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Growing old is not an event. There is not a 
particular day or a certain birthday that 
marks a person as old. Growing old is a 
process of gains and losses that takes time 
(148, p. 129). 



 

 

Abstract 

The overall aim of the present thesis was to explore and characterise 
occupational participation and community mobility from an occupational 
perspective of health and well-being, and to elucidate potential barriers and 
facilitators for occupational participation and community mobility in older men 
and women. In Study I, questionnaires were sent to a sample of older citizens 
(75+) in three Swedish mid-sized municipalities. This survey focused on actual 
and preferred travel opportunities and was returned by 957 persons (response 
rate 46%). Although older people appreciated the existing travel opportunities, 
there was evidence of restricted community mobility for some sub-groups of 
older people, due to various perceived barriers. More efforts must be put into 
accessibility improvements including usability from the perspective of older 
people. In Study II nine focus group interviews with a total of 42 participants 
(20 men) were conducted, focusing on older peoples’ motives for, and 
experiences of, community mobility and occupational participation outside the 
home. The main category “Continuing mobility and occupational participation 
outside the home in old age is an act of negotiation” summarised the findings. 
This main category was abstracted from the generic categories “Occupational 
means and goals”, “Occupational and mobility adaptation” and “Occupational 
barriers and facilitators”, and their subcategories. Community mobility was 
identified as an important occupation that in itself also facilitated occupational 
participation outside the home. Individual community mobility seemed to be 
influenced by, for example, age and gender, as well as habits acquired over time. 
Furthermore, community mobility was negatively affected not only by physical 
barriers, but also by social and attitudinal barriers in the public environment. 
Study III identified and described older people’s viewpoints on community 
mobility and occupational participation in older age through a Q-methodology 
study conducted with 36 participants, including men and women, both drivers 
and non-drivers. Three viewpoints were found and assigned content-descriptive 
denominations; viz.: “Prefer being mobile by car”, “Prefer being mobile by 
public transport” and “Prefer flexible mobility”. Unfortunately, the existing 
demand-responsive Special Transportation Systems was not considered an 
attractive enough alternative by any of the participants. Thus, intermediate 
community mobility options are needed for those who no longer can drive or 
use public transport. In Study IV factors associated with community mobility, 
and decreased community mobility over time, for older men and women were 
described. Data were based on the Gender study “Aging in men and women: a 
longitudinal study of gender differences in health behaviour and health among 
elderly” and collected through surveys in 1994 and 2007. The base-line sample 
consisted of 605 twin-pairs, i.e., 1,210 individuals, aged 69-88, and the follow-
up of 357 individuals (165 men and 192 women), aged 83-97. This survey 



 

 

covered health and health-related issues including community mobility and 
occupational participation. Continuing community mobility was cross-
sectionally (at follow-up) and prospectively (from baseline to follow-up) 
associated with better self-reported subjective health rather than self-reported 
health conditions for both men and women. For men, community mobility was 
also cross-sectionally associated with few or non-existant depressive symptoms, 
while reduced community mobility was prospectively associated with higher age 
for women. Consequently, interventions aiming to enable community mobility 
must move beyond interventions directed towards health conditions and 
instead target subjective health and well-being. 
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Preface 

Looking back, I realise that my interest in mobility and participation begun long 
before I even started on this thesis and thus long before I became an 
Occupational therapist. I was inspired by my father who, despite his severe 
rheumatoid disease, constantly and sometimes against all odds strived for health 
and well-being through participation in activities he enjoyed. He was also 
eagerly working to improve accessibility and to promote participation on equal 
terms in the community. These experiences have clearly inspired my choice of 
profession and also my choice of topic for this thesis. Originally my interest 
concerned occupational participation. However, when I further discussed the 
focus of the present thesis with my main supervisor, Torbjörn Falkmer, my 
interest for his main research area, community mobility was born.  
 
My clinical experiences from primary care and geriatric rehabilitation are that 
Occupational therapists in general work more with their older clients’ ability to 
move around by walking than moving around with different modes of 
transportation. Thus, older peoples’ community mobility beyond walking 
distance is often neglected, which may reduce their access to activity arenas and 
result in restricted participation in activities outside home. Community mobility 
is not a specialist area but rather a generalist area within occupational therapy 
(OT), and as such it deserves more of our attention (183). My intention with 
this thesis is to contribute to further knowledge on community mobility and 
participation that will inform OT practice, as well as societal planning 
procedures. Hopefully, this will promote health and social inclusion for older 
people by continuing participation and community mobility.  
 
Furthermore, participation in social, economic, cultural, spiritual, and civic 
activities, as well as community mobility are addressed as objectives within 
“Active ageing” to combat social exclusion of older people (2). Originally, 
“Active ageing” was a vision created by the World Health Organisation (WHO) 
(206) as a positive response to negative images about old persons and ageing, 
i.e., ageism, potentially threatening their participation and social inclusion (2). 
“Active ageing” aims to “extend healthy life expectancy and quality of life for all people 
as they age” (206, p. 12) by removing environmental barriers and optimising 
opportunities for continuing health, participation and security. Participation in 
social, economic, cultural, spiritual, and civic activities is described as a vital 
strategy for social inclusion of older people in society (2). “Active ageing” is 
even more relevant this year, since 2012 has been appointed the “European 
year for active ageing and solidarity between generations” (2). For the purpose 
of the present thesis the overarching concept of “Active ageing” is too broad. 



 

 

Instead the focus will be on the two concepts of mobility and participation that 
may enable “Active ageing”. 
 
Mobility involves more than travelling from A to B as fast as possible using 
technology and transportation systems (38, 186). In fact;  

 
“Mobility is central to what it is to be human. It is a fundamental geographical 
facet of existence… From the first kicks of a new-born baby…mobility is 
everywhere” (38, p. 1).  
 

As a response to the extended possibilities of mobility witnessed today (56, 
200), but also criticising social sciences for ignoring or minimising the 
significance of mobility, Urry (186) has suggested a new mobilities paradigm. 
This paradigm includes five interdependent and interconnected mobilities, i.e., 
physical travel of people ranging from daily trips to trips done once-in-a-
lifetime, physical movements of objects, imaginative travel, virtual travel and, 
finally, communicative travel connecting people through texts, letters, mobile 
phones, etc. (186). Among those, the present thesis will mainly focus on daily 
trips, but also include some aspects of virtual travel. In fact, older people face 
an increased risk of experiencing participation restrictions due to decreased 
daily travel possibilities. The importance of mobility could further be illustrated 
by the model presented in figure 1 (64). This model suggests a positive chain 
from mobility to health and health care cost outcomes. Furthermore, it 
illustrates a link between mobility, activities and health that will be further 
developed in the present thesis.  
 
  
 

Mobility 
 
                      Activity 
 
                         Health 
 
     Functional capacity 
 
 
         Autonomy 
 

Reduced need of public support 
 
 

Saving public funds 
 
Figure 1, Mobility promotes health and becomes consequently beneficial on a societal level 
(Published with permission of Liisa Hakamies- Blomqvist) (64). 
 



 

 

 

Some words are perhaps worthy to mention regarding the process of 
completing the present thesis. At the beginning of my work on the present 
thesis I received the opportunity of a kick-start by being invited to join an on-
going study (I) related to community mobility. I was not involved in the design 
or data collection of that study, but took part in some of the analysis and 
primarily in writing the article. This first study was followed by two studies (II-
III), in which I designed and conducted the studies with the assistance of the 
co-authors, as well as analysed the data and drafted the manuscript. The two 
data collections for the 13 year longitudinal Study IV were performed by the 
Institute of Gerontology, School of Health Sciences, Jönköping University. The 
baseline data collection took part long before I started my PhD-studies. I was, 
however, given the opportunity to add a few questions to the second data 
collection. I analysed the data and drafted the manuscript in Study IV in 
collaboration with co-authors. The relationship between the studies will be 
further described in the Material and Methods section. 
 
The present thesis has the following structure; in the Introduction section I will 
set the scene by defining the main concepts. In the Background section the 
defined concepts will be used to describe the situation of occupational 
participation and community mobility in old age. Theoretical frameworks are 
also presented here. The four included studies are presented in the Material and 
Method and Results sections, and will be discussed in relation to findings and 
methodological considerations in the Discussion section. Finally, Conclusions 
and Implications will be addressed. 
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Introduction 

Older persons run a greater risk than younger persons of developing 
restrictions related to participation in activities outside the home (202). These 
restrictions are often caused by reduced community mobility and related to 
human health and functioning.  
 
The International Classification of Functioning, Disability and Health (ICF) 
provides a conceptual model and a classification system for health and health-
related aspects of human life. In the present thesis the ICF will be used to 
define concepts and not as a conceptual framework or classification system. 
The ICF suggests that human health and well-being are related to and 
influenced by interactions between participation, activity, body functions and 
body structures, as well as personal factors and environmental factors (205), as 
illustrated by Figure 2.  
 

Health condition 
(disorder or disease) 

 
 
 
 
Body functions        Activity                                              Participation 
& Structures 
 

 
 
 
 
 
 
 
Figure 2, Interpretation of interactions between the concepts of the ICF. 
Source: World Health Organisation (205).  

 

Health and well-being 

Supported by Wilcock (199), health and well-being will be used side by side in 
the present thesis. Health is assumed to include more than absence of illness 
and to have a relation to well-being in line with the original WHO definition 
describing health as “…a state of complete physical, mental, and social well-being and not 

Environmental 

factors 

Personal factors 
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merely the absence of disease or infirmity.” (204, p. 100). Health is also considered to 
be “…a positive concept emphasising social and personal resources, as well as physical 
capacities.” (207). The original WHO definition of health includes a normative 
and rather strict requirement of complete physical, mental and social well-being. 
This is problematic, since it is probably difficult to evaluate when well-being is 
complete and not possible to improve.  
 
Not solving this problem but offering some directions related to the content of 
these concepts, Wilcock describes; 

i. physical well-being as dependent on physical fitness and energy;  
ii. social well-being as depending on access to social support, social 

networks and social trust, and;  
iii. mental well-being as related to emotional, intellectual and even spiritual 

capacities, as well as coping ability (198, 199).  
 
According to Wilcock these three types of well-being interact and influence 
each other with implications for health on the individual level (198, 199). 
Furthermore, the three aspects may summarise what constitute a “good life” 
(205, p. 211). In fact, well-being is just one among a number of overlapping 
concepts such as quality of life and life satisfaction that signify a good life (22, 
199). Furthermore, it could be said that well-being “signifies the good life, the life 
which is good for the person whose life it is” (143, p. 269). Consequently, a subjective 
evaluation seems preferable to a normative list of well-being components; 
especially since the appraisal of health and well-being is made by the individual 
in question. In fact, a recent review of OT literature concurs to this statement 
(5). Indeed, health (199) and a high rating of perceived well-being (34) are 
related to occupational participation. 

Occupational participation  

In the ICF, activity is defined as the “execution of a task or an action by an 
individual” (205, p. 10) and represents the individual perspective of health-
related functioning. The social perspective is represented by participation; 
defined as “involvement in a life situation” (205, p. 10).  
 
From an OT perspective, activity is commonly defined against occupation. 
Occupation is derived from the Latin word “occupatio”, which means to seize 
control or occupy. By performing occupations people occupy time and space in 
everyday life (35) also beyond work and post-retirement (84). Doing something 
without engagement would count as activity, while being engaged in doing 
something that has meaning and purpose to the performer would be defined as 
occupation (53, 81). From this perspective, meaning motivates performance 
based on the significance of the task and experiences associated with 
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performance. Purpose, on the other hand, organises performance and includes 
aims, goals and reasons for engaging in a certain occupation (53). Moreover, 
subjective meaning and purpose are not only individually but also culturally and 
socially shaped (35). Thus, also environmental factors matter. These factors will 
be discussed further in later sections of this introduction. In regards to the 
social environment, occupations may also provide a subjective sense of 
belonging, for example when performed together with or for others (199).  
 
Following the same line of reasoning, participation may be attained from 
different occupations (68, 102). Moreover, participation is considered to be 
dependent on personal involvement (205), and more than performing 
something per se (196). In fact, health is considered to be dependent on the 
individuals’ apprehension of their participation (63) or based on subjective 
ratings of participation levels (21). Given these perspectives, it is a limitation 
that the ICF definition says nothing about a subjective evaluation of 
participation.  
 
Consequently, to add a subjective perspective is essential when defining 
occupational participation based on the ICF terms activity and participation 
(205). For the purpose of the present thesis it is stipulated that occupational 
participation includes participation in activities that have perceived purposes, 
provide meaning and potentially also belonging. It has implications for health 
by supporting social inclusion (206). In short, social inclusion is both the actual 
use of opportunities to participate and the potential outcome of these 
opportunities (196). These opportunities are, in turn, supported by community 
mobility. 

Community mobility 

Being an aspect of both activity and participation within the ICF (205, p. 138), 
mobility is defined as “…moving by changing position or location or by transferring from 

one place to another ... by walking,… and by using various forms of transportation.”. It is a 
well-known limitation in the ICF that the same list of items is defined as both 
activity and participation (70, 83, 133). However, this becomes more of a 
problem when the ICF is used for classification than when used to define 
concepts, as in the present thesis. A variety of activities may be individually 
defined as participation and no group of activities seems more important than 
others from this perspective (111). Mobility may be individually defined both as 
activity and participation. Using ICF-terms, mobility by transporting oneself to 
a shop would probably count as an activity to most people, but travelling 
together with friends for the purpose of going to a café would more likely be 
considered participation.  
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Matching the mobility scope of interest for the four included studies, the 
concept of community mobility; defined as “moving self in the community and using 
public or private transportation” (7, p. 620) will be used in the present thesis. 
Community mobility is an activity or occupation by itself, but is also an activity 
supporting occupational participation and social inclusion in the community 
(46, 160, 186).  
 
Usually community mobility is a derived demand, since people have to travel to 
get access to certain activity arenas (187). Moreover, community mobility 
facilitates face-to-face meetings (185) that enable belonging from taking part in 
activities with others (199). In fact, the potential of community mobility is 
important regardless of whether it is utilised or not. This potential community 
mobility is generated by choice between available modes of transport, and the 
physical range and complexity of these modes (88). 
 
Even if community mobility remains the main focus of the present thesis,  
virtual and medial mobility (56, 57) were brought up by participants and will be 
briefly addressed. Moreover, negative consequences for occupational 
participation and community mobility will be denominated limitations on 
activity level and restrictions on participation level in accordance with ICF-
terminology. In fact, community mobility may be both positively and negatively 
influenced by environmental factors. 

