a significantly higher quality of life than
those reporting a disability in both wave 1 and wave 2.

TILDA participants whose depressive symptoms had remitted between wave 1 and
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wave 2 experienced a significant improvement in quality of life.

» Based on their social networks (i.e., marital status, close ties with family and friends
and membership of voluntary and religious organisations), 27% of men and 22% of
women in TILDA are classed as ‘most socially integrated’, and these proportions have
only changed slightly between wave 1 and wave 2 of the study.

» Participants with strong social networks, who engage in various types of active social
relationships and who volunteer regularly have a higher quality of life than those who
are less socially active.

* Overall, 35% of TILDA participants look after their grandchildren for at least one hour
a week, and those who care for their grandchildren have a higher quality of life than
those who do not.
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Introduction

1.1 Introduction

In 2011, we published our first summary report ‘Fifty Plus in Ireland 2011: First Results
from the Irish Longitudinal Study on Ageing’ (1). In that report, we described the lives of the
over 50s population in Ireland using data from the first wave of The Irish Longitudinal Study
on Ageing (TILDA), carried out between October 2009 and February 2011. A wide variety
of information on the lives of the over 50s in Ireland was presented, covering areas such
as marital status, migration history, incomes, wealth, employment status, physical and
behavioural health, mental health and cognitive function, health and social care utilisation,
social engagement and quality of life. The report painted a picture of a diverse over 50s
population, with marked differences in many domains of life between young old and older
old, and between different socio-economic groups. There were also some differences
between men and women, in particular with respect to health and pensions coverage.
Older people were found to enjoy a high quality of life and to make important contributions
to their families and communities. Childhood circumstances were found to exert strong
influences on later life outcomes. A key finding was the large discrepancy between
subjective and objective indicators of health, with substantial rates of undiagnosed illness
observed for many health conditions (e.g., hypertension).

In this, our second summary report, we use information from the second wave of data
collection for TILDA, which lasted from April 2012 to January 2013, to document how the
lives of the over 50s in Ireland have changed over the intervening period. As described

in greater detail below, the period since TILDA began at the end of 2009 has been one

of considerable social and economic change, both as a result of, and in response to, the
most severe financial and economic crisis in the State since the second world war (2).
The purpose of this report is to document how the lives of the over 50s in Ireland have
changed over this period, with a particular focus on economic circumstances, physical and
behavioural health, health and social care utilisation and quality of life. Other domains of
life such as mental health and migration are not discussed directly in this report but will be
subject to more in-depth analysis in forthcoming reports from the TILDA research team.
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The population of Ireland is ageing. By 2046, approximately 21% of the Irish population
will be aged 65 years or older, and approximately 7% will be aged 80 years or older

(the corresponding figures for 2011 were 11.6% and 2.8% respectively)." A growing
older population will require innovative policy approaches to enable healthier, happier
and economically solvent extended life spans. The EU has set a target for its member
states to increase healthy life years by two years by the year 2020. In recognition of the
importance of good quality data as an input into the design, monitoring and evaluation of
such strategies, many countries have established longitudinal studies on ageing. TILDA is
modelled closely on ‘sister’ studies such as the US Health and Retirement Survey (HRS)
and the English Longitudinal Study on Ageing (ELSA). Just as these longitudinal data-
sets inform policies and strategies in relation to healthy ageing in the UK and US, TILDA
continues to provide information for evidence-based policy in Ireland.

As described in the wave 1 report (1), the specific aims of TILDA are to:

e Provide comprehensive, internationally comparable baseline data on older people in
Ireland, leading to improvements in policy and planning;

e Provide new insights into the causal pathways underlying the ageing process;

¢ Add to the prominence of ageing as an issue of public interest and allow the voice of
older people to be heard more clearly, by effectively disseminating results to various
audiences;

e Lead to further extensive analysis by academic researchers both in Ireland and abroad,
helping to create an enhanced infrastructure for ageing research in Ireland and to
attract international scholars and funding, by making its anonymised dataset openly

available.

In common with other longitudinal studies of ageing, TILDA is a multidisciplinary study
with three principal domains: health, economics and social circumstances. It is now
well established that these domains interact with each other to determine the process
of ageing, and to fully understand one, researchers and policy makers must better
understand these complex interactions. The TILDA research environment encourages
such cross-disciplinary exploration of the data.

In addition to the wave 1 and wave 2 summary reports, the TILDA team have published
widely in academic journals. They have also produced a number of more in-depth ‘topic’

1. Authors’ calculations from CSO Database (www.cso.ie/px/pxeirestat/) [last accessed 16

December 2013].
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reports based on the wave 1 data. To date, these reports have focussed on issues such
as caring responsibilities, health care utilisation and polypharmacy. The full list of TILDA
publications is detailed in Appendix 1.

TILDA is also to the forefront of new research into the ageing process, into disorders
which dominate disability and research into pension, health care and social care reforms.
This work is creating inward investment into ‘ageing’ in Ireland and new employment
opportunities. TILDA has thus become an invaluable infrastructure in the Irish research and
development landscape. To further facilitate research on ageing in Ireland and elsewhere,
the anonymised data from wave 1 has been archived at the Irish Social Science Data
Archive at University College Dublin (UCD) (and the anonymised data from wave 2 will
follow shortly). In addition, the data are also being prepared for deposit at the National
Archive of Computerized Data on Ageing (NACDA) at the University of Michigan, which
will facilitate international research using TILDA. In 2013, the Journal of the American
Geriatrics Society published a special supplement on the TILDA study with a view to
assisting researchers in the interpretation of the TILDA data, and to encourage widespread
use of the TILDA data, both nationally and internationally (3-8).2

1.2 Description of TILDA

TILDA is a population-based, representative, longitudinal study of 8,504 community-
dwelling adults in Ireland aged 50 and older and their partners. The sample was derived
from a clustered random sample of all households in the Republic of Ireland. Surveyors
called on selected addresses to ascertain whether occupants were eligible for study
inclusion, i.e., aged 50 years or older and free from dementia. Eligible participants (and
their partners or spouses of any age) were invited to take part in the survey every two
years, initially for a ten year period. The response rate at wave 1 was 62% (4).

The response rate at wave 2 was 86%. Of the 7,610 participants interviewed in wave 2, 78
were carried out by proxy (i.e., when participants were incapable of responding in person
to the survey questions) (see Table 1.1). The average age at wave 1 was 63 and two years
later, at wave 2, was 65 years . Chapter 7 in this report contains further details on the

methodologies used in this report.

2. The papers described the TILDA study, methods of data collection (including the health
assessment), established normative values of cognitive and physical function in older adults,
compared TILDA data on health outcomes with that from the ELSA and the HRS, and described
quality of life among older Irish adults.
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Table 1.1: Wave 2 interview types

Wave 2 Interview Type Number
Self 7353
Proxy 80
End of life 155
Institutional 22
Total 7610

As illustrated in Figure 1.1, the data for wave 1 were collected in three steps:
1. A computer-assisted personal interview (CAPI), conducted by a trained interviewer;
2. A self-completion questionnaire (SCQ) for the collection of more sensitive information;

3. Aphysical and cognitive health assessment, conducted by trained research nurses in
dedicated health assessment centres in Dublin or Cork or in the participant’s home.

Further details on the TILDA data collection process are described elsewhere (4, 5, 9).

In wave 2, steps 1 and 2 were repeated, while in wave 3 (to be collected in 2014), the
physical and cognitive health assessment will be repeated. The data collected by TILDA
have replicated core health, social and economic data from the other principal European
and US studies thus enabling important cross-country comparisons and harmonisation
across studies. However, TILDA has further capitalised on a unique opportunity to
incorporate a battery of objective measures of physical and cognitive health in addition to
self-reported status aided by the involvement of health care professionals from the leading
third-level institutions in Ireland. As noted, the detailed physical and cognitive health
assessment is only carried at on alternate waves, i.e., waves 1 and 3. Therefore, in wave
2, additional objective tests of mental health, cognitive function, locomotion and muscle
strength were included as part of the CAPI interview process to ensure that measures of
physical and cognitive function are captured at each wave and facilitate comparisons with
other studies.
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Figure 1.1: TILDA Data Collection
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1.3 Macroeconomic and Policy Context

As noted, in this report, we document how the lives of the over 50s in Ireland have
changed over the period between wave 1 and wave 2 of TILDA (i.e., 2009-2013). This
was a period of considerable social and economic change in Ireland. The Irish economy
officially entered recession in 2008 (10), and so the economic downturn was already well-
established by the time TILDA began interviewing participants for the first time in October
2009. The current economic recession in Ireland is the worst since the second world war
(2), both in its severity and its duration. While the Irish economy continues to perform
poorly, in recent months there have been some positive signs emerging (11).

Unfortunately, the economy showed little sign of improvement in the period between waves
1 and 2 of TILDA. Unemployment and net emigration continued to increase between 2009
and 2013 (see Figure 1.2). Unemployment is now approximately 14 per cent. The current
rate of net emigration of approximately 30,000 is comparable with levels last observed in
the late 1980s (when the population was considerably smaller). Consumer prices have
remained relatively stable over the period, although house prices have continued their
sharp decline, albeit with some recent signs of stabilisation (see Figure 1.3). Of particular
interest to the older population who may be more reliant on income from savings are
trends in interest rates, which have been falling since 2008 and are now approximately
1%.3

3. ECB marginal interest rate; see CSO Database (www.cso.ie/px/pxeirestat/) [last accessed 16
December 2013].
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Figure 1.2: Unemployment Rate (%) and Net Migration (thousands), 2008-2013
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Figure 1.3: Overall Consumer Prices (CPI) and House Prices, 2008-2013 (December
2011=100)
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In November 2010, the Government accepted an EU-IMF Programme of Financial Support
worth €85bn for the period 2010-2013, after a period in which Government borrowing costs
had become unsustainable. This introduced a period of strict oversight of Irish economic
policy, with the continuation of previous public spending cuts and taxation increases. The
full extent of the policy changes introduced in each of the seven ‘austerity’ budgets are
illustrated in Figure 1.4. Many of these policy changes are directly relevant for the over
50s population, in particular the changes announced in relation to pensions and public
healthcare entitlements.

While the state pension has remained at the same rate since January 2009, automatic
entitlement to a medical card for all over 70s was removed in January 2009. A prescription
charge per item of 0.50c was introduced in October 2010 (towards the end of wave 1 of
TILDA), and has been subsequently increased twice (to €1.50 from January 2013 and

to €2.50 from December 2013). Hospital and prescription charges for private (i.e., non-
medical card) patients have been increased, the latter on four occasions since January
2009. Other significant policy developments of relevance to the older population include
the announcement of the increase in the State Pension Age (SPA) in March 2010, with
the first phase (i.e., the increase in the SPA from 65 years to 66 years) taking effect from
January 2014. Between wave 1 and wave 2 of TILDA, a number of taxation changes with
respect to pensions were introduced, such as the reduction in the threshold for the taxation
of pension lump sum payments in December 2010. Since the end of wave 2 of TILDA in
early 2013, income thresholds for medical cards for the over 70s have been reduced, and
certain social benefits have been cut (e.g., the household benefits package) or abolished
entirely (e.g., the bereavement grant).

1.4 Structure of the Report

We begin in Chapter 2 by examining how the economic circumstances of TILDA
participants and their children have changed between wave 1 and wave 2. Chapter 3
focuses on changes in physical and behavioural health, while Chapter 4 focuses on the
issue of obesity and its association with various health outcomes. Chapter 5 analyses
patterns of public healthcare eligibility and health and social care utilisation between waves
1 and 2 of TILDA. It also examines the characteristics and experiences of those who died
between waves. Chapter 6 focuses on quality of life, its determinants and its relationship
to changes in circumstances (e.g., marital status, employment, disability) between
waves. Finally, chapter 7 provides further details on the methodologies used throughout
this report. As noted in Chapter 7, the analyses in this report are essentially descriptive.
More detailed analysis of the issues in this report using multivariable statistical analysis



1 Introduction

(way 12d 05723 03)
pasealoul ase syuapyed
pied |edipaw 1oy
sabieyd uondudsald

¥3aawadaa
710¢

€9\ VAL

suibaq
€9\ YATIL
THdvY

s1eak 99 0} paseasnul

s1 96y JUBWIAINAY d1elS
padnpai

2Je spJed [eIPAW SO/ JI9A0
10§ SP|OYSIY} SWOdU|
paysijoqe a1e

1uesb JusWaAeIdq pue
aduemojje auoyda|a)

AdVNNVT

pasnpai
s @dueINSUI UY)[eay
91eAd uo Jaijai xe|

4390100

paosnpai ale (seb
‘A11D111239]9 ‘duoyda)al)
abeyded suyausg
P|OY3SNOH JO syuawa|3

paosnpai aie
SpJed [EIPAW SO/ 19N
104 SPlOYSaIY} BWOdU]

1nd ale awi

£102-8002 ‘sebuey) Asljod pajosjes

(w11 19d 05°03)
pa>npouul aie syuaned
paed [ed1paw Joy
sabueyd uondudsald

4390100

ayds

11jouag JusawWiedl |
ay3 Japun syuaned

#10g Ul Bupuswwod
sda1s Jo sa1I3s e ul g9 0}
S9 Woyy 96y JusWaINY

911 9y} dsealdu| 0}
uo[3Ud)UI S} sIdUNOUUR
JUSWILIBA0D) Y|

HOYVIW

1ND 21e BWAYDS 11jauag
1USWIRAL] 3y} Japun syudned
91eAld Joj sJusWdIIUT
paseaunul aue syuaiied s1eaud
104 sabaeyd uonduosaid

AYVNNVYI

oLoc 600¢

(wau
12d 0513 03) paseaioul 91eAld Joj sjuswispnul
aue syusned pied [edipaw paseasul paonpai st swns dwn|
10} s3b.ey> uondidsaid aJe syuaned areaud usuiaIRalJ0 Uohexey
10} pjoysaiyiayL
paseaiul 10} sabueyd uondinsaid
aue syuaned areaud ioy AYVNNYC Mwuoq___vm‘_
sobieyd uondudsaid pue st s9sodind xey
Juanedur jendsoy s1and 10J JUSWa4I181 Uo puny
uojsuad ajqemoyje
AYVNNVC winwixew ay |
43dW3adaa
€10¢ cloc L10C
AN VAL
spu? suibaq spu?
<IN VAL CIeM VAL L @AM VAL
AYVNNVC TddvY AdvNYg3d
SN Y3 pue |SYd 99Ko|dwa 01 123(gns
w0234 syuswabuelse uoisuad Jaylo
pue sawayds uoisuad jeuonnednddo
0} suolnquiuod aafojdw3
pasnpouul st (1d7) pasnpai s| §a1|a1 xel
xe| Auiadoud [e207 suoisuad Joy ywi| sbujuies jenuue ay |
xnr
pasnpo.ul
s1(DSN) @64eypd [e1D0S [eSIBAIUN BY |
AYYNNYI

€102-010T pouad ay1 1oy
19 $83 Yy1iom 1oddng [edueul Jo
swweiboid JINI-N3 ue sxdadde puejal)

HIGWINON

e BWIYDS SDIAIDS
JudWieal] [eusqg
ay) Japun syuaned
pied [esipaw

10§ SUBWIBIAUT

L A VAL
sulbaq
L A VAL
4390100
Yoamuad /3
n Aq paseasdul s| uoisuad arels

paseasnul ale syuaned ayeaud

10y sabueyd uondudsaid
pue juanedur jeudsoy d1jgqnd
‘(@3) 3uswiedap Aousbiawg

panowal si
TYdVY S0/ J9A0 DY} 10§ SPIRD [BDIPAW
0} JUBWIB|HIUS dljeWolny

AYVNNVI

‘L anbi4

800¢

padnpo.ul SI BWSYIS
29)ueleND) Yueg

439W3ld3as



The Irish Longitudinal Study on Ageing

techniques is currently being undertaken by the TILDA research team and will be published

on an on-going basis throughout 2014. Each chapter begins with a set of key findings.
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Key Findings

* The gross income levels of the TILDA participants remained the same between wave
1 and wave 2 despite a shift away from labour income sources towards retirement
income sources.

* Wealth has fallen between wave 1 and wave 2 and this is largely due to reductions in
property values.

+ Of those who were employed in wave 1, 13% had retired by wave 2.

» Of these new retirees, a higher percentage of those with higher levels of education had
retired before the state pension age (SPA).

» Eligibility for the state pension is the main reason for retirement for new retirees.

* 5% of the adult children of TILDA participants who were living in Ireland in wave 1 had
emigrated by wave 2.

+  Employment levels amongst the adult children of TILDA participants are highest among
those who have emigrated or were already living abroad at wave 1.

* Unemployment among children at wave 2 is highest among those who have returned to
Ireland from abroad, have returned to live with their parents or were already living with
their parents at wave 1.

2.1 Introduction

In this chapter the economic circumstances of participants and their children is examined
from a number of perspectives. Firstly, changes in the income and wealth of participants
between wave 1 and 2 of TILDA are examined, as are the sources of income and wealth.
Secondly, changes in labour market status between waves are examined. Although labour
market status, income and wealth might not have changed for many participants, they are
likely to have changed for some, particularly for those who were approaching retirement
age at wave 1.
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Thirdly, as youth migration patterns to and from Ireland have changed substantially in
recent years, the participants’ children’s internal and international migration patterns
between wave 1 and wave 2 are investigated. Specifically, the relationship between
children’s migration patterns and labour market outcomes is examined.

2.2 A comparison of income and wealth between wave 1 and
wave 2

In this section, changes in the income and wealth of the TILDA participants between wave
1 and wave 2 are discussed. In the analysis below, one will see that the wealth of older
people has fallen and this is largely due to continuing reductions in property values. The
analysis also shows that the gross income levels of the TILDA participants remained the

same despite a shift away from labour income sources towards retirement income sources.

2.21 Wealth

In this sub-section which discusses wealth, the sample used is a subset of the total TILDA
sample. Firstly, only participants who responded to both waves and who were over the age
of 50 in wave 1 (n=6,984) are used in the analysis in this sub-section. Secondly, a large
number of participants chose not to respond to certain questions relating to their wealth or
responded that they did not know the value of certain items. A further 3,284 observations
are dropped from the analysis for this reason (i.e., the participants did not know, or refused
to provide information about at least one component of their wealth). Three quarters of
these missing values that were dropped were due to non-response to wealth questions

in wave 1. The improved rate of complete cases in wave 2 was due to changes in the
modes of response offered to the participants in wave 2. In wave 2 of TILDA, participants
who did not give exact answers to the wealth questions were offered banded answers as
a response. The final working sample for the analysis in this sub-section consists of 3,700

participants.

In both waves of TILDA the financial respondent within each household is asked whether
or not they hold, and their own valuations of: owner occupied residential property; savings
on deposit; financial assets; cars; other residential property; other types of assets such as
farmland and businesses. The value of total household gross assets can be derived from
aggregating the values of these assets. The value of total household net assets is obtained
by subtracting non-mortgage debt and mortgage debt from total household gross assets.
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Table 2.1: Proportion holding different types of assets and debt

wave 1 wave 2

% (95% Cl) % (95% ClI)
Owner Occupied Housing 88.2 (86.4, 89.9) 85 (83.2, 86.8)
Savings on Deposit 64 (61, 66.9) 76 (73.6, 78.4)
Financial Assets 29.5 (27.2, 31.9) 24.8 (22.6, 26.9)
Cars 77.8 (75.6, 79.9) 78.7 (76.7, 80.8)
Other Assets 20 (17.8,22.1) 19.4 (17.4, 21.5)
Non-Owner Occupied Housing 11.9 (10.4, 13.3) 12.3 (10.9, 13.7)
Mortgage Debt 26.4 (24.2, 28.6) 26.3 (24.2, 28.3)
Non-Mortgage Debt 12.1 (10.7, 13.6) 11.1 (9.8, 12.4)
Any Assets 92.9 (90.7, 95.1) 95.9 (95, 96.8)

In Table 2.1 one can see that the proportion owning cars, non-owner occupied housing and
other types of assets such as business assets has remained broadly the same between
waves. The proportion owning their own home has fallen slightly (from 88% in wave 1 to
85% in wave 2), but is still of a similar magnitude. However there has been an increase in
the percentage with savings on deposit by about twelve percentage points to about 76%.
This rise in people having savings was not fully offset by the reduction in the proportion of
the sample who hold financial assets (from approximately 30% in wave 1 to 25% in wave
2). The increase in the number of participants with savings, and indeed the reduction in
those holding riskier financial assets, could be interpreted as a precautionary reaction in
a time of uncertain economic conditions. Overall there has been a slight increase in the
proportion with any wealth from about 93% in wave 1 to about 96% in wave 2.

From Table 2.2 it can be seen that the median value of total household gross assets has
fallen from around €271,000 in wave 1 to €229,000 in wave 2. In Figure 2.1 one can see
that the 65-74 age group had the biggest losses in absolute terms and in relative terms.
One can see from Figure 2.2 that when categorising individuals by highest educational
group, all groups experienced losses and that the losses were around 10-15% for each
educational group.

From Figure 2.1 and 2.2 it is evident that the slopes of the gradients of wealth against age
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and education are preserved between waves. The data in Figure 2.3 present the entire
distribution of wealth in both waves of TILDA. For both waves, about a fifth of the over
50s have less than €100,000 in wealth, and about two thirds have wealth of less than
€350,000. For both waves, around 6% have wealth in excess of €1,000,000.

Table 2.2: Median value of assets for those holding the assets (in €k)

Owner Occupied Housing 230 (223, 237) 180 (173, 187)
Savings on Deposits 20 (19, 21) 20 (19, 21)
Financial Assets 20 (18, 22) 20 (17, 23)
Cars 5 (5, 5) 5 (5, 5)
Other Assets 100 (80, 120) 150 (133, 167)
Non-Owner Occupied Housing 200 (180, 220) 150 (136, 164)
Gross Assets 271 (261, 281) 229 (219, 239)
Mortgage Debt 56 (50, 62) 54 (48, 60)
Non-Mortgage Debt 9 (8, 10) 8 (7, 8)
Net Assets 255 (244, 266) 213 (203, 223)

Figure 2.1: Median value of total household gross assets by age (in €k)
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Figure 2.2: Median value of total household gross assets by highest educational
attainment (in €k)
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Figure 2.3: The distribution of total household gross assets

0.18

0.16

0.14

/>

|
|

0.12

T
=

0.10

\ A e\ ave 2 ===Wave 1

0.08 -

0.06 ‘ '

0.04

0.02 /

0.00

z

0-€50k
>€lm

€50k-€100k
€100k-€150k
€150k-€200k
€200k-€250k
€250k-€300k
€300k-€350k
€350k-€400k
€400k-€450k
€450k-€500k
€500k-€550k
€550k-€600k
€600k-€650k
€650k-€700k
€700k-€750k
€750-€800k
€800k-€850k
€850k-€900k
€900k-€950
€950k-€1m




2 The Economic Well-Being of Over 50s and their Children

The Gini coefficient is a standard measure of inequality used throughout the world. A Gini
coefficient of zero represents perfect equality in a society while a Gini coefficient of one
represents a perfectly unequal society. The estimated Gini coefficients for total household
gross assets were found to be roughly similar for each wave at a value of around 0.53.
Due to the paucity of both Irish and international wealth data it is hard to put the estimated
wealth Gini coefficients into context. However, wealth Gini coefficients ranging from 0.547
to 0.808 have been estimated for all ages in certain OECD countries using data from the
late 1990s to the early 2000s (1). Thus the Gini coefficient for the wealth of older Irish
people appears to be on the lower range of wealth inequality internationally.

Table 2.3 shows the average composition of the total asset portfolio of the over 50s. There
were two statistically significant changes in the asset portfolio. Firstly, owner-occupied
housing wealth as a percentage of total wealth fell from about 71% to about 67% between
waves. Secondly, savings on deposit as a percentage of total wealth rose from just under
10% in wave 1 to just under 13% in wave 2. All of the other components more or less
maintained their share of overall wealth between wave 1 and wave 2.

Table 2.3: Proportion of total wealth held in each type of asset

wave 1 wave 2

% (95% Cl) % (95% ClI)
Owner Occupied Housing 711 (69.7, 72.5) 67.1 (65.7, 68.5)
Savings on Deposits 9.8 (9, 10.6) 12.7 (11.8, 13.5)
Financial Assets 3.8 (3.3,4.3) 3.5 (2.9, 4)
Cars 4.1 (3.6, 4.7) 4.9 (4.3, 5.5)
Other Assets 7.3 (6.3, 8.2) 8.3 (7.4,9.3)
”gﬂ;?r"’;"er ez 3.9 (3.4,44) 36 (3.1, 4)
Total 100 100

In Table 2.2 it can be seen that median valuations of owner-occupied housing wealth fell
from around €230,000 in wave 1 to €180,000 in wave 2. Given that approximately 85%
of participants own their home (see Table 2.1) and that owner-occupied housing wealth
makes up about two thirds of overall gross wealth in wave 2 (see Table 2.3), changes in
housing values have big effects on overall total wealth.
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Staying with property assets, one can see from Table 2.1 that about 12% of households
own non-owner occupied housing and this has remained constant between waves. The
median value of these second and subsequent homes has fallen greatly from €200,000 in
wave 1 to €150,000 in wave 2 (see Table 2.2).

