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Tēna koutou, tēna koutou, tēna koutou katoa. A warm welcome to everybody. Thank you for attending our symposium. My name is Agnes Szabo and I’m the chair of this symposium. I work at Massey University and am part of the Health and Ageing Research Team. It is my great pleasure to introduce the other two presenters and my colleagues, Christine Stephens and Mary Breheny. Chris is a professor in the School of Psychology at Massey University and the co-leader of the New Zealand Health Work and Retirement Study, a prospective longitudinal cohort study of ageing. Her work in health psychology and health promotion is focused on the requirements of the ageing population and the need to provide information for supportive social policy and practice.  Mary is an associate professor in the School of Health Sciences at Massey University. Her research programme focuses on understanding how social and economic issues influence health across the life course.  She is interested in the ways that inequalities throughout the lifespan accumulate in later life and prevent older people from ageing well.  In this symposium we take an approach to health promotion in later life which takes into account life course circumstances. We begin by introducing demographic ageing and the policy context to date, which has shaped the health promotion response in New Zealand. We then introduce our life course approach to promoting health in later life.



Population Ageing

 Population structure
 Health and social care
 Employment Implications
 Financial provision

http://www.superseniors.msd.govt.nz/health-wellbeing/positive-ageing/older-people-stats.html
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In recent decades, there has been a considerable demographic shift towards an older population structure. This has occurred as a result of several factors. Firstly, largely due to advances in medicine, diet, public health, and increased per capita income, people now live longer (WHO, 2008). Secondly, the post war baby boom between 1946-1964 means there is a marked increase in people now aged over 60 years old. Alongside this, there have been considerable reductions in the birth rate in developed countries. Population ageing is a global trend; this century, for the first time in human history, those aged 60+ will start to outnumber the population of children (i.e., those aged up to 15) (United Nations, 2009; U.S Census Bureau, 2009).This has also occurred in New Zealand. New Zealanders aged 65 and over are projected to constitute 25% of the population by 2040 (Statistics New Zealand, 2008). The figure on the left of the slide demonstrates this trend. The solid line shows that change that has already occurred and the dashed line the projected change in the make up of the New Zealand population. By 2064, people aged over 65 years (the blue line) will make up over 25% of the total population, up from around 12% in 1994. Children aged 14 years and under (the yellow line) will likely drop from around 23% of the population to less than 16%. This is the projection for the total population, and there are differences for subgroups within this. There is a marked difference for Māori – who have a higher birth rate and lower life expectancy.This population ageing has many implications for health and health promotion, including (these implications are not particularly targeted to our symposium): Older people have greater incidence of chronic health conditions than younger people, so changing proportions of older people may mean greater demand on health and social care systems. Older people are less likely to be in paid employment, creating possible skill shortages in some areas.In New Zealand, all people aged over 65 years are eligible for universal non-means tested superannuation.  As older people comprise a higher proportion of the population, this may require reconsideration of the financial provision across the population.



Policy Context

Vienna International Plan of Action on Ageing (UN, 
1982) 
WHO Active Ageing (2002)
NZ Positive Ageing Strategy (2001)
Healthy Ageing Strategy (2016)
Positive Ageing Strategy rewrite
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As a way to respond to the changing demographic structure of the population and the possible implications, in the last 30 years there has been increased international attention to policy around ageing. This began with the Vienna International Plan of Action on Ageing (UN, 1982) and progressed through a range of international and national policies and plans designed to prepare for and address the implications of population ageing.  The plans and policies do differ in focus and priority. In New Zealand, the government released New Zealand Positive Ageing Strategy in 2001. This was an internationally leading document in its advocacy of positive ageing. It included social and cultural inclusion, empowerment, and self-determination of older people. Specifically, the positive ageing strategy sets out ten key goals which include ensuring secure and adequate income, affordable and accessible transport, and a range of culturally appropriate services for older adults. It has been criticised for making ‘health-promoting’ suggestions for older adults which focus primarily on individual actions rather than systemic solutions. It has also been criticised for its focus on government fiscal priorities (rather than social need). For example, although the strategy indicates that older people should be encouraged to participate in their community in any way they choose, the goals outlined in the strategy emphasise employment as the key avenue for this participation (Davey & Glasgow, 2006).The Positive Ageing Strategy focusses on older people as a discreet group of the population and is aimed at supporting people who have already aged, and does not include the recognition that a lifetime of ageing contributes to wellbeing after 65.The New Zealand cross government Positive Ageing Strategy is currently being reviewed. This is an ideal time to consider contributions that research can make to policies for the promotion of the health of older people. The more recent Healthy Ageing Strategy (Ministry of Health, 2016) has highlighted the direction for change by taking a life course approach. This approach recognises broader influences on people’s health including health in younger years, exposure to health risks such as poor housing, workplace discrimination and family violence, and access to resources and opportunities. The strategy “recognises that we age in different ways and have different needs at different times, and that our health is affected by our environment.” (p.6). A focus here is on reducing health inequities by removing barriers to equal opportunities and building on the factors that support equity.That said, the actions suggested tend to be around self-management and behaviour change.