Environmental factors 

All human occupations are performed in a context (103), making the person-
environment interaction relevant to consider. Environmental factors influence 
which occupations humans choose to perform, but also if, where and when 
they take part in them (35). In fact, people need “…to cope with their 
environment…” to achieve health and well-being (207). 
 
According to the ICF, environmental factors include physical, social and 
attitudinal factors (205). Factors negatively influencing occupational 
participation and community mobility are classified as barriers, while positively 
influencing factors are defined as facilitators (205). Too few facilitators or to 
many barriers may be considered discrimination (19).  
 
Community mobility may be facilitated by physical factors, such as 
transportation systems, lifts, barrier-free pedestrian zones or low-floor buses. 
On the other hand, demanding environments such as steep hills or bad weather 
conditions may be barriers to community mobility (127). Since community 
mobility is the result of interactions between the person and the environment 
all the way from origin to destination, a travel chain perspective is 
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recommended. Such a perspective takes all necessary links to complete a trip 
into consideration (78). Walking down the stairs from the entrance at home, 
walking to the bus stop and boarding/alighting the bus and walking to the 
destination are examples of such links. Thus, private and public outdoor 
environment, as well as a variety of modes of transport will be considered in 
the present thesis.  
 
Barriers or facilitators originating from the social environment may also be part 
of this travel chain picture. These factors may, for example, relate to the feeling 
of safety or security when encountering other people outside of the home. 
Furthermore, since humans are social beings barriers and facilitators may 
originate from cultural or social norms and attitudes. In fact, age is commonly 
used to describe people and sometimes also to suggest or decide which 
activities are appropriate to take part in at certain ages. This may be defined as 
age coding (96). Similar norms, exist in relation to gender, defined as gender 
coding (110) and influence what occupations men and women take part in (81). 
Moreover, age and gender may interact and mutually influence each other (31, 
110). Being based on attitudes rather than facts the mere existence of these 
norms are rather unsatisfactory. The intention in the present thesis is, however, 
not to analyse the origin of, or processes behind (31, 110), these discourses.  
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Background 

Theoretical frameworks 

For the purpose of this thesis three theoretical frameworks have been chosen. 
They will be introduced one by one. The first framework introduced by 
Wilcock (199), suggests an occupational perspective of health. It has been 
chosen to reflect findings related to occupational participation, health and well-
being. 
 
Secondly, a conceptual framework, developed in relation to mobility, including 
community mobility, by Cresswell (38, 39), will be introduced. It will be used to 
discuss aspects of community mobility identified in the four studies.  
 
Finally, since both occupational participation and community mobility relate to 
a person-environment-occupation interaction a transactional model by Law 
(103) will be introduced. This model was chosen as it conceptualises 
accessibility and usability.  

An occupational perspective of health 

On philosophical rather than empirical grounds, Wilcock (2006) has developed 
a framework including an occupational perspective of health. Wilcock 
acknowledges humans as occupational beings and concludes that occupational 
participation is an important source of health and well-being (199). However, it 
is clearly not the only source, since our occupational lifestyles obviously often 
fail to prevent all illness, disability and ultimately death (199). Wilcock suggests 
that striving for health from an occupational perspective is associated with 
engagement (participation) in occupations that meet the human nature and 
needs of doing, being, becoming and belonging (199).  
 
In Wilcock terms, doing refers to fulfilment of basic human needs for food, 
shelter, exercise and socialness to enable subjective physical, mental and social 
well-being. Being refers to the inner nature, as well as interests, that drive a 
person. Being occurs through doing, and provides subjective meaning and 
purpose. Being may also contribute to a feeling of belonging when doing with 
others. Finally, people throughout their lives are becoming something different 
through doing and being by using their potential, which contributes to 
individual health and well-being (199).  
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Doing, and above all, belonging are relevant and will be used from this 
framework to discuss the findings in the present thesis. Doing is relevant by 
representing everything the individual does that are related to, dependent on, or 
facilitated by community mobility. This may include a range of occupations 
based on the definition given above, e.g., shopping, visiting health care, taking 
part in sport activities and exercise, etc. Last, but not least, the fulfilment of 
socialness is acknowledged as an aspect of doing. This is relevant for the 
present thesis, since community mobility makes it possible to access social 
arenas to meet, interact or even be alone among other people. This line of 
reasoning brings the concept of belonging to mind, since belonging can be 
defined as an aspect of socialness occurring from doing with others. Moreover, 
Wilcock concludes that belonging, together with meaning and purpose, define 
occupation (199). However, while discussing the three other concepts (doing, 
being and becoming) thoroughly it becomes obvious that the line of thought 
surrounding belonging is not well developed within Wilcock’s framework. This 
is clearly a weakness of it. However, based on the assumption that community 
mobility supports socialness and belonging from doing with others, the concept 
of belonging is considered relevant to use in the present thesis. 
 
It is also important to notice that despite positive implications for health and 
well-being, doing and belonging sometimes have negative consequences or 
become problematic. Doing too much may cause stress and thereby negatively 
affect health. However, doing too little or being deprived from doing is 
probably more common in later life. Such occupational deprivation may result 
in less stimulation and use of personal capacities. As a consequence, abilities 
may decrease, as well as the feeling of belonging (199).  
 
Occupational deprivation may be initiated internally, i.e., by the individual 
person or externally, i.e., by the social environment. As a result of 
environmental barriers older people are sometimes denied their human right to 
occupational participation on equal terms compared to younger persons (131, 
199).   

New mobilities paradigm 

Supporting the new mobilities paradigm (186) mentioned in the preface, 
Cresswell (38, 39) suggests a conceptual framework related to mobility. The 
basis for this framework is that mobilities produce and are produced by social 
relations, such as relations between gender, ethnicity and other forms of group 
identity. These social relations also include different levels of power. Cresswell 
(38, 39) concludes that mobility is a major resource of everyday life, and that 
uneven distribution of this resource provides ground for social in- and 
exclusion.  
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Unfortunately, Cresswell and many of the scholars within the new mobilities 
paradigm pay little attention to age and later life issues as a group identity. This 
is a limitation of this framework. However, age is not explicitly excluded. In the 
present thesis age will be applied as group identity together with gender, to 
analyse the effect of old age and gender on community mobility. 
 
The framework includes three concepts defining aspects of mobility:  

i. the fact of physical movement; 
ii. the representations of movement; 
iii. the experienced and embodied practice of movement.  

 
Firstly, physical movement is probably the most obvious aspect of mobility. It 
includes moving from point A to point B, and is as such a basic requisite of 
community mobility (38, 39). It may be done using various modes of 
transportation, including walking. It may also cover a range of distances when 
moving from one place to another. However, different groups have different 
possibilities to move from point A to point B.  
 
Secondly, mobility represents, or has socially and culturally influenced, 
meanings both at an individual and a societal level (38, 39). Overall community 
mobility is often considered to represent progress, modernity, freedom and 
opportunity (38, 39). Different modes of transport may represent different 
things, for example travelling by bus may represent eco-sustainability and going 
by train in first class department may represent wealth. In fact, these 
representations of mobility may also suggest materialistic norms of mobility. 
Moving fast, far and often are in general more highly valued than the opposite.  
 
Finally, community mobility includes experienced and embodied practice of 
movement (38, 39). For example, moving when tired may be painful, and 
driving on a slippery road may be stressful. It seems reasonable to assume that 
age-related changes may affect the bodily practice and thereby experiences from 
this practice. In later life, some changes may be negative including different 
kinds of physical limitations. On the other hand, skills and knowledge obtained 
over the life course may be positive and highly valued. As a result of access to 
mobility options a person or group may experience mobility differently based 
on comfort and embodied practice. Whether mobility decisions (either to go or 
to stop) are taken voluntarily or forced upon the individual will also influence 
experience and embodied practice. 
 
In reality these aspects are not easy to separate (38, 39), especially the two latter. 
Instead, they are constructs to support analysis of mobility. However, attention 
to all three aspects is needed to obtain a holistic understanding of mobility (38, 
39).  
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Person-Environment-Occupation model  

The PEO-model presents the person, including body, mind, spirituality and life 
experiences, together with the environment and the occupation as partly 
overlapping and interacting circles (103). The overlapping area signifies 
occupational performance, as shown in Figure 3, and the best possible fit 
between the circles is desirable.  
 
The interactions between the person, environment and occupation are dynamic 
and will change over time for the individual (103). Age-related changes are 
unique to each person, and may be positively or negatively influenced by the 
person, occupations and environment. For example, a reduced walking ability 
may cause the person circle to move outwards, thus causing decreased 
community mobility performance. If a wheeled walker is used, the community 
mobility performance may be regained. However, this wheeled walker may be 
an environmental barrier for boarding/alighting a public transport (PT) vehicle 
and thus reducing the fit and affecting occupational performance negatively.  
 
Moreover, occupational participation may be enhanced by selecting certain 
occupations that are supported by personal capacities. Doing the occupations 
differently, i.e., excluding unnecessary tasks or using a less demanding 
technique, may be another way to compensate for personal age-related changes 
or environmental demands. All these adaptations may potentially increase 
occupational performance. 
 
The PEO-model is limited to focus on “what” happens or may happen, rather 
than on “how” it happens. Furthermore, parts of the model can be used to 
define accessibility and the whole model to define usability. The accessibility 
concept signifies the person-environment fit in the interaction between the two 
(79), as shown in Figure 3. Accessibility may, in fact, be considered a basic 
human right (209). If the person and the environment are presented as two 
separate but overlapping circles, accessibility would constitute the overlapping 
area. The better fit between the two circles, the better person-environment fit, 
i.e., accessibility (79).  
 
The occupation being performed when a person interacts with the environment 
may not only affect the occupational performance, but also the usability of that 
particular environment for an individual person or group of persons (79). In 
fact, to consider the occupation being performed during the person-
environment interaction in line with the PEO-model (103) provides another 
essential perspective defined as usability (79). Consequently, it is possible to 
apply the PEO-model on an individual level within OT practice, but also to 
aggregate to a societal level to guide the planning and design process of 
accessible and usable environments (32). 
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Figure 3, The accessibility and usability concepts related to the PEO-model (Adapted and 
published with permission of Canadian Organisation of Occupational Therapy (CAOT) 
Publications ACE). 

 
With the three chosen theoretical frameworks in mind, focus will now be 
moved to previous research surrounding health-related benefits from 
occupational participation in later life. 

Health-related benefits from occupational 

participation in later life 

As would be expected, occupational participation is related to health and well-
being in later life. For example, older people also need to use their capacities to 
enjoy health and well-being (2, 199). Furthermore, health is considered a 
prerequisite in later life for continuing social inclusion through occupational 
participation supported by community mobility (2, 206). However, it is difficult 
to clarify if health and well-being are a cause or an effect related to occupational 
participation. This difficulty is relevant to keep in mind throughout the reading 
of the present thesis.  
 
It is also important to remember that health decline does not have to be part of 
normal ageing (20, 116). To view health decline as inevitable reflects negative 
attitudes to ageing rather than the reality of older people’s lives (89). Moreover, 
it is not consistent with the bio-psycho-social perspective of health that is used 
in the present thesis.  
 

Accessibility 

Occupational performance/ 
usability 



24 

 

Focusing on the health-related aspect of survival, a Swedish 25-year follow-up 
study found that more active older women lived longer than those less active. 
However, the relationship between health and occupation was considered to be 
complex, since the findings only applied to women and not to older men (77). 
Contrary to this finding, another Swedish study found that later life leisure 
engagement was associated with extended survival for men (1). In women, later 
life hobby activities and participation in study circles had the same effect (1). 
For example, being more socially engaged was associated with being less 
depressed and social relations enhanced survival among these women (142). 
Similarly, social and productive activities clearly contribute to health and well-
being (15, 63) and have been shown to have the same health benefits as fitness 
activities (60). Taking part in activities both solitarily and together with others is 
also highly valued among older people (22, 176). As a matter of fact, the 
negative impact of restricted occupational participation seems to be more 
significant in older people than in younger age groups (59).  

Occupational participation through community 

mobility in later life 

Autonomy and freedom, as well as, the possibilities and ability of going out-of-
home to be active and to meet other people are positive aspects associated with 
community mobility in later life (120, 212). These attributes are similar to 
identified benefits related to occupational participation in general. The 
importance of these aspects remains even when community mobility decreases 
with age (120). In fact, use of transportation and driving were included among 
the three most important instrumental Activities of Daily Living (I-ADL) as 
reported by older people in an Australian study (54). Similarly, safe and reliable 
transportation that acknowledges older people’s need of, for example, adequate 
seating and bus stops, has been mentioned to support occupational 
participation outside home in later life (9). Moreover, mobility limitations seem 
to be the disability that tends to cause most problems related to older people’s 
activities outside the home (12). 
 
Reduced community mobility was also the most commonly identified (26%) 
participation restriction in a British study (201), similar to findings from other 
studies (165, 181, 202). The majority (52%) of the participants in the British 
study identified personal restrictions related to the ICF domains of 
participation in later life. Participation restrictions generally increased with age 
and were more common among women than men (201). Consequently, 
community mobility may have health-related implications, but the opposite also 
holds true.  
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Health-related factors influencing community 

mobility 

The relation between community mobility and health, as well as well-being, in 
older age is suggested to be complex and not completely understood, since 
many factors are at play (150, 212). For example, mobility limitations predict 
loss of independence and mortality (71). Furthermore, social and physical 
inactivity predict mobility limitations in later life (13). Over a three year period 
mobility limitations were also found to be predicted by low financial status and 
low social participation in both men and women, and by living alone among 
men (86). However, these factors seemed to be independent in that social 
participation could not compensate for low financial status, neither for men nor 
for women (85). 

Gender 

A subjective rating of personal community mobility as sufficient or satisfactory 
is often related to male gender, lower age, fewer health conditions and 
impairments, as well as higher education (123). In fact, mobility restrictions are 
more common among women than men (71). Gender differences may also be 
enhanced as a consequence of geographic area, since men in urban areas have 
been found to make the greatest numbers of trips, while women in rural areas 
the fewest (123). 
 
The well-known general difference that older men have better health and 
functioning than older women (175) may offer one explanation. Gender 
differences with respect to older people’s health including disability have been 
demonstrated in several studies (6, 8, 61, 105, 151, 152, 172). On the other 
hand, men in general die at a younger age than women (11). Despite increasing 
prevalence of health conditions (117, 193), activity limitations may remain 
unchanged and even decrease among older men and women (3, 119, 136, 193). 
It seems puzzling but could be explained by environmental improvements. 