In Table 2.1 it can be seen that the percentage of those with savings on deposit has risen
from 64% in wave 1 to 76% in wave 2. The median level of savings for those who hold
savings remained at about €20,000 between waves (see Table 2.2). The percentage
holding financial assets other than savings on deposit has fallen from about 30% in wave 1
to about 25% in wave 2 (see Table 2.1). These assets include life insurance (current cash
value), mutual funds, bonds or shares. The value of these financial assets for those who
hold them is approximately €20,000 in both waves of TILDA (see Table 2.2).

In Table 2.1 one can see that the percentage of households holding other types of assets
such as business assets and farmland has remained at about 20% between waves. About
50% of these other types of assets are concentrated in the hands of those who are self-
employed (including farmers) and their partners. In Table 2.2 it can be seen that the value
of these assets rose from a median €100,000 in wave 1 to a median of €150,000 in wave
2.

Figure 2.4: Median value of total household net assets by age (in €k)
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In Table 2.1 one can see that the percentage of those with non-mortgage debt (around
26%) and mortgage debt (around 11-12%) has not changed significantly between waves.
Table 2.2 shows that the median amount of outstanding non-mortgage debt has fallen
slightly from €9,000 in wave 1 to €8,000 in wave 2. The median amount of remaining
mortgage debt has also fallen slightly from €56,000 in wave 1 to €54,000 in wave 2.

Finally from Table 2.2, it is evident that total net assets have fallen from €255,000 in wave
1 to €213,000 in wave 2. In Figure 2.4 and Figure 2.5 one can see that falls in net assets
affected all age groups and education groups, similar to the findings above in relation to
gross assets levels.

Figure 2.5: Median value of total household net assets by highest educational attainment
(in €k)
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While the types of assets held by participants have not changed drastically, the value
of these assets has fallen. Owner-occupied housing is the largest component of overall
wealth, and therefore falls in property values drive much of the decrease in wealth
between waves. By relying on self-reported values of assets, the true level of wealth

is being measured with error. Furthermore, the degree and direction of measurement
error may differ according to different demographic characteristics. For example, those
participants with adult children who bought property in the last number of years may



The Irish Longitudinal Study on Ageing

have a better assessment of what their own property is worth. Additionally there could be
differences in the accuracy of people’s assessment of their wealth over the course of the
two waves of TILDA. According to the Daft Report 2013 Q2, the rate of decline in asking
prices for houses nationally during the first wave of TILDA was about 1.6% from month to
month. However, this appears to have slowed down to less than 1% per month during the
period in which wave 2 of TILDA was collected (2). With house prices stabilising during the
collection of wave 2 and a greater number of transactions on the market, participants may
have been better able to value their properties.

2.2.2 Income

In both waves of TILDA, all eligible participants within each household are asked about
their overall level of income and the different sources of income. In this sub-section,

the sources of income are categorised as labour income (from employment or self-
employment); occupational or private pension income; and social insurance and social
allowance income. In this analysis, social insurance and social allowance income includes
the contributory and non-contributory old age pensions. Asset income is not considered
as there was a change in wave 2 in the way in which participants were asked about their
savings on deposit. This is unlikely to affect our calculations as asset income only makes
up around 5% of total gross income in wave 1. Throughout this sub-section, only gross
individual-level income is reported and all amounts are expressed in terms of weekly

income.

In this sub-section, which analyses changes in income, only participants who responded to
both waves and who were over the age of 50 in wave 1 (n=6,984) are examined. A further
1,161 observations are dropped as the participants did not know or refused to provide
information on at least one component of their income. This leaves a working sample of
5,823.

As shown in the first row of Table 2.4, weekly median gross income at an individual level
was around €240 in each wave. Stratifying by the age of the participant at wave 2, it can
be seen in Figure 2.6 that median income is down slightly for those aged 52-64 from just
over €325 per week in wave 1 to just under €300 per week in wave 2, but slightly up for
those aged 65-74 from just over €230 per week in wave 1 to just under €238 per week in
wave 2 (but the increase for those aged 65-74 years is not statistically significant). Median
income for those aged 75 and over increased from €233 per week in wave 1 to €239 per
week in wave 2 but the difference between waves is statistically insignificant.
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Table 2.4: Median value of weekly gross ncome by source (in €)

All Income* 240 (234, 245) 240 (234, 2406)
Pension Income** 250 (222, 278) 267 (242, 291)
Social Insurance/Allowance Income ** 219 (217, 220) 225 (224, 227)
Labour Income** 500 (478, 522) 500 (478, 522)

*all observations **non-zero observations

Figure 2.6: Median value of weekly gross income by age (in €)
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Note. N = 5823; Missing obs = 0; Error bars correspond to 95% confidence intervals

Median incomes fell from €593 per week in wave 1 to €550 per week in wave 2 for those
with third level education or higher (see Figure 2.7). However graduates still have median
incomes that are over twice the size of those whose highest level of education is primary
education (€230 in wave 2).
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Figure 2.7: Median value of weekly gross income by highest educational attainment (in €)
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Note. N = 5822; Missing obs = 1; Error bars correspond to 95% confidence intervals

In Figure 2.8 the entire gross weekly income distribution for both waves of TILDA is
presented. The distributions nearly completely overlap. The mass of distribution around the
€200-€300 per week category represent those on fixed social insurance/allowance income.
For both waves of TILDA around 12% of individuals have gross incomes of over €1,000
per week.

In the last three rows of Table 2.4 the levels of income from the three different sources,
conditional on having any income from that source, are shown. The data illustrate that
the levels of income from the different sources have remained more or less the same
between waves, with the exception of income from social insurance/allowances which
increased significantly from €219 per week in wave 1 to €225 per week in wave 2. The
most striking finding is that there has been switching away from some sources and
towards other sources of income. In Table 2.5 one can see how the percentage of those
in receipt of different sources of income has changed between waves. The percentage
of those in receipt of labour income has fallen from about 35% in wave 1 to about 29%
in wave 2. There have been corresponding increases of about four percentage points

in the percentage of those receiving pension (private or occupational) income or social
insurance/allowance income’. In each wave about 11% of participants state that they do

not have their own source of income from labour, pensions, social insurance or social

1. The overwhelming majority of those receiving non-state pensions do so from occupational
schemes rather than from private pensions.
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allowances.

Figure 2.8: The distribution of weekly gross income
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Table 2.5: Proportion in receipt of different sources of income

wave 1 wave 2
% (95% Cl) % (95% CI)
Any Income 88.2 (87.2,89.1) 89.3 (88.4,90.1)
Any Pension Income 16.3 (15.1, 17.5) 20.5 (19.3, 21.8)
i‘\ny Social Insurance/Allowance 58.7 (57.1, 60.3) 63.8 (62.3, 65.4)
ncome
Any Labour Income 34.8 (33.3, 36.3) 29.3 (27.9, 30.7)

*all observations **non-zero observations

In relation to the fall in those receiving any labour income in Figure 2.9, it can be seen
that there is a fall in the percentage receiving labour income amongst those aged 65-74
(from about 17% in wave 1 to just above 10% in wave 2). This is a reflection of those who
reached the state pension age (SPA) between waves. However there is also a fall in the
percentage earning labour income amongst those aged 52-64 from about 55% in wave 1
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to about 48% in wave 2. Only about 5% of those aged 75 and over in both waves have any

labour income.

Figure 2.9: Proportion with labour income in wave 2 by age
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Note. N = 5823; Missing obs = 0; Error bars correspond to 95% confidence intervals

From Figure 2.10 it is evident that most of the increase in those with income from
occupational or private pensions can be attributed to those in the 65-74 age group (where
the proportion in that age group with occupational or private pension income increased
from about 28% in wave 1 to about 34% in wave 2). The percentage aged 75 and over
who receive pension income rose from just under 25% in wave 1 to just over 28% in wave
2 but this rise was not statistically significant. There was also an increase from 8% to about
13% in the percentage of the youngest age group (aged 52-64 years) receiving pension

income between wave 1 and wave 2.

It can be seen from Figure 2.11 that nearly all of the increase in social insurance/allowance
as a source of income can be attributed to participants aged between 65 and 74 years.
The percentage of this age group in receipt of social insurance/allowance income rose
from about 74% in wave 1 to about 87% in wave 2. The percentage of those aged 75 and
older in receipt of social insurance/allowance income remained constant at about 91%
between waves. The percentage of those aged 64 and younger receiving social insurance/
allowance income rose marginally from 38% in wave 1 to about 41% in wave 2, but this
increase was not statistically significant.
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Figure 2.10: Proportion with pension income by age
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Figure 2.11: Proportion with social insurance/allowance income by age
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Figure 2.12: Proportion with social insurance/allowance income as sole source or no
income by highest educational attainment
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Note. N = 56822; Missing obs = 1; Error bars correspond to 95% confidence intervals

About half of people in both waves are dependent on social insurance/allowance for their
income or have no source of income of their own. Figure 2.12 shows that about two thirds
of those with primary education as their highest level of education have no source of
income or depend on social insurance/allowance as their only source, but this applies to
only around a quarter of those with third level education or higher degrees.

Finally, Table 2.6 shows the share of total gross income accounted by the different
sources. The percentage of total income from occupational or private pensions has
increased by about three percentage points to just over 13% of total income. The
proportion of total gross weekly income accounted for by social insurance/allowance
income has risen from 55% in wave 1 to just under 59% in wave 2. Conversely labour
income as a source of total income has fallen by about 6-7 percentage points to just over
28% of total income in wave 2. These changes in the sources of income are all statistically
significant. This reinforces the move away from labour as a source of income towards
pension and social insurance/allowance income sources that was shown in previous tables
and figures.
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Table 2.6: Proportion of total weekly gross income from different sources

wave 1 wave 2
% (95% ClI) % (95% ClI)
Pension Income 10.2 (9.3, 11) 13.1 (12.1, 14)
Social Insurance/Allowance Income 55 (53.4, 56.7) 58.6 (57, 60.2)
Labour Income 34.8 (33.2, 36.4) 28.3 (26.8, 29.8)
Total 100.0 100.0

2.3 Employment and retirement

As people age, many people consider or experience a change in labour market status. The
impact of labour market status on the lives of older people is important both at an individual
and societal level. A detailed overview of the labour force participation of participants was
provided in the summary report based on data collected in the first wave of the study (3).
This overview is built upon in this section by examining changes in labour market status
between waves. In particular, transitions from employment to retirement are examined as
are the characteristics of these new retirees both above and below the state pension age
(SPA).The sample employed refers to participants who participated in both waves of the
study and who provided information on labour force status at each wave (n=7,285).

2.3.1 Principal labour market status

In each wave, participants are asked to report the status that best describes their current
labour market situation from the following options: retired; employed; self-employed;
unemployed; permanently sick or disabled; looking after home or family; in education or
training; and other. It should be noted that these are self-reports and that participants are
asked to choose the response that ‘best’ describes their current situation. Participants can
only select one status. For example, a participant that is both retired and looking after their
home or family chooses which of these categories best describes their current situation.

For ease of exposition, employed and self-employed participants are grouped together.
Those in education or training are grouped with those classified as ’other’ due to the

small number of participants in this category. The distribution of labour market status is
examined with respect to age and education. Overall a lower proportion of women are
employed compared to men. Unsurprisingly, the proportion of both men and women above
the current SPA of 65 years in employment is lower than those aged below the SPA. For
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example, in wave 2, approximately 61% of men aged under 65 are employed compared to
13% of men over 65 (see Table 2.7).

Table 2.7: Labour market status at wave 2 by age and sex

Sick/ Looking after

Retired Employed Unemployed Disabled  homel/family Other Total Nuri:ber
% (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95%Cl) % (95% Cl) sample
Female
Under65 13  (11-14) 47  (44-49) 4 (3-5) 6 (5-7) 29 (26-31) 2 (1-2) 100 2255
65and over 56  (53-58) 6 (5-7) 0 (0-1) 4 (3-5) 33  (30-36) 1 (1-2) 100 1799
Total 34 (32-36) 27 (25-28) 2 (2-3) 5 (4-6) 31  (29-33) 1 (1-2) 100 4054
Male
Under65 15  (14-17) 61 (58-63) 14 (12-16) 8  (7-10) 1 (0-1) 2 (1-2) 100 1638
65and over 84  (81-85) 13  (12-15) 1 (0-1) 1 (1-2) 0 (0-1) 1 (0-1) 100 1593
Total 46 (44-48) 39 (37-41) 8 (79) 5 (4-6) 1 (0-1) 1 (1-2) 100 3231
Total
Under65 14  (13-15) 54  (52-56) 9 (8-10) 7 (6-8) 15  (13-16) 2 (1-2) 100 3893
65 and over 68  (66-70) 9 (8-10) 0 (0-1) 3 (2-3) 18  (17-20) 1 (1-1) 100 3392
Total 40  (38-41) 33 (31-34) 5 (4-6) 5 (4-6) 16  (15-17) 1 (1-2) 100 7285

2.3.2 Changes in labour market status

As participants were asked about their labour market status in both waves, transitions
between labour market states can be examined. Table 2.8 shows the labour market status
of participants in wave 2 by their labour market status in wave 1. As the time between
waves was relatively short most participants have not changed labour market status,
particularly those who were employed or retired at wave 1. Disaggregating the patterns in
Table 2.8 by sex is not appropriate as the numbers for some transitions are very small.

Overall, 13% of those who were employed at wave 1 had retired by wave 2, while 79%
remain in employment in wave 2. Of those who were retired in wave 1, 83% remain retired
in wave 2, 3% are back in employment, 1% report that they are unemployed at wave 2, 3%
are sick or disabled and 9% are now looking after home or family.

Changes in labour market status are more common for those that were not employed or

retired at wave 1. For example, of those who were permanently sick or disabled in wave 1,
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although 47% remain sick or disabled at wave 2, 24% retired, 4% are in employment, 6%
are unemployed and 17% look after their home or family. Of those who were unemployed
in wave 1, 49% remain unemployed at wave 2, 14% now classify themselves as retired,
19% regained employment, 7% are now permanently sick or disabled and 8% report that
looking after their home or family is their principal labour market status.

One of the more interesting labour market transitions is that from employment to
retirement. As noted, 13% of those who were employed at wave 1 moved into retirement
by wave 2. Of these 354 people who retired, over half were over the SPA (approximately
53%). A higher proportion of those with higher levels of education retired before the SPA
than in the groups with lower levels of education (see Figure 2.13). As the employed were
more likely to have higher levels of education it is not surprising that high education is a
characteristic of these early retirees.

Participants were also asked their main reason for retiring. Pension eligibility was the
main reason for retirement for most participants. For 21% of those with either primary

or no education, ill-health was their main reason for retirement, in comparison with just
4% of those with a third level or higher education. “To enjoy life’ was the main reason for
retirement for 12% and 11% of those with primary and secondary education respectively.
For 23% of those with tertiary education, ‘to enjoy life’ was the main reason for retirement
(see Table 2.9).

Table 2.8: Changes in labour market status between wave 1 and wave 2

Looking after home/ Number in
family (W2) it (2) sample
Total

% (95% Cl) % (95% Cl) % (95%Cl) % (95%Cl) % (95% Cl) % (95% CI)

Retired (W2)  Employed (W2) Unemployed (W2) Sick/Disabled (W2)

Retired (W1) 83 (82-85)3  (24) 1  (0-1) 3 (24) 9 (811)1 (1) 100 2555
Employed W1) 13 (12-14)79 (77-80) 3 (3-4) 1 (1-2) 2 (23)1  (1-2) 100 2774
Unemployed (W1) 14 (11-18)19 (15:24)49 (44-55) 7 (510) 8  (6-12) 3 (2:6) 100 355
SickiDisabled (W1) 24 (20-20) 4  (27) 6  (4-9)47  (42:53) 17 (1322) 2 (1-4) 100 328
15:;:5;"3”3:;” homel 2, (1926)7 (592  (1-3) 3 (24) 65 (62-68) 1 (1-2) 100 1130
Other (W1) 28 (21-37)23 (16:31) 8 (4-14) 9 (517) 22 (1531)10  (6-16) 100 141
Total 40 (3841)33 (31-34) 5 (46) 5 (4-6) 16 (1517) 1 (12) 100 7283

Note. Cl = confidence interval; Missing observations = 14.05%
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Figure 2.13: New retirees by age and highest educational attainment
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Note. N = 354; Missing obs = 0; Error bars correspond to 95% confidence intervals

While these results may suggest a divide between wanting to retire and needing to retire
among those with different education levels, the differences between education groups in
the proportion reporting ‘to enjoy life’ as their main reason for retirement are not statistically
significant.

Table 2.9: Main reason for retirement

Primary/none (25-42) 2 (1-7) (14-30) 12 (7-20) 31 (23-40)

Secondary 37 (29-47) 12 (7-19) 10 (6-17) 11 (6-18) 30 (23-39) 100 115
Third/higher 23 (13-36) 19 (11-33) 4  (1-12)23 (13-36) 31 (21-44) 100 60
Total 34 (28-39) 8 (5-12) 15 (11-20)13  (9-17) 31 (25-37) 100 297
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2.4 Migration and labour market outcomes of TILDA participants’
adult children

It is well known that the Irish economy has changed significantly in the last decade; after
sustaining a strong economic growth, Ireland has been hit by a severe recession. Coupled
with drastic changes in the economy, migration patterns to and from Ireland have changed
substantially (see also Chapter 1). Ireland has shifted, once again, from a country with
positive net migration to a country with negative net migration. For example, the Central
Statistics Office (CSO) estimates that in 2007 the number of immigrants exceeded the
number of emigrants by around 105,000 (4). By 2012, the pattern had reversed with an
estimated negative net migration of around 34,400. The majority of individuals who left
Ireland in 2012 were younger adults aged between 15 and 44 (4).

The adult children of TILDA participants are among those who have recently left the
country or have recently returned to Ireland. In both the first and second wave of TILDA,
information on children is collected through an extensive battery of questions on the
number and characteristics of participants’ children. As a result of this, TILDA data can be
used in a novel way to investigate children’s characteristics and to examine whether, and
the extent to which, children’s conditions have changed between the two waves. Perhaps
more importantly, by collecting data on both children and parents, TILDA data can be used
to investigate how changes in children’s outcomes affect parents’ outcomes.

In this section, children’s internal and international migration patterns between wave 1 and
wave 2 are first investigated. Next, the relationship between children’s migration patterns
and labour market outcomes is examined. This section differs from the rest of this chapter
and from the rest of this report because it focuses on younger Irish adults and not on the
older Irish population.

2.4.1 Adult children of TILDA participants: what do we know?

TILDA participants are asked a number of questions about their children. The same
questions are asked at wave 1 and wave 2. For each living child, the following information
is collected: age, marital status, place of residence, educational attainment and labour
market status.

The analysis of this section is based on children for whom complete information on place

of residence and labour market status is provided at wave 1 and wave 2. Children who
have died between the two waves and children of new participants are excluded. The
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analysis is restricted to adult children aged 21 to 44 years. This is done to ensure that the
children on which the analysis is based are a relatively homogenous group. The analysis is
based on 10,496 children.

2.4.2 Adult children’s internal and international migration

Of the 10,496 children of TILDA participants on which the analysis is based, 14.4% were
living with their parents at wave 1, 68.2% were living in Ireland but not with their parents
and the remaining 17.4% were living abroad. Because information on children’s place

of residence is collected also at wave 2, children’s internal and international migration
between the two waves can be examined. One can see from Figure 2.14 that although
most children have not moved between the two survey waves, a non-negligible proportion
of children have migrated internally, emigrated or returned to Ireland. These findings are in
line with the CSO figures discussed above.

Figure 2.14: Children’s place of residence at wave 2 by children’s place of residence at

wave 1
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i@+
8o~ o
I
60— - o
40— 0%t o
200 o
! I = T =

With Parent(s) at Wave 1 Rest of Ireland at Wave 1 Abroad at Wave 1

Note. N = 10496; Missing obs = 0; Error bars correspond to 95% confidence intervals

Figure 2.14 shows that, of the children living with their parents at wave 1, 62.9% are still
living with their parents at wave 2; 26.6% are living in the rest of Ireland and 10.4% have
emigrated. Place of residence has not changed for the vast majority of children living in
Ireland but not with their parents. However, 2.5% of these children have returned home to
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live with their parents and 3.7% have emigrated. Combining these figures together, around
5% of children living in Ireland at wave 1 emigrated between the two survey waves. Finally,
around 90% of those living abroad at wave 1 are still living abroad. Of the remaining 10%,
6.6% have returned to Ireland (but not to live with their parents) and 2.3% are now living
with their parents.

2.4.3 Adult children’s migration patterns and labour market outcomes

The relationship between children’s migration patterns and labour market outcomes at

wave 2 is now investigated.

Focusing first on migration patterns, children are assigned to four categories: 1) ‘Ireland
Stayers’: living in Ireland at both waves; 2) ‘Abroad Stayers’: living abroad at both

waves; 3) ‘Emigrants’: living in Ireland at wave 1 and abroad at wave 2; and 4) ‘Return
Migrants’: living abroad at wave 1 and in Ireland at wave 2. Almost 8 in 10 children (78.7%)
are ‘Ireland Stayers’. Of the remaining children, 15.8% are ‘Abroad Stayers’, 4% are

‘Emigrants’? and 1.5% are ‘Return Migrants’.

Turning then to labour market outcomes at wave 2, children are assigned to three
categories: 1) employed (full-time and part-time employed, self-employed and on
maternity/paternity leave); unemployed; and inactive (in education, retired, permanently
sick or disabled, looking after home or family or other). More than three quarters of
children (77.7%) are employed, 10% are unemployed and 12.3% are inactive.

Figure 2.15 shows that there is a clear relationship between children’s migration patterns
and labour market outcomes. Figure 2.15 shows that economic wellbeing, expressed
here in terms of favourable labour market outcomes, is greatest for children living abroad
at both wave 1 and wave 2 (‘Abroad Stayers’). A total of 88.3% of children belonging

to this category are in employment and 2.7% are unemployed at wave 2. In contrast,
around 72.2% of children who have returned to Ireland are in employment and 18.5% are
unemployed at wave 2. A total of 82.9% of children who have emigrated are employed

at wave 2. This compares to 75.4% of children who have stayed in Ireland. Around 7%

of children who have emigrated are unemployed at wave 2. This compares to 11.4% of
children who are still in Ireland.

2. As noted above, 5% of children who were living in Ireland at wave 1 had emigrated by wave 2.
The different result here refers to the use of a different denominator, i.e., all children (living both

in Ireland and abroad).
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Figure 2.15 illustrated international migration and ignored internal migration: children living
with parents or in the rest of Ireland at both waves were assigned to the same category,
‘Ireland Stayers’. The relationship between children’s internal migration and labour market
outcomes is explored in Figure 2.16. For this purpose, children living in Ireland at both
waves are assigned to four categories: 1) ‘Home Stayers’: living with parents at both
waves; 2) ‘Rest of Ireland Stayers’: living in Ireland but not with parents at both waves; 3)
‘Home Leavers’: living with parents at wave 1 and in the rest of Ireland at wave 2; and 4)
‘Home Returners’: living in Ireland but not with parents at wave 1 and with parents at wave
2. Children living abroad at wave 1 and/or wave 2 are excluded from this analysis.

Figure 2.15 showed that unemployment is highest among those who have returned

to Ireland after living abroad (‘Return Migrants’). Figure 2.16 shows that, similarly,
unemployment is highest among returners, defined here as children returning to live with
their parents. Around 27% of children in this category are unemployed at wave 2. This is
significantly above the rates of 9.6% for ‘Rest of Ireland Stayers’ and 12.4% for ‘Home
Leavers’. Similarly, employment is lowest among children who are still at home or have
returned home (60.7% and 62.9%, respectively) and highest among those who are still
living in the rest of Ireland or who have left home (77.6% and 80.2%, respectively).

Figure 2.15: Children’s labour market status at wave 2 by children’s migration status
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Figure 2.16: Children’s labour market status at wave 2 by children’s internal migration
status
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2.5 Conclusion

In this chapter the economic circumstances of older people and their children were
examined from a number of perspectives. Firstly, changes in income and wealth were
examined. Despite a shift away from labour income sources towards retirement income
sources, the gross income levels of the TILDA participants remained relatively unchanged
since the last wave of data was collected. However, primarily as a result of falls in property

values, the participants’ wealth levels have fallen.

In terms of employment, overall labour market status has remained largely stable between
waves for those who were employed or retired. However, 13% of those who were
employed in wave 1 had retired by wave 2. According to participants, pension eligibility is
their main reason for retirement. As the SPA increased to 66 years from January 2014, and
is set to further increase over the next few years, it will be interesting to observe whether
people remain in employment for longer as a result.

Turning to the participants’ adult children, approximately 5% of adult children who

were living in Ireland at wave 1 had emigrated by wave 2. A clear relationship between
children’s internal and international migration patterns and labour market outcomes was
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found. Employment levels amongst the adult children of TILDA participants are highest
among those who have emigrated or were already living abroad at wave 1. Unemployment
among children at wave 2 is highest among those who have returned to Ireland from
abroad, have returned to live with their parents or were already living with their parents at

wave 1.
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Changes in Physical and

Behavioural Health in Older
Irish Adults

Key Findings

The proportion of the older population who report that their health is ‘excellent’ or ‘very
good’ has increased from 41% in wave 1 to 44% in wave 2.