Environments for Health Equity

• Sustainable solution
• Equitable
• Addresses life course 

inequalities

http://www.superseniors.msd.govt.nz/about-
superseniors/ageing-population/index.html

By Albert Percy Godber1875-1949. Photograph in the 
public domain
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In this symposium we aim to contribute to the development of this approach to healthy ageing in Aotearoa. The research presentations will report on longitudinal research which highlights the specific lifetime and environmental factors that influence good health in older age. We focus on three different factors, childhood socioeconomic conditions, the development of health behaviours and housing.Research findings can contribute to the policy development by suggesting specific areas that are directly amenable to influence by government policy. Specific childhood factors that predict poor health in older age are highlighted for immediate policy attention; alcohol use across the life course suggests ongoing consideration of the laws governing the provision of alcohol; and good quality housing for older people is shown to be an important aspect of the environment related to trajectories of health in older age. The importance of these research findings for policy will be discussed.Proposed format of the sessionThis session will include three research presentations of 15 minutes each followed by a moderated discussion. These research findings have important implications for public health and health promotion for older people. In particular, approaches which focus on individual education campaigns for behaviour change in later life neglect the environmental and behavioural effects across the life course on health and wellbeing for older people. After the research presentations, we will moderate discussion of how research evidence can be used to advocate for a more equitable distribution of health and wellbeing over the life course. We will discuss how policy solutions can take a broader perspective towards health promotion in older age.  Audience questions will be supplemented with discussion prompts to provoke discussion of the policy and practice implications of this research programme.



Importance of early lives to inequalities in 
older age

Mary Breheny, Ágnes Szabó, Christine Stephens,
Joanne Allen, Megan Hempel, Polly Yeung,

Brendan Stevenson, Fiona Alpass
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Health promotion suggestions for older people to increase healthy ageing focus on older people as a discreet group.Because these suggestions tend to focus on people who have already aged, advice is often focused on mitigating functional decline for conditions associated with older age.  So we might encourage particular exercises to increase balance and reduce falls risk. Or propose nutritional interventions to address nutrient reduction that can be seen in later life.  This approach does two things. It implies that older people are responsible for their health through individual actions, rather than acknowledging structural impacts on health in later life.  And secondly it suggests that the appropriate health promotion response is to intervene at the early stages of age-related declines (whatever age they might occur) rather than interrogating the systemic drivers of differences in health in older age. This emphasis presents an overly simplistic view of the determinants of health and wellbeing in older people. It deflects attention from broader strategies that might address the inequalities in health in the population that become even more stark in later life.  .



Health in Later Life

 Age group comparisons
 Diversity among older people
 Many older people are ageing well
 Some with compromised health

 Reach older age in poor health
 Importance of life course factors

8.7%

17.5%

11.8%

31.4% 

30.6%
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Part of the reason for this approach is that much of the general discussion of ageing tends to focus on the ways that older people are similar to each other.  It often describes the general changes in health, physical functioning, work changes and financial situation of older people.  These sorts of comparisons are typically established against younger groups.  Typical comparisons are the ways that older people have much higher living standards than younger groups, are much more likely to live in a home they own, have more wealth and assets. These comparisons are useful to understand the relative position of different age groups, but they also obscure differences and imply that older people are a group characterized by similarity.But there are clear differences in how older people age. Although many older New Zealanders are ageing well, and maintaining physical and mental health, there is an important group that reaches later life in compromised health.Our longitudinal research shows five different profiles of wellbeing among older people over time, as shown on the life of the slide. After following them for ten years, we found most older people in our sample were in robust health or average good health (about two thirds of our sample). These groups were ageing well, maintaining good physical and mental health over time and remaining socially engaged. A smaller number experienced declining physical health whilst maintaining good social and mental health. There were two groups who showed limitations in mental health and social wellbeing or vulnerable health across all domains. This represents a small but important group of older people in our study with significant health limitations who tend to reach later life in poor health, rather than experiencing sharply declining health in old age. Other than the declining physical health profile, none of the groups demonstrated meaningful change over time, suggesting that those in the vulnerable or mental/social health limitation groups were already in poor health when they entered the study. This suggests that ‘most of the damage is done’ earlier in the life course. This knowledge has focused our attention on the importance of understanding why people arrive at old age in poor health.Taking this as a starting point, our research sought to uncover the specific lifetime factors that explain health differences in older age. 