Environmental factors 

A decrease in community mobility in later life is more often a result of barriers 
in the environment than a cause of health conditions (123, 134), at least from 
older people’s point of view (120). Nevertheless, interactions between body 
functions and environmental factors create positive or negative outcomes in  
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terms of community mobility (28). For example, walking impairments among 
older people are found to be strongly associated with environmental barriers 
(141).  
 
Moreover, an American study found high prevalence of community mobility 
barriers, e.g., uneven walking areas, no safe or easily assessable walking areas, 
no places to sit, to negatively affect daily activity (91). On the other hand high 
prevalence of transportation facilitators, e.g., accessible public transport close to 
home, car availability, driving ability and parking facilities positively influenced 
daily activity in the same sample of persons aged 65+ with functional 
limitations (91). Fewer barriers may potentially also encourage older adults with 
functional limitations to walk more often (192).  
 
By means of reducing the prevalence of physical barriers in the built 
environment a legal act in Sweden intended to make the public environment 
fully accessible and usable for all citizens by 2010. The overriding goal of this 
act was to promote social inclusion (169). The intention was good and 
improvements have been done, but so far the act seems yet not to be fully 
accomplished. However, this remains to be studied from the perspective of 
older people, which is the intention of the present thesis.  
 
Northern Europe and the Scandinavian countries generally have a system-
oriented or integrated approach in terms of an accessible built environment and 
public transport (55). Despite these circumstances, social inclusion is 
sometimes threatened (138), since people and activities are geographically 
spread, access to these transportation systems often differ and community 
mobility options are sometimes unequally available (186). 

Community mobility in later life 

As expected, older people between the ages 65-84 use the same modes of 
transport as younger adults. However, their travel habits differ somewhat from 
the working population according to the Swedish national travel survey 
conducted in 2011 (180). The two oldest age groups make fewer trips per day 
for business or work compared with younger adults (180). However, older men 
(65-84) and women (65-74) make more trips for shopping than younger adult 
men and women. The oldest women (75-84) make similar number of trips per 
day to shop as women in working ages (180). In fact, it has been noted before 
that women of all ages tend to make more trips with the purpose to provide 
service for others (82). The younger group of older men (65-74) make more 
trips for leisure than any other male group, while the frequency of doing leisure 
trips among the oldest men are similar to younger adult men. This applies also 
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to the younger group (65-74) of older women, while the oldest women make 
fewer trips for leisure (180).  
 
In fact, both older men and women travel shorter distances in kilometres per 
person and day by foot, bicycle and car compared to younger adult men and 
women (180). Men aged 65-74 travel shorter distances than other adult men by 
public transport (PT), but more than men aged 45-54 and the oldest group of 
men (75-84) (180). The latter group travel less than men of all ages. Women 
aged 65-74 travel more often by PT than women aged 55-64 and 75-84, but 
similar distances as the remaining groups of adult women. The oldest group 
(75-84) of women travel the least by PT of all adult women (180).  
 
Table 1 shows total distance travelled in kilometres per day separately for men 
and women. Compared with the younger age group (55-64), included as 
reference, travel distance decrease by age. Differences in travelled distance 
between older and younger age groups is possibly a result of retirement, even if 
working people may be included among those aged 65+.  
 
 
Table 1, Total distance travelled in kilometres per day separated for  
men and women. Data based on Swedish national statistics from 2011 (180). 

Mode of 
transport 

Men/women in age groups 

55-64 65-74 75-84 

By foot/bicycle 1.9/1.9 1.5/1.2 1.2/0.8 

Car 42/27 32/20 15/12 

PT 5/4 5/6 1/3 

 
However, the potential distance differs between the available modes of 
transport. Obviously, distances possible to cover by walking will be shorter 
than by car. This difference may not matter for an individual who has the 
possibility to reach all his/her occupational arenas by foot. Thus, it must be 
acknowledged that even if older people may share some patterns of community 
mobility they are, nevertheless, a heterogeneous group (93, 149). From this 
perspective, it is also a limitation that most of the literature within community 
mobility is concerned with automobility. Even if driving has certain merits and 
advantages compared to other modes of transport it is important not to see 
driving as a norm and also to, once again, emphasise the value of subjective 
perspectives.  
 
The following sections will concentrate on the most commonly used modes of 
transports in later life, i.e., car, PT, Special Transport Systems (STS1) and 

                                                      
1 A demand responsive mode of transport provided to people identified as eligible. In 
Swedish; färdtjänst. 
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walking. However, there are also other modes of transport to consider. For 
example, cycling is worthwhile mentioning, since it is possible for older people 
to use in some environments, i.e., where the geography is not too demanding 
and when the roads are free from snow and ice (106). Other modes of 
transport, such as motorcycles, mopeds, and motorised scooters also provide 
mobility for older people.  
 
In addition, some Swedish municipalities provide transportation alternatives for 
older people, such as Flex Traffic and Service Route Traffic (171). These are 
intermediate modes of transport offered to bridge the gap between PT and 
STS. These systems utilise smaller vehicles designed to frequently run in the 
typical trip origin and destinations areas of the target groups, i.e., older people 
and other persons with specific needs and disabilities. These small buses do 
have bus stops, but are also possible to hail along the route. Unlike service 
route traffic and STS, Flex Traffic does not include any pre-booking 
procedures, which is appreciated by some groups of older people (171).  

Community mobility through driving 

Driving a car is the most commonly used mode of transport among people 
aged 65+ (106), and also suggested to increase in this cohort (180). However, 
despite the trend of increasing car use among older people of both genders (57, 
73, 153, 181), the oldest groups of older drivers, single household persons and 
women still drive less compared with the total group of older people (73). 
 
Gender differences related to driving will probably decrease as it becomes more 
common for women of all ages to be licence-holders (66). Nevertheless, some 
differences are likely to persist, since women more often than men give up 
driving while still in good health (45, 158). In fact, men are sometimes 
described as better drivers than women in the general population (45), despite 
the fact that they are more often involved in crashes than women (50). A 
previous study concluded that women also seem more prone to avoid risk, 
while men instead prioritise individual mobility with less consideration of risk 
for themselves or for others (82). Moreover, women of all ages tend to have 
less access to private transportation, travel shorter distances than men (45, 72, 
126), and hand over the wheel to their husband when they both travel in the car 
(180).  
 
Subjectively, satisfactory community mobility is often related to the opportunity 
to drive (134, 145, 158). Driving is described as the ultimate mode of transport 
and a mode of transport that also becomes increasingly important (129) and 
used (73). Driving enables doing and belonging by making it possible to access 
arenas for activities to socialise with friends, do volunteer work or visit 



29 

 

meetings within organisations more than other modes of transport (16, 36, 59, 
73). Superior to other means of transport, the car promotes well-being by 
facilitating instrumental activities of daily living (I-ADL), as well as social 
obligations and personal wishes (80). It is also the transport mode that most 
effectively compensates for decreased walking ability (122). Furthermore, 
ageing can be somewhat manipulated by driving, especially for men, since it 
supports the image of being healthy, active and still doing well in life, as well as 
signifying status, power and masculinity (125, 157).  

Community mobility through public transport 

Women of all ages tend to be more positive towards PT than men in general 
(72). The use of PT has also been suggested to increase among older people 
(42, 169). In fact, in a Swedish study, PT was found to be the most common 
mode of transport for older people without a car in their household (16).  
 
When travelling by PT some people appreciate the possibility of relaxing and 
having some time of their own (16). PT also has the advantage of not having to 
drive in adverse weather (16). PT is a more sustainable mode of transport than, 
for example, a car (182). Most likely, older people will use PT where it is 
accessibly designed and has a satisfactory service level (42, 45), which is more 
common in urban areas (123). Consequently, lack of accessible service in the 
local proximity is a barrier to PT use (23).  
 
Several PT-related barriers have been identified relating to physical 
environment along the entire travel chain, such as difficulties to reach the bus 
stop due to long walking distances or too demanding topography. Furthermore, 
adverse weather conditions, poor bus connections, costs and boarding/ 
alighting difficulties including steps, lack of handrails and too large distance 
between the kerb and the bus have been identified as PT-related barriers (16, 
24, 30, 33, 144). Barriers pertaining to the social and attitudinal environment 
have also been noted, for example, drivers’ attitudes and driving behaviour, as 
well as other passengers’ behaviour, e.g., not leaving room to sit or showing 
threatening behaviours (16, 23).  
 
PT satisfies utilitarian needs rather than affective or aesthetic community 
mobility needs (125). Flexible and spontaneous travel needs are also harder to 
fulfil than by car (45). Using PT is, however, often advantageous compared to 
being driven by someone else or using STS, which may result in dependency. 
Being dependent can be problematic due to subsequent feelings of being a 
burden to others (45). Dependency on others may also be a barrier for flexible 
travelling, i.e., limiting the possibilities to go where, when and how one wants 
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to (45). These needs are easier to satisfy by PT than STS. Furthermore, in 
contrast to STS, PT indicates normality. 

Community mobility through Special Transportation Systems  

STS is a demand responsive mode of transport provided to people identified as 
eligible given certain levels of functional limitations, i.e., permanently having 
“…significant difficulties to transport independently or travel by PT” (168). The majority 
(57%) of users within STS are older than 80 years (179). In this age group 
within the Swedish population, 40% of the women and 27% of the men were 
entitled to STS in 2011. Among people aged 65-79 years 7% of the women and 
5% of the men were entitled to STS. Thus, it is more common among women 
than men to have access to STS. Probably this phenomenon can be explained 
by the fact that women more often apply for STS but also that they do live 
longer than men but with more disabling impairments (179).  
 
STS is often appreciated for providing safety and security, as well as reducing 
the need for relying on next of kin for transportation (109), at least when it 
comes to people with impaired physical capacity. Unfortunately, STS is a rather 
inflexible mode of transport that clearly reduces spontaneity (16). However, 
older persons are more satisfied with STS than other groups (30).  
 
Use of STS may incite feelings of exploitation of society and guilt in older 
users’ (16, 109). This may be explained by the fact that eligibility involves an 
authority decision on municipality level. This authority decision may be one 
reason for avoiding use of STS, and another may be stigmatisation (109). All 
these aspects put users in the dilemma of using STS less, but at the same time 
keep a level that indicates a need for continuing eligibility (109).   
 
Other identified barriers are waiting times related to booking and arrival of 
vehicles, but also attitudes of staff (30), and the lack of a possibility to make a 
stop during the trip without having to pay for two trips (16). STS is, however, a 
safety net of transportation available when all other modes have failed to 
function for the individual.  

Community mobility through walking 

Walking is another common mode of transport in later life (26, 123) sometimes 
also a last resort (118). Walking is often described as a highly valued occupation 
related to providing physical exercise (16). It is clearly advantageous compared 
to most other modes of transport by not causing any emissions (106). 
However, walking is probably most effective when it comes to reaching arenas 
of activities in urban areas.  
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Pedestrians have to negotiate barriers in the environment. Physical barriers 
related to walking are, e.g., high curbs, having to share space with cyclists and 
mopeds, short duration of green lights, as well as ice and snow (106, 192). 
Other physical barriers are related to the social environment. These barriers 
include the risk of being attacked when walking in the dark or in other places 
considered unsafe. Furthermore, these barriers contribute to a feeling of 
insecurity (106). 

Health risks involved with community mobility 

Pertaining to all main modes of transport, community mobility involves traffic 
safety risks that may negatively affect health. In fact, older people constitute a 
special group from this perspective. For example, people above the age of 65 
and young adults (18-24 year old) run more than twice the risk of dying in car 
crashes compared with other groups of adults. The causes for this risk differ 
between the two groups. Young people are vulnerable from their driving 
behaviour and risk taking, while increased fragility elevates the risk for older 
people (178). 
 
The risk to get killed per each travelled kilometre is substantially higher for 
unprotected compared with protected road users. The risk for cyclists and 
pedestrians is equally large, about six times larger than for car users (178). Older 
people, above all women, are especially vulnerable in case of such crashes (106). 
Most crashes occur in complex traffic situations like intersections, dense and 
fast traffic and on roads with multiple lanes (195). Compared with all other 
pedestrians, the risk of being killed as a pedestrian in later life (65+ years of 
age) is three times higher (178). Moreover, people above the age of 65 have a 
five times increased risk of dying in a bicycle crash compared with all other age 
groups of cyclists (178). 
 
Table 2 summarises the number of severely injured per 100,000 inhabitants in 
Sweden that were in need of hospital care at least one day and night when using 
different modes of transportation during 2010. Other age groups of adults are 
also included in the table as references. These numbers indicate that people 
older than 65, and especially those older than 75, are more often severely 
injured than younger groups when using different modes of transport. This 
applies to male as well as female pedestrians and cyclists. Probably due to 
higher exposure, older men are more often severely injured from car crashes 
and older women from bus incidents compared to younger groups (178). Bus 
use involves certain risks of personal injuries in old age, e.g., due to the risk of 
falling or getting caught during boarding and alighting (16, 18). The same risk is 
evident for users of STS (29). The risk of being severely injured or killed from 
community mobility is important to keep in mind. However, the present thesis 
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has not focused on risk and risk management with respect to different modes 
of transport.  
 
 
Table 2, Number per 100,000 inhabitants of severely injured, i.e., in need of hospital care at least 
one day and night, across age groups. The table is based on Swedish data from 2010 (178). 

Mode of transport Men/women in age groups 
18-24 25-64 65-74 75- 

Pedestrian 5/5 3/3 7/8 17/19 
Cycle 14/10 27/20 28/29 57/31 
Motorcycle/Moped 70/6 35/4 12/1 5/1 
Car 59/37 29/21 26/26 35/18 
Bus  1/1 1/1 1/2 3/7 

 
A quite different but highly-relevant potential health risk on individual and 
societal level concerns ecological consequences of community mobility by fuel-
based modes of transport. As a response to this risk, sustainable transport has 
been acknowledged as a vital means to sustainable development from many 
perspectives, including health (182). From this sustainable perspective public 
rather than private modes of transport are, among other things, recommended. 
The Swedish Doubling Project is one initiative in line with this 
recommendation. This project aims to double the market share of PT by 2020 
compared to 2006 (174) for a more sustainable society and will potentially 
change the future travel habits of older people. However, this aspect of 
community mobility is also not the focus of the present thesis. 

Community mobility transitions 

A decrease in later life community mobility may be related to community 
mobility transitions and has been described as partly involuntary (121, 123) with 
further potentially negative implications for health. In the present thesis, 
mobility transition is assumed to be similar to occupational transitions, defined 
as “…a major change in the repertoire of a person in which one or several occupations change, 
disappear and/or are replaced with others (84, p. 212). Mobility transitions include a 
change of main mode of transport, for example from car to PT (202). In later 
life mobility transitions may be health-related, in line with the ICF. 
 