Hypertension and diabetes are the most prevalent cardiovascular conditions in older
Irish adults, affecting 37% and 9% of older Irish adults respectively. The prevalence of
most cardiovascular conditions has remained stable since wave 1 except for angina,
which has decreased, and atrial fibrillation, which has increased.

Arthritis now affects 51% of those aged 75 and over, while the two-year incidence of
arthritis among this age group is 10%.

Arthritis, osteoporosis and cataracts have the highest two-year incidence rates (i.e.,
new cases among those previously undiagnosed) of non-cardiovascular chronic
conditions, with rates of 7.6%, 5.6% and 5.7% respectively.

Approximately 19% of men, 25% of women and 30% of individuals aged 75 and
over have fallen in the last year. Alimost 10% of the over 50s population have had an
injurious fall (i.e., requiring medical treatment) in the last year.

16% of smokers at wave 1 had quit by wave 2. A notable decrease in smoking occurs
after the age of 65 years.

The overall prevalence of problematic alcohol use has increased between wave 1 and
wave 2 and is significantly higher in men (21.7%) than in women (11%). There is a drop
in problematic alcohol use after the age of 65 years.

The proportion of adults reporting low levels of physical activity increases with age, with
51.6% of over 75s reporting low levels of physical activity at wave 2.

3.1 Introduction

The importance of the opportunities and challenges associated with ageing (1) have been

acknowledged by the objectives set forth in Ireland’s recent health reform policy document,
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Healthy Ireland — A Framework for Improved Health and Well-being 2013-2025 (2) and
more recently in the National Positive Ageing Strategy(3). Pertinent goals set out in these
documents include: to increase the proportion of people who are healthy at all stages

of life; to reduce health inequalities; to support people as they age to maintain, improve
or manage their physical, mental health and well-being; and to use an evidence-based
approach to better inform policy responses to population ageing.

By design, the data collected in TILDA can inform and help achieve these objectives.
TILDA collates information on mortality rates, health conditions, perceptions, behaviours
and health inequalities that have important public health significance (4). In the summary
report on wave 1 of TILDA, Cronin et al. (5) reported the high prevalence of cardiovascular
and non-cardiovascular disorders in the older Irish population alongside behavioural health
patterns.

As a natural extension to this earlier work, this chapter presents data on the changes in
physical and behavioural health which have occurred in the period between wave 1 and
wave 2. We report on changes in self-rated health followed by prevalence and incidence
data on the burden of chronic conditions (cardiovascular and non-cardiovascular) and their
risk factors. Finally, we present changes in behavioural health of the over 50s population
and update current information on the prevalence of falls in Ireland - one of the giants of

geriatric medicine.

3.2 Key methodological considerations

To facilitate an accurate comparison of wave 1 and wave 2 data only adults aged 52 and
over are included in the sample for the current analysis. Analysis of incidence is restricted
to those participants who took part in both wave 1 and wave 2 only. Two-year incidence
rates are calculated as the number of individuals who newly report a health condition at
wave 2 expressed as a proportion of those individuals who were free of this condition in
wave 1 (paired sample). Incidence rates are reweighted using appropriate attrition weights.
It is likely that using a paired sample will introduce a survivor bias; however attrition

weights have been introduced to correct for this (see Chapter 7 for further details).

Both prevalence and incidence data are reported stratified by age and sex. Age at wave 1
is used when reporting incidence rates and variables of change between wave 1 and wave
2, while age at wave 1 and age at wave 2 are used for prevalence analyses based on
wave 1 or wave 2 data respectively.



The Irish Longitudinal Study on Ageing

3.3 Changes in self-rated health

Self-rated health is a well-known marker of an individual’s health status and is a strong
predictor of life expectancy and morbidity levels (6). Self-rated health was measured by

a single question whereby participants were asked to rate their health using one of five

categories ranging from excellent to poor.

Figure 3.1: Distribution of self-rated health
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In wave 2, 44% of older adults reported that their health was excellent or very good and
21% reported that their health was fair or poor. These figures are broadly comparable

to those reported for the full adult (i.e., 18+ years) Irish population, albeit using slightly
different response categories (very good, good, fair, bad and very bad), and using data for
2010. Using the same data, it has been found that estimates of self-rated health in Ireland
are consistently above those reported in other EU-27 countries (7). Our results suggest

a more optimistic perception of health currently, since compared to 2010 the number of
people reporting excellent or very good health has increased by 3 percentage points and
the proportion reporting fair or poor health has reduced by 5 percentage points (see Figure
3.1).

Figure 3.2 shows transitions in self-rated health status over time. A clear pattern exists
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across all age groups whereby the majority of adults who reported excellent or very good
health in wave 1 continue to report high levels in wave 2. Reporting of fair or poor health
is less consistent across waves; approximately 45% of adults who reported fair or poor
health in wave 1 transition to excellent, very good or good self-rated health by wave 2.
This pattern is broadly similar across all age groups; however a greater percentage of
individuals in the oldest age group transition between self-rated health categories between
wave 1 and wave 2.

Figure 3.2: Changes in self-rated health between wave 1 and wave 2
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Note. N = 6915; Missing obs = 1; Error bars correspond to 95% confidence intervals

3.4 Prevalence and incidence of cardiovascular conditions

Cardiovascular disease (CVD) remains the leading cause of death in Ireland despite the
significant (67%) drop of age-standardised death rates over the last 30 years (8). This
downward trend in CVD mortality has been attributed to a decrease in the prevalence

of important risk factors for CVD and improvement in treatments available (9). With this
substantial decrease in mortality from CVD since the 1980s some people are now living
longer with a higher burden of morbidity. This was evident from the data collected at wave
1 of the study (5) and has major implications for planning and delivery of effective health
services.
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Here we provide an update on the prevalence and incidence of key cardiovascular
conditions from wave 1. As a health assessment was not carried out in wave 2, the
following analyses are based on questions where the participants were asked to self-report
a doctor’s diagnosis of each of the following conditions: hypertension (High BP), diabetes
mellitus, myocardial infarction (heart attack), angina, transient ischemic attack (TIA), atrial
fibrillation (AF), stroke, heart failure (10, 11).

3.4.1 Changes in prevalence of cardiovascular conditions

Figure 3.3 shows changes in prevalence of cardiovascular conditions between wave 1
and wave 2. Hypertension (37.2%) and diabetes (8.6%) are currently the most prevalent
cardiovascular conditions in older Irish adults. The prevalence of most conditions

has remained stable since wave 1 except for angina, which has decreased, and atrial
fibrillation, which has increased.

Figure 3.3: Prevalence of cardiovascular conditions
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The prevalence of all cardiovascular conditions increases with age (see Appendix Table
3.A1a). For example the prevalence of hypertension is 29.2% in the youngest age group
(52-64) rising to 50.3% in the oldest age group (=75 years). Similarly, the prevalence of
atrial fibrillation is 1.3% in the youngest age group and increases to 4.3% in the oldest age
group. In wave 1 men had a higher prevalence of diabetes, heart attacks, angina, AF, and
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heart failure than women. These differences between men and women remain in wave 2,

however it has decreased notably for angina (see Appendix Table 3.A2).

3.4.2 Two-year incidence of cardiovascular conditions

Figure 3.4 presents the two-year incidence of cardiovascular conditions. Highest incidence
rates are observed for hypertension (6.5%) and diabetes (2%). The incidence of other
established cardiovascular conditions is less than 1% with the incidence of AF comparable
to that of heart attacks and TIAs.

Figure 3.4: Two-year incidence of cardiovascular conditions
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Note. N = 6916; Missing obs = 0; Error bars correspond to 95% confidence intervals

Incidence rates of cardiovascular conditions by age group and sex are shown in Appendix
Table 3.A1b. Significant age gradients are observed for TIA, AF and stroke. For example
AF is associated with a 0.4% incidence rate for adults aged 50-64 compared to 1.5% for
adults aged 75 and over. There are no significant differences between men and women in

incidence of any of the cardiovascular conditions.

3.5 Prevalence and incidence of chronic conditions (non-
cardiovascular)

In this section we report on the prevalence and incidence of (non-cardiovascular) chronic
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conditions such as arthritis, osteoporosis, fractures (hip and wrist), cancer, eye conditions
and chronic lung disease.

3.5.1 Changes in prevalence of chronic conditions (non-cardiovascular)

Figure 3.5 shows changes in prevalence of chronic conditions between wave 1 and

wave 2. Arthritis (33.9%) and osteoporosis (14.3%) are now the most prevalent chronic
conditions among the over 50s population. The prevalence of arthritis increased by 4.7
percentage points between waves, while the prevalence of osteoporosis increased by 4.5
percentage points. The prevalence of all other conditions has remained largely unchanged,
with the exception of cancer, which has decreased by 3.6 percentage points, and
cataracts, which has decreased by 1.8 percentage points.

Figure 3.5: Prevalence of chronic conditions (non-cardiovascular)
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AMD = age-related macular degeneration

The prevalence of most chronic conditions increases with age (see Appendix Table 3.A3a).
For example, the prevalence of arthritis at wave 2 is 23.6% in the youngest age group
(52-64) rising to 51.7% in the oldest age group (275). Significant age gradients are also
evident for each of the eye conditions considered. For example the prevalence of cataracts
increases by almost eight-fold from 3.1% in the youngest age category (52-64) to 24.9% in
the 75 and over group.
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Appendix Table 3.A3a also shows the prevalence of chronic conditions by sex. Women
demonstrate a higher prevalence of osteoporosis, arthritis, cataracts and AMD while men
report a higher prevalence of cancer. Osteoporosis now affects 24.1% of women compared
to 3.6% of men while arthritis affects 40.7% of women compared to 26.5% of men.

3.5.2 Two-year incidence of chronic conditions (non-cardiovascular)
Figure 3.6 presents the two-year incidence of chronic conditions. Incidence rates are

highest for arthritis (7.6%), osteoporosis (5.6%) and cataracts (5.7%). All other chronic
conditions have an incidence rate of below 2%.

Figure 3.6: Two-year incidence of chronic conditions (non-cardiovascular)
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AMD = Age-related macular degeneration

The incidence of arthritis, cataracts, age related macular degeneration (AMD) and cancer
increase with age (see Appendix Table 3.A3b). For example the incidence of arthritis rises
from 6.2% in the youngest age category (50-64) to 10.2% in adults aged 75 and over.
Similarly the incidence of cataracts is 12.2% for individuals aged 75 years and older,
compared with just 1.8% in adults aged 50-64 years.

The incidence of chronic conditions by sex is also shown in Appendix Table 3.A3b. Women
report a significantly higher incidence of cataracts, wrist fractures and osteoporosis
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compared to men. For example the incidence of osteoporosis is almost four times higher in
women (8.7%) than men (2.3%).

3.6 Prevalence and incidence of falls

Falls are commonly associated with ageing, with an estimated one in three older adults
experiencing a fall each year (12). Falls account for a high proportion of national health
expenditure and in Ireland the total annual costs of falls has been estimated at €400 million
(13).

Participants were asked to report (a) the number of falls they had in the last year and (b)
whether any of these falls caused an injury which required medical treatment (classified as
an injurious fall). In addition, individuals who reported one fall were categorised as a faller
while individuals who reported two or more falls were categorised as a recurrent faller.

3.6.1 Changes in prevalence of falls

The prevalence of falls has increased slightly between wave 1 and wave 2 (see Figure
3.7). For example 22.2% of adults aged 52 and over report a fall at wave 2 compared to
19.6% at wave 1. The prevalence of recurrent falls is almost consistent across waves but
the prevalence of injurious falls has risen from 7.1% at wave 1 to 9.9% at wave 2.

Figure 3.8 shows the prevalence of falls, recurrent falls and injurious falls at wave 2 by age
group. The prevalence of all types of falls increases significantly with age. For example

the prevalence of falls rises from almost 18.4% in the youngest age group (52-64 years)

to 29.8% in adults aged 75 and over. Similarly the prevalence of injurious falls rises from
7.3% in adults aged 52-64 years to 15.8% in adults aged 75 and over.

Differences between men and women are evident in falls prevalence (see Appendix Table
3.A4a) with a higher proportion of women having have had a fall than men (25.3% vs
18.8%). A higher proportion of women have had an injurious fall (12.7%) compared to men
(6.9%). Furthermore, while the prevalence of falls, recurrent falls or injurious falls has not
increased much between waves for men, there is an increase in the percentage of women
reporting falls and injurious falls at wave 2 (see Appendix Table 3.A4b).
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Figure 3.7: Prevalence of falls, recurrent falls and injurious falls
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Figure 3.8: Prevalence of falls, recurrent falls and injurious falls at wave 2 by age
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3.6.2 Changes in falls prevalence

Table 3.1 summarises changes in falls prevalence between wave 1 and wave 2. Of those
who had not previously reported a fall, 12% report a single fall by wave 2. A further 6%
report recurrent falls by wave 2. Of those who reported a single fall at wave 1, 24% had
another fall by wave 2 and 12% progressed to having recurrent falls. Finally, 37% of adults
with recurrent falls at wave 1 continued to experience recurrent falls by wave 2, while 48%
report no falls between waves.

Table 3.1: Changes in falls prevalence between wave 1 and wave 2

Recurrent
No Falls W2 On‘;av;all Falls N s
W2 (2 2 falls) Total in
) ) sample

% (95% CI) % (95% CI) % (95% Cl)
No Falls W1 82 (81-84) 12 (11-13) 6 (5-6) 100 5567
One Fall W1 64 (61-68) 24 (20-26) 12 (10-14) 100 846
Recurrent Falls W1
2 2 falls) 48 (45-54) 13 (10-16) 37 (33-43) 100 474
Total 78 (77-79) 13 (12-14) 9 (8-9) 100 6887

Note. Cl = confidence interval; Missing observations = 0.25%
Note the total prevalence of fallers is calculated by summing the data presented in column 2 and column 3.

3.7 Changes in Behavioural Health

Behavioural health refers to modifiable lifestyle factors that can positively or negatively
affect health. Three major lifestyle factors which are captured in TILDA are smoking,
alcohol use and physical activity.

3.7.1 Smoking

It is well established that smoking negatively affects health and is a significant risk factor
for a range of disorders including cardiovascular conditions, lung cancer and other
respiratory disorders (14, 15).

In TILDA participants were asked to self-report their smoking status (never, past or

current). Overall, the percentage of the population who are current smokers has decreased
since wave 1 (see Figure 3.9). The prevalence of smoking at wave 2 is 16.5%, down from
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18.3% at wave 1.

Appendix Table 3.A5 shows smoking rates by age group. The prevalence of smoking in
wave 2 decreases from 21.2% in the youngest age group (52-64 years) to 9.3% in the
older adults aged 75 and over, a pattern similar to that noted in wave 1. Interestingly,

as participants age a large drop in the prevalence of smoking is evident around the age
of retirement i.e. 65 — 69 years at wave 2 (see Appendix Figure 3.B1a). No differences
between men and women are noted in smoking behaviours (see Appendix Table 3.A6).
Table 3.2 further details the transitions in smoking behaviours between wave 1 and wave
2. Encouragingly this table indicates that 16% of adults who smoked at wave 1 report that
they have given up smoking in the past two years. Smoking transitions do not differ by
age, or between men and women.

Figure 3.9: Prevalence of negative health behaviours
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Table 3.2: Changes in smoking behaviour between wave 1 and wave 2

Never W2 Past W2 Current W2 Number in
Total
sample
% 95%Cl) % (95%Cl) % (95% CI)
Never W1 99 (99-100) 0 - 1 (0-1) 100 3077
Past W1 - - 98 (97-98) 2 (2-3) 100 2653
Current W1 - - 16 (14-18) 84 (82-86) 100 1185
Total 43 (42-45) 40 (39-42) 17 (16-18) 100 6915

Note. Cl = confidence interval; Missing observations = 0.00%
3.7.2 Alcohol

In comparison to other European countries, Ireland has a high rate of harmful drinking
habits (16). To examine harmful alcohol use, participant drinking habits were assessed
using the CAGE (Cut-Annoyed-Guilty-Eye) questionnaire, a standard screening tool for
problematic drinking patterns. A CAGE score =2 indicates problematic alcohol use (See
Appendix 3C).

The proportion of older Irish adults with problematic alcohol use has increased from 12.2%
in wave 1 to 15.9% at wave 2 (see Figure 3.9). At wave 2, the prevalence of problematic
alcohol use decreases with age from 19.9% in those aged 52-64 years to 8.0% in those
aged over 75 (see Appendix Table 3.A5). Similar to what is observed among smokers,
there is a distinct drop in the prevalence of problematic alcohol use around the age of
retirement (see Appendix Figure 3.B1b). A difference between men and women is also
evident; nearly twice as many men report problematic alcohol use compared to women
(21.7% vs 11.0%; see Appendix Table 3.A6).

Table 3.3 shows the transitions in problematic alcohol use between wave 1 and wave
2. 7% of those who did not have a drinking problem at wave 1 developed problematic
drinking habits by wave 2, while 31% of adults improved their drinking habits. No age
gradient was observed for transitions in problematic alcohol use between waves (see
Appendix Table 3.A7a). However, a higher proportion of men (10%) transition to the
problematic alcohol use category compared to women (5%) but a similar proportion of
men and women report a reduction in harmful drinking behaviours between waves (see
Appendix Table 3.A7b).
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Table 3.3: Changes in problematic alcohol use between wave 1 and wave 2

CAGE<2 W2 CAGE>=2 W2

Number in
%  (95%Cl) %  (95% Cl) o sample
Total
CAGE<2 W1 93 (92-94) 7 (6-8) 100 3660
CAGE>=2 W1 31 (27-35) 69  (66-74) 100 617
Total 84  (82-85) 16  (15-17) 100 4277

3.7.3 Physical Activity

Physical activity is critically important for healthy ageing (17). Low levels of physical activity
are associated with increased mortality, reduced quality of life and poorer self-rated health
(17). Moderate to high levels of physical activity are associated with cardiovascular fithess
which in turn is associated with better cardiovascular outcomes, flexibility and muscle
strength (18). In TILDA, physical activity is measured using the International Physical
Activity Questionnaire (IPAQ) which defines cut-offs for low, medium and high activity
levels (4).

Overall, physical activity levels have remained similar at wave 2 with 34% reporting low
physical activity at wave 2 compared to 31.7% at wave 1 (see Figure 3.9). The profile of
self-reported physical activity is quite different across both age and sex. For example, an
average of 50% of adults aged 75 and over consistently report low physical activity across
waves compared to approximately 27% of adults aged 52-64 years (see Appendix Table
3.A5). At both waves, a significantly higher proportion of women report lower activity levels
than men (see Appendix Table 3.A6).

Table 3.4 shows transitions in activity levels (low, medium and high) between wave 1 and
wave 2. 53% of older adults maintained high levels of physical activity across waves,

with 17% of adults who reported high activity levels at wave 1 transitioning to low activity
levels by wave 2. Of those who reported low activity levels at wave 1, 25% transitioned to
medium activity levels by wave 2 and a further 17% transitioned to high activity levels. An
age gradient is evident in transitioning to low physical activity from high activity levels; 29%
of those in the 75 and over age group transition to low activity between waves, compared
to only 14% of those aged 50-64 (see Appendix Table 3.A8). A higher proportion of women
transition to low levels of physical activity than men; 31% of women previously reporting
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medium activity levels and 23% reporting high activity at wave 1 report low activity levels at
wave 2, compared to 25% and 14% of men respectively (see Appendix Table 3.A9).

Table 3.4: Changes in physical activity levels between wave 1 and wave 2

W2 Low W2 Medium W2 High
activity activity activity Number
Total .
in sample
% (95%Cl) % (95%Cl) % (95% ClI)

W1 Low activity 38 (565-60) 25 (23-27) 17 (15-20) 100 2131
i 28 (26-31) 45  (43-48) 26  (24-29) 100 2382
activity
W1 High activity 17 (15-19) 30 (28-32) 53 (50-56) 100 2378
Total 34 (32-36) 34 (32-35) 32 (31-34) 100 6891

3.8 Conclusion

This chapter has provided an overview of the physical and behavioural health of the over
50s in Ireland, focussing in particular on how health and health behaviours have changed
over the period between wave 1 and wave 2 of the TILDA study. This information is vital for
ensuring policy responses to population ageing are evidence-based, as outlined in recent
health policy documents such as Healthy Ireland — A Framework for Improved Health and
Well-Being 2013-2025 (2).

Although the TILDA participants are now two years older, it is encouraging to note an
increase in the proportion of older adults who report that their health is ‘excellent’ or

‘very good’. Hypertension and diabetes continue to be the most prevalent cardiovascular
conditions among older Irish adults while arthritis and osteoporosis are the most prevalent
non-cardiovascular chronic conditions. The prevalence of most conditions has remained
largely stable since wave 1. However, some changes are observed most notably for
angina, which has decreased and arthritis and osteoporosis, which have increased.

Falls continue to be a major problem for older adults and it is worrying to note an increase
in the proportion of the older population who have experienced a fall that requires medical
attention between wave 1 and wave 2. On a positive note, there is some evidence that
behavioural change is possible at any age; for example, 16 per cent of smokers at wave

1 had quit by wave 2. Retirement age appears to be a key time for changes in smoking
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and problematic drinking behaviours among the older population in Ireland, and this is
supported by international evidence (19). This suggests that intervention strategies may
need to be structured to reflect this opportunity.

Finally, it is important to note that all of the data presented in this chapter is based on
self-reported information. Findings from wave 1 and elsewhere indicate that measures of
disease based on self-report tend to underestimate the true prevalence of a condition (5,
20). An objective assessment of physical health, based on the same health assessment
procedures as wave 1, is planned for the next wave of the study in 2014. The availability
of objective health data from two time points will provide more reliable estimates of the
true prevalence and incidence of disease over time and inform effective health planning for
older adults.
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Table 3.A5: Prevalence of negative health behaviours by age

Problematic Alcohol

Prevalence Smoking Low Physical Activity
Use
Wave 1
% (95% CI) % (95% ClI) % (95% ClI)

52-64

Total 21.7  (20-23) 16.9 (15-17) 27.3 (26-29)
65-74

Total 16.3  (13-17) 8.3 (7-10) 31.9 (30-34)
>=75

Total 9.5 (8-12) 4.0 (3-6) 48.5 (45-52)
Total

Total 18.3  (17-19) 12.2 (11-13) 31.7 (30-33)

Prevalence Smoking AU Low Physical Activity

Use
Wave 2
% (95% ClI) % (95% CI) % (95% Cl)

52-64

Total 21.2 (20-23) 19.9 (18-22) 26.9 (25-29)
65-74

Total 11558 12-15) 12.5 (11-15) 33.2 (31-36)
>=75

Total 9.3 (8-11) 8.0 (6-11) 51.6 (48-55)
Total

Total 16.5 (16-18) 16.9 (15-17) 34.0 (32-36)
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Table 3.A6: Prevalence of negative health behaviours by sex

Prevalence Smoking Problematic Alcohol Low Physical

Wave 1 Use Activity

%  (95%Cl) %  (95%Cl) % (95% Cl)

Male

Total 18.5 (17-20) 16.6 (15-18) 25.2 (23-27)
Female

Total 18.1 (17-19) 8.1 (7-9) 37.8 (36-40)
Total

Total 18.3 (17-19) 12.2 (11-13) 31.7 (30-33)

Prevalence Smoking Problematic Alcohol Low Physical

Wave 2 Use Activity

% (95% CI) % (95% CI) % (95% CI)

Male

Total 16.4 (15-18) 21.7 (19-23) 26.6 (25-28)
Female

Total 16.6 (15-18) 11.0 (10-12) 40.8 (39-43)
Total

Total 16.5 (15-18) 15.9 (15-17) 34.0 (32-36)
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Appendix 3B: Figures on Changes in Physical and Behavioural
Health in Older Irish Adults

Figure 3.B1a: Prevalence of smoking in wave 2 by age (5-year age groups)
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Figure 3.B1b: Prevalence of problematic alcohol use in wave 2 by age (5-year age groups)
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Appendix 3C: The CAGE Screening Questionnaire Tool

The CAGE questionnaire is a set of 4 questions that indicates the likelihood of a drinking
problem. The questions are as follows:

1. Have you ever felt you needed to Cut down on your drinking?

2. Have people Annoyed you by criticizing your drinking?

3. Have you ever felt Guilty about drinking?

4. Have you ever felt you needed a drink first thing in the morning (Eye-opener) to steady

your nerves or to get rid of a hangover?

A positive answer to each question is given a score of 1 and summed to give a total CAGE

score, where a CAGE score 22 is indicative of problem drinking.
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Obesity and Health

Outcomes in Older Irish
Adults

Key findings

+ 35% of older Irish adults are classified as obese according to their body mass index; a
further 44% are overweight.

* According to World Health Organisation criteria, 53% of older Irish adults are at a
substantially increased risk of metabolic and cardiovascular disease based on their

waist circumference.

» Obesity at wave 1 is strongly associated with cardiovascular disease at wave 2. Both
men and women who were obese at wave 1 have a significantly higher prevalence of
diabetes at wave 2, while obese men have a significantly higher prevalence of heart
attacks, and obese women have a significantly higher prevalence of angina.

* Increased waist circumference at wave 1 is associated with the development of
disability, particularly among women.

» Asignificantly higher proportion of men who were obese at wave 1 had reduced their
alcohol intake by wave 2 (in comparison with men who were of normal weight at wave

1).