Life Course Factors

Early life events influence later outcomes
 Across time from childhood to older age
 Across domains - from health to work
 Depend upon the age the event occurs
 Linked to historical and policy processes
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Life course factors can be understood to influence later life health in a variety of ways. For example, it can work across time from childhood to older age. For example, when poorer health in childhood leads to poorer health in adulthood. It can also work across domains, such as whether poorer health in childhood might be linked to lifetime education or employment patterns. We can also examine whether the impact of these events depend upon the age or life stage in which it occurs.  We can also interpret these relationships in light of historical or policy processes.To examine these relationships, we followed the lead of many of the international studies of ageing. Like these international studies, named on the left of the slide, we have used retrospective data collection to add life history data to our longitudinal study of ageing. In our study, we a telephone interviewing protocol to collect data. This enabled us to collect data from our participants who live all around New Zealand. 



Health, Work and Retirement Study
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To answer questions about the life time factors which lead older people to reach later life in poor health, we used the Health, Work and Retirement study. This is a longitudinal study of ageing. The New Zealand Health, Work and Retirement study (HWR) has tracked the transition from work to retirement for the last ten years. Longitudinal research is a powerful way to understand these relationships.The participants in the life course history study have already been in the longitudinal study of ageing for 10 years. So the life history data is linked to 10 years of postal survey data. We invited participants from the Health Work and Retirement study to complete the life history data collection.  In the life history data collection, we asked about childhood socioeconomic status, childhood health, lifetime education and occupational status, and health behaviours, healthcare utilisation, accommodation histories, and traumatic life events. Because the study participants were members of the longitudinal study, these data were linked to ten years of survey data which includes measures of health, wellbeing, housing, financial circumstances and employment. Together, these data were used to model the impact of childhood circumstances on health and wellbeing decades later. The analysis that we are presenting today is the start of our analyses with these life course data.



Life History Data

• 787 life history interviews
• Aged 61-80 years (M = 72, SD = 4.4)
• 40% Māori
• 52% women

Childhood Circumstances

How many books were there in the place you 
lived when you were 10?

14% Two or more bookcases (200+)
16% Two bookcases (101-200)
34.5% One bookcase (25-100)
17% One shelf (11-25)
16% None or very few (0-10)

Household main breadwinner in childhood?

22% Professional or manager
15% Technical or trades
3% Community worker 

5% Clerical worker 
6% Sales worker

11% Machinery operator
20% Labourer

13% Other
3% No breadwinner
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We have now finished our data collection and have early life data on nearly 787 people aged 65-80 years who are participants in the longitudinal study.  Forty percent of these participants are Māori and 52 percent are women. Majority of the life history participants (n=520) completed all years of postal survey data collection. N=267 missed at least one year of postal survey data. The two examples of life history questions on the slide are part of the multidimensional measure of childhood socioeconomic status. The graphic to the right is the spread of main breadwinner in the household. There was a good spread of childhood household occupation, with more than 20 percent with parents of professional or managerial occupations, 20 percent labourers and 15 percent technical or trades workers. Only a small number reported the household had no main breadwinner during their childhood.The question on the number of books in the household also showed good spread across all the possible responses.Other domains of childhood SES measurement included number of rooms per capita at age 10; and number of features in the household at age 10; items from material wellbeing Index such as food, clothing and presents for special occasions. was added to form an overall indicator of childhood socioeconomic status. Although the sample is generally more advantaged, these items do indicate that we do have a group of people with varied childhood circumstances. For the analyses we are describing today, the outcome measures were the SF-12v2. This is a  measure of mental and physical health. It is comprised of 12 items that measure eight main areas of health, scores are integrated to generate two component scores, the Physical Component Summary Score (PCS) and the Mental Component Summary Score (MCS) In this presentation, we will focus on very early analysis of the lifetime impact of childhood socioeconomic status.