Community mobility transition in later life is often attributed to decreased and 
less spontaneous participation in activities outside the home including reduced 
well-being (45, 114). Furthermore, mobility transition may affect subjective 
health and pose a threat to the identity of being an independent person, 
especially if it is not planned or foreseen (108, 211). Moreover, the individual  
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may not have acquired the necessary skills to use other modes of transport 
(108), since they are used to driving only (45). 
 
Previous literature on community mobility transitions focus predominantly on 
driving cessation, i.e., mobility transitions from car to another main mode of 
transport. This is a limitation, since a mobility transition by definition may 
involve all modes of transport, with similar implications for health. 
 
Driving cessation has been found to decrease community mobility and safety of 
older persons, as alternative travel options are insufficient, unattractive and, in 
some cases, less safe (158). Driving cessation is described as a gradual process, 
that is driving is performed only under certain conditions and eventually less 
than before (66, 184). Uncertainty of driving ability, potentially influenced by 
the common discourse questioning older people as drivers, may be one reason 
for driving cessation among older people (69, 124). This reason for driving 
cessation is more commonly given by older women and the oldest groups of 
older men (69, 124). Consequently, older women may stop driving at better 
health than men (73). Thereby, they make a potentially unnecessary move away 
from an active and independent life (45, 158). Since use of other modes of 
transport is often more physically demanding, these women also have to be in 
better physical health or rely on others to satisfy their community mobility 
needs (159). A mobility transition may also be the result of the driving cessation 
of a partner. Such a transition may have similar effects as driving cessation, 
since it includes coping without a car (45). 
 
In all instances driving cessation requires coping and sometimes support (90), 
as well as training and education, to acquire skills necessary for using other 
modes of transport (37). This statement is also likely to apply to community 
mobility transitions related to other modes of transports. 

Rationale for the present thesis 

Despite the fact that community mobility is an important occupation with 
implications for human health it has received relatively little attention within 
Occupational Therapy (OT) practice. Fortunately, the interest seems to be 
growing (163, 183). Despite this fact, there is a need for more knowledge to be 
developed from an occupational perspective of health related to occupational 
participation through community mobility. 
 
Apart from for some factors that have been associated with community 
mobility in later life, such as gender, age-related changes, health conditions and 
physical environmental factors, knowledge is scarce. For example, little is 
known about older people’s subjective perspectives and preferred community 
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mobility (120), especially in the light of accessibility improvements related to 
public environments including PT. Furthermore, transportation research has 
focused more on transportation systems and physical accessibility, and less on 
other elements of the environment, such as social and attitudinal aspects (186). 
Current knowledge is mainly based on studies with either a cross-sectional 
design or with short follow-up time. Early identification of persons with 
increased risk of restricted community mobility is potentially valuable to 
develop health promoting strategies. 
 
Last but not least, research has mainly focused on automobility and at least 
partly neglected other transportation systems. This is a limitation, since large 
groups of older people, predominantly women, do not necessarily have access 
to a car. Hence, this thesis aims to fill a gap by contributing to greater 
knowledge about older people’s community mobility. This knowledge can be 
used for a societal planning perspective, to guide OT practice and in the long 
run will hopefully contribute to better health among old people. 
 
 
 
 
 
 
 
 
              
 
 
 
 
 
 
 
 
 
 
 
 
 



35 

 

Aim of the thesis 

The aim of the present thesis was to explore and characterise community 
mobility from an occupational perspective of health and well-being and to 
elucidate potential barriers and facilitators for occupational participation and 
community mobility in older men and women. 
 
The specific aims of the included studies were to: 
 
I) analyse the preferred and actual travel opportunities for older people; 
 
II) describe older peoples’ motives for, and experiences of, mobility and 
occupational participation outside the home; 
 
III) identify and describe older people’s viewpoints on community mobility and 
participation in older age; 
 
IV) describe factors associated with community mobility, as well as decreased 
community mobility over time, among older men and women. 
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Material and Methods 

In the present thesis different methods were used for the four included studies. 
In the first study older people’s actual and preferred travel opportunities were 
analysed using a multi-methods approach including a survey and Geographic 
Information System (GIS) data. In the second study, a subsample from the first 
study took part in focus group interviews on community mobility and 
occupational participation outside home. In the third study the same subsample 
as in Study II, from Study I, was included, and their viewpoints on community 
mobility and participation in activities outside home were identified using Q-
methodology. Finally, in Study IV a sample of unlike-sex twins recruited for a 
study on gender and health were used to cross-sectionally study factors 
associated with restricted community mobility in later life and with decrease in 
community mobility over a 13-year period. An overview of studies included in 
this thesis is found in Table 3.  
 

Figure 4 illustrates the relationships between the four studies with respect to 
aim and research approach. In total, 37 of the participants in Study II and all 
participants in Study III were recruited from Study I. As shown in the same 
figure, findings from Study I informed aim and interview guide in Study II, as 
well as aim and Q-statements in Study III. In Study IV the aim and the choice 
of independent and dependent variables were influenced by findings from 
Studies I-III. 
 
All four studies include aspects of person-environment-occupation interaction 
but focus somewhat differently on the three aspects. Thus, the PEO-model has 
been used to label the main scope of each study, with the PEO-aspect less in 
focus put within parenthesis, as shown in Figure 4.  
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Table 3, Overview of the four studies in the present thesis. 

Study  I  II  III  IV 

Design/ 
Research approach 

Descriptive,  
Cross-
sectional  

Content analysis Q-methodology Prospective 
(13 years), 
cross-sectional   
 

Level of evidence V V V III 
 

Sampling 
 

Proportional, 
random 
selection 

Convenience 
sampling based 
on Study I 
 

Convenience 
sampling based 
on Study I 

Purposive 
sampling 

Participants (n),  
men/women 

957,  
313/642a 

42,  
20/22 
 

36,  
20/16 

220,  
95/125b 

Age (mean, range) 
men/women 

81.1, 74-97/ 
81.4, 74-104 

81.7, 77-89/ 
79.8, 73-90 

81.7, 77-89/ 
81.0, 76-89 

85.0, 82-94/ 
85.6, 82-96b 

 

Data collection  Survey in 
2007, GIS  

Focus group 
interviews 

Q-methodology  Survey in 1994 
and 2007 
 

Type of data Nominal, 
ordinal, 
interval 
 

Verbatim 
transcripts 
 

Q-sorts Nominal, 
ordinal  

Analyses χ2, logistic  
regression, 
ANOVA, 
log-linear 
analyses, odds 
ratio (SPSS) 

Content analysis 
 

By-person factor 
analysis 
including PCA 
and Varimax 
rotation (PQ 
Method) 

χ2, Mann-
Whitney U-
test, Wilcoxon 
signed rank 
test, logistic 
regression 
(SPSS) 

a  Two persons had not provided information b At follow-up. 
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Figure 4, Relations between the four studies. a Main scope in study with respect PEO. 

 

Triangulation 
of subjective 
perspectives 

Study I (n=957)  
 

Aim: Analyse the 
preferred and actual 

travel opportunities for 
older people 

 
Scopea: (P)EO 

 
Approach: Descriptive, 

cross-sectional to identify 
patterns of community 

mobility and 
participation 

 
 

 
 

 

Study III (n=36) 
 

Aim: Identify and 
describe older 

people’s viewpoints 
on community 
mobility and 
occupational 

participation outside 
the home 

 
Scopea: PEO 

 
Approach: Q-

methodology to 
identify patterns of 

subjective 
viewpoints related to 

the aim 

 

Study II (n=42) 
 

Aim: Describe older 
people’s motives for 
and experiences of 

mobility and 
occupational 

participation outside 
the home 

 
Scopea: PEO 

 
Approach: Content 
analysis to identify 

subjective 
perspectives related 

to aim  
 

Study IV (n=220)  
 

Aim:  
Describe factors associated 
with community mobility, 

as well as decreased 
community mobility over 

time, among older men and 
women 

 
Scopea: P(EO) 

 
Approach: Prospective and 
cross-sectional of factors 
related to CM over a 13-

year period 
 
 
 

n=36 
Findings from 

Study I informed 
aim and Q- 
statements 

 

Findings from 
Study III 

informed aim and 
choice of 

independent and 
dependent 

variables 

Findings from 
Study I and II  

informed aim and 
choice of 

independent and 
dependent  
variables 

 

n=37 
Findings from 

Study I informed 
aim and interview 

guide 
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Q-methodology, the method used in Study III, is perhaps less known and 
deserves some basic introduction to facilitate reading of this section. Q-
methodology aims to identify the participant’s subjective viewpoints of the 
issue in focus. This is done by asking the participants to sort a number of 
statements related to a certain topic responding to a given instruction (190). 
The statements are identified by the researcher from the relevant concourse, 
i.e., “universe of opinions” that exists related to the topic (25, p. 61). To include 
more than 40 statements is suggested to ensure coverage of the concourse 
(190). In the present thesis 45 statements were developed, presented and sorted 
by the participants along a predefined grid to standardise the ranking procedure 
(190). The variables are the sorts made by the participants and the statements 
are the equivalent to subjects or participants in other studies.  
 
Compared to a questionnaire the Q-methodology includes the advantage for 
the participants of self-categorising items related to each other, without being 
affected by meanings imposed by the researchers (190). In fact, this was also 
acknowledged by some of the participants in Study III. 
 
As part of Q-methodology these individual Q-sorts are analysed by factor 
analysis. The methodology aims to reveal patterns of association between the 
different Q-sorts and the factor analysis is done by person instead of by 
variable. A factor within Q-methodology thus identifies a group of persons 
who have sorted the statements in a similar way or in other words holds a 
certain viewpoint (190). Consequently, the factors identified by Q-factor 
analysis represent different viewpoints held in the population under study. 
These factors are also denominated viewpoints. The method, finally, aims to 
identify and describe different viewpoints rather than to make generalisation on 
population level, for example about how many that share a certain viewpoint 
(190). Finite diversity is assumed (14), that is, only a limited number of 
viewpoints usually exists. Consequently, only a limited number of participants is 
needed rather than large samples of the population under study (190). Q-
methodology has previously been used with respect to transportation and 
modal choice (189). The procedure in Study III will be further described under 
the heading of data analysis in this section. 

Participants  

Study I 

Three municipalities with well recognised good accessibility in PT systems were 
selected; Helsingborg (population 123,000, area 347 km2), Borås (population 
100,000, area 915 km2), and Karlskrona (population 62,000, area 1,043 km2). 



40 

 

Rural areas were excluded, as these areas had little or no PT supply, and the 
focus was limited to local PT and STS accessibility. Apart from the cities 
themselves, only small suburban areas with more than 2,000 inhabitants within 
the municipal border and with existing PT service of any type were selected for 
inclusion. All PT vehicles operating within these three municipalities were low-
floor or low-entrance buses with designated wheelchair spaces. The full-
coverage STS systems were open to wheelchair users.  
 
The proportional, random selection of potential participants was made from 
the demographic databases in Karlskrona and Borås. In Helsingborg a 
proportional random sample was selected by DAFA-SPAR, i.e., the authority 
responsible for keeping the register of addresses to all persons living in Sweden 
(SPAR). Unlike the Karlskrona and Borås databases DAFA-SPAR also 
provided population numbers rounded to denary, as shown in Table 4.  
 
 
Table 4, Population and sample sizes in Study I. 

Municipality Population Sample 
City/suburban area 0-74 75+ Total  

Helsingborg 79,200 8,800 88,000 581 
Ödåkra  4,320   480  4,800  32 
Rydebäck  3,870   430  4,300  28 
Hittarp  3,330   370  3,700  24 
Bårslöv  2,430   270  2,700  18 
Påarp  2,340   260  2,600  17 

 
Borås 57,853 7,010 64,711 568 
Fristad/Sparsör  5,062   530  5,624  43 
Dalsjöfors  3,750   388  4,167  31 
Viskafors/Svaneholm  3,488   288  3,876  23 
Sandared  3,053   293  3,392  24 
Sjömarken  2,270   137  2,522  11 

 
Karlskrona 28,869 3,208 32,077 548 
Rödeby  2,939   327  3,266  56 
Nättraby  2,652   295  2,947  50 
Jämjö  2,388   265  2,653  45 

 
In each municipality, postal questionnaires were sent out to 700 residents over 
the age of 75, both in the city-centres and in the small suburban areas. The 
overall response rate was 46% (957 individuals). A decision was made to not 
send out any reminders after the first distribution of the questionnaires, as the 
researchers wanted to respect those persons that had made a decision not to 
participate. This decision resulted in the eventually low response rate. An initial 
observation related to these dropouts indicated that the proportion of people 
living in nursing homes seemed to be higher among the dropouts. Although 
not confirmed by data, this may be an age effect. Moreover, the difference 
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could indicate that the mobility within the dropout group was generally lower 
than among respondents. Furthermore, some people returned the questionnaire 
stating (or called to inform the researchers) that the addressees were unable to 
travel at all or unable to complete the survey.  

 
A limited dropout analysis was eventually also performed in one of the 
municipalities namely Karlskrona. This analysis showed small differences 
between the included sample and the dropouts with respect to age and gender. 
The mean age differed one and a half years between the two groups, i.e., 
included sample (81.2; men 80.8, women 81.4) and dropouts (82.5; men 82.3, 
women 82.8). The proportion of men and women in the sample and among 
dropouts in Karlskrona did not substantially differ from each other. In fact, the 
difference for both genders was only 1%.  
 
Women represented a majority of the sample and the proportion of persons 
between 75 and 84 years of age was considerably larger than the proportion of 
people 85 and over. Just over half of the group lived in one-person households, 
but large differences existed between men and women in that respect. While 
68% of the women lived in one-person households, only 39% of the men did 
so. In the small suburban communities, the proportion of men living alone was 
slightly higher (42%). Compared with the entire Swedish population, the group 
aged 75-79 was slightly overrepresented in the sample.  
 
Nearly half (49%) of the participants reported that physical inconveniences 
affected their daily travel. Furthermore, several participants reported having 
health problems as listed in Table 5. 
 
 
Table 5, Number and percentage of participants reporting health problems in Study I. 