4.1 Introduction

Obesity is considered a chronic disease and is defined by the World Health Organisation
(WHO) as excess body fat to the extent that health may be impaired (1). Worldwide,

the prevalence of obesity has increased dramatically in recent decades, leading many

to classify it as an epidemic (1). While the prevalence of obesity has begun to stabilise

in some countries, Ireland has demonstrated one of the highest increases in obesity
prevalence in the last decade (2). According to the 2011 National Adult Nutrition Survey
(NANS) (3), the most dramatic increase in obesity among Irish adults was observed in 51-
64 year old men, rising from 11% to 42% over the past two decades.

These figures are based on Body Mass Index (BMI), which is an indicator of overall body
fatness. In older adults waist circumference is considered to be a more useful measure of
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obesity than BMI (4). In the NANS survey (3), over half of all 50+ year olds were reported
to have a substantially increased waist circumference.

In older adults obesity is associated with depression, disability, frailty (5, 6) and
cardiovascular disease (7-9); however, the effects of rising obesity rates on the health and
wellbeing of older Irish adults have yet to be examined. Using objective measures of BMI
and waist circumference collected at wave 1, this chapter will document the prevalence

of overweight and obesity in our older population, and examine the association between
excess body fat at wave 1 and the prevalence of cardiovascular disease, disability, mental
and behavioural health at wave 2.

4.2 Prevalence of obesity

In wave 1 of TILDA, height, weight and waist circumference were measured during the
health assessment which took place in either a health centre or the participant’s home.
These measures were then used to calculate BMI and waist circumference. Detailed
protocols for these measurements can be accessed on the TILDA website (http://www.
ted.ie/tilda/about/project-description/data-collection). The following analyses are based on
participants who completed a health assessment at wave 1 and the computer assisted
personal interview (CAPI) at wave 2, giving a total sample size of 5,349.

BMI is the metric traditionally used to define overweight and obesity. However, in older
adults, BMI does not reflect age-related loss of muscle mass (10). Additionally, the
distribution of body fat may change, with a greater proportion of fat deposited centrally,
around the abdomen (11). Therefore in older adults, waist circumference (WC) may be a
more useful indicator of obesity than BMI, since fat deposited in this region is associated
with greater risk of cardiac and metabolic disease (4).

4.2.1 Body mass index

BMI is calculated as weight in kilograms divided by height in metres squared (kg/m2).
WHO (1) cut-offs are used to define persons as ‘underweight’, ‘normal’, ‘overweight’
and ‘obese’ (see Table 4.1). In TILDA less than 1% of the population is classified as
underweight so this group has been excluded from further analyses.
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Table 4.1: World Health Organisation body mass index classifications

Underweight <18.50
Normal 18.50-24.99
Overweight 25.00-29.99
Obese 230.00

Overall 35% of older Irish adults are obese, with a further 44% classed as overweight (see
Figure 4.1).

Figure 4.1: Distribution of body mass index at wave 1
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Note. N = 5349; Missing obs = 0; Error bars correspond to 95% confidence intervals

Figure 4.2 illustrates obesity prevalence by age and sex. Obesity is more prevalent among
men (38%) than women (33%) (see Appendix Table 4.A1). This finding is contrary to what
is found internationally where women tend to have higher rates of obesity compared to
men (2). No age differences are observed in the prevalence of obesity among TILDA

participants.
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Figure 4.2: Distribution of body mass index at wave 1 by age and sex
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4.2.2 Waist circumference

Using WHO cut-offs (11), TILDA participants were classified into three categories of WC
indicating ‘normal’, ‘increased’ or ‘substantially increased’ risk of metabolic complications
(see Table 4.2).

Table 4.2: WHO waist circumference classifications

Normal <94 <80
Increased 94-101 80-87
Substantially Increased 2102 =88

Based on the above criteria, 53% of Irish adults aged 50 and over are classified as
centrally obese and at substantially increased risk of metabolic complications (see Figure
4.3 and Appendix Table 4.A2).
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Figure 4.3: Distribution of waist circumference at wave 1
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Figure 4.4: Distribution of waist circumference at wave 1 by age and sex
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A greater proportion of women (56%) have a substantially increased WC compared to men
(48%) (see Appendix Table 4.A2). Age differences are apparent in the prevalence of WC
with men and women aged 65 and over having significantly larger waist circumstances
compared to younger adults aged 52-64 years (Figure 4.4).

Our findings show that obesity (defined by BMI) and central obesity (defined by WC)

are major health concerns for Irish adults aged 50 years and over. International findings
indicate that life expectancy at age 50 is decreased for obese men and women (12) and
obesity also increases the number of years people live with disability (13). International
findings indicate that this will have substantial social and economic costs, by increasing
the number of years people live with disability and increasing the care burden on the state
(13). Early interventions aimed at preventing and reversing this epidemic are therefore
necessary, to avoid an unsustainable drain on future health and social services.

4.3 Obesity and cardiovascular disease

Cardiovascular disease (CVD) remains the leading cause of mortality in Ireland,
accounting for 32% of deaths in 2012 (14). Obesity is an independent risk factor for CVD;
for every 5kg/m2 increase in BMI above 25kg/m2, CVD mortality increases by 40% (15).
Similarly a 1cm increase in WC is associated with a 2% increased risk of incident CVD
(16). Though the mechanisms behind these associations have not been fully elucidated,
it is known that excess body fat directly impacts on insulin resistance, thus increasing the
risk of type-2 diabetes (15). Excess fat in the abdominal area may directly affect how fats
are broken down and transported in the body, leading to high cholesterol (17). These risk
factors in turn increase the likelihood of developing further CVD.

4.3.1 Obesity and prevalence of cardiovascular disease

Figure 4.5 shows prevalence of cardiovascular disease at wave 2 by wave 1 WC
classification and sex. A strong association is observed between WC and diabetes. Just
over 15% of men with a substantially increased WC have been diagnosed with diabetes
compared to 5% of men with a normal WC. Corresponding figures for women are 9.4%
for substantially increased WC and 1% for normal WC. Differences between men and
women are observed for other conditions whereby men with a substantially increased WC
have a significantly higher prevalence of heart attacks (10% versus 7% for normal WC)
and women with substantially increased WC have a higher prevalence of angina (6.2%
versus 3.2% for normal WC). Similar associations are evident for BMI and can be seen in
Appendix Table 4.A3.
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Figure 4.5: Prevalence of cardiovascular disease at wave 2 by wave 1 waist circumference
classification and sex
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4.3.2 Obesity and prevalence of cardiovascular disease risk factors

Figure 4.6 shows the wave 2 prevalence of CVD risk factors (high blood pressure or
hypertension, high cholesterol and irregular heart rhythm) by wave 1 WC classification and
sex. Central obesity is strongly associated with high blood pressure. A higher proportion

of men and women with both increased and substantially increased WC report a doctor’s
diagnosis of high blood pressure than adults with normal WC. For example, 49.1% of
women with a substantially increased WC report high blood pressure compared to 21.7%
of women with normal WC. Corresponding figures for men are 44.2% for substantially
increased WC and 24.4% for normal WC.

No differences by sex are observed for the association with high blood pressure or
irregular heart rhythm; however, a higher proportion of women with a substantially
increased WC report high cholesterol compared to those with a normal WC (43.8% vs
36.0%). The associations presented here are consistent for BMI and can be seen in
Appendix Table 4.A4.
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Figure 4.6: Prevalence of cardiovascular disease risk factors at wave 2 by wave 1 waist
circumference classification and sex

Normal ] Increased ] Substantially Increased

| T - e N | ..
oo | 1| - 1% N | -

10.0— — Iﬁi — i | ﬁi
0 0 L 1 Il L 1 Il

' High Blood High Irregular High Blood High Irregular
Pressure Cholesterol Rhythm Pressure Cholesterol Rhythm
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While CVD mortality rates have decreased over the last number of decades (see also
Chapter 3), the increasing prevalence of obesity and associated disease risk is in danger
of reversing this trend. In older Irish adults increased WC and BMI are strongly associated
with an increased prevalence of diabetes, high blood pressure and heart attacks. Tackling
the high rates of obesity must be a priority for public health intervention given its strong
association with CVD.

4.4 Obesity and physical disability

4.4.1 Obesity and prevalence of physical disability

Disability is common in older adults and has important implications for individual quality of
life and health and social care costs. There are many types of disability; but this report will
focus specifically on difficulties in activities of daily living (ADLs) and instrumental activities
of daily living (IADLs). ADLs include activities such as washing, eating and toileting, which
are essential to daily life. IADLs include activities like preparing meals, managing money
and household chores, which, while not fundamental to everyday functioning are important
in maintaining independence (18, 19). This analysis includes only those difficulties for
which comparable information was collected between waves, leaving a total of five ADLs
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and six IADLs. Further discussion of ADL and IADL disability is presented in Chapters 5
and 6; however these analyses are based on slightly different sample sizes and are not
comparable to the results outlined below.

Table 4.3: Changes in ADL and IADL disability between wave 1 and wave 2

wave 2
No ADL Disability Any ADL Disability
% (95%Cl) % (95%Cl)
- No ADL Disability 91.5 (90-92) 3.7 (3-4)
§ Any ADL Disability 25 (2-3) 2.3 (2-3)

No IADL Disability Any IADL Disability
No IADL Disability 87.6 (86-89) 5.1 (4-6)
Any IADL Disability 3.3 (3-4) 4.1 (3-5)

Table 4.3 summarises transitions in ADL and IADL disability status between wave 1 and
wave 2. The majority of adults report no ADL or IADL disability at either wave. Just 2-
4% report an ADL or IADL disability in both waves. These findings reflect the relatively
young age profile of the TILDA population. Just over 2.5% of the population transitioned
out of ADL disability between waves and 3.7% developed a new ADL disability by wave 2.
Comparable trends are seen for IADL disabilities, with 3.3% of adults transitioning out of
IADL disability and 4.1% developing a new IADL disability by wave 2.

4.4.2 Obesity and prevalence of new disabilities

Figure 4.7 shows the relationship between WC at wave 1 and disability at wave 2.
Compared to those with a normal WC, having a substantially increased WC is associated
with the development of ADL disability in both men and women. Associations between WC
and IADL disability are evident for women only, where 6.9% of those with a substantially
increased WC developed a new IADL at wave 2 compared to 3.4% of women with a
normal WC. No association was observed between BMI at wave 1 and new disability at
wave 2 (see Appendix Table 4.A5). As only a small number of participants reported a new
disability at wave 2 it was not possible to carry out further analyses by age group.
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Figure 4.7: Proportion reporting new ADL and IADL disabilities at wave 2 by wave 1 waist
circumference classification and sex
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Note. N = 5349; Missing obs = 0; Error bars correspond to 95% confidence intervals

Despite the low frequency of physical disabilities in the older Irish population, substantially
increased WC is associated with a higher incidence of ADL disability in both men and
women and a higher incidence of IADL disability in women. This finding, coupled with

the high prevalence of obesity in this population, highlights the importance of appropriate
weight management strategies for older adults to improve health and function and maintain
independence in later life.

4.5 Obesity and mental health

High levels of both obesity and mental health difficulties were found among older Irish
adults at wave 1 (20). A burgeoning field of research suggests that this may be more than
simple coincidence reflecting a complex interplay of biological, psychological and social
phenomena (21-24).

Depression that presents for the first time in late life may share some of the same risk
factors as heart disease and stroke (25). Eating habits and lifestyle choices which
adversely affect BMI and WC may therefore also have a detrimental effect on the brain and

in turn negatively impact mood.
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At wave 1, depressive symptoms were measured with the 20-item Center for
Epidemiologic Studies Depression (CES-D) scale which assesses depressive symptoms
over the previous week (26). Symptoms of anxiety were measured at wave 1 using the
anxiety subscale of the Hospital Anxiety and Depression Scale (HADS-A), a self-report
questionnaire, which assesses the frequency of anxiety symptoms over the last week (27).
High levels of depressive and anxiety symptoms were observed among older Irish adults
(20).

In response to these findings a more in-depth measure of depression and anxiety was
introduced at wave 2 to gain a more accurate estimate of the true burden of these
conditions in older Irish adults. The Composite International Diagnostic Interview — Short
Form (CIDI-SF) is designed to be used by lay interviewers for the assessment of mental
disorders according to well established definitions and criteria. It can be used to classify
individuals as having ‘probable’ Major Depressive Disorder (MDD) or General Anxiety
Disorder (GAD) and more closely reflects the way a doctor would diagnose a mental
illness (28).

4.5.1 Obesity and depression

Table 4.4a and 4.4b show depression at wave 2 by wave 1 WC and BMI. According to the
CIDI-SF, 6.1% of adults aged 52 and over met criteria for a MDD within the last year. The

prevalence of MDD is higher in older adults who have a substantially increased WC or who
are obese according to their BMI. Interestingly, adults who have moderate levels of obesity,

as defined by increased WC or overweight, report the lowest prevalence of MDD.
Table 4.4a: Depression at wave 2 by wave 1 waist circumference classification

Major Depressive Disorder

% (95% ClI)
Normal 5.8 (5-7)
Increased 4.9 (4-6)
Substantially Increased 6.9 (6-8)
Total 6.1 (6-7)
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Table 4.4b: Depression at wave 2 by wave 1 body mass index classification

Major Depressive Disorder

% (95% Cl)
Normal 5.5 (4-7)
Overweight 5.2 (4-6)
Obese 7.7 (7-9)
Total 6.1 (6-7)

Figure 4.8 shows wave 2 prevalence of depression by WC at wave 1 in men and women.
Although group numbers are small when the analysis is stratified by sex, there is evidence
that WC is associated with depression in men but not in women. Men with a substantially
increased WC have a higher prevalence of MDD (5.9%) than men who have an increased
WC (2.8%), although there is no difference between men with substantially increased

WC and men with a normal WC. There are no associations with age. A similar pattern is
observed with BMI and can be seen in Appendix Table 4.A6.

Figure 4.8: Depression at wave 2 by wave 1 waist circumference classification and sex
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4.5.2 Obesity and anxiety

The CIDI-SF for Generalised Anxiety Disorder (GAD) was also included in wave 2 to gain
a better understanding of the true prevalence of clinical anxiety in older Irish adults. Again,
this is an interview-based approach which better reflects how a mental health professional
would diagnose an anxiety disorder.

According to the CIDI-SF, 3.1% of adults aged 52 and over met diagnostic criteria for GAD
within the past year. Rates of GAD decline with age, from 3.9% in those aged 52-65 to just
1.1% in adults aged 75 and over (see Appendix Table 4.A7) and are higher among women
(see Figure 4.9) (Appendix Tables 4.A8 and 4.A9 show the same relationships for BMI).
Tables 4.5a and 4.5b shows anxiety at wave 2 by wave 1 WC and BMI. Regardless of the

measure of obesity, no association with anxiety is observed.

Table 4.5a: Anxiety at wave 2 by wave 1 waist circumference classification

General Anxiety

Disorder
% (95% ClI)
Normal 3.5 (3-5)
Increased 3.1 (2-4)
Substantially Increased 3.0 (2-4)
Total 3.2 (3-4)

Table 4.5b: Anxiety at wave 2 by wave 1 body mass index classification

General Anxiety Disorder

% (95% CI)
Normal 3.3 (2-4)
Overweight 2.8 (2-4)
Obese 3.3 (2-4)
Total 3.1 (3-4)
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Figure 4.9: Anxiety at wave 2 by wave 1 waist circumference classification and sex
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Note. N = 5349; Missing obs = 0; Error bars correspond to 95% confidence intervals

4.6 Obesity and health behaviours

Obesity is caused by an energy imbalance, whereby more calories are consumed

than spent. An increase in calorie consumption through the availability of high energy
convenience foods, combined with increasingly sedentary lifestyles, has coincided with the
increased rates of obesity worldwide (1). Previous research indicates that energy intake
does not increase with ageing, therefore changes in energy balance and body weight

are mainly believed to be due to decreased physical activity (29). This was reflected in

the findings from wave 1 where the prevalence of ‘high’ physical activity decreased from
40% in adults aged 50-64 to 18% in adults aged 75 and over (20). In addition to its effects
on body weight, higher levels of physical activity are associated with lower rates of CVD
mortality, disability and depressive symptoms in older adults (30-32). Research also shows
that smoking and alcohol consumption impact upon food intake and eating habits (33, 34).

4.6.1 Obesity and physical activity

Physical activity is assessed in TILDA using the International Physical Activity
Questionnaire (IPAQ), which classifies individuals as having ‘low’, ‘medium’ or ‘high’
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levels of physical activity. Figure 4.10 shows wave 2 physical activity level by wave 1 WC
category and sex. 32% of men with a substantially increased WC report ‘low’ levels of
physical activity compared to 20% of men with a normal WC. Corresponding figures for
women are 47% and 30%. For all age groups, the lowest levels of physical activity were
reported in those with a substantially increased WC (see Appendix Table 4.A10).

Overall, only a third of older adults are classified as having ‘high’ levels of physical activity.
Men with a normal WC have the highest levels of physical activity (47%), whereas lowest
levels of physical activity are seen in women with a substantially increased WC (23%).
Similar associations are seen for BMI and physical activity and can be seen in Appendix
Table 4.A11.

Figure 4.10: Physical activity levels at wave 2 by wave 1 waist circumference classification
and sex
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Note. N = 5298; Missing obs = 51; Error bars correspond to 95% confidence intervals

Given that the IPAQ is based on self-report, participants are likely to overestimate physical
activity (35), so the proportion of the population engaging in high levels of physical

activity is likely to be even lower than the results presented here. An objective measure

of physical activity will be incorporated into wave 3 of the TILDA study to facilitate a more
robust examination of the relationship between obesity and physical activity and inform
intervention strategies for obesity that are based on physical activity.
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4.6.2 Obesity and smoking

Figure 4.11 shows smoking behaviour at wave 2 by wave 1 WC classification and sex. In
men, a history of smoking is associated with obesity, with 53% of men classified as having
a substantially increased WC being past smokers, compared to 43% of men with normal
WC.

Current smoking is strongly associated with having a normal WC in both men and women.
For example 21% of men with a normal WC smoke compared to 12% with a substantially
increased WC. Corresponding figures for women are 18% and 13%. Similar findings are
observed between BMI and smoking (Appendix Table 4.A12).

Figure 4.11: Smoking behaviour at wave 2 by wave 1 waist circumference classification
and sex
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Note. N = 5349; Missing obs = 0; Error bars correspond to 95% confidence intervals

4.6.3 Obesity and alcohol consumption

In wave 2 of the TILDA study, participants were asked about how frequently they
consumed alcohol, and if they had reduced their alcohol intake since wave 1. Figure 4.12
shows frequency of alcohol consumption at wave 2 by wave 1 WC classification and sex.
In women, obesity is associated with lower alcohol consumption. 3% of women with a
substantially increased WC report daily consumption of alcohol compared to 7% with a
normal WC. No association was observed between WC and alcohol consumption in men.
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Figure 4.12: Frequency of alcohol consumption at wave 2 by wave 1 waist circumference
classification and sex
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Figure 4.13: Proportion reporting reduction in alcohol use by wave 1 waist circumference
classification and sex
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A higher proportion of men with substantially increased WC have reduced their alcohol
intake between waves (54%) than men with a normal WC (42%). There is no change
in reported alcohol reduction among women (see Figure 4.13). Similar associations are
observed for BMI and alcohol consumption (see Appendix Tables 4.A13 and 4.A14).

Recent research has demonstrated that poor health behaviours may compound the effects
of obesity on health, specifically CVD (37, 38). Results presented here suggest that low
physical activity and being a past smoker are associated with obesity in older Irish adults
however no association was observed for alcohol.

4.7 Conclusion

Data presented in this chapter indicate that obesity, measured either by waist
circumference or body mass index, is highly prevalent among older Irish adults. 35% of
TILDA participants are classified as obese according to their body mass index; a further
44% are overweight. Using the WHO waist classification, 53% of this population have a
waist circumference measurement placing them at substantially increased risk of cardiac
and metabolic disease. This finding is confirmed by the higher prevalence of diabetes,
heart attack (men only) and angina (women only) in adults who had an increased BMI or

waist circumference.

Irish rates of obesity are among the highest in Europe, and show no sign of decline

(2). Obesity is currently estimated to cost the Irish economy over €1bn per year in work
absenteeism, premature mortality and increased health service usage. For example, an
obese person incurs 25% higher health expenditures than a person of normal weight in
any given year (2, 39).

This chapter has documented an association between a number of negative health
outcomes and obesity. Specifically obesity is strongly associated with heart attacks,
diabetes and disability. Differences between men and women are also observed for a
number of conditions and behaviours. In particular obese men have the highest rates of
cardiovascular disease, while a higher proportion of obese women report low physical
activity levels and increased physical disability.

The strong associations observed between obesity and health behaviours are difficult

to disentangle using just two waves of data and future waves of TILDA will add to our
understanding of these complex relationships. Detailed information on food consumption
will be collected during wave 3 of the study along with an objective measure of physical
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activity. This will further add to our understanding of the interplay between obesity, disease
and health behaviours in older adults.

Obesity is associated with poor physical and mental health outcomes and health
behaviours in older Irish adults. Public health campaigns aimed at educating older Irish
adults to the importance of maintaining a healthy body weight could greatly reduce the
burden of ill-health and disability associated with obesity, and lessen consequent demands
on the healthcare system.
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Table 4.A3: Prevalence of cardiovascular disease at wave 2 by wave 1 body mass index
classification and sex

Angina Heart Attack Diabetes

(95% ClI) (95% Cl) (95% Cl)
Male
Normal 4.6 (2.6-7.8) 5.4 (3.4-8.6) 4.8 (2.9-7.9)
Overweight 45 (3.3-6.0) 8.2 (6.6-10.3) 8.2 (6.6-10.0)
Obese 6.6 (5.0-8.6) 10.1 (8.1-12.4) 15.3 (13.0-17.9)
Total .3 (4.4-6.4) 8.5 (7.3-9.8) 10.3 (9.1-11.7)
Female
Normal 3.9 (2.5-6.1) 25 (1.4-4.3) 2.6 (1.6-4.2)
Overweight 3.8 (2.6-5.6) 29 (1.9-4.4) 4.5 (3.2-6.3)
Obese 6.4 (4.5-9.0) 3.2 (2.1-5.0) 12.1 (10.0-14.7)
Total 4.7 (3.7-5.9) 2.9 (2.2-3.8) 6.5 (5.6-7.6)
Total
Normal 4.1 (2.9-5.8) 315 (2.4-5.0) 34 (2.4-4.7)
Overweight 4.1 (3.2-5.3) 5.7 (4.6-6.9) 6.4 (5.3-7.7)
Obese 6.5 (5.2-8.1) 6.7 (5.5-8.2) 13.8 (12.2-15.5)
Total 5.0 (4.2-5.8) 5.6 (4.9-6.4) 8.3 (7.6-9.2)
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Table 4.A4: Prevalence of cardiovascular disease risk factors at wave 2 by wave 1 body
mass index classification and sex

High Blood Pressure High Cholesterol Irregular Rhythm
% (95% Cl) % (95% ClI) % (95% ClI)
Male
Normal 23.2 (18.9-28.0) 314 (26.6-36.7) 7.6 (5.1-11.0)
Overweight  32.8 (29.8-35.9) 32.2 (29.4-35.2) 6.4 (5.0-8.2)
Obese 46.5 (42.9-50.0) 35.1 (31.8-38.6) 94 (7.6-11.6)
Total 36.4 (34.4-38.6) 33.2 (31.2-35.3) 7.7 (6.7-8.9)
Female
Normal 23.7 (20.4-27.4) 371 (33.2-41.1) 7.5 (5.7-10.0)
Overweight  37.9 (34.6-41.3) 42.9 (39.6-46.3) 7.2 (5.6-9.2)
Obese 52.3 (48.5-56.2) 42.3 (38.7-45.9) 8.0 (6.1-10.5)
Total 38.9 (36.8-41.1) 41.2 (39.1-43.3) 7.6 (6.5-8.8)
Total
Normal 23.5 (20.8-26.5) 35.1 (32.0-38.3) 7.5 (6.0-9.5)
Overweight  35.3 (32.9-37.7) 37.4 (35.1-39.8) 6.8 (5.7-8.1)
Obese 49.3 (46.7-52.0) 38.6 (36.1-41.3) 8.7 (7.3-10.4)
Total 37.7 (36.2-39.3) 37.3 (35.8-38.9) 7.6 (6.8-8.5)
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Table 4.A5: Proportion reporting new ADL and IADL disabilities at wave 2 by wave 1 body
mass index category and sex

New ADL New IADL

% (95% Cl) % (95% ClI)
Male
Normal 1.1 (0.5-2.8) 4.1 (2.4-7.1)
Overweight 2.3 (1.5-3.4) BI5 (2.4-5.0)
Obese 3.1 (2.1-4.6) 5.3 (3.8-7.2)
Total 2.4 (1.9-3.1) 4.3 (3.4-5.3)
Female
Normal 4.1 (2.7-6.2) 5.8 (4.1-8.3)
Overweight 4.3 (2.9-6.2) 5.1 (3.7-6.9)
Obese 6.5 (4.8-8.9) 6.7 (5.0-8.9)
Total 5.0 (4.0-6.2) 5.8 (4.8-7.0)
Total
Normal 3.1 (2.1-4.5) 6.8 (3.9-7.1)
Overweight 3.2 (2.4-4.3) 43 (3.3-5.5)
Obese 4.8 (3.7-6.1) 6.0 (4.8-7.4)
Total 3.7 (3.2-4.4) 5.1 (4.4-5.9)
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Table 4.A6: Prevalence of major depressive disorder at wave 2 by wave 1 body mass
index classification and sex

Major Depressive Disorder

% (95% ClI)
Male
Normal 515 (3.4-8.8)
Overweight 3.0 (2.1-4.3)
Obese 6.5 (5.0-8.4)
Total 4.7 (3.8-5.8)
Female
Normal 5.6 (4.1-7.5)
Overweight 7.6 (6.1-9.4)
Obese 8.9 (7.0-11.2)
Total 7.5 (6.5-8.6)
Total
Normal 8.5 (4.3-7.2)
Overweight 5.2 (4.3-6.3)
Obese 7.7 (6.4-9.1)
Total 6.1 (5.5-6.9)
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Table 4.A7: Prevalence of generalised anxiety disorder at wave 2 by wave 1 waist
circumference classification and age

Generalised Anxiety Disorder

% (95% CI)
52-64
Normal 4.5 (3.1-6.5)
Increased 4.0 (2.8-5.7)
Substantially Increased 3.6 (2.7-4.8)
Total 3.9 (3.2-4.8)
65-74
Normal 3.3 (1.8-6.0)
Increased 8.3 (1.7-6.4)
Substantially Increased 3.0 (2.0-4.5)
Total 3.1 (2.3-4.2)
>=75
Normal 0.0 (--)
Increased 0.0 (=)
Substantially Increased 1.8 (0.8-3.8)
Total 1.1 (0.5-2.3)
Total
Normal 515 (2.5-4.7)
Increased 3.1 (2.2-4.3)
Substantially Increased 3.0 (2.3-3.8)
Total 3.1 (2.6-3.7)
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Table 4.A8: Prevalence of generalised anxiety disorder at wave 2 by wave 1 body mass
index classification and age

Generalised Anxiety Disorder

% (95% ClI)
52-64
Normal 4.6 (3.1-6.6)
Overweight 3.6 (2.6-4.8)
Obese 4.0 (2.9-5.5)
Total 3.9 (3.2-4.8)
65-74
Normal 3.6 (1.9-6.6)
Overweight 2.7 (1.6-4.3)
Obese 3.4 (2.1-5.6)
Total 3.1 (2.3-4.2)
>=75
Normal 0.0 (--.)
Overweight 1.3 (0.4-4.1)
Obese 1.5 (0.6-4.2)
Total 1.1 (0.5-2.3)
Total
Normal &3 (2.4-4.5)
Overweight 2.8 (2.2-3.7)
Obese 8.3 (2.5-4.3)
Total 2l (2.6-3.7)
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Table 4.A9: Prevalence of generalised anxiety disorder at wave 2 by wave 1 body mass
index classification and sex

Generalised Anxiety Disorder

/3 (95% ClI)
Male
Normal 2.0 (0.9-4.2)
Overweight 2.0 (1.3-3.2)
Obese 2.4 (1.6-3.6)
Total 2.2 (1.6-2.9)
Female
Normal 3.9 (2.8-5.6)
Overweight 3.7 (2.7-5.1)
Obese 4.3 (3.1-5.9)
Total 4.0 (3.3-4.8)
Total
Normal 8.3 (2.4-4.5)
Overweight 2.8 (2.2-3.7)
Obese 3.3 (2.5-4.3)
Total 3.1 (2.6-3.7)
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Key Findings

* The proportion of TILDA participants with a medical card or GP visit card increased
overall between wave 1 and wave 2 (from 52% to 57%), but declined in those aged 70+
years.