Predicting Mental and 
Physical Health

Demographics

Age
Gender

Māori Descent

Childhood

Childhood Health
Childhood SES

Adult

Living Standards

DV

Physical Health 
Component Score

OR 
Mental Health 

Component Score

IV
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To examine the effect of socioeconomic status on physical and mental health we performed regressions which included demographics, childhood SES and health, and adult living standards. We conducted separate regressions to predict mental and physical health, first in 2006 and then in 2016. The first model explained 18.2% of the variance (R2) in physical health scores at wave one in 2006, f2 = 0.22, p < 0.001. Age, childhood health, childhood socioeconomic status and economic living standards made significant contributions to the variance explained in the model, with adult economic living standards making the largest contribution. The second model explained 14.6% of the variance (R2) in physical health scores at wave six in 2016, f2 = 0.17, p < 0.001. Age, childhood health and economic living standards still made significant contributions to the variance explained in the model, however, childhood socioeconomic status no longer made a significant contribution to the model.For mental health in 2006 the model explained 16.9% of the variance in mental health scores, f2 = 0.20, p < 0.001. Age, childhood health, childhood socioeconomic status and economic living standards made significant contributions to the variance explained in the model, with economic living standards again making the largest contribution. The model predicting mental health scores in 2016 was different. The model explained 13.7% of the variance in mental health scores, f2 = 0.16, p < 0.001 and only adult economic living standards made a significant contribution to the variance explained in the model. Childhood socioeconomic status did not make a significant contribution to the model.



Mediation - 2006

Mental 
Health

Physical 
Health

Adult Living 
Standards

Childhood 
Socioeconomic 

Status

a 0.38***

c 0.59**

b 0.50***

c 0.56** c’ 0.35*

c’ 0.41**

b 0.55***
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Because adult socioeconomic status was the strongest predictor late life mental and physical health, we proposed that adult socioeconomic status might be pathway through which childhood socioeconomic works to influence late life health.To test this further, we completed mediational analyses. Mediation AnalysesThese were run for 2006 and 2016. This slide shows the 2006 model. In 2006, the pathway between childhood socioeconomic status and adult economic living standards) (a path) was statistically significant, as was the standardized regression coefficient between adult living standards and physical  and mental health) (b path).  Therefore, both indirect effects were statistically significant demonstrating that the relationship between childhood socioeconomic status and physical health and mental health in later life was mediated by economic living standards in later life. As c’ path was significant for both outcome variables, partial mediation was supported.This means that the effect of childhood socioeconomic status was able to be detected directly, and indirectly through adult living standards. 



Mediation 2016

Mental 
Health

Physical 
Health

Adult Living 
Standards

Childhood 
Socioeconomic 

Status

a 0.38***

c 0.51**

b 0.64***

c 0.39** c’ 0.14

c’ 0.27

b 0.66***
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The same analyses were run for the variables in 2016. The pattern of results was similar, with the standardized regression coefficient between childhood socioeconomic status and adult living standards still statistically significant, as was the standardized regression coefficient between adult living standards and physical and mental health (b path). The model differed in one main way. The indirect effect predicting physical and mental health was statistically significant but the direct pathway was no longer significant. This demonstrates that the relationship between childhood socioeconomic status and mental health and physical health in 2016 was fully mediated by adult economic living standards.These results show that childhood socioeconomic status was fully mediated by living standards in later life. This means that childhood socioeconomic circumstances are a significant predictor of circumstances in later life, and it is these circumstances that ultimately best predict mental and physical health.



Promoting Health Equity

• Improving childhood conditions
– But not at the expense of later life

• Living standards are increasingly 
important for late life health

Child SES

Late Life 
SES Physical/ 

Mental 
Health
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Childhood socioeconomic status was a significant predictor of late life mental and physical health, although the direct relationship was not strong.  The mediational analyses showed that childhood socioeconomic status was partially mediated by living standards in 2006 and fully mediated by living standards in later life by 2016. This means that childhood socioeconomic circumstances are a significant predictor of circumstances in later life, and as people age, it is these circumstances that best predict mental and physical health.Analyses like these show that there are lifetime effects of childhood conditions, which produce health inequalities in older age. Our research takes a life course perspective to show that healthy ageing is not just about health promoting activities and health behaviours. Promoting life course health equity in New Zealand is often situated within the child poverty debate, the notion that we need to do it once and do it right for life time gains in health and wellbeing.  And our analysis provides some further nuance to this argument.Our research finding suggest that the impact of childhood socioeconomic status on health can be detected decades later.  This impact works both directly and through late life living standards. This means two things. Firstly, that childhood conditions matter and improving the socioeconomic conditions of children will have lifetime benefits. Secondly, that the mechanism that this works through is fully mediated by late life, so that maintaining late life living standards is essential to ensuring ongoing health and wellbeing for older New Zealanders.  This points to clear opportunities for policy intervention, both to improve the living standards of children and to safeguard income support in later life for older New Zealanders.Our research shows that the environments and health practices that influence healthy ageing generally reflect a lifetime of inequitable access to resources, rather than the result of individual abilities or choices. Policies to address this could focus on social and physical environments rather than suggestions for healthy activities in later life.