 No (%) Yes (%) 

Locomotor impairment 382 (55) 319 (45) 
Visual impairment 497 (71) 205 (29) 
Hearing impairment 424 (60) 278 (40) 
Reduced energy 364 (52) 338 (48) 
Pain 507 (72) 194 (28) 
Balance impairment or vertigo 460 (66) 242 (34) 
Asthma or allergy 626 (89)    76 (11) 

 

Study II and Study III 

Two hundred thirty two of the 957 participants in Study I showed interest in 
answering further questions. The participants in Studies II and III were drawn 
from this group. The purposive sampling process for Studies II and III was 
guided by data on gender and car driving obtained from the survey (210), with 
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the intent to construct as homogenous focus groups as possible. This 
consideration was made because gender and driving/non-driving might yield 
different kinds of experiences, levels of expertise and power in relation to the 
topics discussed, entailing possible negative influence on discussions in the 
focus groups (49, 98). In both studies, all participants represented themselves 
rather than a group of older people. Pertaining to the aims and designs of 
Studies II and III, this was essential in order to be able to identify different 
perspectives, rather than to compare the included individuals. Furthermore, the 
rationale was also to evaluate the influence of gender and driving/non-driving if 
data suggested so.  
 
The vast majority of the 232 potential participants who agreed to be contacted 
after participation in the Study I survey had to be approached to conduct the 
data collections for Studies II and III. The potential groups of female drivers 
and male non-drivers were quite small in each city and in some cases too small 
to form a focus group of their own. All male non-drivers had too severe health 
problems to be able to participate, and most female drivers did not want to take 
part in this study. Consequently, the attempts to recruit men with this feature to 
these two studies were unsuccessful, while three female drivers took part. This 
shortfall more or less reflects the cohort, since it is common in these 
generations that women do not have a driving licence and that they cease to 
drive at better health than men do (158). All participants were able to transport 
themselves to the hotel or the university in each municipality chosen for data 
collection. 
 
To make sure that all participants in Study III had been subject to a similar 
influence by taking part in focus groups sessions these participants were also 
recruited from Study II. In Q-methodology it is considered sufficient to include 
half as many participants as statements in the study. In fact, a general advice is 
to include fewer participants than statements (190). This small number is 
justified by the fact that participants are equivalent to variables in other designs. 
Moreover, Q-methodology aims to identify viewpoints rather than generalise 
them to a larger population (190). With these recommendations in mind, 36 
participants were recruited to sort the 45 statements.  
 
Stated reasons for dropouts were: not wanting to participate any more, being 
occupied the actual day of interview/Q-sort, having too many things to do, 
having too severe health problems, or being deceased. Potential participants 
were contacted by a letter stating the purpose of the studies and explaining 
requirements related to participating in them. A phone call was made to the 
potential participants to make it possible for them to ask questions and get 
additional information prior to deciding whether they wanted to participate or 
not. After the participants had given their informed consent, an appointment 
for the data collection session for both studies was made.  
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In total 42 individuals took part in study II. Thirty-six of these individuals also 
took part in Study III. All the 20 car driving men took part in both studies 
(Table 6) and had a mean age of 81.7 years. The three women who were still 
driving a car (mean age 79.7) took part in both studies. In the focus groups 
(Study II) the remaining 19 women (mean age 79.9) had either never had a 
driving licence (the majority) or given up driving. Thirteen of these women 
took part also in Study III. For clarification; the pilot group was not invited to 
participate in Study III and one woman from Study II was not able to 
participate in Study III due to low vision, as shown in Table 6.  
 
 
Table 6, Demographic data in Study II and III. 

Focus 
groups 

Group characteristics Number of 
Participants 

Mean 
age 

Age variation 
min/max 

Cohabiting/   
living alone 

Pilota Female non-drivers 5 74.4 73/78 3/2 
1 Female drivers 3 79.6 77/78 1/2 
2 Male drivers 6 79.2 77/82 3/3 
3 Female non-drivers 4 78.8 76/81 -/4 
4 Male drivers 5 83.0 78/88 4/1 
5 Female non-drivers 4 80.3 78/83 -/4 
6 Male drivers 6 81.3 78/85 6/- 
7 Female non-drivers 6b 85.0 83/90 -/6 
8 Male drivers 3 85.3 82/89 1/2 
a Only part of study II. b One woman excluded in study III. 

 
Comparing the subsample from Study I who also took part in Studies II and III 
with those who only took part in Study I, a greater proportion of the subsample 
were men (χ2=8.89, p<0.01). Those in Studies II’s and III’s subsample also 
walked outside more often (z=2.34, p<0.05) had a car in their household 
(z=3.2, p<0.001) or drove their own car to a higher extent (z=3.84, p<0.001). 
In addition, the participants in Studies II’s and III’s subsample also used PT 
more often than those who only took part in Study I. However, this difference 
was not significant (z=1.93, p=0.054). Thus, even though they did not have 
significantly fewer physical limitations affecting community mobility, the 
subsample from Study I included in Studies II and III seemed to travel more 
often outside home compared with the remaining participants in Study I. 

Study IV 

The participants are described together with data collection procedures for 
Study IV under the next heading. 
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Data collection 

Study I 

In Study I a questionnaire containing questions related to background 
information (6 questions), health-related questions (5 questions), travel habits, 
travel barriers and travel possibilities (20 questions) and overall satisfaction with 
existing travel possibilities focusing on STS and PT alternatives was used. 
Examples of questions are given in the data analysis section (Table 10) together 
with information on analyses performed related to each variable. The 
questionnaires were to be sent back postage-free within fourteen days. 
 
Data from the cities and transit authorities’ transportation statistics, as well as 
data obtained through GIS on PT accessibility were also collected. GIS 
represents geographic data or in other words data with spatial reference (4). 
These spatial references describe some kind of location, expressed as a 
coordinate or an address (4). Locations can stand alone or be linked to each 
other as part of a system. In the present study coordinates for bus stops and the 
participants’ addresses were used and linked to estimate the distance from each 
participant’s house to bus stops as part of measuring the accessibility in each 
municipality. 

Study II 

As shown in Table 6, nine focus groups were conducted. Four of these were 
conducted in one city and two in each of the two other cities. The pilot was 
conducted outside of the three selected cities.  
 
The focus group interviews focused on occupational participation outside of 
the participants’ homes with respect to mobility. An interview guide, 
comprising a set of open-ended questions complemented with a topic guide 
was developed (98). Answered by all participants, the focus group sessions 
started with the opening question; “Please, tell us your name, and something you really 
find pleasure in doing.”. Thereafter, two key questions were introduced, one 
focusing on occupational participation outside the home: “I would like to know 
more about the activities you participate in outside of your home. Can you tell me about 
these?” and the other focusing on mobility: “How do transport possibilities affect your 
occupational participation outside home?”.  
 
A topic guide (98), covering the participants’ current ambition and 
expectations, as well as their views on importance, performance, barriers and 
facilitators related to occupational participation and community mobility, was 
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used to guide further discussions based on the key questions. Transition and 
adaptation in occupational participation and mobility were also included in the 
topic guide. The interview guide was tested in a pilot focus group, and no 
changes were found to be needed.  
 
During the focus groups both a moderator (first author in Study II) and an 
assistant moderator were present. The moderator was experienced in 
conducting individual interviews and group discussions. During the pilot and 
four other interviews the assistant moderator (second author in Study II) was a 
person with experience from moderating several focus groups. She also gave 
some feedback to the moderator after the interviews to potentially improve 
moderating of the future focus groups sessions. Besides that, and in the rest of 
the focus groups, the role of the assistant moderators was to be prepared to 
assist participants and moderator with practical matters, and, if needed, pose 
additional questions. The moderator continuously summarised the discussion 
briefly during the interviews for confirmation and to avoid misunderstandings.  
 
The focus groups lasted some 90 minutes, and were held at the conference 
facilities of local hotels and at a university, to avoid being associated with local 
authorities. Verbatim transcriptions were made based on digital audio 
recordings, while audiovisual recordings were used to confirm who said what 
during the transcription phase. 

Study III 

Q-methodology involves four stages; developing statements for the Q-sort 
pack, administering the Q-sort pack, statistical analysis and interpretation (25). 
In the present study, a broad selection of scientific articles and reports were 
used to establish the concourse including findings from Study I. More than one 
hundred statements aiming at capturing viewpoints on community mobility and 
participation were initially developed. To initially generate an overly large 
sample of statements is recommended in Q-methodology (190). Then the 
statements were compared and discussed by the authors and statements 
covering similar issues were collapsed, rephrased or removed. A structure (205), 
in this case the ICF, was utilised to guide the final selection, since this 
classification provided a relevant conceptual framework. The statements were 
structured accordingly to check for overlapping and coverage. As a 
consequence, further statements were excluded or rephrased until a pilot Q-sort 
pack including 44 statements, was established.  
 
The participants in the pilot focus group (five women) also piloted this 
developed Q-sort pack. Moreover, two senior researchers, both older men, 
made a pilot sort. After pilot-testing, one of the 44 statements was considered 
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to be redundant and thus removed. Eight statements were reformulated, either 
by adding words (statements 9, 39, 40) or changing words (statements 18, 25, 
26, 27, 44). Furthermore, two statements were added (statements 10, 45) to 
reflect opinions given by participants in the pilot focus group. The final version 
of the Q-sort pack thus comprised 45 statements, which is a common amount 
of statements in Q-methodology (25). These statements were written on 
separate cards and numbered on the backside. Table 7 shows the final Q-sort 
pack, ordered according to the ICF structure.  
 
 
Table 7, Overview of statements in Study III in relation to chosen categories and the ICF. 

Main category  Category Sub-category Statement number 

Activity and 
participation 

General activity 
and participation 

Participation in activities 
away from home: ambition, 
anticipation 

1, 30, 35 

Participation in activities 
away from home: 
importance anticipation 

34, 44 

Participation in activities 
away from home: 
performance, importance 

2, 3, 4 

Participation transition: 
performance 

31, 45 

Mobility Mobility: importance, 
anticipation 

9, 17, 18, 32, 33 

 Mobility: performance 5, 6, 7, 8 
 Mobility possibilities: 

ambition, anticipation 
14, 15, 16 

 Modes of transport 
preferences: ambition, 
performance 

19, 20, 21, 22, 23, 24 
 

 Mobility transition: 
performance 

36, 37, 38 
 

Contextual factors 

Environmental barriers 10, 11, 39, 40, 41, 42, 
43 

Environmental factors: 
performance, anticipation 

25, 26, 27, 28, 29 
 

Environmental factors: 
ambition, anticipation  

12, 13 

Note: The statements in full text are to be found in Table 12.  

 
The Q-sort pack was given to the participants as cards packed in random order, 
with one statement on each card. The participants were instructed to sort one 
card in each position on a provided grid, shown in Figure 5.  
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-5 -4 -3 -2 -1 0 1 2 3 4 5 
Fit the least                                                Indifferent                                                Fit the most 
 
Figure 5, The grid used for sorting statements in Study III. The columns represent values. The 
rows restrict the number of statements that are allowed to be sorted in each column.   

 
In this grid the columns represent values ranging from -5 to +5. The rows of 
the grid restrict the number of statements that are allowed to be sorted in each 
column. People will usually feel strongly positively and negatively about a 
limited number of issues, and the grid is designed to reflect that (190). 
Consequently, a larger number of items are possible to rank as indifferent (190). 
The participants were instructed to sort cards that to their opinion fitted their 
current habitual situation of community mobility and participation in activities 
outside the home the most (+5) to the right, indifferent in the middle, and the 
least (-5) to the left onto the grid. It was also suggested that it could be easier to 
first sort the cards into two or three piles. 
 
The participants were asked to focus only on habitual trips, defined as trips 
within their neighbourhood, city or municipality made as a pedestrian or by 
different modes of transport, such as a bicycle, car, PT or STS. Examples of 
activities outside the home, such as going for a walk, visiting relatives or 
friends, shopping, visiting care- or service-facilities, voluntary work or 
participating in club meetings were also given.  
 
Most participants managed to perform their Q-sorts within a reasonable period 
of time, on average 15 minutes. The participants were all observed when doing 
their Q-sorts. Based on this observation it seemed that all participants 
compared the statements and reflected on where to best put them. This 
indicated that a relevant strategy was used by the participants. Having 
performed their Q-sorts, several participants also expressed appreciation for 
this way of collecting data for research. One participant doing a sort for the 
present study is shown in Figure 6. Each Q-sort was documented together with 
the participant, making it possible to ask additional questions if needed and for 
the participants to comment on it. At the same time their age, gender, civil state 
and most commonly used mode of transport were recorded. The Q-sorts were 
made after focus groups sessions with the same participants. Consequently,  
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findings from these interviews were also available for complementary 
information. 
 
 

 
Figure 6, A participant doing a Q sort in Study III. 

Study IV 

In Study IV data from a population-based project entitled “Aging in men and 
women: a longitudinal study of gender differences in health behaviour and 
health among elderly” (Gender) (9) were used to study factors associated with 
community mobility, both cross-sectionally and prospectively. The selection 
criteria and the characteristics of the sample have been described in detail 
elsewhere (9). In brief, the original aim of Gender (9) was to compare gender 
differences between unlike-sex twin pairs included in the Swedish Twin 
Registry (15). Hence, only those twin pairs in which both responded to the 
baseline questionnaire (Q1) were kept (n=1,210; including 605 men and 
women). The second questionnaire (Q2) was sent to the 583 persons who had 
responded to Q1 and who were still alive 13 years later, i.e., in 2007. In total, 
357 Q2s were returned (response rate 61%). Compared with those individuals 
lost over the 13 years, the remaining sample at Q2 had a significantly better 
situation already at Q1 with respect to all variables in the present study, except 
for subjective economy, depression and social network (these variables are 
further presented in the statistical analyses section).  
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In Q2, additional questions on main mode of transport for community mobility 
used at present and two years prior were added. These questions were 
formulated before Study I was completed and Studies II and III were even 
started. 
 
An internal loss at Q2 occurred, mainly explained by an error in the printing 
process where four pages were accidently left out in some questionnaires. This 
loss was noticed after the first dissemination wave, but was corrected before 
reminders were distributed. The main question of this study, viz.: regarding the 
ability to transport beyond walking distance (Q2), used in the logistic regression 
modelling, was among the lost pages and, hence, answered by 294 participants 
only. Comparing those who had (n=294) and those who had not (n=63) 
answered this particular question, no significant differences were found with 
respect to any of the covariates from Q2 used in the present study. In total, 95 
men and 125 women (n=220) had answered all questions of interest for the 
present study in Q2. Procedures and demographic data are presented in  
Table 8.  
 
 
Table 8, Procedures and numbers of distributed questionnaires, number of included participants, 
participants’ years of birth, and age in years in Study IV. 