» Between wave 1 and wave 2, private health insurance cover declined in those under 65
years and increased in those aged over 65 years.

* Inwave 2, 21.1% of participants aged 80+ years old had attended an Emergency
Department (ED) at least once in the previous year (the corresponding figure for wave
1 was 15.1%).

+ Utilisation of community health and social care services by the older population

remains low.

» The uptake of prostate cancer screening services in men and breast cancer screening
services women is high but the uptake of flu vaccination is low, particularly for those
who do not have a medical or GP visit card.

* Polypharmacy (i.e., taking five or more medications) has increased from 21% at wave 1
to 26% at wave 2.

» Participants who had died between wave 1 and wave 2 had higher levels of secondary
care service utilisation (ED visits and hospital admissions) than survivors.

5.1 Introduction

Health service utilisation was reported in the first wave of TILDA on all those aged 50 years
and over. This chapter reports on the health service utilisation two years later in those
aged 52 years and older who took part in the second wave of the study (n=7,134). This
includes 7,010 participants who took part in both waves and 124 new participants. New
participants in wave 2 include those previously deemed eligible to participate in wave 1 but
who declined to do so at that time (n=122) and new partners/spouses of study participants
(n=2). Wave 2 participants are therefore slightly older on average than participants in wave
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1 (mean age 65.5 years vs 63.8 yrs).

In this chapter an expanded age categorisation is used to highlight the different patterns of
service utilisation with increasing age, as well as differing public healthcare entitlements by
age. Although differences in the cohort between the first and second waves of TILDA are
discussed in detail in Chapter 7, differences across the age groups are highlighted here
due to their relevance in the context of health service utilisation. The youngest age group
(52-59 years) in wave 2 is systematically different to the youngest age group in wave 1
which included participants aged 50-52 years. The oldest age group (=80 years) are also
older than the corresponding group in wave 1 (mean age 84.4 years vs 83.8 years). This
reflects differences in eligibility to participate between the waves. In wave 2 it became
possible to interview participants or their proxy where the participant had been admitted to
a nursing home or had become cognitively impaired.

The chapter begins with a focus on health care entitlement status followed by utilisation
of primary, secondary, community and home based services. The focus then turns to
changes in prescribing patterns for older adults between the two waves. The final part of
the chapter reports on health service utilisation in participants who died between wave 1
and wave 2 of the TILDA study.

5.2 Maedical card and private health insurance coverage

There are two main categories of eligibility for public health services in Ireland, those with
a medical card and those without. Those with a medical card are entitled to free General
Practitioner (GP) care and public hospital services, free prescribed drugs and medicines
subject to a €2.50 charge per item (from 1 December 2013), free dental, optical and aural
services subject to certain limitations and a range of community care and personal social
services. Eligibility for a medical card is means tested with different income thresholds
applied at different ages. Those who do not meet the eligibility criteria for a medical card
may qualify for a GP visit card, where the income thresholds are 50% higher than those
for the medical card. The GP visit card entitles the holder to free GP visits; however, unlike
the medical card the holder must pay out of pocket for all prescribed drugs and medicines.
Under the Drugs Payment Scheme, all those without a medical card must pay the full cost

of prescribed drugs and medicines up to a monthly deductible limit of €144 per family.
Universal entitlement to a medical card for all adults over 70 years was introduced in 2001.

This universal entitlement was removed in 2009 and an income threshold for eligibility re-
introduced. The over 70s income threshold has subsequently been revised downwards
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on an annual basis. During wave 2, a single person aged 70 years and older with a

gross income of €700 per week or less or a couple over 70 years with a gross income of
€1,400 per week or less qualified for a medical card under the scheme. Under The Health
(Alteration of Criteria for Eligibility) Act 2013 this was revised downwards to €600 for a
single person and €1,200 for a couple (1). The income thresholds for a medical card for
persons over 70 years will be further reduced in 2014 to €500 per single person or €900
per couple (2)

During wave 2 adults over 70 years with a gross weekly income of over €600 but not
exceeding €700 for a single person (over €1,200 and not exceeding €1,400 for a couple)
were entitled to a GP visit card (3). Prescription charges were subsidised above a
threshold of €132 per month under the Drugs Payment Scheme during the data collection
period for wave 2, and this was increased to €144 per month from 1 January 2013.

Those without a medical card or GP visit card must pay out of pocket for GP services.
This group are entitled to free public hospital services subject to in-patient and out-patient
hospital charges, subsidised prescription charges under the Drugs Payment Scheme and
have no entitlement to personal social services. Supplementary private health insurance is
purchased by many individuals in order to gain quicker access to hospital services. Some
individuals with entitlement to a medical card or GP visit card purchase private health
insurance in addition to these entitlements; this group is described as having ‘dual cover’
in this report. Those without private health insurance, a GP visit card or a medical card are
described as having ‘no cover’ in this report.

During the period between wave 1 and wave 2 (wave 1 commenced in 2009, wave 2

in 2012), due to the impact of the economic recession in Ireland, the number of Irish
people eligible for medical cards increased and the number purchasing private health
insurance decreased. In this period, the proportion of people with medical cards in the
Irish population increased from 33.2% (1.4 million) at the beginning of 2010 to 37% (1.7
million) at the beginning of 2012. The proportion of the population with GP visit cards also
increased from 2.2% (98,300) to 3.1% (142,500) in the same time period (4, 5).

For ease of comparison with wave 1,Table 5.1 shows the pattern of health care cover for
all participants aged 50 years and older in wave 1 and Table 5.2 shows the pattern in all
participants aged 52 years and older in wave 2. Due to the small number of participants
with GP visit only cards this category is combined with the medical card category. The first
four columns provide information on exclusive categories, i.e., an individual can belong

to one category only. The sixth column ‘All medical cards’ combines the two categories
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of ‘Medical card only’ and ‘Dual cover’. The seventh column ‘All private health insurance’

combines the two categories ‘Private health insurance only’ and ‘Dual cover’.

50-59

60-64

65-69

70-79

>=80

Total

52-59

60-64

65-69

70-79

>=80

Total

Table 5.1: Health care entitlement status at wave 1 by age

Private All private Number
health Medical card All medical P "
Not covered . Dual cover Total health in
insurance only? cards? 5
insurance Sample
only
%  (95%Cl) %  (95%Cl) % (95% ClI) % (95% Cl) %  (95%Cl) %  (95% Cl)
19 (17-20) 51 (49-53) 25 (23-27) 5 (4-6) 100 30 (28-33) 56 (54-59) 3271
10 (9-12) 50 (47-53) 31 (28-34) 9 (7-11) 100 40 (36-43) 59 (56-62) 1393
10 (8-12) 41 (37-44) 33 (30-36) 17 (14-19) 100 49 (46-53) 57 (54-62) 1196
1 (1-2) 8 (7-9) 53 (49-56) 38 (35-41) 100 91 (89-92) 46 (43-50) 1677
0 (0-1) 3 (2-4) 68 (64-72) 29 (25-33) 100 97 (95-98) 32 (28-36) 626
1 (10-12) 37 (35-38) 36 (35-38) 16 (15-17) 100 52 (52-54) 53 (51-55) 8163

2 Includes those with GP visit cards

Table 5.2: Health care entitlement status at wave 2 by age

Private All private Number
health Medical card All medical p ;
Not covered . Dual cover Total health in
insurance only? cards? .
only insurance Sample

% (95%Cl) % (95%Cl) % (95% Cl) %  (95% Cl)

R

(95%Cl) %  (95%Cl)

18 (1620) 48  (4651) 27 (25-30) 6 (5-7) 100 34 (31-36) 54 (52-57) 2344
13 (11-15) 46 (4350) 32 (29-35) 9 (7-11) 100 41 (38-45) 55 (52-59) 1333
7 (5-9) 42  (3845) 35 (32-38) 17 (14-19) 100 52 (48-55) 58 (55-62) 1182
1 ©-1) 10 (912) 50 (46-53) 39 (36-42) 100 89  (87-90) 50 (46-53) 1579
1 02 4 (36) 65 (61-70) 29 (25-33) 100 95  (93-96) 34 (30-38) 686
10 (9-10) 33 (32:35) 39 (37-41) 18 (17-19) 100 57  (56-59) 52 (50-53) 7124

The second wave of TILDA provides information on changing eligibility for free public

health care in Ireland. While most of the changes between waves are not statistically

significant, some interesting patterns emerge. Overall, the proportion of participants with
medical /GP visit cards has increased from 52% at wave 1 (see Table 5.1) to 57% in wave

2 (see Table 5.2). This increase however is confined to those aged less than 70 years. The

proportion with a medical/GP visit card decreased from 91% to 89% between waves in

those aged 70-79 years and from 97% to 95% between waves in those aged 80 years and

older. In total 92% of participants aged 70 years and older have a medical card or GP visit

card in wave 2.

A similar but opposite pattern can be seen in relation to private health insurance. The

127



The Irish Longitudinal Study on Ageing

overall proportion of the older population with private health insurance is slightly reduced
from 53% at wave 1 to 52% at wave 2 (see Table 5.1 and Table 5.2). A decrease in the
proportion with private health insurance can be seen in those aged under 65 years and

an increase in those aged 65 years and older, although none of these comparisons are
statistically significant. The largest increase between the two waves can be seen in the 70-
79 year age group where 46% had private health insurance at wave 1 compared to 50% at

wave 2.

The increase in private health insurance uptake at older ages is consistent with reports

on the current age profile of the private health insurance market in Ireland. The numbers
of people aged 60 years and over with private health insurance have increased annually
between 2009 and 2011 compared to annual decreases in all age groups younger than

60 years (6). As the income thresholds for entitlement to a medical card among the over
70s have been reduced recently, this increase in uptake of private health insurance may
suggest a need for reassurance by older people that they have sufficient cover in the event
of need for health care.

Recently published data from the Central Statistics Office revealed that 44% of Irish adults
aged 65 years and older had private health insurance in 2011 (7). Using this age as a cut-
off point, 46.5% of TILDA participants were found to have private health insurance in wave
1 and 48% to have private health insurance in wave 2, representing a gradual increase in

private health insurance uptake in this age group in the inter-wave period.

Almost a fifth of older adults have dual cover (private health insurance in addition to
a medical/GP visit card). Dual cover is uncommon in the 52-59 year age group and is
relatively static between the two waves in those under 70 years. The proportion of the

population with no cover has changed little across the waves.

5.3 Changes in medical card and private health insurance
coverage

To examine transitions in health care entitlement categories between wave 1 and wave 2,
in this sub-section we focus just on individuals that took part in both waves and provided
details of their health care entitlement status at both waves (n=6,904). Table 5.3 provides
detailed information on the transitions from wave 1 to wave 2 between the five mutually

exclusive health care entitlement categories defined in Tables 5.1 and 5.2.
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Table 5.3: Changes in health care entitlement status between wave 1 and wave 2

Dual private
. Private Health
Nledical GP card health Insurance Nur_nber
card . No Cover in
onl only insurance plus (wave 2) Total sample
(wavgz) (wave 2) only Medical/GP (wavz N
(wave 2) Card
(wave 2)
% % % % % %
Medical card only (wave 1) 96.0 0.3 0.3 24 1.0 100 2,001
GP card only (wave 1) 42.2 29.8 0.0 1.2 26.8 100 62
Private health insurance only 10 0.1 87.0 8.9 3.0 100 2.929

(wave 1)

Dual private health
insurance plus medical card/ 10.5 0.3 4.9 83.9 0.5 100 1,201
GP card (wave 1)

No cover (wave 1) 20.5 3.8 45 0.9 70.2 100 71

Number in sample (wave 2) 2210 60 2682 1334 618 100 6904

Of those who had a medical card only at wave 1, almost all continued to have a medical
card only at wave 2 (96%) and a small proportion had purchased private health insurance
in addition to their medical card cover by wave 2 (2.4%) (see Table 5.3). While the number
of participants with a GP visit card only at wave 1 was small, less than a third of these
continued to have a GP visit card only at wave 2, 42.2% had obtained a medical card

and 26.8% had no cover at wave 2. Aimost 96% of those with private health insurance
only at wave 1 retain their private health insurance alone or in conjunction with a medical
card or GP visit card in wave 2 with a small proportion (3%) transitioning to no cover. This
contrasts with those who held private health insurance in addition to either a medical card
or a GP visit card at wave 1, a proportion of whom have relinquished their private health
insurance in the inter-wave period and now rely more heavily on a medical card only
(10.5%). Of those with no cover at wave 1, 70.2% continued to have no cover at wave 2
and 20.5% had become eligible for a medical card with only 3.8% becoming eligible for a
GP visit card.

5.4 Utilisation of primary and secondary care services

Primary and secondary care service utilisation increased between wave 1 and wave 2.
Utilisation of GP services remains high with 89.6% of participants in wave 2 indicating that
they had visited their GP at least once in the previous year compared to 87.4% in wave

1 (see Table 5.4). Utilisation was highest in those with dual cover, followed by those with
medical or GP visit cards. The lowest level of utilisation was found in those classified as
having no cover.
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Frequency of GP visiting was examined at wave two. One tenth of those aged 52 years
and older did not visit a GP in the previous year and 63% visited between one and four
times, 25% visited between 5 and 19 times and only 2% visited 20 or more times in the
previous year (See Appendix Table 5.A1). Frequency increased with age however a similar
pattern can still be seen in those aged 80 years and older where 5% did not visit a GP in
the previous year, 53 % visited 1-4 times, 39% visited 5-19 times and 3% visited a GP 20
times or more.

Table 5.4: Proportion utilising primary and secondary care services by age and health care
entitlement status

. Emergency Hospital
GP visit (%) Ozts;:ta :"; ';t Department Admission
¢ (ED) visit (%) (%)

wave wave Wwave Wwave wave wave wave wave
1 2 1 2 1 2 1 2

Age

50-59 (wave 1)

52-59 (wave 2) 80.7 84.3 35.7 38.6 14.0 14.4 10.5 10.2

60-64 88.0 88.0 420 422 14.3 14.0 11.3 11.3
65-69 90.8 91.7 452 51.0 16.0 15.9 15.0 14.7
70-79 94.7 947  46.2 51.5 16.7 19.4 16.6 18.2
>=80 95.4 94 .1 36.9 47.0 15.1 21.1 156 248
Total 87.4 89.6 40.2 45.0 14.9 16.4 12.9 14.6

Health entitlement status

Not covered 74.3 75.1 31.3 31.2 13.2 11.6 5.9 6.8

Private health insurance
only

Medical/GP visit card only 93.0 92.8 43.3 494 18.0 19.5 15.9 16.9

823 86.0 36.9 39.3 11.8 12.5 10.0 9.8

Dual cover 95.3 97.0 46.8 53.1 16.2 19.7 171 22.6
Total 87.4 89.6 40.2 450 14.9 16.5 12.9 14.6

The proportion of older adults attending hospital as on outpatient in the year prior to the
survey has increased by almost 5 percentage points between wave 1 and wave 2 (see
Table 5.4). Utilisation increased the most between the two waves in those with dual cover
and those with medical or GP visit cards only. The increase is especially apparent in those
over 80 years where the proportion attending hospital as an outpatient in the previous
year increased by over 10 percentage points between the two waves (36.9% to 47%). The
increase in outpatient activity found at wave 2 may reflect a changing waiting pattern for
outpatient services which came about as a result of the Department of Health’s Special



5 Health and Social Care Utilisation

Delivery Unit (SDU). The SDU was set up in 2011 by the Minister for Health and tasked
with implementing performance improvement in Irish hospitals. One of the targets set was
to reduce outpatient waiting lists to no more than 12 months in the 2011 period and to
reduce this further to 9 months in 2012. As a result there was an increase in activity in the
outpatient sector aimed at addressing those who had been waiting longest.

Utilisation of emergency department (ED) services in the year prior to the survey increased
slightly between waves 1 and 2 of TILDA (see Table 5.4). Utilisation was highest and
increased the most in those with dual cover. The largest increase in ED utilisation can be
seen in those aged 80 years and older. Just over 15% of this age group reported an ED
visit in the first wave compared to 21.1% in wave 2 (see Table 5.4). Some of this change

is likely due to the older age profile of those over 80 years in wave 2. Given the high levels
of multi-morbidity in older adults, this finding highlights the need for service providers to
actively consider the needs of this older age group in EDs and to provide renewed focus
on primary care and community-based interventions which aim to reduce dependency on
the ED.

Admission to hospital in the previous year has also increased in the older age group
80+ years) in wave 2; 24.8% of those aged 80 and over had experienced at least one
admission in the previous year compared to 15.6% in wave 1.

5.5 Primary prevention and Screening

5.5.1 Prostate cancer screening

Excluding non-melanoma skin cancer, prostate cancer is the most frequently diagnosed
cancer in men in Ireland (8). There is no population-based screening programme for
prostate cancer in Ireland due to insufficient evidence to recommend the introduction of a
prostate cancer screening programme (9). Despite this, there is widespread screening at a
local level. The majority of men in TILDA have had a prostate cancer test (an examination
of their prostate to screen for cancer or a Prostate Specific Antigen (PSA) test). In wave 1
72.8% of men aged 50 years and older indicated that they had previously had a prostate
cancer test. At wave 2 this proportion rose to 81.8% in those aged 52 years and older (see
Table 5.5).

As this test is not population-based, health care entitlement status provides an insight into

the pattern of uptake. A higher proportion of those with private health insurance (either in
combination with a medical/GP visit card or private health insurance only) had prostate
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cancer screening carried out compared to those with a medical or GP visit card only or
those with no cover (in both waves). Overall the proportion of men being screened for
prostate cancer is high suggesting perceived importance of this test and a willingness to
pay for this service even in the group of men classified as having no cover.

Men who indicated that they had a PSA test carried out at wave 1 were asked in wave 2 if
they had a repeat test conducted since the time of their first interview. Almost 79% had a
repeat test carried out between the two waves. Men who had not been tested at the time
of their first interview were asked if they had been tested between the two waves. In this
group 44% were found to have been tested for the first time in the inter-wave period.

Table 5.5: Proportion utilising primary and secondary prevention services by age and
health care entitlement status

Prostate Flu Mammogram Check for
cancer test Cholesterol vaccination (Womengonl ) breast lumps
(Men only) test (%) %) (%) y (Women only)
(%) ° ° (%)
wave wave wave wave wave wave  wave wave wave wave
1 2 1 2 1 2 1 2 1 2
Age
g;"sg (wave 1) 52-59 (wave g5, 748 832 914 285 328 837 946 728 698
60-64 779 817 897 945 418 449 91.9 96.6 73.5 715
65-69 820 86.7 921 956 604 62.7 83.6 91.7 67.9 64.1
70-79 78.7  89.1 91.0 97.0 79.1 81.7 55.2 66.4 59.4 55.5
>=80 72.2  83.1 86.3 92.7 839 88.4 26.1 31.4 48.3 36.5
Total 728 818 873 94.0 499 57.0 731 79.3 66.9 61.3

Health entitlement status

Not covered 586 695 758 86.0 255 30.4 79.4 89.7 71.8 66.4

Private health insurance
only

Medical/GP visit card only 64.7 753  86.1 93.1 63.2 68.8 59.0 66.4 63.6 57.5

79.3 875 895 953 347 40.9 89.4 95.8 7.7 67.8

Dual cover 86.2 920 929 97.7 716 75.2 70.2 76.1 62.7 57.1

Total 728 818 873 94.0 50.0 57.0 731 79.3 66.9 61.3

5.5.2 Cholesterol testing

Cholesterol testing is widespread in this population of older adults. In wave 1 87.3 % of
those aged 50 years and older had ever had a blood test for cholesterol, and this rose to
94% at wave 2 in those aged 52 years and older (see Table 5.5). The proportions of men

and women tested were similar.
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Cholesterol testing was highest in those with dual cover and lowest in those with no cover.
Participants who indicated that they had previously had a blood test for cholesterol carried
out at wave 1 were asked in their second interview if they had a repeat test conducted
since the time of their first interview. Of these 85% had a repeat cholesterol test carried
out between the two waves. In those that had never had a cholesterol test at wave 1,

61% were tested for the first time between their two interviews. More than two thirds of
these participants had their cholesterol tested as part of the health assessment in the first
wave of TILDA suggesting that the study has impacted on the higher uptake of cholesterol
testing at wave 2.

5.5.3 Flu vaccination

Annual vaccination for influenza with the most recent virus strains was previously
recommended for all adults over 65 years of age but from 2013 it is recommended for

all adults over 50 years of age (10). The vaccine is provided free of charge but for those
without a medical or GP visit card a consultation fee for administering the vaccine must be
paid. A GP consultation costs from €45-€60 or higher compared to a community pharmacy
consultation which costs from €15-€27.50 (11-13). Evidence from TILDA suggests that the
uptake of the flu vaccine is low overall. In the first wave of TILDA 49.9% of those over 50
years had ever received a flu vaccination; this increased to 57% of those aged 52 years
and older in wave 2 (see Table 5.5).

A higher proportion of those with dual cover or with medical/GP cards received flu
vaccination compared to those with private health insurance only or no cover. Although the
vaccine is free to all, less than a third of those with no cover had received a flu vaccination
in both waves. This suggests that the GP or pharmacy consultation fees for those without a

medical or GP visit card may constitute a barrier to flu vaccination uptake.

There was a high level of repeat flu vaccination (81%) in those that had been vaccinated

at wave 1. Repeat vaccination was especially high in those aged 80 years and older

which reached almost 89%. This suggests that the perceived importance of this vaccine
and the acceptability of it are high in this older age group. In those that had never been
vaccinated against flu in wave 1, only 17% had received a flu vaccination by the time of
their interview for wave 2. These figures are low considering the widespread campaigns for

flu vaccination which are run on an annual basis.