Alcohol use across the life course: Influences 
on health in old adulthood

Ágnes Szabó, Andy Towers, David Newcombe, Janie Sheridan
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Health promotion suggestions for older people to increase healthy ageing focus on older people as a discreet group.Because these suggestions tend to focus on people who have already aged, advice is often focused on mitigating functional decline for conditions associated with older age.  So we might encourage particular exercises to increase balance and reduce falls risk. Or propose nutritional interventions to address nutrient reduction that can be seen in later life.  This approach does two things. It implies that older people are responsible for their health through individual actions, rather than acknowledging structural impacts on health in later life.  And secondly it suggests that the appropriate health promotion response is to intervene at the early stages of age-related declines (whatever age they might occur) rather than interrogating the systemic drivers of differences in health in older age. This emphasis presents an overly simplistic view of the determinants of health and wellbeing in older people. It deflects attention from broader strategies that might address the inequalities in health in the population that become even more stark in later life.  .



Hazardous drinking
65-74: 18.6% men, 6.7% women
75+: 10.8% men, 2.3% women

Binge drinking monthly (6+ drinks per occasion)

65-74: 23.3% men, 4.2% women
75+: 11.4% men, 1.5% women

Alcohol Use in Older Adults

New Zealand Ministry of Health 2015/2016 Health Survey
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While risky or hazardous drinking is not something commonly associated with older adults, recent population-based surveys on health behaviours show that high quantity alcohol consumption is common among adults aged 65 years old and older (1-4), and an increasing number of older adults require treatment for risky use (5, 6). In New Zealand, research estimates that around 15% of adults in this age group might be hazardous drinkers (i.e., drinking at levels that might put the individual at risk of harm) and 18% engage in binge drinking (i.e., consuming 6+ drinks per occasion; 4, 7). This rate of hazardous drinking in older adults is concerning given that physiological sensitivity to alcohol increases with age, and older adults are more likely to have alcohol-related comorbidities that make lower levels of consumption harmful for their health (8). Furthermore, they are more likely to have chronic health conditions or use medications that alcohol can interfere with. Understanding how and why drinking patterns change over time, especially as people transition into older adulthood, can provide important insights for policy, health promotion, and clinical practice.  



Britton et al. (2015)

- Average consumption over the life 
span (units / week)

- Different life course trajectory for 
men and women

Life Course Approach to Alcohol Use
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Alcohol use is a learnt behaviour and drinking patterns tend to consolidate as people age. But we also know that there are important social factors that contribute to the development of alcohol-related behaviours. One way to effectively prevent alcohol-related harm in later life is to better understand the early- and mid-life factors and life events that trigger hazardous drinking. Annie Britton from UCL and her colleagues looked at average alcohol consumption over the life course in UK and found a strikingly different trajectory for men and women. Women generally consumed low-to-moderate levels of alcohol across the life span, with a slight increase in the 20s and 30s and a gradual decline with age. For men, consumption peaked in young adulthood with a sharp decline after the 30s. However, men on average consumed 8 to 10 units of alcohol per week after the age of 65. This study looked at average consumption. However, it is fair to assume that much greater deal of heterogeneity exists in the different ways men and women engage with alcohol over the life course. 



 What are the main patterns of alcohol use of older New Zealanders over the 
lifespan?

 What are the key demographic factors and early childhood life events 
associated with lifespan drinking trajectories of older New Zealanders?

 What is the relationship between alcohol use over the lifespan and late life 
health? 

HWR Life History Study
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Using the Life Course History (LCH) Interview Study embedded in the New Zealand Health, Work and Retirement Longitudinal Study (NZHWR), this study aimed to answer the following questions:What are the main patterns of alcohol use of older New Zealanders over the lifespan?What are the key demographic factors and early childhood life events associated with lifespan drinking trajectories of older New Zealanders?What is the relationship between alcohol use over the lifespan and late life health? We analysed data from 769 participant whose ages ranged from 61 to 81 (M = 72, SD = 4.5). Approximately 40% of respondents were of Māori descent, and a bit more than half of the sample were female (52%).  



Retrospective alcohol life-grid

Measurement of Alcohol Use

Have you ever 
consumed 
alcohol?

No

Yes
At what age did 
you have your 

first drink?

Frequency, 
Quantity, Binge

16-19

20-29

30-39

40-49

---

 

AUDIT-C questions modified for the LCH study. 

1. Frequency: How often did you have a drink containing alcohol when you were … years old? 
(0 = Never, 1 = Monthly or less, 2 = 2-4 times per month, 3= 2-3 times per week, 4 = 4+ times per week) 

2. Quantity: How many drinks containing alcohol did you have on a typical occasion when you 
were … years old? (0 = 1-2 drinks, 1 = 3-4 drinks, 2 = 5-6 drinks, 3 = 7-9 drinks, 4 = 10+ drinks) 

3. Binge drinking: How often did you have six or more drinks on one occasion when you were … 
years old? (0 = Never, 1 = Less than monthly, 2 = Monthly, 3 = Weekly, 4 = Daily or almost daily) 
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The interview included a retrospective alcohol life grid designed to identify drinking patterns (frequency, quantity and instances of binge drinking) for each decade of life after drinking initiation. Participants were asked to identify the typical frequency of alcohol use, the typical quantity of use per occasion, and the typical regularity of consuming 6-or-more alcoholic drinks on any single occasion in each decade of life up until their current decade of life.