 Baseline (Q1) Follow-up (Q2) 

Questionnaire distributed 
 

October 1994 October 2007 

1st/2nd/3rd reminders distributed 
(week=w)  
 

3w/5w including Q1/7w 3w/5w including Q2/- 

Distributed questionnaires   
 

1,699 men, 1,699 women 249 men, 334 women 

Returned questionnaires 
(response rate %) 
 

1,843 (54%); 932 (55%) 
men, 911 (54%) women 

357 (61%); 165 (66%) men, 
192 (57%) women 
 

Participants included in analysis 
(%)a 

 

1210 (36%); 605 (65%) 
men, 605 (66%) women 

119 (72%) men,  
147 (77%) women 

Years of birth (Age in years)  
 

1906-1925 (69-88) 1911-1925 (82-96) 

Notes: a Only twin pairs in which both twins had returned their questionnaires were included at 
Q1. 
 

The mean age for the chosen sample at Q1 was 72.0 years (range 69 to 81 
years) for men and 72.7 years (range 69 to 83 years) for women. At Q2 the 
mean age for men was 85.0 years (range 82 to 94 years) and for women 85.6 
years (range 82 to 96 years).  
 
The level of service provided by municipalities may influence community 
mobility. The sample represented 149 of Sweden’s 290 municipalities (51%). A 
classification of all Swedish municipalities into ten categories (166) was used to 
check for selection bias. Based on this classification and national population 
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statistics (161) the participants in the present study were considered as a 
representative sample of this age cohort across Sweden, as shown in Table 9.  
 
 
Table 9, Proportion (%) of 82 to 96 year old men and women in Study IV (n=266) and in the 
Swedish general population in 2007 (161) according to the Swedish Association of Local 
Authorities and Regions (SALAR) classification of municipalities (166). 

Classification of municipalities Sample Population 

Metropolitan municipalities (>200.000 inhabitants) 14.6 17.0 
Suburban municipalities to metropolitan municipalities 11.3 11.0 
Large cities (50.000 - 200.000 inhabitants) 28.2 28.8 
Suburban municipalities to large cities   3.4   3.0 
Commuter municipalities   7.9   8.0 
Tourism industry municipalities   3.4   3.9 
Manufacturing municipalities 10.9 10.7 
Sparsely populated municipalities   2.6   2.6 
Municipalities in densely populated region 14.7 11.0 
Municipalities in sparsely populated region   3.0   3.9 

Total 100 100 

 
A slight overrepresentation of men 82-89 years old was, however, present in the 
total sample (42%) compared to the same age group of men within the general 
population (31%) of persons 82 to 96 years old. Moreover, women aged 90-96 
years were underrepresented in the total sample (6%) compared to the same age 
group of women in the general population (13%) of persons 82 to 96 years old. 

Data analyses 

Study I 

The data were analysed using non-parametric methods, logistic regression, and 
log-linear analyses. The output from these non-parametric analyses was based 
on presented chi-square-values (χ2) and the related degrees-of-freedom, e.g. χ2 

(4). To make χ2-analysis possible variables were dichotomised. These 
dichotomisations were made based on what was considered clinically relevant. 
For example, it was considered clinically relevant to divide between those who 
travelled at least a few days a week with a certain mode, and those who 
travelled a few days a month or less with the same mode, since the former 
group potentially had good enough travel possibilities to manage their daily life 
independently. The original values and subsequent dichotomisations of 
included variables, as well as analyses in Study I are displayed in Table 10. 
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Table 10, Variables used in Study I including; number of respondents, corresponding survey 
question, share of participants for each response alternative, dichotomised values, analyses and 
calculations. 

Variable 
(no of 
participants) 

Survey question including share (%) of participants 
that stated each response alternative 

Dicho-
tomised 
values 

Analyses/ 
calculation 

Walking 
ability 
(n=903) 

How far distances are you able to walk without 
taking a rest?  

 less than 50 m (12%)  

 50-150 m (15%)  

 150-300 m (17%)  

 more than 300 m (57%) 

Less than 50 
m/all other 
distances 
 

Cross tab; 
χ2  
Per cent 

Walking 
difficulties 
(n=833) 
 

Do you find it difficult to walk outside (or 
transport yourself by wheelchair if needed)?   

 no, not at all (42%) 

 no, hardly (10%) 

 yes, somewhat (33%) 

 yes, very (15%) 

No/Yes Cross tab; 
χ2 

Per cent 

Reasons for 
walking 
difficulties 
(n=510) 

What makes it difficult to walk? (Only answered by 
those who did not respond “no, not at all” to 
question above) 

 my own physical health (67%) 

 barriers and unevenness in the pedestrian 
environment (17%) 

 afraid of crashes with car or bicycles (3%) 

 insecurity outside (attacks or robberies) (14%) 

- Cross tab; 
χ2 

Per cent 

Physical 
inconven-
iences a   
(n=701) 

Do you have any physical inconveniences, making 
it difficult for you to be outside or travel?  

 no (49%) 

 yes, making it somewhat difficult (29%) 

 yes, making it very difficult (22%) 

No/Yes ANOVA 
Per cent 

Walking 
frequency 
(n=943) 

How often do you go out for a walk?  

 daily (52%) 

 a few days a week (36%) 

 a few days a month (4%) 

 more seldom (6%) 

 never (2%) 

each 
day/less 
frequently 

Cross tab; 
χ2 

Per cent 

Car use 
(n=943) 

How often do you go by or drive private car (not 
including STS)?  

 never (19%) 

 more seldom (19%) 

 a few days a month (19%) 

 a few days a week (31%) 

 daily (13%) 
 
 
 
 
 
 

At least a 
few days a 
week/less 
frequently 
 

Cross tab; 
χ2 
Per cent 
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Bus use 
(n=934) 

How often do you go by bus?  

 never (32%) 

 more seldom (33%) 

 a few days a month (19%) 

 a few days a week (14%) 

 daily (2%) 

At least a 
few days a 
week/less 
frequently 
 

Cross tab; 
χ2 

and odds 
ratio 
Per cent 

PT travel 
satisfaction 

In total, how satisfied or dissatisfied are you with 
PT in you municipality?  

 very satisfied (16%) 

 satisfied (58%) 

 neither satisfied nor dissatisfied (23%) 

 dissatisfied (3%) 

 very dissatisfied (0%) 

- b Per cent  

STS use  
(n=920) 

How often do you go by STS?  

 never (26%) 

 more seldom (30%) 

 a few days a month (30%) 

 a few days a week (13%) 

 daily (1%) 

At least a 
few days a 
week/less 
frequently 
 

Cross tab; 
χ2 

Per cent 

STS travel 
satisfaction  

In total, how satisfied or dissatisfied are you with 
STS in you municipality?  

 very satisfied (19%) 

 satisfied (56%)  

 neither satisfied nor dissatisfied (23%) 

 dissatisfied (2%) 

 very dissatisfied (0%) 

- b Per cent  

Satisfaction 
travel 
possibilities 
(n=873) 

Do you consider the travelling possibilities in your 
municipality to be sufficient?  

 no, not at all (4%) 

 no, hardly (6%) 

 neither sufficient nor insufficient (10%) 

 yes, mostly (59%) 

 yes, absolutely (22%) 

Yes (yes, 
mostly/yes 
absolutely)/ 
all others 

Cross tab; 
χ2 
Per cent 
 

Wish to 
travel more  
(n=825) 
 

Would you like to travel more than you do today?  

 no (61%) 

 yes, somewhat (33%) 

 yes, a lot (6%) 

No/yes Log-linear 
Cross tab; 
χ2 and 
odds ratio 

Refrain 
from trips 
(n=833) 

Do you refrain from certain trips, due to lack of 
travel possibilities? 

 no (80%) 

 yes, shopping trips (5%) 

 yes, trips for visits to relatives and friends 
(11%) 

 yes, trips for visits to community activities 
(3%) 

 yes, trips to care facilities (1%) 

- b Per cent  

a Question included no examples of physical inconveniences, but a subsequent question included 
to report physical inconveniences. b Whole scale was used. 
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To further complement data analysis in Study I, odds ratios were identified as 
part of the logistic regression with respect to prediction of STS-characteristics. 
All other calculations of odds ratios mentioned in Study I were performed 
based on contingency tables obtained through cross tabulations. These 
calculations were made to estimate the odds for an event to occur under a 
certain condition. 
 
One-way ANOVA was used to explore differences between municipalities, 
number of physical inconveniences among men and women, as well as, stated 
travel habits and distances to bus stops and train stations (GIS-data). Logistic 
regression was performed to describe the group of STS-eligible respondent. For 
this logistic regression model STS-eligibility was used as dependent variable. 
Three variables, i.e., “reduced walking capacity”, “locomotor impairment” and 
“age” were entered as covariates in one single step using SPSS forced entry 
procedures. No interaction effects were specified in the model.  
 
A three-way log-linear model was used to analyse the effect of age and 
residential area (city centres/suburban areas) for bus use (at least a few days a 
week/less frequently). Another three-way log-linear model was used to analyse 
if the wish to travel more was affected by age or residential area (city 
centres/suburban areas). In both these models, the effect of the three-way 
interaction (all three variables together) and all possible two-way interactions 
(the variables two by two together) were analysed.  
 
The question regarding physical inconveniences were followed by a subsequent 
question included to report physical inconveniences such as: locomotor 
impairment, visual impairment, hearing impairment, reduced energy, pain, 
balance impairment or vertigo and asthma or allergy. Frequencies of these 
conditions were displayed in the section describing the participants in Study I.  

Study II 

Content analysis was used to analyse the data, since this method can be used to 
systematically analyse relatively small amounts of verbal data, and from these 
make credible and transferable inferences to their context (97). All nine focus 
group interviews were sampled as being one unit of analysis (97). A problem-
driven approach, focusing on manifest content, was used during the analysis 
process (97). The interviews were open coded by writing short headings, i.e., 
codes, describing the content in that specific part of the text that related to the 
aim of the present study. Both similar and deviating findings were 
acknowledged and coded. Texts containing the same type of information were 
given the same codes, for example, “occupational participation – importance”, 
“activities outside home – barriers”, “activities – gradual change over time”, 
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“driving – barriers and disadvantages”, “public transport – advantages”. This 
process was done with keeping the data in Swedish. 
 
In all, 59 codes were moved to a common coding sheet (97). Onto this sheet, 
codes, as well as content, from all interviews representing each code were 
documented, making comparison possible to ensure consistency during the 
coding process. Information on which activities outside the home the 
participants usually performed was coded (19 codes in all). This information 
was, however, considered to be background information rather than an 
expression of the participants’ opinions or perspectives and, hence, was not 
included in the abstraction process. Instead, this information was used to 
describe the participants.  
 
During the abstraction process, sub-categories were generated by grouping 
codes related to each other into the same sub-category (97). These sub-
categories were formulated in English. Thus also a move from Swedish to 
English language was made during the abstraction process. The same strategy 
was used during the continuing abstraction process, where the nine sub-
categories were grouped together into three generic categories. Content-
descriptive words were used to denominate the categories at all levels (97). 
Categories and quotations in Study II were not translated word by word. 
Instead the translation included some modifications to “preserve the flow of 
conversational style and the readability of the translated data” (130, p. 223). 

Study III 

Each participant’s Q-sort, representing that person’s individual point of view, 
was entered into a free software package, PQMethod 2.11 (147). The software 
correlates each Q-sort with every other Q-sort, identifying similar and diverse 
patterns of perspectives across participants that results in factors or clusters of 
participants essentially sharing the same viewpoints (25). PQMethod 2.11 was 
used for the analysis, including Principal Component Analysis (PCA) and 
Varimax rotation. The default alternative provided by the PQ method (147) was 
used to flag Q-sorts’ high loadings. Eight factors were first extracted, which all 
had eigenvalues exceeding 1.00 (from 1.31 to 11.34). Eigenvalues and explained 
variance prior to rotation are found in Figure 7.  
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Figure 7, Eigenvalues and explained variance prior to rotation in Study III. 
 

The factor loadings indicating the degree of correlation between an individual 
Q-sort and each factor are displayed in Table 11. In the same table correlations 
between factors score are also shown, indicating how similar pairs of factors are 
(191). 
 
Only four factors met the criterion of having at least two Q-sorts that loaded 
highly on a particular factor both negative and positive (2.58/√N) prior to 
rotation (25); in this study representing a minimum loading of ± 0.38 on one 
factor. However, when deciding how many factors to keep, statistics provides 
no absolute standards and should therefore only be used for guidance. Instead, 
theory and judgement with respect to simplicity and which solution makes the 
most sense can be used to guide the final decision (25, 191). In the present 
study the three factor solution was chosen, based on being simpler, making 
more sense and thus facilitating understanding of the factors. Key elements in 
the three factors, henceforth called viewpoints, were identified based on 
normalised factor scores (z-scores) provided by PQMethod 2.11, as shown in 
Table 12.  
 
These scores show the ranking of each statement within the viewpoint (191). 
When identifying key elements, attention was first paid to statements at the 
high and low ends that characterise the viewpoints (25). Eventually, also 
statements to the indifferent area in the middle of the grid were considered. 
These key elements were interpreted and used to create a description of the 
core beliefs that signified the viewpoints. Consensus statements, those not 
ranked significantly differently (p>0.05 or p>0.01) by any viewpoints, and 
distinguishing statements, those ranked significantly differently (p<0.05 or 
p<0.01) in a certain viewpoint compared to the other viewpoints (191) were 
also provided by PQmethod 2.11. Distinguishing statements, pointing to the 
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unique features of a viewpoint, and consensus statement highlighting the 
agreement between viewpoints, were used to interpret the results. 
 
 
Table 11, Factor loadings in Study III (numbers in bold indicate high factor loadings) 

Q sort No.*
  

Characteristics with respect to gender, 
driving and age 

Factor 
1 2 3 

1 Female driver, 80  0.74 -0.06  0.16 
3 Female driver, 77  0.55   0.35  0.28 
4 Male driver, 82  0.72  0.25 -0.07 
5 Male driver, 78  0.58   0.13  0.19 
6 Male driver, 78   0.48  0.28  0.02 
7 Male driver, 79  0.64  0.42 -0.18 
8 Male driver, 81  0.77 -0.20  0.26 
9 Male driver, 77   0.55  0.49  0.19 
13 Male driver, 88  0.56  0.10  0.37 
23 Male driver, 82  0.77 -0.19  0.24 
24 Male driver, 81  0.42  0.33  0.03 
25 Male driver, 78  0.62  0.09  0.36 
26 Male driver, 80  0.55  -0.07 -0.04 
28 Female non-driver, 78   0.48  0.33  0.21 
29 Female non-driver, 87  0.60  0.40 -0.00 
34  Male driver, 82  0.65  0.27   0.41 
10  Female non-driver, 76   0.08   0.65   0.33 
11 Female non-driver, 78   0.12   0.71  0.11 
12 Female non-driver, 81  0.31  0.66  0.25 
14 Male driver, 88   0.11 -0.44  0.35 
16 Male driver, 81  0.11  0.72  0.34 
19 Female non-driver, 83  0.08   0.63 -0.33 
31 Female non-driver, 83  0.14  0.57  0.17 
32 Female non-driver, 89  0.10  0.69 -0.06 
36  Female non-driver, 81  0.09  0.75  0.18 
2 Female driver, 82  0.48 -0.09  0.71 
15 Male driver, 80   0.12  0.25   0.80 
20 Female non-driver, 79  0.09  0.47  0.72 
22 Male driver, 82  0.32  0.36  0.68 
27 Male driver, 85  0.11 -0.05   0.59 
30 Female non-driver, 83 -0,09  0.28  0.51 
33 Male driver, 89  0,51 -0.27  0.58 
17 Male driver, 78  0.51  0.42  0.43 
18 Female non-driver, 78   0.03  0.26  0.11 
21 Female, non-driver, 81 -0.22  0.25 -0.02 
35  Male driver, 85  0.44  0.30  0.46 

 % Explained variance 21 17 14 
 Number of defining variables 16   9   7 
 Factor Score     Factor 1 1.00 0.37 0.53 

  Correlations    Factor 2 - 1.00 0.41 
 Factor 3 - - 1.00 

*Q-sorts rearranged according to factors. 
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Table 12, Factor arrays for the viewpoints including ranking and normalised factor scores (z-
scores) in Study III.  