5.4.4 Breast Cancer Screening

In Ireland the National Breast Screening Programme (BreastCheck) offers women aged
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50-64 years a free mammogram every two years. The proportion of women over 50

years who had ever had a mammogram was 73.1% in wave 1. This increased to 79.3%

of those over 52 years at wave 2 (see Table 5.5). The success of this national screening
programme is reflected in the fact that breast screening by women in the target age groups
is 95% at wave 2.

Of those that had a mammogram at wave 1 65% had undergone a repeat test in the inter-
wave period. Repeat testing was highest in the younger age groups targeted for screening.

In wave 1 66.9% of women over 50 years indicated that they checked their breasts
regularly for lumps; and this dropped to 61.3% of women over 52 years at wave 2 (see
Table 5.5). A very clear age gradient can be seen in relation to breast self-examination with

a lower proportion of older women conducting breast self-examination.

5.6 Utilisation of community-based state care services

Participants were asked if they had utilised any of the community-based state care
services in Table 5.6 in the preceding twelve months. They were asked to exclude any
services for which they had paid anything other than a token or nominal amount. Unlike
utilisation of GP services and acute hospital services which increased between the

two waves, three of the community-based services outlined below show decreases in

utilisation.
Table 5.6: Proportion utilising community-based state care services
(:51)‘;: ) (;vsaz‘;isz ) g :;',‘S:n
% (95% Cl) % @s5%cy  aves
Public Health or Community Nurse 6.6 (5.9-7.3) 6.5 (5.8-7.3) -0.1
Occupational therapy 1.5 (1.2-1.8) 1.7 (1.4-2.1) 0.2
Chiropody/podiatry services 4.5 (4.0-5.2) 5.2 (4.6-5.9) 0.7
Physiotherapy services 5.2 (4.7-5.7) 5.8 (5.2-6.5) 0.6
Psychological /counselling services 0.8 (0.7-1.1) 1.0 (0.8-1.3) 0.2
Day centre 1.2 (1.0-1.5) 1.5 (1.2-1.8) 0.3
Optician 12.3 (11.3-13.3) 14.8 (13.8-15.9) 25
Dental services 10.7 (9.9-11.6) 9.2 (8.4-10.1) -1.5
Hearing services 1.8 (1.5-2.1) 3.2 (2.8-3.7) 1.4
Dietician services 1.5 (1.2-1.8) 1.4 (1.2-1.8) -0.1
Respite services 0.5 (0.3-0.7) 0.6 (0.4-0.9) 0.1
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Utilisation rates range from 14.8% for optician services to 0.6% for respite services (see
Table 5.6). There was little change in utilisation of community-based services between the
two waves. The largest increase can be seen in the optician services, where the proportion
of the population utilising the service increased from 12.3% in wave 1 to 14.8% in wave

2. Utilisation of dental services, public health nurse or community nurse services and

dietician services recorded small decreases between wave 1 and wave 2.

Almost 70% of participants in wave 2 use none of these community services. Utilisation is
highest in those over 80 years where 59% of participants use at least one of the services
identified.

The vast majority of older people utilising community-based state care services are
medical card holders (see Appendix Table 5.A2). An interesting pattern is seen in these
data in relation to those with dual cover. The data suggest that those with medical cards as
well as private health insurance may also gain additional access to community-based state
services where co-payments are a feature of the service. In the case of chiropody/podiatry
services, 66% of users were medical card holders and a further 29% had dual cover
(private health insurance in addition to a medical card or GP visit card) (see Appendix
Table 5.A2). Although state chiropody/podiatry services are available to medical card
holders, individuals are required to pay an additional co-payment of €15-40 per visit when
attending private practitioners to avail of the service (14). These results suggest that the
presence of a co-payment in some services may negatively impact access to services. As
health care entitlement status is also strongly related to age and need for health care, this
issue requires further investigation.

5.7 Disability prevalence and utilisation of home care services

5.7.1 Disability prevalence

Disability prevalence will now be discussed in relation to the wave 2 cohort aged 52

years and older. Disability prevalence has been discussed previously in a subgroup in
Chapter 4 and will be discussed further in Chapter 6 in a subgroup who completed the
self-completion questionnaire. The results in this section are not comparable with either of
these chapters due to the different samples used in the analyses.

The prevalence of disability by age and sex is described in Table 5.7. Disability is defined

here as difficulty in carrying out activities of daily living (ADL) and instrumental activities of
daily living (IADL). ADL are the basic tasks of everyday life that pertain to personal care,
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and six items are included in this scale: difficulty with dressing; walking across a room;
bathing or showering; eating, getting in and out of bed; and using the toilet. IADL assesses
difficulty in relation to carrying out household activity including: preparing a hot meal; doing
household chores; shopping for groceries; making telephone calls; taking medications; and
managing money. In the case of both ADL and IADL difficulties, participants were asked to
exclude any activities that they expected would last less than three months.

The data revealed a slight increase in the proportion of older people in Ireland who are
not disabled (87% in wave 1 to 88% in wave 2) (see Table 5.7). This positive trend can be
seen in all age groups under 80 years, however the trend is in the opposite direction in
those aged 80 years and older. Systematic differences in the older age category described
at the beginning of this chapter may account for some of this difference.

The pattern of disability in wave 2 is broadly similar to wave 1 with more women than men
experiencing disability. There is a strong age gradient in disability, only 5% of the youngest
age group in wave 2 experience disability compared to 39% of those aged 80 years and
older (Table 5.7). Although the number of participants aged 90 years and older is small,
examination of the data using an expanded age category reveal that 65% experience
some form of ADL or IADL disability (see Appendix Table 5.A3). These findings have
particular policy relevance in relation to independent living for older adults and the support
required to remain living at home in advanced older age.

Table 5.7: Prevalence of ADL and IADL disability by age and sex

Not disabled IADL disability only % ADL disability only % IADL and ADL disability
% (95% Cl) (95% CI) (95% CI) % (95% Cl)
wave 1 wave 2 wave 1 wave 2 wave 1 wave 2 wave 1 wave 2

Age
gg::g Ex::: ;; 93 (91-93) 95 (94-96) 3 (2-3) 2 (2-3) 3 (2-4) 1(1-2) 2 (2-3) 2(1-2)
60-64 90 (88-92) 94 (92-95) 2 (2-3) 2 (2-3) 5 (4-6) 2 (1-3) 2 (2-3) 2 (1-3)
65-69 89 (87-91) 90 (88-92) 3 (2-4) 3 (2-4) 6 (5-8) 4 (3-5) 3 (2-4) 3 (2-4)
70-79 82 (79-84) 85 (83-87) 5 (4-7) 7 (5-8) 7 (6-7) 3 (2-4) 6 (5-8) 6 (5-7)
>=80 66 (61-70) 61 (57-65) 12 (10-16) 16 (13-19) 7 (5-9) 4(36) 15(12-19) 19 (15-22)
Total 87 (86-88) 88 (87-88) 4 (3-4) 5 (4-6) 5 (4-5) 3 (2-3) 4 (4-5) 5 (4-6)
Sex
Male 89 (88-90) 90 (89-91) 3 (2-3) 4 (3-5) 6 (5-7) 3 (2-3) 3 (2-4) 3 (3-4)
Female 86 (84-87) 85 (84-86) 5 (4-6) 6 (5-7) 4 (3-5) 2 (2-3) 5 (5-6) 6 (5-7)
Total 87 (86-88) 88 (87-89) 4 (3-4) 5 (4-6) 5 (4-5) 3 (2-3) 4 (4-5) 4 (4-6)
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A decrease of two percentage points can be seen between the two waves in ADL
disability. In wave 1, participants were asked about difficulty with dressing which included
difficulty with putting on socks and shoes. At wave 2 the question was asked about
difficulty with dressing only. This change in wording is likely to have impacted on the
endorsement of this item in the survey. Future waves will capture both items.

5.7.2 Utilisation of home help, personal care and meals services

There was a slight change in the proportions utilising home-based social care services
between the two waves. Home help utilisation increased from 3.5% at wave 1 t0 4.4%

at wave 2. In the context of an overall reduction in home help service hours from 11.9
million at the end of 2009 to 11 million hours at the end of 2011, this result appears counter
intuitive (15, 16). Utilisation is concentrated in those over 80 years with one fifth of this
group using home help services at wave 2 (see Table 5.8). It is likely that the increase
found is related to the older age profile of community-living participants in this cohort as
discussed earlier in this chapter.

Table 5.8: Proportion utilising home help, personal care and meals services by age, sex,
health care entitlement status and disability status

Home help (%) Personal care attendant (%) Meals services(%)

wave 1 wave 2 wave 1 wave 2 wave 1 wave 2
Age
50-59 (wave 1) 52-59 (wave 2) 0.5 0.5 0.1 0.3 0.1 0.1
60-64 1.0 1.2 0.1 0.5 0.3 0.2
65-69 1.6 2.0 0.2 0.9 0.3 0.5
70-79 6.2 5.4 0.9 1.7 24 1.8
>=80 19.2 20.5 34 5.2 3.3 3.6
Total 3.5 4.4 0.6 1.3 0.9 1.0
Entitlement status
Not covered 0.1 0.6 0.0 0.0 0.0 0.0
Private health insurance only 0.4 0.3 0.1 0.1 0.1 0.1
Medical card only 6.7 8.3 1.2 2.5 2.0 2.0
Dual cover 5.7 5.1 0.7 1.7 1.0 0.7
Total 3.5 43 0.6 1.3 0.9 0.9
Disability status
Not disabled 1.8 1.9 0.2 0.2 0.5 0.4
IADL disability only 16.6 20.5 1.1 24 4.6 3.3
ADL disability only 5.2 8.2 0.8 3.2 1.4 1.1
IADL and ADL disability 24.0 30.1 7.9 19.8 5.3 7.9
Total 3.5 4.4 0.6 1.3 0.9 1.0

137
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In wave 1 IADL difficulty was found to be a strong driver of home help services for older
adults (17). While this continues to be the case in wave 2 it is important to point out

that 1.9% of the non-disabled population (i.e., those that self-report no ADL or IADL
difficulty) are availing of home help services (see Table 5.8). While this constitutes a small
percentage the numbers are large relative to the total number utilising home help services.

Intensity of home help service utilisation was examined in those that utilised the service in
the previous month. The majority (70%) received one hour of help on the days when they
received home help. The total number of hours of service utilised in the previous month
was between one and eight hours for 37% of home help service users and was greater
than 32 hours for just 12% of service users. These results paint a picture of a home help

service which provides a low level of care intensity.

The proportion of the population using personal care services increased from 0.6% to
1.3% between the two waves. This result is likely to reflect the increase in the provision

of home care packages by the Health Service Executive (HSE). These packages of care
provide an enhanced level of support above the normal levels of home help and personal
care available from mainstream community services. The number of older people in receipt
of home care packages increased from 12,000 at the end of 2009 to 15,000 at the end of
2011(15, 16). The TILDA results reveal that utilisation of personal care services increased
from 7.9% of those with a combined ADL and IADL disability at wave 1 to 19.8% at wave

2. Although the proportion utilising the service overall is low, the increased utilisation of
personal care services by those with higher levels of ADL/IADL disability is consistent with
Government policy to provide an enhanced level of home support for older people. Home
care packages are allocated on the basis of assessed need and there is no requirement to
have a medical card (18). Wave two data indicate that personal care utilisation increased
between wave 1 and wave 2 in those with a medical card only (from 1.2% to 2.5%) and in
those with dual insurance cover (0.7% to 1.7%). There was no change in the proportions of
older people reporting use of meals services between the two waves.

5.8 Medication use and polypharmacy

Medication use in the older population is particularly important given the high levels

of multi-morbidity and increased predisposition to side effects which comes with age.
Polypharmacy, defined as the regular use of 5 or more medicines, is common among

the older population and is associated with lower health and increased morbidity.
Polypharmacy is often necessary for management of difficult illnesses or conditions, which

require complex care. However, inappropriate or over-prescribing is also a factor, exposing
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patients to risks of drug interactions and adverse drug reactions.

Changes in medication use in participants who took part in wave 1 and wave 2 is
examined in Table 5.9. Total prevalence of medication use in wave 1 is displayed in the
first column and total prevalence at wave 2 in the last row. As expected medication use has
increased as the cohort is two years older. At wave 1 21% of participants reported using 5
or more medications regularly, and this increased to 26% in wave 2. Correspondingly, the
number of participants reporting no regular medication use dropped from 28% in wave 1 to
24% in wave 2.

Changing patterns of medication use is also examined in Table 5.9. For those who have
increased their medication use in wave 2 the majority have just moved up one group.

For example of those who were not regularly taking medications at wave 1, the majority
69% were still not taking any regular medications at wave 2 while 24% had progressed
to the 1-2 medications group. The same holds true for the other groups. The numbers
who have significantly increased their medication use is relatively low; 2% of those

using no medication and 7% of those using 1 — 2 medications in wave 1 are now in the
polypharmacy category (5+ medications). While the prevalence of polypharmacy has
increased overall, 15% of those who were taking 5 or more medications regularly in wave
1 have reduced their medication use in wave 2.

Table 5.9: Changes in medication use between wave 1 and wave 2

0 1-2 3-4 5+

Total Number
(wave 1)% Medications Medications Medications Medications Total in samole
: (wave 2) (wave 2) (wave 2) (wave 2) 5
% % % %

0 Medications (wave 1) 28 69 24 4 2 100 2339
1-2 Medications (wave 1) 29 8 62 23 7 100 2215
3-4 Medications (wave 1) 21 2 14 52 33 100 1377
5+ Meds (wave 1) 21 1 2 12 85 100 1216
Total (wave 2) % 100 24 29 21 26 100 7147

Figure 5.1 breaks down the wave 2 numbers by 5-year age groups, revealing a broadly
linear increase with age in the mean number of medications used until age 80, after which
it levels off at age 85+.

Further information on medication use in wave 2 by both age and sex is available in
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Appendix Figure 5.B1. Men report less medication use than women, particularly in the age
range 52—-64 years. This trend decreases over age, with both sexes reporting nearly the
same medication use after age 75. Larger proportions of the older age groups use more
medications, with nearly 50% of those aged 75 years and over reporting polypharmacy.
Reporting higher medication use is also strongly associated with lower education, lower
self-rated health and decreased physical activity (see Appendix Tables 5.A4-5.A6).

Figure 5.1: Mean number of medications (excluding food supplements) used in wave 2 by
age

52-54 55-59 60-64 65-69 70-74 75-79 80 85+

Note. N = 7282; Missing obs = 0; Error bars correspond to 95% confidence intervals

The five most common medications has remained similar across both waves with a

slight alteration in order (see Table 5.10). Medication classes (ATC level 2) and food
supplements have remained the same. Food supplements were defined according to the
European Directive 2002/46/EC as any substance with a nutritional effect which is taken to
supplement the normal diet. The five most frequently reported food supplements account
for a similar proportion of the total supplements used (79% in wave 1 and 78% in wave 2).
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Table 5.10: Top five most commonly used medications, medication classes and food
supplements

Individual medications

Medication classes

Food supplements

(International Non-
proprietary name)

(ATC Level 2)

wave 1

1 Aspirin

2 Atorvastatin

w

Levothyroxine

4 Bisoprolol

5 Rosuvastatin

wave 2

Aspirin

Atorvastatin

Rosuvastatin

Bisoprolol

Levothyroxine

wave 1

Lipid modifying
agents (C10)

Agents acting
on the rennin-
angiotensin
system (C09)

Anti-thrombotic

drugs (B01)

Drugs for acid

related disorders

(A02)

Beta blocking
agents (C07)

wave 2

Lipid modifying
agents (C10)

Agents acting
on the rennin-
angiotensin
system (C09)

Anti-thrombotic

drugs (B01)

Drugs for acid

related disorders

(A02)

Beta blocking
agents (C07)

5.8.2 Use of generics: the case of Atorvastatin

wave 1

Calcium
carbonate,
combinations

Omega-3-
triglycerides

Glucosamine

Vitamin B,
combinations

Multivitamins

wave 2

Calcium
carbonate,
combinations

Omega-3-
triglycerides

Glucosamine

Vitamin B,
combinations

Multivitamins

Statins are one of the most commonly prescribed medicines in the older population and

generate the largest expenditure (19). They are used to help lower low density lipoprotein

cholesterol (LDL-C) in the prevention and treatment of cardiovascular disease. When

looking at generic drug use we can use four broad categories of drug type: pure generic

which is sold using the active pharmaceutical name (e.g. Atorvastatin); branded generic

which is sold using a marketing name (e.g. Torvacol); proprietary brand with a generic

equivalent (e.g. Lipitor); proprietary brand without a generic equivalent (i.e. a drug still

under patent protection). Generic medicines are usually cheaper than the proprietary

brand, and thus they provide the same level of medication intervention at a lower cost. Of
all the medications used by the older population only 20% were generics at wave 1 with a
slight increase to 22% at wave 2. There is a more dramatic increase in generic use for the
statin group of medications, with the proportion of generics increasing from 8.5% at wave
1 to 23.5% at wave 2 due to the expiry of patents. Between the first and second waves

of TILDA data collection the most prevalent statin, Atorvastatin, came off patent which
allowed the entry of generic competitor medicines by wave 2. This provides an interesting
insight into the initial effect of a drug patent expiry on medication use.
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Table 5.11: Generic share of Atorvastatin at wave 2 by wave 1 use and medical card status

wave 2 previous Lipitor users wave 2 wave 2
Market Market
Market . . share share
share Medical . Non-medlcabl New users All
% cards users® card users % users
% % %
n=967 n=614 n=351 n=424 n=1,357
Pure generic 11.0 14.5 5.1 13.9 11.9
Branded generic 0.9 1.3 0 1.9 1.2
Proprietary brand with 88.1 84.2 94.9 84.2 86.9
a generic equivalent
Proprietary brand
without a generic 0 0 0 0 0
equivalent®
Total 100 100 100 100 100

2Four individuals are missing medical card status.
* Includes GP card holders.

°This category does not apply once a drug comes off patent, but was 100% for Atorvastatin in wave 1.

Atorvastatin accounts for 57% of all statin use in wave 1 and 56% in wave 2, in addition to
being the second most used medication in both waves. Table 5.11 shows the effect of the
patent expiry on Lipitor (the branded version of Atorvastatin, which did not have a generic
equivalent in wave 1) which occurred during the inter-wave period. While some individuals
who were using Lipitor in wave 1 have moved to generic versions (11%) the majority of
patients have remained on the proprietary brand (88.1%). This is most evident in those
who do not have a medical card, with 94.9% remaining on the proprietary brand. This
contrasts sharply with previous Lipitor users in England where only 31% of patients have
initially remained on the proprietary brand (20). Evidence from TILDA wave 2 suggests
that private patients (i.e., those without a medical card) in this case are more resistant to
generic substitution, with only 5% switching. In general there is a higher use of generics in
wave 2 among those who were not previously using Lipitor.

Two recent measures should have a considerable impact on future prescribing patterns
in Ireland. Firstly, the HSE has commenced a medicines management programme to
encourage cost effective prescribing. As part of this programme, Simvastatin has been
designated the preferred statin for initial treatment. Secondly, the Health (Pricing and
Supply of Medical Goods) Act 2013 has introduced the legislation to implement generic
substitution at the pharmacy level and a system of drug group reference pricing for
reimbursement (21). Generic substitution for Atorvastatin was introduced in August 2013
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and drug group reference pricing was introduced in November 2013. The effects of both of
these measures will be visible in future waves of TILDA.

5.9 Health service utilisation at the end of life

In this section the health service use of those who died since wave 1 of the TILDA survey
is described. Patterns of service use among the deceased are compared to participants
who were still alive at wave 2. At the end of wave 2 data collection, there were a total of
205 deaths among participants. Data from ‘end of life’ interviews were available from 155
individuals acting as a proxy participant for deceased participants. Most proxy participants
were relatives of the deceased participant including the son or daughter (including in-
law) (43.8%), or the spouse or partner of the deceased (30.9%). Other proxy participants
included siblings (7.7%), other relatives (8.4%) and other non-relatives (8.4%). The end
of life interview included questions on use of health services in the 12 months before the
TILDA participant died, his/her physical and behavioural health, cognitive function and

financial circumstances.

Of those who died, 55% were men and the average age of the deceased was 75.5 years
(median 77 years). Most of those who died were married (40.6%) or widowed (40.0%) and
19.3% were single separated or divorced at the time of death. Almost half of the deceased
died in hospital (48.4%), approximately one quarter died at home (24.5%) and 9.7% died in
a nursing home or residential care setting. Approximately 13% died in a hospice and 4.5%
died at other locations.

The most common causes of death reported by proxy participants were cancer (37.5%),
followed by cardiovascular-related causes (28.9%), other causes such as digestive
disorders, infectious disease, accidents (21.1%) and respiratory causes (12.5%). There
were no differences between men and women in terms of the main causes of death.
There was some evidence that more people died from respiratory diseases in the older
age groups (3.4% of those aged 50-64 compared to 13.3% of those aged 65-74 and
15.2% of those aged =75 years) but the association between age and cause of death

was not statistically significant. In terms of physical health prior to death, 41.3% of proxy
participants described the deceased as mostly active and disability free but declining
during the last few months before death. In total, 25.8% of proxy participants reported that

the deceased had been ill for one year or more before he/she died.
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Table 5.12: Proportion of deceased and survivors utilising primary and secondary care
services at wave 2

Deceased wave 2 Survivors
% (95% ClI) % (95% Cl)
GP visit 87.1 (81.8-92.4) 89.6 (88.7-90.2)
Outpatient 42.6 (34.7-50.5) 45.0 (43.4-46.2)
Emergency Department 445 (36.6-52.4) 16.4 (15.3-17.2)
Hospital admission 59.4 (51.5-67.2) 14.6 (13.5-15.2)

Table 5.12 shows the pattern of utilisation of different types of health services in the 12
months before death. Health service use in the deceased group is compared to those
survivors who participated in wave 2. The percentages are for those who used the services
at least once in the previous year. The majority of those who died had attended the GP in
the 12 months before death according to the proxy respondent. In contrast, less than half
had attended an out-patient clinic or the ED. A higher proportion of people who died had
attended an ED or had a hospital admission in the 12 months preceding death compared

to participants in wave 2.

The end-of-life interviews also allow for an examination of the proportions of deceased
individuals who received three types of state-provided home care services in the last 12
months of life: home help, meals services and the services provided by personal care
attendants. Approximately 25% of deceased individuals received home help in the year
preceding death, 11% had the help of a state-provided personal care attendant and 7.7%
received meals services (Table 5.13). The majority of proxy respondents reported that the
deceased received none of the state services outlined above (67.1%). A higher proportion
of those who died were utilising state-provided home services in the preceding 12 months,
compared to survivors at wave 2.

Table 5.13: Proportion of deceased and survivors utilising home help, personal care and
meals services at wave 2

Deceased wave 2 Survivors
% 95%Cl) % (95% Cl)
Home help 252 (18.3-32.1) 44 (3.5-4.6)
Personal care attendant  11.0 (6.0-15.9) 1.3 (0.9-1.5)
Meals services 7.7 (3.5-12.0) 1.0 (0.7-1.2)
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5.10 Conclusion

Maintaining and improving population health and well-being is a key goal of Irish health
policy. Current Government policy aims to manage and prevent iliness at the earliest
stage possible (22). It is encouraging to find that the uptake of primary prevention and
screening programmes has increased in the older population across the first two waves
of TILDA, although there is some evidence that those without a medical card or GP visit
card may face access barriers with regard to flu vaccination. The data identify a reduction
in the proportion of older people over 70 years with full access to primary and secondary
care services at a time in their life when their need for health and social care is increasing,
especially in the period at the end of life. Current health service reforms are aimed at
reducing the reliance on secondary care services and providing integrated primary and
community-based care where possible. The findings in this chapter reveal a continued
and increasing utilisation of primary GP services and secondary care services but minimal
change in the community health and social care sector.
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Appendix 5B: Figures on Health and Social Care Utilisation

Figure 5.B1: Medication use in wave 2 by age and sex
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Note. N = 7127; Missing obs = 7; Error bars correspond to 95% confidence intervals
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What Factors Are Associated

with Change in Older
People’s Quality of Life?

Key Findings

+ Self-reported quality of life peaks around 65-67 years, and declines rapidly after the
age of 80.

* Between wave 1 and wave 2 of TILDA, overall quality of life declined for all age groups,
but the decline was greatest for those aged 75+ years.

» Those who were married at both waves have a higher quality of life than those who
remain never married, divorced/separated, or widowed between waves.

» Those who reported that they no longer suffer from a disability in relation to activities of
daily living (e.g., dressing, eating, bathing) have a significantly higher quality of life than
those reporting a disability in both wave 1 and wave 2.

* TILDA participants whose depressive symptoms had remitted between wave 1 and
wave 2 experienced a significant improvement in quality of life.

« Based on their social networks (i.e., marital status, close ties with family and friends
and membership of voluntary and religious organisations), 27% of men and 22% of
women in TILDA are classed as ‘most socially integrated’, and these proportions have
only changed slightly between wave 1 and wave 2 of the study.

» Participants with strong social networks, who engage in various types of active social
relationships and who volunteer regularly have a higher quality of life than those who
are less socially active.

* Overall, 35% of TILDA participants look after their grandchildren for at least one hour
a week, and those who care for their grandchildren have a higher quality of life than
those who do not.