Initiation of Alcohol Use
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68% of the sample had their first drink between the age of 14 and 18, and the majority (88%) before the age of 23. Only 4% of the sample were lifetime abstainers (i.e., never consumed alcohol). 82% of men had started drinking by 18 years of age compared to only 56% of women. 



Growth Mixture Modelling

Estimated change trajectories in frequency and quantity

Analysis stratified by gender

Modelling Alcohol Use Trajectories
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We used Growth Mixture Modelling to test the our research question regarding patterns of alcohol use. This data analytic technique aims to identify subgroups of individuals who demonstrate similar change trajectories over time. We modelled changes in quantity and frequency of drinking over the lifespan based on consumption levels reported for each decade from adolescence (16-19 years of age) through to old adulthood (70s). We conducted the analysis for men and women separately to explore alcohol use trajectories specific to each gender.



Alcohol Use Trajectories: Women

Group 1 (n = 183; 47.8%): 
- Low frequency drinking 
- Low quantity per occasion 
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I will present findings from women first. For women, we identified two main patterns of use. The first group was characterized by low frequencey of drinking and low quantity of use per occassion throughout the life span. The solid line indicated frequency of drinking and the dashed line refers to quantity of drinking. This group accounted for around 48% of the women in the sample who could be described as infrequent light drinkers. 



Alcohol Use Trajectories: Women

Group 2 (n = 200; 52.2%): 
- Increasing frequency of drinking 
- Moderate to low quantity per occasion, slightly decreasing over the life course 
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The second group of women displayed increasing frequency of use but consuming moderate to low quantities per occassion. While frequency was increasing up until the 50s and 60s, quantity was slowly declining over time. Thi group represents a group of frequent but light consumers. People who like to sometimes have a glass of wine with their dinner. 



Alcohol Use Trajectories: Men

Group 1 (n = 131; 35.8%): 
- Low frequency drinking 
- Quantity declining after teenage years
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The picture was a bit more compelx for men. We identified three main patterns. The first group, accounting for one third of the sample, reported low frequncy of use (once a month) over the lifespan, drinking low quantities per occassion. Quantity was sometwhat higher in the teenage years (around 2-3 drinks per occassion). 



Alcohol Use Trajectories: Men

Group 2 (n = 188; 51.4%): 
- Increasing frequency of drinking 
- Quantity declining after teenage years
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The second group, representing the majority of men in this sample, was characterized with high frequency drinking which increased until the 50s and remained stable as people transitioned into older age. These men reported drinking 2-3 times a week. Quantity of use peaked in the teenage years (around 3-4 drinks per occassion) and gradually declined with age. 



Alcohol Use Trajectories: Men

Group 3 (n = 47; 12.8%): 
- Increasing frequency and quantity of drinking until the 30s
- Maintaining frequent heavy drinking during adult life
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Finally, we identified a small group of men characterized with frequent heavy drinking throughout the lifespan. These men were consistently engaging in binge drinking throughout their entire life course. 



High frequency drinking was associated with … 
- earlier initiation of use
- better childhood SES 

Childhood Predictors of Alcohol Use in Women
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Next, we were interested to see what childhood social and economic factors were significantly associated with different patterns of use. We examined childhood SES, school performance at the age of 10, age of first drink, and parental health behaviours as potential predictors of life course alcohol use. For women, we found that frequent but low frequency use was ssociated with earlier initiation and better childhood socioeconomic conditions. 



High frequency and Low Quantity VS Low Frequency and Low Quantity
- Earlier initiation
- Better school performance
- Less likely to have a parent with mental health problems

High Frequency and High Quantity VS Low frequency and Low Quantity 
- Poorer childhood SES
- More likely to have a heavy drinking parent
- Earlier initiation

High Frequency and High Quantity VS High frequency and Low Quantity 
- Poorer childhood SES
- More likely to have a heavy drinking parent

Childhood Predictors of Alcohol Use in Men
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For men, we found that frequent binge drinking (high frequency + high quantity) was predicted by poorer childhood SES, earlier initiation and having a heavily drinking parent. 