Statements 
 

Viewpoints 

1 
Ranking 
(z-scores) 

2 
Ranking 
(z-scores) 

3 
Ranking 
(z-scores) 

 1   I want to participate in activities that 
are important and meaningful to me 
outside of my home  

 3 (0.98)  3 (1.16)   0 (0.04)** 

 2    I participate in leisure activities 
(cultural, hobbies, sport activities, join 
club meetings etc.) outside of my home 

 5 (1.64)**  2 (0.88)** -1 (-0.35)** 

 3   I perform activities that are necessary 
for me (personal care, shop for food or 
clothes, do bank business etc.) outside 
of my home 

 2 (0.92)  1 (0.62)  4 (1.74)** 

 4   I participate in social activities (visit 
friends and relatives etc) outside of my 
home  

 0 (0.16)  1 (0.55)  4 (1.71) ** 

 5   I perform activities outside of my 
home without the help from someone 

 1 (0.29)**  3 (1.05)  3 (1.12) 

 6   I prefer someone to join me when 
travelling outside of my home 

-2 (-0.90)*  -4 (-1.31)*  1 (0.06)** 

 7    I usually travel alone  -1 (-0.47)   3 (1.02)** -2 (-0.77) 
 8  I have someone to ask for help 

regarding travelling, if I need to 
-4 (-1.45)**  0 (0.08)*  2 (0.65)* 

 9   I have no need to do “ordinary” trips, 
to participate in activities outside of my 
home 

-4 (-1.30) ** -1 (-0.54) -2 (-0.53) 

10
 
  

I sometimes refrain from travel 
because it is too complicated to do the 
trip (have to change bus several times, 
too far to walk etc.)b 

-1(-0.48) -1(-0.31) -1 (-0.44) 

11 I refrain from some “ordinary” trips 
because it is too expensive to travel a 

-3 (-1.20) -2 (-1.01)  -2 (-0.64) 

12 I don’t feel comfortable about leaving 
my home a  

-4 (-1.36) -2 (-0.85) -3 (-1.05) 

13  I feel secure when I travel outside of 
my home  

 0 (0.11)   0 (-0.01)   4 (1.57)** 

14 I travel where I want to  0 (0.25)* -1 (-0.16)*  3 (1.35)** 

15 I travel when I want to  1 (0.46)  1 (0.50)   5 (1.85)** 

16 I travel how I want to   1 (0.33)*  1 (0.55)  5 (2.01)** 

17 It is important (for me) to be able to 
transport/move myself outside of my 
home 

 4 (1.53)*   2 (1.01)*   1 (0.10)** 

18 Being able to travel is important for my 
autonomyb  

 2 (0.55)  2 (0.82)  2 (0.60) 

19 I prefer driving my own car   3 (1.28)** -5 (-1.85)**  1 (0.39)** 

20 I prefer going by private car  5 (1.57)** -5 (-1.93) **  1 (0.41)** 

21 I prefer to transport myself by bus -3 (-0.95)**  5 (1.44)**  0 (-0.24)** 

22 I prefer to transport myself by STS -5 (-2.54)** -4 (-1.49) -5 (1.48) 
23 I prefer to transport myself by walking  3 (1.10)  4 (1.31)  1 (0.51)** 

24 I prefer to transport myself by bicycle -2 (-0.67)  -3 (-1.20)* -1 (-0.52) 
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25
  

I find the local public transport 
accessible for me 

 0 (0.20)   4 (1.21)**  0 (-0.05) 

26
  

I find the local public transport usable 
for me 

 1 (0.36)**  5 (1.61)** -1 (-0.55)** 

27
  

I find the local public transport 
comfortable 

-2 (-0.85)**  4 (1.40)**  0 (-0.05)** 

28 I feel safe in the local public transporta  0 (-0.00)   0 (0.43)*  0 (-0.20) 
29
  

I feel secure in the local public 
transport 

 0 (0.20)*  3 (1.16) **  0 (-0.30)* 

30 I am satisfied with my participation in 
activities out of my homeb  

 2 (0.95)  2 (0.89)  3 (0.94) 

31 My participation in activities outside of 
my home has decreased b 

-3 (-1.09) -2 (-0.95)  -3 (-0.8) 

32
  

My quality of life is good due to my 
travel possibilities 

 3 (1.26)*   0 (0.21)*  2 (0.73)* 

33 My quality of life is good due to my 
ability to transport myself outside of 
my homeb  

 2 (0.49)  1 (0.52)  2 (0.71) 

34 
 
  

My quality of life is good due to my 
possibilities to participate in activities 
outside of my home 

 4 (1.44)*  0 (0.01)**  2 (0.90)* 

35 I am satisfied with my possibilities to.  
participate in activities outside of my 
home 

 2 (0.83)  0 (-0.03)**  3 (1.11) 

36 I use public transport less than beforeb -3 (-0.95) -1 (-0.54) -2(-0.77) 
37 I use my own car less than before  1 (0.29)** -4 (-1.54)** -2 (-0.72)** 

38 
  

I travel outside of my home less than 
beforeb 

-1 (-0.48)  -2 (-0.65) -1 (-0.52) 

39 The nearest bus stop is too far from 
where I want to go  

 0 (0.08)** -3 (-1.14) -4 (-1.44) 

40
  

The nearest bus stop is too far from 
where I live 

-1 (-0.20)  0 (-0.14) -4 (-1.41)** 

41 The time table is difficult to reada -2 (-0.74) -2 (-0.81) -3 (-1.25) 
42 It is difficult to get on and off the bus -2 (-0.89) -1 (-0.30)** -3 (-1.28) 
43 The public transport buses runs too 

seldom 
-1 (-0.49)** -3 (-1.27)*  5 (-1.77)* 

44 It is important for my feeling of 
participation in social life that I can 
participate in activities outside of my 
home 

 4 (1.35)**  2 (0.80)**

  

 0 (-0.25)** 

45
 

  

My participation in activities outside of 
my home has decreased since I no 
longer have access to a cara 

-5 (-1.64) -3 (-1.19) -4 (-1.28) 

Note: *Distinguishing statements significant at p<0.05. ** Distinguishing statement at p>0.01.  
a Consensus statements non-significant at p>0.01.  b Consensus statements non-significant at 
p>0.05. 
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In Table 13-15 the statements characterising the three different viewpoints, i.e., 
the statements sorted to the positive (4 and 5) and negative ends (-4, -5) are 
shown to further illustrate the three different viewpoints. 
 

 
Table 13, Statements characterising Viewpoint 1 “Prefer being mobile by car” in Study III, i.e., 
statements ranked 5, 4, -4 and -5 including their ranking in the other viewpoints. 

Statements Viewpoint 
 1  2  3 

  2 I participate in leisure activities (cultural, hobbies, sport activities, 
join club meetings etc) outside of my home 

 5*
  

 2* -1* 

20 I prefer going by private car  5* -5*  1* 
44
  

It is important for my feeling of participation in social life that I 
can participate in activities outside of my home 

 4*  2*  0 

17 It is important (for me) to be able to transport/move myself 
outside of my home    

 4  2  1* 

34  My quality of life is good due to my possibilities to participate in 
activities outside of my home 

 4  0*
  

 2 
 

  8 I have someone to ask for help regarding travelling, if I need to -4*  0  2* 
  9
  

I have no need to do “ordinary” trips, to participate in activities 
outside of my home 

-4*
  

-1 -2 

12 I don’t feel comfortable about leaving my home -4 -2 -3 
22 I prefer to transport myself by STS -5* -4 -5 
45  My participation in activities outside of my home has decreased 

since I no longer have access to a car   
-5 -3

  
-4 

 
 
Table 14, Statements characterising Viewpoint 2 “Prefer being mobile by PT” in Study III, i.e., 
statements ranked 5, 4, -4 and -5 including their ranking in the other viewpoints. 

Statements Viewpoint 
1 2 3 

26 I find the local public transport usable for me  1*  5* -1 
21 I prefer to transport myself by bus -3  5*  0* 
25 I find the local public transport accessible for me  0  4*  0 
27 I find the local public transport comfortable  2*  4*  0 
23 I prefer to transport myself by walking  3  4  1* 
37 I use my own car less than before   1* -4* -2* 
  6  I prefer someone to join me when travelling outside of my home -2 -4  1* 
22 I prefer to transport myself by STS -5* -4 -5 
20 I prefer going by private car  5* -5*  1* 
19 I prefer driving my own car  3* -5*  1* 
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Table 15, Statements characterising Viewpoint 3 “Prefer flexible mobility” in Study III, i.e., 
statements ranked 5, 4, -4 and -5 including their ranking in the other viewpoints. 

Statements Viewpoint 
1 2 3 

15 I travel when I want to  1  1  5* 
16 I travel how I want to  1  1  5* 
  3  I perform activities that are necessary for me (personal care, shop    

for food or clothes, do bank business etc) outside of my home 
 2  1  4* 

13 I feel secure when I travel outside of my home   0  0  4* 
 4 I participate in social activities (visit friends and relatives etc) 

outside of my home 
 0   1  4*    

40 The nearest bus stop is too far from where I live -1  0 -4* 
45 My participation in activities outside of my home has decreased 

since I no longer have access to a car   
-5 -3 -4 

39  The nearest bus stop is too far from where I want to go   0* -3 -4 
43 The Public Transport buses runs too seldom  -1* -3 -5 
22 I prefer to transport myself by STS.  -5* -4 -5 

  

Study IV 

SPSS version 19.0 (75) was used to perform all statistical analyses. χ2-tests were 
used to analyse gender differences with dichotomous variables and Mann-
Whitney U-tests were used with respect to the remaining variables. Wilcoxon 
Signed Rank Tests were used to analyse change over time. Since lower values 
indicated a better outcome, negative changes resulted in positive ranks and vice 
versa when using Wilcoxon Signed Rank Tests. All analyses were performed 
separated by gender with the critical α-value set at 0.05. Figure 8 illustrates the 
analyses relative to the data collections over time. 
 
 
 

   Univariate statistics and 
Univariate statistics                                                            cross-sectional logistic regression 
                               Univariate statistics and prospective logistic regression         
                                                                                       Univariate statistics 

 
 
 
 
 
 
       1994                                                                                                       2007 
                                                                                                                
Figure 8, Data and analyses in Study IV. The main mode of transport question in Q2 was phrased 
as a retrospective question.  
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Q2 

n=357 
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Dependent variables 

Two logistic regression models were constructed (137); one cross-sectional with 
the purpose to identify factors associated with community mobility at Q2 and 
another aiming to prospectively identify factors associated with community 
mobility change from Q1 to Q2. As required by this method, the dependent 
variables were dichotomised (137).  
 
Community mobility was dichotomised “without help/need of help in 
mobility” as used in two studies on mobility limitations (27, 86). Consequently, 
the dependent variable for the cross-sectional model was created from the 
original self-reported variable in Q2 “Are you able to transport yourself to places 
beyond walking distance?”, by dichotomising the three original response steps 
(yes/yes, with some problems/no) into independent community mobility at Q2 
(yes) (n=121) and restricted community mobility (yes, with some problems/no) 
(n=99). As only three men and 14 women at Q1 experienced restricted 
community mobility no difference in community mobility could be compared. 
Thus, the cross-sectional logistic regression was used only at Q2 to identify 
factors associated with community mobility.  
 
Another dependent variable, allowing for prospective analysis, was created 
from the dichotomised community mobility variables at Q1 and Q2, illustrating 
change in community mobility from Q1 to Q2. All changes in community 
mobility were negative. Among those who responded to Q2, four participants 
had restricted community mobility at both Q1 and Q2 and they were removed 
from the analyses, which meant that 100 men and 113 women who had 
answered all relevant questions for this analysis were included. Those who had 
decreased their community mobility constituted one group (n=85) and those 
who remained stable (n=128) represented the other group.  
 

Independent variables 

Independent variables were identified based on previous research as described 
in the background section. All chosen variables were previously used in several 
gerontological studies with the purpose to identify health and health-related 
behaviours in a long-term perspective (9, 11, 19). Variables that were 
considered to potentially influence community mobility were included as 
covariates, viz.: 

• age  
• marital status; being married [1] or not married [2], including divorced 

and widowed  
• educational level; ranging from [1] less than elementary school to [6] 

university degree 
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• subjective economy; based on to what degree the participants felt that 
their economic situation prevented them from doing what they 
wanted: no [1], yes, somewhat [2], yes, a lot [3] 

• subjective health based on the survey question “how do you consider 
your general health condition to be?”; measured by a three-point 
scale: good [1], fairly good [2], bad [3]  

• social network; based on to what degree the participants felt that they 
were part of a social network: yes, very much [1], yes, somewhat 
[2], no, hardly [3], no, not at all [4] 

• sport activities; frequency of taking part in sport activities such as 
jogging, playing golf, tennis, etc.: at least once a week [1], less than 
once a week [2] 

• I-ADL (Instrumental Activities of Daily Living) outside home; 
frequency of shopping, going to the bank, pharmacy, etc.: daily [1], 
once a week [2], once a month [3], less than once a month [4], 
never [5]. 