6.1 Introduction

The demographic shift in the number of people living into late life brings with it a number
of challenges; not least of which is how to ensure that gains in longevity are matched by
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gains in quality of life so that the ageing population can continue to participate in society
and enjoy life into old age. In fact, the promotion of healthy ageing now features as a
major component of public health strategy in most developed countries (1, 2). This has
contributed to an increase in the volume of research that is concerned with investigating
older people’s quality of life, the factors that contribute to it, and the potential ways in which
it can be enhanced (3). Monitoring trends in quality of life is important from a public policy
perspective because it allows one to examine how the quality of life of society is changing
over time coincident with demographic transitions, technological progression, changes

in the social environment, and emerging social policies. As summarised by Netuvelli and
Blane (3), interest in quality of life during later life stems from the belief that the older
population are more vulnerable in this regard because of: 1) declining physical and mental
health status, 2) exit from the labour market, 3) changes in family circumstances (e.g.
migration of children), and 4) isolation due to death of contemporaries or the inability to
participate as an active member of the community.

Despite this burgeoning interest in quality of life research, consensus around a definition
for quality of life remains elusive and there exist many different measures for assessing

it (4). For one thing, quality of life is often confused or considered synonymous with
successful ageing. Although there is substantial conceptual overlap between the terms,
and reciprocity in the sense that quality of life can be viewed as a cause or a consequence
of successful ageing, there are also some important differences. For example, many
definitions of successful ageing would view the presence of disease as antithetical to
healthy ageing whereas quality of life research tends to be less prescriptive in this regard.
A recent meta-analysis of 29 studies (5) found that estimates regarding the proportion

of successful agers ranged from 0.4% to 95% because of widely varying operational
definitions of what constitutes success in ageing terms. Averaged across studies,
approximately one third of older people were characterised as ageing successfully.
However, these findings conflict strongly with the results emerging from studies in the UK
(6, 7) and Ireland (8) which show that older people continue to enjoy a high quality of life
well into their later years despite increasing levels of morbidity.

Researchers have also debated whether quality of life should be measured using
objective or subjective measures (9, 10), and these disputes largely reflect different
disciplinary interpretations of what quality of life comprises and how it should be assessed.
Objective assessments typically involve economic (e.g. standard of living), social (e.g.
social networks) or health-related (e.g. healthy life years) indicators, whereas subjective
measures tend to involve self-appraisal of social, emotional and psychological well-being,
such as life satisfaction and happiness. This latter approach takes the view that a good
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life is one that is experienced as such and has tended to predominate in social science
research in recent years (3). TILDA uses such a measure to index quality of life among the
older population.

This chapter uses TILDA data to describe variations in quality of life across the age
spectrum before going on to explore the extent of change in older people’s quality of
life between wave 1 and wave 2 by important demographic characteristics such as age
and sex. In these sections we also consider whether quality of life is affected by various
changes in older people’s lives, such as changes in marital status, employment status,
disability, depression, social engagement and caring.

6.2 Measuring quality of life

Quality of life in TILDA is indexed using the CASP-19 measure, which is a brief (19-item)
self-report inventory that is designed to measure quality of life independent of the factors
that might influence it such as health, social supports and material circumstances (11).
Participants indicate the extent to which they agree with each statement on a four-point
frequency scale ranging from ‘Often’ through ‘Never’ and responses are scored such that
the most positive responses are given a score of 3 and the most negative responses are
given a score of 0. The instrument produces scores for each of four subscales: control,
autonomy, self-realisation, and pleasure. These subscales are considered important
dimensions of quality of life among older people. A total quality of life score is calculated
by summing scores across the four subscales with a higher score indicating a higher
quality of life (range 0-57). The instrument has been used to measure quality of life in other
longitudinal ageing studies such as the English Longitudinal Study of Ageing (ELSA) and
the Survey of Health, Ageing and Retirement in Europe (SHARE). It has been shown to be
responsive to changes in the participant’s circumstances over time that reflect changes in
quality of life (12). Table 6.1 describes the dimension of quality of life that is measured by

each subscale of the measure and a sample item for each subscale.

Results from wave 1 of the TILDA study (13) established that the maijority of older people
in Ireland enjoy a high quality of life and that the Irish population score higher than their
English counterparts in terms of quality of life. Nevertheless, there were some important
variations in quality of life across the older population with those from more disadvantaged
socio-economic backgrounds having lower self-rated quality of life for example. Similarly,
those who lived alone had lower scores compared with those who were living with a
partner. There was also a curvilinear relationship between age and quality of life with those
in the 64-74 age group having the highest quality of life ratings. Wave 2 of TILDA affords
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the opportunity to look at changes in quality of life and the factors associated with change
over a two-year follow-up interval in a population of community-dwelling adults who were
aged 50 years and over at baseline, i.e., wave 1. We restrict the analysis to include only
those participants for whom we have a self-reported quality of life measure at both waves
(n=4,423). This chapter will explore change in quality of life using a simple metric known as
the change score which represents intra-individual (within-person) variation in scores over

time and is calculated as follows:

Change score = (wave 2 quality of life score — wave 1 quality of life score)

Table 6.1: Scale composition and sample items on the CASP-19 quality of life measure

- . No. of Score
Scale Description Sample item items Range

The ability to actively ‘| feel what happens to A

Control Fe)ﬁ\r/tilrcc;ﬂ?\irlm? ones me is out of my control ° 0-12
The right of the individual to i .

Autonomy be free from the unwanted ngﬁ?tgodg?e TS i | 5 0-15
interference of others

Self- The fulfilment of one’s ‘| feel that my life has 5 0-15

realisation potential meaning’
The sense of happiness ‘| feel satisfied with the

Pleasure or enjoyment derived from way my life has turned 5 0-15
engaging with life. out’

CASP-19 Sum of the four CASP-19 ) 19 0-57

total score subscales

6.3 Quality of life and age

The extent to which quality of life varies by age has been a subject of debate among
scholars (6, 7, 14). Results from the first wave of ELSA showed that quality of life
increases from 50 years of age onward, peaking at 68 years of age and declining gradually
thereafter (7). An interesting finding to emerge from the ELSA analysis was that quality of
life only decreased below the value recorded among 50 year-olds after 86 years of age.
Similar patterns are evident in the TILDA data at wave 2. Figure 6.1 shows that quality of
life increases from an average of 41.7 at 52 years of age, peaking at 43.5 between 65-

67 years of age and drops off fairly rapidly after 80 years of age. The wider confidence
intervals around the mean in later life reflect the fact that there is larger variation in scores
as people age and there are fewer respondents in the older age groups.

157
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Figure 6.1: Mean CASP-19 quality of life score at wave 2 by age
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Of course, focusing on the overall quality of life measure disguises considerable
heterogeneity within different facets of quality of life. If the measure is decomposed into
its constituent parts then a more nuanced picture of how quality of life varies across the
age spectrum emerges (see Figure 6.2). For example, the level of control older people
feel they exert over their social environment peaks at about 58 years of age and declines
fairly rapidly thereafter, whereas scores on the autonomy dimension continue to increase
until about 74 years of age followed by a more shallow rate of decline in the years
subsequent to this. Scores on the self-realisation dimension, which reflects the extent to
which participants feel they have lived a fulfilling life peak at 64 years of age. A positive
message to emerge from the TILDA data at wave 2 is that older people report high levels
of happiness and enjoyment into later life with scores on the pleasure dimension of the
CASP-19 continuing to increase as people age.

Table 6.2 summarises the mean score on the CASP-19 quality of life measure at wave 2
and the mean change in quality of life across waves and for each of the subscales. The
mean score for the sample at wave 2 is 42.6 out of a total score of 57, which indicates
generally high levels of quality of life in the TILDA cohort. Comparison of responses from
wave 1 and wave 2 of the study reveals that the overall score on the CASP-19 quality of
life measure decreased by 1.3 CASP units over the two-year follow up period (see Table
6.2). Statistically significant reductions in quality of life were observed across each of the
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subscales that comprise the CASP-19 measure, but the decline was particularly marked
on the control dimension, which reflects the ability to actively participate in one’s social
environment, and accounted for more than 40% of the reduction in quality of life over time.
The rate of decline in quality of life was comparable for men and women as shown in Table
6.2.

A recent study utilising three waves of data from the ELSA cohort documented a higher
rate of intra-individual decline in quality of life among the oldest old (14). Similarly, analysis
of responses from wave 2 of the TILDA study reveals that quality of life declines across all
age groups over the two-year follow-up interval, but the rate of decline is steepest for those
in the oldest age group (see Table 6.3). The mean change in the overall CASP-19 quality
of life score across waves is -0.83 CASP units among those aged 52-64 years, increasing
through -1.48 CASP units for those in the 65-74 year age group, and -2.34 for those aged
75 years and above (see Table 6.3). Deterioration in self-rated quality of life between
waves is evident across each age group for each subscale of the CASP-19 measure. The
control subscale accounts for the largest proportionate drop in quality of life across all
three age groups.

Figure 6.2: Mean scores on the control, autonomy, self-realisation and pleasure subscales
of the CASP-19 quality of life measure at wave 2 by age
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Table 6.2: Mean CASP-19 quality of life score at wave 2 and mean change in quality of life

by sex
Mean 95% Cl change
Mean (W2) 95% Cl Change ceore 9
All
Control 8.0 (7.9, 8.1) -0.58 (-0.67, -0.49)
Autonomy 10.5 (10.3, 10.6) -0.30 (-038., -0.21)
Self-realisation 10.5 (10.4 10.6) -0.25 (-0.35, -0.15)
Pleasure 13.5 (13.4, 13.6) -0.20 (-0.27,-0.13)
CASP-19 total score 42.6 (42.3, 42.9) -1.33 (-1.56, -1.10)
Male
Control 8.1 (8.0, 8.2) -0.53 (-0.65, -0.42)
Autonomy 10.5 (10.4, 10.7) -0.28 (-0.39, -0.16)
Self-realisation 10.5 (10.4, 10.6) -0.22 (-0.35, -0.09)
Pleasure 13.5 (13.4, 13.6) -0.19 (-0.29, -0.10)
CASP-19 total score 42.7 (42.3, 43.0) -1.22 (-1.53,-0.91)
Female
Control 7.9 (7.7, 8.0) -0.63 (-0.76, -0.50)
Autonomy 10.4 (10.3, 10.6) -0.32 (-0.44, -0.20)
Self-realisation 10.5 (10.4, 10.7) -0.28 (-0.43, -0.13)
Pleasure 13.6 (13.5, 13.7) -0.20 (-0.30, -0.11)
CASP-19 total score 42.5 (42.0, 42.9) -1.43 (-1.77,-1.08)

Between-group comparisons reveal that participants aged 75 years and over experienced
larger declines in quality of life across three of the four CASP-19 subscales (control,
autonomy, self-realisation) compared with those in the 52-64 age group; while those in the
65-74 age group experienced larger declines on all of the subscales (control, autonomy,
self-realisation and pleasure) compared with those aged 52-64. Interestingly, there are

no significant differences between groups in terms of the rate of decline on the pleasure
subscale of the CASP-19 which is a positive finding and suggests that this dimension of
quality of life is less sensitive to decline across the age span.

Table 6.3: Mean CASP-19 quality of life score at wave 2 and mean change in quality at life
score by age

52-64 years 65-74 years 75+ years

Mean 95% Cl  Change Mean 95% CI Change  Mean 95% CI Change
Control 8.5 (8.4, 8.6) -0.39 8.1 (7.9, 8.3) -0.61 6.8 (6.5,7.0) -1.00
Autonomy 10.3 (10.1,10.4) -0.10 10.8 (10.6, 11.0) -0.35 10.6  (10.3,10.9) -0.72
Self-

L 10.7 (10.5, 10.8) -0.14 10.7 (10.5, 10.9) -0.25 9.8 (9.5, 10.1) -0.51

realisation
Pleasure 13.3 (13.2,13.4) -0.20 13.7 (13.5, 13.8) -0.26 13.9 (13.8, 14.0) -0.11
CASP-19

42.8 (42.4,43.2) -0.83 43.3 (42.7, 43.9) -1.48 411 (40.3, 42.0) -2.34
total score
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6.4 Quality of life and marital status

A large number of studies have shown that people who are married report higher levels of
happiness and life satisfaction compared with those who are not married (15). Transitions
in marital status between waves was characterised using the classification shown in Table
6.4." For example, 72.8% of TILDA participants were married at both waves, while only

a small percentage (0.4%) divorced or separated between waves. The data show that
participants who were married at both waves have a higher quality of life score compared
with those who remained never married, divorced/separated, or widowed across waves.
Another interesting trend to emerge from the data is that participants who were married at
wave 1, but for whom circumstances had changed at wave 2 (i.e. had become divorced/
separated or widowed), and those who were unmarried/divorced/separated/widowed at
wave 1, but were married at wave 2, tend to score higher than those who were never

married (although these differences are not statistically significant).

Table 6.4: Mean CASP-19 quality of life score at wave 2 by transitions in marital status

% of the o

sample Mean 95% ClI
Married (wave 1 and wave 2) 72.8 43.2 (42.9, 43.6)
Never Married (wave 1 and wave 2) 8.0 41.2 (40.1, 42.1)
Divorced/Separated (wave 1 and wave 2) 6.2 41.0 (39.6, 42.5)
Widowed (wave 1 and wave 2) 11.2 41.2 (40.1, 42.3)
Married wave 1, Divorced/separated wave 2 0.4 43.4 (40.6, 46.1)
Married wave 1, Widowed wave 2 1.1 41.9 (39.6, 44.2)
Never married | Divorced/separated |

0.5 42.4 (38.6, 46.2)

Widowed wave 1, Married wave 2

Quality of life shows a small improvement for those who were married at wave 1, but
widowed at wave 2. While initially surprising, this may reflect the fact that participants who
were widowed during the follow-up period had a lower quality of life at wave 1 because
their spouse/partner was in poor health prior to their death (Figure 6.3).

1. A small number of transitions (n=30) are omitted due to small numbers (e.g. those who
went from divorced/separated in wave 1 to widowed in wave 2).
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Figure 6.3: Mean change in CASP-19 quality of life score by transitions in marital status
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Note. N = 4393; Missing obs = 30; Error bars correspond to 95% confidence intervals

6.5 Quality of life and employment status

Retirement from employment is considered an important milestone as it marks a transition
in one’s daily routines, responsibilities, social relationships and income (16). Indeed
researchers continue to debate whether retirement is associated with increases in levels
of subjective wellbeing and quality of life or whether this major life transition contributes

to psychological distress. TILDA participants were asked to describe their employment
status during the course of the survey which allows for an investigation of how quality of
life varies by transitions in employment status between wave 1 and wave 2. The major
transitions in employment status are characterised using the classification shown in Table
6.5.2 It describes the percentage of participants falling within each category and the mean
score on the quality of life measure for each group. For example, 31.2% of participants
were employed at both waves, while 3.9% of participants who were unemployed at wave 1
had gained employment at wave 2.

2. Some transitions have been combined due to small numbers (e.g., those who transitioned from
being unemployed (wave 1) to permanently sick (wave 2) are included in the ‘permanently sick
(wave 2) category’).
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Table 6.5: Mean CASP-19 quality of life score at wave 2 by transitions in employment

status

Z’a‘:;;:‘: Mean  (95% Cl)
Employed (wave 1 and wave 2) 31.2 443 (43.9,44.7)
Unemployed wave 1, Employed wave 2 3.9 422 (40.4, 43.5)
Unemployed (wave 1 and wave 2) 2.5 41.7 (40.1,43.2)
Became unemployed (wave 2) 2.0 40.7 (38.8,42.7)
Newly retired (wave 2) 11.0 431 (42.2,44.1)
Retired (wave 1 and wave 2) 31.8 429 (42.4,43.4)
Homemaker (wave 2) 13.6 41.7  (40.8,42.6)
Permanently sick (wave 2) 4.1 35.5 (33.9, 37.0)

Participants who are employed at both waves have the highest quality of life score (mean
score = 44.3), although it should be acknowledged that this may simply reflect the fact that
those who are currently employed are younger and tend to be in better physical health.
Participants who are unemployed in both waves have lower scores on the quality of life
measure compared with those who are employed at both waves. Finally, those who were
permanently sick have the lowest quality of life score of all the groups considered (mean
score = 35.5).

Figure 6.4 shows the mean change in the overall CASP-19 quality of life score by
transitions in employment status. Participants who have gained employment between
waves recorded only a small decline in quality of life (-0.3 CASP units), while those who
became unemployed are characterised by steeper declines in quality of life (-1.8 CASP
units). Similarly, quality of life declines at a faster rate (-1.7 CASP) for those who are
retired at both waves compared with those who are employed at both waves (-1.1 CASP
units), but this is likely attributable to the fact that retirees are older and tend to be in worse
health.
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Figure 6.4: Mean change in the CASP-19 quality of life score by transitions in employment
status

Note. N = 4423; Missing obs = 0; Error bars correspond to 95% confidence intervals

6.6 Quality of life and disability

Disability is common in later life and affects up to 20% of the US population aged 65 years
and over (17). Disability is usually defined in terms of restrictions in the ability to perform
activities of daily living (ADL), or the inability to function independently in terms of basic
ADLs or instrumental ADLs (IADLs) (18). A study from the ELSA team found that the
effect of having a longstanding iliness on quality of life was compounded if it co-existed
with a functional limitation (19). Furthermore, disability is one of the strongest predictors
of nursing home admissions (20). In this section, we focus on the relationship between
quality of life and disability, defined as having at least one ADL limitation.

Participants completed a 6-item checklist to establish whether they experience any
limitations in activities of daily living (ADLs). This includes difficulties with: (1) dressing; (2)
walking across a room; (3) bathing or showering; (4) eating, such as cutting up food (5);
getting in or out of bed; and (6) using the toilet, including getting up or down. Overall, 4.2%
of those who have a valid CASP-19 score report an ADL limitation at wave 2, with 2.6%
having one ADL, 0.7% having two ADLs, and 1% having three or more ADLs. There is a
strong inverse relationship between the number of reported ADLs and participants’ self-
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rated quality of life (see Figure 6.5). Those who are free of disability have a significantly
higher quality of life score (mean score = 43.2) compared with those who report one or
more ADLs. Moreover, quality of life continues to deteriorate as the number of experienced
ADLs increases with the mean score on the CASP-19 declining from 36.4 for those with
one ADL, through 33.9 for those with two ADLs, and 29.7 among those with three or more
ADLs.

Figure 6.5: Mean CASP-19 quality of life score at wave 2 by the number of ADLs
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0.0

None One ADL Two ADLs Three+ ADLs

Note. N = 4423; Missing obs = 0; Error bars correspond to 95% confidence intervals

To examine how transitions in disability status over time affect quality of life, information
provided by participants at each wave is used to classify participants into four groups
based on their functional status:

* None — Free of limiting disability at wave 1 and wave 2;

+ Conversion — Free of limiting disability at wave 1 but reporting impairment at wave 2;
* Remission — Limiting disability at wave 1 but no impairment at wave 2;

+ Persistence — Limiting disability at both wave 1 and wave 2.

The vast majority of participants (90.9%) who have a valid score on the CASP-19 measure
are free of disability at both waves. A further 2.2% are accounted for by those who were
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free of disability at wave 1 but report an ADL limitation at wave 2, while 4.9% experience
remission of their disability across waves. About 2.0% experience persistence of disability
between waves. Participants who are free of disability at both waves have the highest
quality of life ratings at wave 2 (see Figure 6.6) with a mean score on the CASP-19 scale
that is almost 10 CASP units higher than the score for those who report the presence

of activity limitations at both waves (mean score = 43.4 vs 33.1). Quality of life is lower
for those who were free of disability at wave 1, but are affected by an activity limitation

at wave 2 (mean score =34.5), relative to those who are free of disability at both waves.
Conversely, participants who indicate that their activity limitation had resolved from wave
1 to wave 2 (remission) have a higher quality of life (mean score = 39.8) than those for
whom disability persists, though they continue to score significantly lower than those who
are free of disability at both waves.

Similar patterns are observed using the change score as an index of within-person change
in quality of life over time. Figure 6.7 shows that participants who are free of disability

at both waves experience a reduction of 1.3 CASP units in their quality of life. Those

who develop an activity limitation between waves experience the greatest diminution in
their quality of life (-2.7 CASP units) over time. By contrast, participants whose disability
limitation resolves between waves do not experience a significant change in their quality of
life between waves.

Figure 6.6: Mean CASP-19 quality of life score at wave 2 by transitions in ADL status

None (W1 & W2) Conversion (W2) Remission Persistence

Note. N = 4423; Missing obs = 0; Error bars correspond to 95% confidence intervals
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Figure 6.7: Mean change in CASP-19 quality of life score by transitions in ADL status
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Note. N = 4423; Missing obs = 0; Error bars correspond to 95% confidence intervals

6.7 Quality of life and depression

Studies have shown that depressive illness is associated with lower self-rated quality of life
(21, 22). In TILDA, depression is measured using the 20-item Centre for Epidemiological
Studies (CES-D) depression scale, which is a widely used self-report screening instrument
for depression in the general population (23). A total score is calculated by summing
responses across the 20 items (range 0-60), with a score of 16 or more implying a
clinically significant level of psychological distress. A similar classification to that described
at section 6.5 is used to characterise transitions in depression status across waves:

* Not depressed (wave 1 or wave 2);

+ Conversion — Not depressed (wave 1), depressed (wave 2);

* Remission — Depressed (wave 1), not depressed (wave 2);

* Persistence — Depressed (wave 1 and wave 2).

Overall, 88.1% of TILDA participants may be classified as not depressed at both waves,
while 3.3% are depressed in both waves. There is a remission in depressive symptoms

for 4.8% of the older population while 3.8% experience a clinically significant increase in
their symptoms between waves. Participants who are free of depression at both waves
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report significantly higher quality of life scores at wave 2 (mean score = 44.0) compared
with the other groups (see Figure 6.8). Those who develop depression between waves
have a significantly lower quality of life score (mean score = 34.4) compared with those
who are free of depression at both waves. By contrast, quality of life is higher for those
who experience remission of depressive symptoms between waves (mean score = 37.3)
compared with those who are depressed at both waves (mean score = 30.9).

Figure 6.9 shows that those who develop depression between waves experience the
greatest fall in quality of life over time with their mean score on the CASP-19 measure
decreasing by -4.4 CASP units over the two-year follow-up interval. Respondents for
whom depression persists experience a decline in quality of life that is of similar magnitude
to those who are free of depressive illness at both time points (approximately 1.4 CASP
units) (although it should be acknowledged that the former group are declining from a
much lower wave 1 quality of life score). Those who experience remission of depressive
symptoms between waves are characterised by gains in quality of life (+ 1.2 CASP units).

Figure 6.8: Mean CASP-19 quality of life score at wave 2 by transitions in depression
status

Not depressed Conversion at Remission at Persistence at
W1 & W2) Wave 2 Wave 2 Wave 2

Note. N = 4318; Missing obs = 105; Error bars correspond to 95% confidence intervals
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Figure 6.9: Mean change in CASP-19 quality of life score by transitions in depression
status

2071 +~+17 7177 ——"""Y"""""""""""/""/"/"/"/"/"""

0.0

e

e

-6.0
Not depressed Conversion at Remission at Persistence at

(W1 & W2) Wave 2 Wave 2 Wave 2
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6.8 Quality of life and social engagement

Social engagement, social support and trusting relationships have all been associated
with improved quality of life in older adults (24). TILDA collects a wide range of information
from participants relating to social participation and interaction. This information is used

to assess types of relationships and levels of social connection, including participation in
various types of social and leisure activities, church-going and volunteering. This section
documents the relationships between such social structures and quality of life in older Irish
adults.

6.8.1 Quality of life and social networks

Findings from ELSA indicate that having strong social networks is consistent with a higher
quality of life score (25). The strength of social networks among TILDA participants is
measured using the Berkman-Syme Social Network Index (SNI) (26). This index is scored
on a 0-4 composite scale quantifying four types of social connection: (1) marital status;
(2) close ties with children, relatives and friends; (3) membership of a church group, and
(4) membership of voluntary organisations. A score of 0-1 identifies a participant as ‘most
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isolated’, with a score of 4 indicating ‘most integrated’. Results from wave 1 of TILDA
revealed that 26% of men and 23% of women over the age of 50 were classified as ‘most
integrated’ using the Berkman-Syme SNI classification (13). The corresponding figures for
‘most isolated’ were 6% and 7% respectively. These figures only changed slightly in wave
2, with 27% of men and 22% of women classified as ‘most integrated’ and 8% of men and
9% of women classified as ‘most isolated’.

Participants aged 65-74 have the highest proportion of ‘most integrated’ (30%) compared
to 24% in the younger age group and 19% in the older age group (see Figure 6.10). This is
notable given that this age group may have transitioned into retirement more recently. It is
possible that this allows for more time and opportunity to develop and interact with social
networks. By contrast, smaller social networks in the over 75s may be linked to poorer
health and disability. Figure 6.11 indicates mean CASP-19 score in each Social Network
Index category by age. In participants over the age of 65, quality of life is highest among
those who are ‘most integrated’ (mean score = approximately 45.0) and lowest among
those ‘mostly isolated’ (mean score = approximately 37.0). Change in Social Network
Index values between waves is not related to changes in quality of life between waves.