Prediction of Late Life Health

Linking life history data with 10-year prospective longitudinal data on health 
and wellbeing
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The third objective of our study was to understand the relationship between life course patterns of use and late life health. We had the opportunity to link life history data to 10-year longitudinal data on health and wellbeing. Using longitudinal data from 2,483 New Zealanders (55-70 years of age) surveyed biennially for 10 years as part of the New Zealand Health, Work and Retirement study, we identified five distinct health profiles. The first profile (n = 779; 31.4%) was characterized by average good health with physical and mental health and social provisions scores consistently around the sample mean over time. The second profile (n = 218; 8.7%) showed vulnerable health  with participants in this group reporting very poor physical and mental health, and low social provisions. The third profile (n = 434; 17.5%) included individuals with declining physical health. Mental health and social provisions were around the sample mean over time; however, physical health was low at baseline and further deteriorated over time. The fourth profile (n = 759; 30.6%) indicated robust health with high levels of physical and mental health and social well-being. Mental health and social provisions remained stable over time but physical health declined slightly. The fifth profile (n = 294; 11.8%) displayed limitations in mental health and social well-being. Mental health and social provisions were consistently low in this group. Physical health slightly declined over the 10-year period but remained in the average range.



Prediction of Late Life Health
Controlling for age, age at first drink, childhood SES, late life living standards, and education

0%
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10%

15%
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30%

35%

40%

45% Low Frequency and Low Quantity High Frequency and Low Quantity High Frequency and High Quantity
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We found a significant relationship between life course patterns of alcohol use and late life health for men. Thoss who enagged in binge drinking reguraly throughout the life span were more likely to be in vulnerable health or have limitations in mental health and social provision. At the same time, they were less likely to be in robust health. 



Future Directions

- Childhood and adult life predictors

- Critical life events and transitions

- Sensitive periods for intervention

- Expanding the sample size

- Inclusion of new cohorts, tracking period effects

Presenter
Presentation Notes
An individual’s alcohol use at any point in the lifespan is influenced by a range of environmental and personal factors. Environmental influences include social norms around drinking [4, 5], availability and price of alcohol [6], or opportunities for alcohol consumption [7]. Until the late 60s there was a so called 6 o’clock rule in place in New Zealand. By law, pubs had to end bar service at 6pm. In the short period between the end of the working day and closing time at the pub, men crowded together to drink as much beer as they could before bar service ended. Personal influences include biological markers and genetic vulnerabilities [2, 3], individual differences in personality or temperament [8, 9], or socio-demographic characteristics (e.g., gender, marital status) [10]. Protective (i.e., skills, resources or attributes that eliminate or mitigate risk) and risk factors might be present at different stages of life and influence drinking behaviour.  Over the course of the lifespan, people experience different events that might prompt them to increase or decrease their drinking.
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Presentation Notes
This part will be about focussing health promotion research on the environmental influences on health. In particular we are interested in the health promoting role of  neighbourhoods and housing.



Successful Ageing Critiques

 Individual Responsibility
Oppressive
Healthism
Denial of Death

Stephens, C., & Breheny, M. (2018). Healthy Ageing: A Capability Approach to Inclusive Policy              
and Practice. Abingdon, UK: Routledge.



Sen’s Capability Approach

‘Capability’ describes what individuals 
are able to do and be, and their 
freedom to pursue the lives they have 
reason to value. 

Stephens, C. (2016). From success to capability for healthy ageing: shifting  the lens to include 
all older people, Critical Public Health, doi:10.1080/09581596.2016.1192583

Sen, A. (1993). Capability and well-being. In M. C. 
Nussbaum & A. Sen (Ed.), The quality of life (pp. 30-
53). Oxford: Clarendon Press.

Presenter
Presentation Notes
We are taking a capabilities approach which focuses on the environment as support for healthy ageing (rather than individual resilience).



Healthy Ageing: Using the CA

World Health Organisation. (2015). World Report on Ageing and Health. 
http://www.who.int/ageing/events/world-report-2015-launch/en/: 
WHO.

Stephens, C., & Breheny, M. (2018). Healthy Ageing: A Capability Approach 
to Inclusive Policy and Practice. Abingdon, UK: Routledge.

• Functional ability. How can the environment support this?
• Change in research questions.  Social and physical environment

Presenter
Presentation Notes
WHO has drawn on the capabilities approach to its new policy for older people and healthThe policy is focussed on functioning well in older age despite any physical limitations. Necessarily includes environmental supports for good health.Our book – focuses on recognised valued capabilities and shows how the environment supports these.



Housing and Health

 autonomy
 social integration
 security
 enjoyment

Stephens, C., Breheny, M., & Mansvelt, J. (2015). Healthy ageing from the perspective of older 
people: A capability approach to resilience, Psychology & Health, 30(6), 715-731.

Presenter
Presentation Notes
Our research with older people has identified social integration, security, autonomy, and enjoyment as valued capabilities.    Housing is an aspect of the environment that may be usefully understood in terms of such capabilities.Older people are more vulnerable to poor housing conditions due to reduced mobility, more time at home, and higher rates of disability and health-related conditions. Accordingly, our research into the health of older people has focussed on these aspects of the environment lately. 



Health Work and Retirement Study

 What are the relationships between 
physical, mental, and social health to 
living standards, housing satisfaction, 
neighbourhood accessibility, security, 
and neighbourhood social cohesion?

 Data collected in 6 biennial postal 
surveys from 2006 to 2016 in the New 
Zealand Health, Work, and Retirement 
Study (HWR). 
(N = 2483) 

Presenter
Presentation Notes
The capabilities approach suggests that housing and neighbourhood environments are practical aspects of older people’s inequalities in health or wellbeing.  Broader definition of health – social, physical and mental functioning.We used the Health Work and Retirement Study to test the relationship of health trajectories over time to aspects of housing, neighbourhood and quality of life.Data were collected in six postal surveys between 2006 and 2016 in the New Zealand Health, Work, and Retirement Study (HWR). The analysis included participants who provided data regarding physical health, mental health, and social support in at least two data waves (n = 2483) 



Health Work and Retirement Study

Presenter
Presentation Notes
We used Growth mixture modelling to describe groups of older people with common profiles of 10 year trajectories of physical and mental health and social wellbeing).  Describe profiles – Robust Health 30%, Average Good Health (poor social) 30%,  Declining Physical health 17%, Limitations in Mental and Social Health 12%, Vulnerable – limitations in Physical, Mental and Social Health 9% Only 9% in the vulnerable group.  However, these are the people we want to worry about in regards to housing and health. These health profiles are related to early mortality, cognitive functioning, and health related behaviours, in that the vulnerable groups have the worst outcomes. By focusing on particular groups of people with common health trajectories over time, rather than averaging the results of the whole sample, we can identify those who require more support in different areas.



Percentage of those in each health profile who report worry about finding suitable housing, and difficulties 
maintaining the home, keeping the house warm, or keeping the house clean.

Percentage of those in each health profile who report 
satisfaction with housing and feeling safe at home

Health Work and Retirement Study

Presenter
Presentation Notes
See housing graphs and describe in detail in terms of the health profiles related to housing factors measured in 2016.
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Differences across health profiles in environmental resources. Y axis displays z scores (M = 0, SD = 1). Error bars indicate 
standard error of the standardized mean.
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We then related each profile to differences in self-rated living standards and perceptions of housing quality in 2016 and tested the relationships using MANOVA.  After accounting for the effects of gender, ethnicity, and age, health profile membership was significantly related to each dependent variable: neighbourhood security (F(4, 1293) = 45.68, p < .001, µp2 = .124);  neighbourhood accessibility (F(4, 1293) = 22.28, p < .001, µp2 = .064);  housing satisfaction  (F(4, 1293) = 31.08, p < .001, µp2 = .088); neighbourhood social cohesion F(4, 1293) = 39.81, p < .001, µp2 = .110); living standards (F(4, 1293) = 68.83, p < .001, µp2 = .176). This figure uses standardised scores (mean is 0 across centre of figure) to show the differences in the availability of environmental resources across the different profiles.Those in the vulnerable health profile reported the poorest living conditions and poorest living standards.  Closely followed by those experiencing poorer mental and social health.  Robust health is the best across the board.  Not much difference between the average good health profile and the declining physical health profile (only differences in living standards significant).



 The Capability Approach shifts our attention to focus on 
the environment.
 The environment is an important aspect of the health of 

older people. 
 Psychological provisions of housing and neighbourhoods 

are an important aspect of healthy ageing.

 Housing and neighbourhoods are a practical achievable 
focus for policy change.
 MSD – new ageing strategy
 MoH – evidence 

 Community focussed work to develop age-friendly 
neighbourhoods.

 Participatory research around age-friendly housing and 
neighbourhoods. 

Conclusions:

illustration by NZ artist, Sylvia Huege de Serville

Presenter
Presentation Notes
The Capability Approach shifts our attention to focus on the environment.The environment is an important aspect of the health of older people. Psychological provisions of housing and neighbourhoods are an important aspect of healthy ageing.Housing and neighbourhoods are a practical achievable focus for policy change.MSD – new ageing strategyMoH – evidence Community focussed work to develop age-friendly neighbourhoods.Research around age-friendly housing and neighbourhoods – focussing on participation and social exclusion.Participatory Arm - OPERAT



Health and Ageing Research Team

http://www.massey.ac.nz/hart/
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