Figure 6.10: Distribution of Berkman-Syme Social Network Index of social connection at
wave 2 by age
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Note. N = 4416; Missing obs = 7; Error bars correspond to 95% confidence intervals
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Figure 6.11: Mean CASP-19 quality of life score at wave 2 by Berkman-Syme Social
Network Index and age
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6.8.2 Quality of life and social participation

Increased social participation in older age is associated with improved life expectancy,
better self rated health and a higher quality of life (27, 28). TILDA measures frequency
of participation in social activities and relationships in four domains: (1) intimate

social relationships (i.e., daily contact with family or friends); (2) formal organisational
involvement; (3) active and social leisure activities; (4) passive and solitary leisure
activities, adapted from House et al. (29).

The proportion of older adults engaging in active and social leisure, and passive and
solitary leisure, activities has remained relatively unchanged between waves at 87% and
99% respectively. Less than half of TILDA participants report engagement in intimate social
relationships at wave 2 (43.9%), while the majority (64%) engage in formal organisational
involvement outside of work. The proportion of 52-64 year olds participating in intimate
social relationships has decreased from approximately 43% at wave 1 to 38% at wave

2 (see Figure 6.12), and remains lower than their older counterparts. However, the
proportion of this age group engaged in formal organisational involvement outside of work
has increased from 61.7% in wave 1 to 64.1% in wave 2 (see Figure 6.13).
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Figure 6.12: Percentage engaging in intimate social relationships by age
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Figure 6.13: Percentage engaging in formal organisational involvement outside of work 2
by age
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Quality of life is significantly higher for those who engage in social relationships compared
with those who do not. The largest discrepancy is seen in ‘active and social leisure’, where
there is a mean difference of 5.8 CASP units between those who report engaging in the
activities and those who do not (see Table 6.6).

Table 6.6: Mean CASP-19 quality of life score at wave 2 by social participation
Participation
Yes No
Mean (95% Cl) Mean (95% CI)
Intimate social relationships 43.3 (42.8,43.8) 42.0 (41.6,42.4)

Formal activity outside work 44.0 (43.6,44.3) 40.1 (39.4, 40.6)

Active and social leisure 43.3 (43.0, 43.6) 37.5 (36.5, 38.5)
Passive and solitary leisure 42.6 (42.2,429) 37.7 (33.5, 41.9)

To examine whether changes in social relationships and participation between waves
influences self-reported quality of life, TILDA participants were categorised into one of four
groups as shown below:

* Reporting no relationships/activities in wave 1 and wave 2;

* Reporting relationships/activities in wave 1 only;

* Reporting relationships/activities in wave 2 only;

* Reporting relationships/activities in wave 1 and wave 2.

Table 6.7 shows that the largest proportion of transitions is evident in ‘intimate and social
relationships’ where just 31% of the population indicate that they have such relationships
at both waves. Very little change is noted in ‘active and social leisure’ or ‘passive and

solitary leisure’ with 82% and 99% respectively participating in these activities at both
waves.

With the exception of ‘passive and solitary leisure’, mean quality of life score is lowest

in the groups reporting no participation in both waves compared to those indicating
participation at wave 2 (see Table 6.8).
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Table 6.7: Changes in social participation between wave 1 and wave 2

None at wave 1 wave 1 wave 2
wave 1 & wave 2
or wave 2 only only Total
0,
% (n) % (n) % (n) a % (n)

Intimate social
relationships 40 (1786) 16 (710) 13{840) 3101349 100
Formal activity
Formal activi 26 (952) 10 (372) 12 (492) 52 (2607) ULD ez
Active and social
Active 6 (169) 7 (221) 5(191) 82 (3842) 100 (4423)
Passive and 0 (0) 0 (11) 0 (8) 99 (4404) 100 (4423)

solitary leisure

Table 6.8: Mean CASP-19 quality of life score at wave 2 by transitions in social

participation
None at wave 1 or
TEE ) wave 1 only wave 2 only wave 1 & wave 2
Mean (95% Cl)  Mean (95% Cl) Mean (95% Cl) Mean (95% ClI)

12‘.!22?5‘?',‘.’5?' 417 (412,422) 426  (419,433) 437  (42.7,446) 432  (42.6,43.8)
Fommal activity 395 (387,40.2) 417  (40.7,427) 434 (422, 440) 442 (438, 44.5)
Activeandsocial 371  (356,386) 37.8  (365,39.2) 400 (383,417) 435  (432,438)
spgﬁts;‘r’; Iaeri‘sdure* - - 377  (335,419) 37.8 (32.7,430) 426  (423,429)

* There were no cases that did not participate in passive or solitary leisure at either wave.

Table 6.9: Mean change in CASP-19 quality of life score by transitions in social

participation
None;tay:\ée e wave 1 only wave 2 only wave 1 & wave 2
Mean (95% Cl) Mean (95% CI) Mean (95% CI) Mean (95% Cl)
Formal
activity -1.8 (-2.3,-1.2) -14 (-2.3,-0.5) -0.8 (-1.5,0.1) -1.2 (-1.5,-0.9)

outside work

Active and

cocial oisure 17 (83,:00) 27 (38,-17) 02  (14,10) -1.2 (-1.5,-1.0)

Passive
and solitary N/A N/A -4.2 (-11.0,2.6) -2.6 (-0.5,5.8) -1.3 (-1.5,-1.1)
leisure*

* There were no cases that did not participate in passive or solitary leisure at either wave.
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Across all domains of social relationships, those who increased their level of participation
between waves experienced a smaller decline in quality of life compared with the other
groups (see Table 6.9). This is most notable for participation in the ‘active and social
leisure’ domain, where those indicating new participation at wave 2 had a mean change
of 0.2 CASP units compared to -2.7 CASP units for those who ceased participation in this

domain between waves.

6.8.3 Volunteering

In wave 1, 58% of the over 50s reported never volunteering, with 15% volunteering once
a week, 11% once a month and 16% once a year. The frequency of volunteering has
increased slightly between waves; 16% of the older population now volunteer weekly, 12%
monthly and 18% yearly, with 54% never volunteering. In women and men, those who
never volunteer have a lower quality of life than those volunteering at least once a year
(see Figure 6.14).

For participants who increased their frequency of volunteering between waves, there
was no significant change in quality of life score. Conversely, mean CASP-19 quality of
life score decreased by almost 1.5 and 1.7 CASP units respectively in those who did not
change or who decreased their frequency of volunteering (see Figure 6.15).

Figure 6.14: Mean CASP-19 quality of life score by frequency of volunteering and sex
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Figure 6.15: Mean change in CASP-19 quality of life score by transitions in volunteering
frequency
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6.9 Quality of life and caring

Concern has been expressed about individuals who are caught in the middle between
competing work, family and caring responsibilities (30). Previous research from ELSA
suggests that providing care for parents and grandchildren is associated with higher quality
of life (31). TILDA participants were asked about help given to children and parents, the
type of help given, and the time allocated to these activities. Care given to parents includes
help with basic personal activities such as dressing, eating and bathing, and help with
other activities such as household chores, errands, shopping and transportation. Care
given to adult children includes practical household help and taking care of grandchildren
(see Appendix 6).

Overall, 10% of TILDA participants provided care to their parents in the past two years,
24% to their children and 35% looked after grandchildren. The type of help given varies
by age, with 18% of participants aged 52-64 years providing time support to their parents,
compared to 3% in those aged 65-74 years (see Figure 6.16). Just over a quarter of
participants aged less than 75 cared for their children in the past two years, and this
decreases to 13% among those aged 75 years or older. The percentage of participants
providing care to grandchildren increases from 33% at 52-64 years of age to 46% at 65-
74 years of age, but declines sharply thereafter decreasing to 27% among those aged 75
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years or older.

Figure 6.16: Proportion providing care to parents and children at wave 2
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Research suggests that quality of life varies by caring status (31). Table 6.10 summarises
the mean score on the CASP-19 quality of life measure at wave 2 for carers and non-
carers. While there is no difference in quality of life between those who do and do not
provide care to their parents overall, quality of life is higher in participants aged over 75
who provided care to their parents. Providing care to children is associated with a higher
mean quality of life score (mean = 43.7 vs 42.2) and this difference is most marked among
those aged 75 years and older. Similarly, analysis reveals that participants who are looking
after grandchildren have a higher mean quality of life score (mean score = 43.5) compared
with those who do not (mean score = 42.0).

Figures 6.17-6.19 show the mean change in quality of life score by age group between
waves for those who (a) provide care to parents in wave 2 (b) provide care to their children
in wave 2 and (c) provide care to grandchildren in wave 2. Figure 6.17 shows that caring
for a parent is associated with an increase in quality of life between waves among those
aged 75 years and older, although it should be acknowledged that these results are based
on small numbers and statistically insignificant. Figures 6.18 and 6.19 show that there are
no significant differences in the rate of decline in quality of life among those who cared for
children and grandchildren compared with those who did not.
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Table 6.10: Mean CASP-19 quality of life score at wave 2 by caring status

Providing care to parents

No care 428  (42.3432) 432 (42543.9) 411  (40.341.9) 425  (42.2,42.9)
g;’:n 427  (41.8435) 450 (42.7471) 481  (42354.0) 429  (42.1,43.7)

Providing care to children

No care 425  (42.043.0) 428 (42.0436) 408  (39.941.6) 422  (41.8,42.6)
gi"“;:n 434  (42.6,44.1) 446 (43.6,456) 435  (40.9,46.0) 437  (43.2,44.3)

Looking after Grandchildren

No care 426  (421431) 423 (41.2,43.3) 405  (395415) 420  (41.6,42.4)
gi‘f,':n 431 (42.4438) 44.4 (43.8451) 428  (41.6,44.0) 435  (43.0,44.0)

Figure 6.17: Mean change in CASP-19 quality of life score by caring status at wave 2
(parents)
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Figure 6.18: Mean change in CASP-19 quality of life score by caring status at wave 2
(children)
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Figure 6.19: Mean change in CASP-19 quality of life score by caring status at wave 2
(grandchildren)
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6.10 Conclusion

This chapter has examined change in quality of life among the over 50s in Ireland over

a two-year period and explored some of the factors associated with change. Although
quality of life declined for the entire sample, the rate of deterioration was greatest for those
aged 75 years and over, whose rate of decline was almost 3 times greater compared with
those aged 52-64 years. Consistent with previous research in this field, there is a strong
relationship between demographic factors such as age and marital status and quality of
life. Specifically, participants who are married at both waves rate their quality of life as
higher compared with those who were never married, divorced/separated or widowed in
both waves. Similarly, participants who are in employment in both waves report higher
quality of life than those who are unemployed in both waves.

There is also strong evidence that quality of life is responsive to changes in health

and disability over time. For example, participants who indicated that their depressive
symptoms had remitted between waves experienced a significant improvement in quality
of life. Similarly, participants who report that they are no longer troubled by disability (in
terms of ADLs) experienced a large improvement in quality of life relative to the average
for the sample. These findings suggest that initiatives designed to deter functional decline
and disability through, for example, the use of assistive technologies (e.g, mobility
scooters) will ensure that quality of life can be sustained into later life.

This chapter also explored the extent to which quality of life is responsive to changes in
social participation and social relationships among the older population. Persons with
strong social networks, who engage in various types of social relationships and who
volunteer regularly have a higher quality of life score than less socially active participants.
Those aged 75 years or older are less socially integrated than those aged 65-74.
Interestingly, the young old (aged 52-64) are engaged in intimate social relationships to a
much lesser extent than the over 65s. Moreover, there was some evidence to suggest that
caring for children and grandchildren is associated with higher self-rated quality of life.

It should be acknowledged that the factors that influence quality of life do not operate

in isolation but interact over time to determine one’s trajectory. For example, Blane et al
found that the impact of health on quality of life was mediated via its effect on functional
limitation (32). It is entirely possible that there are spill-over effects whereby a high quality
of life in one sphere positively influences satisfaction in other domains. Moreover, it could
be argued that quality of life varies not only as a function of one’s demographic and
personal circumstances (e.g. health, socio-economic status, social participation) but also
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involves a re-calibration of goals and aspirations to personal competencies and contextual

constraints as people age (33). Future work employing multivariate statistical methods will

allow for a more thorough analysis of the interplay between these different factors and an

assessment of which of these impinge most heavily on quality of life within a longitudinal

context.
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Appendix 6: Questions on caring for parents and children in
TILDA

Care given to parents was assessed with the following questions:

Care given to parents in activities of daily living (ADL)

“In the last two years, because of health problems, did you help your parents/father/
mother regularly with basic personal activities such as dressing, eating and bathing?”

“‘Roughly how many hours did you spend helping them/him/her in an average week?”
Care given to parents in instrumental activities of daily living (IADL)

“In the last two years, did you help your parents/father/mother regularly with other things
such as household chores, errands, shopping, transportation etc?”

“‘Roughly how many hours did you spend helping them/him/her in an average week?”

Care given to adult children was assessed with the following questions:

Non-financial help to children?

“In the last 2 years, excluding childcare, have you spent at least 1 hour a week helping
your adult children and/or grandchildren with things like:

1. Practical household help: help with home repairs, gardening, transportation,
shopping, household chores

2. Help with paperwork, such as filling out forms, settling financial or legal matters”

“About how many hours per month on average did you provide such help to your
children?”

Taking care of grandchildren:

“In the last two years, have you spent at least 1 hour a week taking care of grandchildren

or great-grandchildren (who live outside your own household)?”

“About how many hours on average per month did you spend taking care of your
grandchildren or great-grandchildren (who live outside your own household)?”

3. This refers only to help provided to children outside the household i.e. help provided to a co-

resident child was excluded.
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Methodology

Summary

* At wave 1, TILDA recruited a stratified clustered sample of 8178 individuals
representative of the community dwelling Irish population aged 50 years and over.
Younger spouses and partners were also invited to participate, primarily to provide
information regarding family and financial circumstances.

* Atwave 2, TILDA invited all living wave 1 respondents to undertake an extensive face-
to-face computer-assisted personal interview (CAPI). Respondents were also invited
to complete a self-completion questionnaire (SCQ).

» The overall response rate to wave 2 of the study was 86%. Participants who had
attended the health assessment at wave 1 and/or who had returned a self-completion
questionnaire were more likely to participate in the second wave of the study

* Proxy, end-of-life and institutional interviews were introduced to the study at wave 2. In
total, 155 end-of-life interviews, 80 proxy interviews and 22 institutional interviews were
completed.

7.1 Target population at wave 2

The selection of the original wave 1 TILDA sample is described in detail elsewhere (1,

2). In March 2012, TILDA interviewers returned to each of the 6282 households that
participated in the first wave of the study. Advance invite letters were sent to each of the
original 8504 respondents (8175 eligible respondents and 329 younger partners) inviting
them to take part in the next wave of the study. No active recruitment of new respondents
was carried out; however, respondents who were eligible in wave 1 but had declined to
participate were canvassed to join the study at wave 2. In addition, new spouses and
partners of core respondents were invited to participate. This led to 170 new respondents
at wave 2.

Each respondent completed a computer-assisted personal interview (CAPI) in their own
home which included detailed questions on health, social and economic circumstances.

188
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The questions were mainly a repeat of the questions asked in wave 1; however, wave

2 also included some new and amended questions. Where there was more than one
respondent in a household, respondents were asked to nominate a financial and a family
respondent. These ‘types’ of respondent represented members of the household who were
most knowledgeable in financial and family matters and who agreed to answer questions
in these domains on behalf of the household. The financial and family respondents may
be the same individual.

At the end of the CAPI interview, each respondent was asked to fill in a self-completion
questionnaire (SCQ) and return it by post (in a prepaid envelope) to the TILDA study.
This questionnaire asked a range of potentially sensitive questions, including questions
on quality of life, emotional well-being and health behaviours. Unlike wave 1 of the study,
there was no health assessment at wave 2.

Apart from the standard in-person CAPI interview, three new types of interview (proxy,
end-of-life and institutional) were introduced at wave 2. While every effort was made to
achieve in-person interviews, those respondents who were deemed unable to participate
in an interview due to a physical or cognitive impairment had a proxy interview. 80 proxy
interviews were conducted in wave 2 and were found to be well received by family and
carers of respondents. In addition, 155 end-of-life interview were undertaken with relatives,
friends or carers of core TILDA members who had died since participating in wave 1 of the
study. TILDA participants who had moved into a residential or nursing home by wave 2
were offered an institutional interview (n=22).

7.2 Response Rates

Of the 8175 original wave 1 respondents, 6995 completed an interview at wave 2. The
wave 2 response rate is calculated as the percentage of wave 2 CAPI interviews that

were successfully obtained from the original wave 1 respondents. This gives an individual
response rate of 86%. In addition, there were 170 interviews with new respondents. 150
of these new respondents met the age criteria for inclusion at wave 1 and 20 were younger
partners and spouses who were now resident in the household. Response rates by age
and sex are given in Table 7.1 below. While the response rates are similar for males and
females, the over 75s were less likely to complete an interview at wave 2 of the study.
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Table 7.1: Wave 2 response rates by age and sex

wave 2 Response rate

%
Male Female Total
<52 94.4 87.4 88.1
52-64 87.7 87.3 87.5
65-74 85.9 87.9 86.9
75+ 79.3 78.7 79
Total 85.5 85.8 85.7

7.3 Attrition

Table 7.2 examines how participation or attrition at wave 2 is influenced by study
engagement at wave 1 and age.

Table 7.2 Wave 1 study engagement by wave 2 participation and age

Health Home No
No health Wave 1
centre assessment Wave 1 Number
assessment Total sScQ Total
record record ScQ in sample
% % % % %
52-64
Attriter 56 35 9 100 31 69 100 516
In Both
20 74 6 100 13 87 100 3603
Waves
Total 25 69 6 100 15 85 100 4119
65-74
Attriter 58 31 11 100 37 63 100 310
In Both
21 70 9 100 10 90 100 2063
Waves
Total 26 65 9 100 13 87 100 2373
75+
Attriter 64 16 21 100 41 59 100 354
In Both
32 44 24 100 13 87 100 1329
Waves
Total 39 38 23 100 19 81 100 1683
All
Attriter 59 28 13 100 36 64 100 1180
In Both
23 67 10 100 12 88 100 6995
Waves
Total 28 62 11 100 15 85 100 8175
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As part of the wave 1 interview, all respondents were invited to a health centre, in either
Dublin or Cork, for a comprehensive health assessment. Participants who were unable or
unwilling to attend a health centre were offered a modified assessment in their own home.
As can be seen in Table 7.2, respondents who attrited from the study were less likely to
have had a health assessment in wave 1 (569%). Of those who took part in both waves of
the study, 23% had not had a health assessment in wave 1. The pattern is similar for those
who returned an SCQ in wave 1.

The self-completion questionnaire was completed by 84% of the wave 2 respondents. The
response rates were similar for the new respondents and those who responded to both
waves of the study. No age or sex differences were observed for completion of the SCQ
(see Table 7.3 below).

Table 7.3 Self Completion Questionnaire response rates by age and sex

Self completion record present

%
Male Female Total
<52 75 86.1 84.8
52-64 82.8 86.2 84.7
65-74 85.9 88.9 87.5
75+ 77.6 77.2 77.4
Total 82.7 85.3 84.2

7.3.1 Reasons for non-response

Table 7.4 summarizes reasons for non-response at wave 2. A total of 205 of the 1180
individuals who did not participate in wave 2 were deceased. An end-of-life interview was
successfully completed in 155 cases (76%). Those lost to follow-up (n=166) were typically
respondents who had moved outside of the island of Ireland, although occasionally the

respondents had moved within Ireland and were untraceable.
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Table 7.4 Reasons for non-response

Reason for Attrition Number
Deceased 205
Lost to Follow-up 166
Refusal 809
Total 1180

7.4 Dataset

All of the results in this report are based on the TILDA dataset version 2.4.0. This dataset
includes CAPI data from all 7455 TILDA wave 2 respondents (from 6266 households),

of whom 7145 were aged 52 and over. These 7145 respondents form the base sample
for this report. Various subsamples of this sample are used throughout the report,

most notably the 6995 respondents who responded to both waves of the study. These
subsamples are defined in the relevant chapters.

Data from the 310 younger respondents are incorporated where measures are taken at
the level of the household or the couple. The dataset also includes the 6274 SCQ records
for the wave 2 sample, 6011 for those aged 52 and over and 263 for the younger partners.
The dataset will be archived in early 2014 in the Irish Social Science Data Archive at
University College Dublin (UCD) (http://www.ucd.ie/issda/data/tilda/).

7.5 Analytical methods employed in this report

For estimates to be unbiased and for their uncertainty to be correctly determined, analyses
used to generate the findings in this report incorporate the design of the study and the
pattern of non-response (missing data). Statistical methods used to calculate the estimates
presented in this report are described below.

7.5.1 Confidence intervals and statistical significance

The majority of the estimates in this report are the percentages (or proportions) of older
people falling into various groups or averages (mean or median) of quantities.

Each estimate based on the TILDA sample is an estimate of the true value in the
population. The TILDA sample is a random sample of the population of interest, so there
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is some uncertainty in these estimates due to the sampling process. For this reason,

the majority of the estimates in this report are provided with a 95% confidence interval
reflecting this uncertainty. The confidence intervals can be interpreted as the plausible
range for the true value in the target population. Smaller confidence intervals indicate more

precise estimates.

The formal interpretation of the 95% confidence interval is that in repeated sampling 95%
of the confidence intervals calculated will include the true population parameter.

7.5.2 Design of the survey

The original design of TILDA used a RANSAM sampling plan and is described in detail
in the TILDA design report (1). This used stratified sampling to select the 640 clusters
used for recruitment to TILDA. This stratification ensured an efficient and population
representative sample, by stratifying 3155 clusters by socio-economic status and
geography (1). This stratification is incorporated into the estimation procedures in this
report, and helps explain variability among individuals and can improve the precision of
estimators.

The geographic clustering increased the efficiency of the data collection process, resulting
in a lower fieldwork cost per interview. However, clustering also reduces the effective
contribution of each individual taking part, since there is likely to be some correlation in the
responses of individuals from the same cluster, due to their similar geographic and socio-
economic backgrounds. The effect of this is to reduce the precision of estimates, reflected
by wider confidence intervals. The confidence intervals included in this report incorporate
the effects of stratification and clustering on precision.

7.5.3 Weighting

Response rates to both wave 1 and wave 2 of the study are non-random, that is, the
response rates to both waves of the study vary over certain subgroups of the population.
This systematic difference in how certain sections of population respond to the survey can
introduce bias into our estimates. For this reason, the analysis in this report is weighted to
reduce the bias due to this systematic difference. This weighting ensures that subgroups
in the sample are included proportionally, in the calculation of the estimates, to the number
in that subgroup present in the population of Ireland.

Cross-sectionally, the dataset contains two main weights; a CAPI weight and an SCQ
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weight. Weights applied to the main (CAPI) sample were estimated by comparing the
proportion of individuals in the sample across age, sex and highest level of education
attained, with the proportion in the population with the same characteristics. The
proportion in the population was estimated using the Quarterly National Household Survey
(QNHS 2012).

The SCQ weight is then calculated by dividing the CAPI weight by the probability of the
respondent filling in and returning the SCQ in wave 2. This probability is calculated using
a logistic regression model. Factors in the model which were shown to affect the return
of the SCQ included marital and employment status, mental health and whether the
respondent lived in an urban or rural area.

Attrition (or longitudinal) weights were also calculated for longitudinal analysis of the data.
These weights corrected for the systematic difference in attrition rates over subgroups and
reduced the bias caused by this difference in attrition rates. These weights are calculated
based on the reciprocal of the probability of a wave 1 respondent taking part in wave 2.
This probability is calculated using a logistic regression model. Factors in the model which
were shown to affect attrition included measures of cognitive and behavioural health,
marital status and several health measures.

The analyses for many sections of this report were based on subsamples of the overall
TILDA sample. For these sections, a separate weight was calculated for each subsample.
In the obesity chapter, for example, the analysis is based on a subsample of respondents
who completed the wave 2 CAPI interview and the wave 1 health assessment (BMI

measure).

A report explaining all of the TILDA weights used in this report will be available mid-2014
with the public dataset (Irish Social Science Data Archive) and thereafter on the TILDA
website.

7.5.4 Software

All analysis presented in this report was conducted using Stata 12.0.

7.6 Limitations of this report and future analysis

The report has described the health, well-being and economic circumstances of over 52s
in Ireland. These analyses are preliminary and of a descriptive nature. Future analysis of



7 Methodology

the dataset, will allow for more complex statistical modelling, which will provide more in

depth explorations that are outside the scope of this report.

Although the TILDA sample is representative of community dwelling adults aged over 52
in Ireland, it is not, as yet, fully representative of those who have moved to an institutional
setting. TILDA initially recruited only those who were community dwelling; however,
respondents who moved to an institutional setting were interviewed at wave 2 and will be
interviewed at all subsequent waves of TILDA. As of wave 2, only 22 respondents had
participated in an institutional interview. As the study continues, this number will increase,
allowing for greater analysis of this important subsample of the older population.

TILDA has now collected two waves of data, presenting the first opportunity for longitudinal
investigation of research questions. This is the first report to document longitudinal
changes in the TILDA population. However, changes presented in this report are over just
two years and for many measures and questions this is not nearly long enough to observe
any substantive or robust change. As the number of data waves increases, this change will
be measured more precisely and change over time will be better quantified. As the study
matures, causal relationships can increasingly be examined and our understanding of the
ageing process greatly enhanced.
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