 
Indexes were constructed to reduce the number of covariates. In all, five 
covariate indexes - all allowing for one internal loss only - were established and 
used in the prospective and cross-sectional models. Initially a common index 
for activities performed outside home was made. However, this activity index 
was considered to include too diverse activities with respect to common and 
relevant time intervals of performance. For example, shopping is usually made 
on a daily or weekly basis but club meetings occur more seldom. To include 
such diversities in the same index were considered inappropriate, so some of 
the activities (I-ADL and sport activities) were instead included one by one. 
However, an index of similar community activities was constructed, viz.;  

• community activities; frequency of taking part in social club meetings, 
church activities or courses: daily [1], once a week [2], once a 
month [3], less than once a month [4], never [5], ranging 1-15. 

 
Three indexes for similar health conditions were constructed. The usefulness of 
a common index for the health conditions that was considered most likely to 
influence community mobility was also tested. However, the common index for 
all health conditions did contribute less than the three chosen indexes to both 
the prospective and cross-sectional logistic regression models (cerebrovascular 
conditions, musculoskeletal conditions and eye conditions). The common index 
was therefore dismissed, and the three following indexes instead used;  

• cerebrovascular conditions; self-reported prevalence (no=0, yes =1) of 
stroke, heart failure, myocardial infarction and angina pectoris, 
ranging 0-4 

• musculoskeletal conditions; self-reported prevalence (no=0, yes =1) of 
rheumatoid arthritis, knee problems, sciatic problems, hip 
problems, osteoporosis and gout, ranging from 0-6 
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• eye conditions; self-reported prevalence (no =0, yes=1) of cataract, 
glaucoma and other eye conditions in Q1 and cataract, glaucoma 
and age related macular degeneration in Q2, ranging from 
0-3. 

 
Finally, an index based on the CES-D (Centre for the Epidemiologic Studies 
Depression Scale) scale was constructed (139). The 20 questions from the  
CES-D scale, i.e., self-reported frequencies of depressive symptoms during the 
past month (never or almost never/rather seldom/rather often/always or 
almost always) were summed. The scale was then dichotomised, since this 
covariate otherwise would have had a much greater variance than the other 
covariates, making differences between groups potentially less obvious (137) 
related to CES-D. The dichotomisation was made as follows; 

• CES-D; Scores ranging from 0-60 dichotomised at the cut off score of 
16, assuming that scores of 16 and above indicate prevalence of 
depression [2], and below few or non-existant depressive 
symptoms [1] (139). 

 
All covariates, except educational level, were coded so that lower values 
indicated a positive outcome from the participant’s perspective. For the 
prospective models covariates originating from Q2 were included and for the 
cross-sectional models covariates from Q1 were used. As expected the 
participants’ educational level remained the same over the 13 years. 
 
In the first stage of the logistic regression analyses all covariates were entered 
into the prospective and cross-sectional models. This was done stepwise 
backwards, since the purpose in this was phase was to explore rather than to 
test a theory (52). Furthermore, backward elimination was preferred compared 
to forward selection to reduce the risk of Type II errors (52). For the same 
reason, i.e., the risk of making a Type II error, the backward method was 
chosen instead of Wald statistics (52). Wald statistics are recommended to use 
with caution, since the standard error tends to be inflated when the regression 
coefficient is large. This inflation increase the risk of underestimating a 
difference, including potentially rejecting a significant difference. 
 
In the next stage all covariates were grouped as follows; 

i. age, marital status, educational level and subjective economy 
ii. musculoskeletal conditions, cerebrovascular conditions and eye 

conditions 
iii. subjective health, CES-D and social network 
iv. activities, i.e., sport activities, community activities and I-ADL outside 

home. 
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These groups of covariates (i.-iv.) were each entered in separate steps into 
cross-sectional and prospective models using a stepwise forced entry method. 
Table 16a includes the findings from the cross-sectional models at Q2 for men 
and 16b the same models for women. Table 17a shows the results obtained 
through the prospective models for men and the same models for women are 
displayed in Table 17b.    
 
Within both the cross-sectional and prospective analysis Model 1 includes the 
results obtained when group i-iii. of covariates had been entered, and Model 2 
the results when all covariates (group i-iv.) had been entered (Table 16a-b and 
17a-b). Similar significant results were also obtained using a stepwise backward 
method. 
 
Finally, the significant covariates that were obtained from the prospective and 
cross-sectional logistic regression models using stepwise forced entry method 
(Table 16a-b and 17a-b) were entered into new and final prospective and cross-
sectional models. This was done to potentially strengthen the fit of the models 
as measured by the pseudo-R2 values of Nagelkerke and Cox & Snell. However, 
Pseudo-R2 is usually low in logistic regression models and should only be used 
to compare different models (74).  
 
In these new models one covariate was introduced at each step starting with the 
one with the strongest p-value in Model 1 and continuing to the variable with 
the weakest significant p-value from Model 2. This was done in the same way 
for both the prospective and the cross-sectional models. 
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Table 16a, Factors associated with community mobility at follow-up (Q2) for men in Study IV. 

 Community mobility – Model 1a  Community mobility – Model 2b  
 Bc (SE)d ORe (95% CIf) Bc (SE)d ORe (95% CIf) 

Age -0.23 (0.11) 0.79* (0.64-0.99) -0.21 (0.12) 0.81 (0.64-1.03) 
Marital status -0.27 (0.53) 0.76 (0.27-2.13) -0.37 (0.52) 0.69 (0.23-2.09) 
Educational level  0.12 (0.20) 1.13 (0.77-1.66)  0.11 (0.20) 1.12 (0.75-1.66) 
Subjective economy  0.28 (0.44) 1.32 (0.55-3.16)  0.28 (0.47) 1.33 (0.53-3.30) 
Musculoskeletal conditions  0.22 (0.35) 1.24 (0.63-2.46)  0.27 (0.37) 1.31 (0.64-2.69) 
Cerebrovascular conditions  -0.18 (0.27) 0.83 (0.49-1.40) -0.21 (0.28) 0.81 (0.47-1.41) 
Eye conditions   0.10 (0.37) 1.10 (0.53-2.29)  0.20 (0.39) 1.23 (0.57-2.64) 
Subjective health -1.99 (0.62) 0.14*** (0.04-0.46) -1.62 (0.67) 0.20** (0.05-0.74) 
CES-D -1.50 (0.70) 0.22* (0.06-0.88) -1.75 (0.81) 0.17* (0.04-0.85) 
Social network -0.24 (0.42) 0.79 (0.35-1.78) -0.41 (0.48) 0.66 (0.26-1.69) 
Sport activities - - -1.39 (0.68) 0.25* (0.07-0.95) 
Community activities  - -  0.02 (0.14) 1.02 (0.77-1.35) 
I-ADL outside the home - - -0.24 (0.24) 0.78 (0.49-1.25) 

Notes: Models obtained through logistic regression using stepwise forced entry method. Variables entered in four steps  
as follows: Step 1; age, marital status, educational level and subjective economy. Step 2; musculoskeletal conditions,  
cerebrovascular conditions and eye conditions. Step 3; subjective health, CES-D and social network. Step 4; sport  
activities, community activities and I-ADL outside the home. 
a (n=95): Pseudo-R2= 0.29 (Cox & Snell), 0.40 (Nagelkerke). Predicts CM correctly for 77%.   
b (n=95): Pseudo-R2= 0.35 (Cox & Snell), 0.47 (Nagelkerke). Predicts CM correctly for 80%.  
c B= regression coefficient, d SE= standard error, e OR= odds ratio, f CI=confidence interval, *p<0.05, **p<0.01, ***p<0.001. 
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Table 16b, Factors associated with community mobility at follow-up (Q2) for women in Study IV. 

 Community mobility – Model 1a  Community mobility – Model 2b  
 Bc (SE)d ORe (95% CIf) Bc (SE)d ORe (95% CIf) 

Age  -0.16 (0.07) 0.85* (0.74-0.98) -0.09 (0.08) 0.91 (0.77-1.07) 
Marital status  -0.13 (0.47) 0.88 (0.35-2.22) -0.36 (0.54) 0.70 (0.24-1.99) 
Educational level   0.25 (0.20) 1.28 (0.86-1.91)  0.09 (0.22) 1.10 (0.72-1.68) 
Subjective economy  -0.06 (0.35) 0.94 (0.48-1.87) -0.02 (0.37) 0.98 (0.47-2.04) 
Musculoskeletal conditions  -0.30 (0.23) 0.74 (0.47-1.16) -0.39 (0.25) 0.68 (0.41-1.12) 
Cerebrovascular conditions  -0.15 (0.29) 0.86 (0.49-1.51)  0.00 (0.33) 0.82 (0.46-1.43) 
Eye conditions   0.08 (0.29) 1.08 (0.62-1.90)  0.17 (0.31) 1.18 (0.64-2.18) 
Subjective health -0.66 (0.47) 0.52 (0.21-1.28) -0.95 (0.54) 0.39 (0.14-1.10) 
CES-D  -0.52 (0.49) 0.59 (0.23-1.57) -0.04 (0.57) 0.96 (0.31-2.95) 
Social network   0.55 (0.28) 1.17* (1.01-2.99)  0.63 (0.32) 1.88* (1.01-3.50) 
Sport activities  - - -0.36 (0.57) 0.70 (0.23-2.13) 
Community activities  - -  0.07 (0.09) 1.07 (0.89-1.28) 
I-ADL outside the home  - - -0.76 (0.21) 0.47*** (0.31-0.71) 

Notes: Models obtained through logistic regression using stepwise forced entry method. Variables entered in four steps  
as follows; Step 1; age, marital status, educational level and subjective economy. Step 2; musculoskeletal conditions,  
cerebrovascular conditions and eye conditions. Step 3; subjective health, CES-D and social network. Step 4; sport  
activities, community activities and I-ADL outside the home. 
a (n=125): Pseudo-R2= 0.18 (Cox & Snell), 0.24 (Nagelkerke). Predicts CM correctly for 63%. 
b (n=125): Pseudo-R2= 0.28 (Cox & Snell), 0.38 (Nagelkerke). Predicts CM correctly for 74%.   
c B= regression coefficient, d SE= standard error, e OR= odds ratio, f CI=confidence interval, *p<0.05, **p<0.01, ***p<0.001. 
 
 
 



67 

 

Table 17a, Factors associated with decreased community mobility from base-line (Q1) to follow-up (Q2) for men in Study IV 

 Decreased community mobility - Model 1a Decreased community mobility - Model 2b 
 Bc (SE)d ORe (95% CIf) Bc (SE)d ORe (95% CIf) 

Age  0.14 (0.09) 1.15 (0.97-1.37)  0.16 (0.09) 1.18 (0.98-1.41) 
Marital status  0.09 (0.60) 1.09 (0.34-3.53) -0.10 (0.64) 0.90 (0.26-3.17) 
Educational level  0.02 (0.18) 1.02 (0.72-1.45)  0.20 (0.20) 1.22 (0.83-1.80) 
Subjective economy  0.77 (0.43) 2.16 (0.94-5.00)  0.85 (0.46) 2.34 (0.96-5.73) 
Musculoskeletal conditions  0.08 (0.32) 1.09 (0.58-2.04) -0.02 (0.35) 0.97 (0.49-1.93) 
Cerebrovascular conditions   0.25 (0.44) 1.29 (0.55-3.02)  0.31 (0.44) 1.36 (0.57-3.26) 
Eye conditions   0.14 (0.55) 1.15 (0.39-3-38)  0.34 (0.56) 1.41 (0.47-4.24) 
Subjective health  1.45 (0.52) 4.25** (1.54-11.70)  1.34 (0.55) 3.83* (1.30-11.28) 
CES-D -0.43 (0.65) 0.65 (0.18-2.32) -0.44 (0.68) 0.64 (0.17-2.46) 
Social network  0.63 (0.43) 1.88 (0.81-4.36)  0.84 (0.48) 2.32 (0.91-5.95) 
Sport activities - -  0.82 (0.64) 2.26 (0.64-7.96) 
Community activities  - -  0.02 (0.10) 1.02 (0.84-1.25) 
I-ADL outside the home - -  0.78 (0.36) 2.18* (1.07-4.43) 

Notes: Models obtained through logistic regression using stepwise forced entry method. Variables entered in four steps as follows; 
Step 1: age, marital status, educational level and subjective economy. Step 2: musculoskeletal conditions, cerebrovascular conditions and  
eye conditions. Step 3: subjective health, CES-D and social network. Step 4: sport activities, community activities, I-ADL outside the home. 
a (n=100): R2= 0.15 (Cox & Snell), 0.20 (Nagelkerke). Predicts CM change correctly for 68%.  
b (n=100): R2= 0.20 (Cox & Snell), 0.27 (Nagelkerke). Predicts CM change correctly for 71%.  
c B= regression coefficient, dSE= standard error, eOR= odds ratio, fCI=confidence interval, *p<0.05, **p<0.01, ***p<0.001. 
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Table 17b, Factors associated with decreased community mobility from base-line (Q1) to follow-up (Q2) for women in Study IV 

 Decreased community mobility - Model1a Decreased community mobility - Model 2b 
 Bc (SE)d ORe  (95% CIf) Bc (SE)d ORe (95% CIf) 

Age   0.24 (0.09) 1.28** (1.08-1.51)  0.24 (0.09) 1.27** (1.07-1.52) 
Marital status   0.73 (0.48) 2.07 (O,81-5.33)  0.82 (0.51) 0.73 (0.46-1.17) 
Educational level  -0.34 (0.23) 0.71 (0.46-1.11) -0.31 (0.24) 0.99 (0.48-2.03) 
Subjective economy   0.06 (0.35) 1.06 (0.54-2.10) -0.01 (0.37) 2.28 (0.83-6.23 
Musculoskeletal conditions  -0.08 (0.31) 0.92 (0.51-1.68)  0.02 (0.32) 1.02 (0.55-1.90) 
Cerebrovascular conditions  -0.80 (0.63) 0.45 (0.13-1.55) -0.67 (0.67) 0.51 (0.14-1.90) 
Eye conditions   0.12 (0.47) 1.13 (0.45-2.85)  0.03 (0.49) 1.03 (0.40-2.68) 
Subjective health  1.00 (0.48) 2.72* (1.06-7.02)  0.87 (0.50) 2.38 (0.89-6.37) 
CES-D   0.18 (0.51) 1.20 (0.44-3.23)  0.19 (0.53) 1.21 (0.43-3.41) 
Social network  -0.23 (0.37) 0.79 (0.39-1.63) -0.22 (0.38) 0.80 (0.38-1.69) 
Sport activities  - -  0.26 (0.59) 1.29 (0.41-4.10) 
Community activities  - -  0.15 (0.08) 1.17 (0.99-1.38) 
I-ADL outside the home  - -  0.52 (0.36) 1.68 (0.83-3.40) 

Notes: Models obtained through logistic regression using stepwise forced entry method. Variables entered in four steps 
 as follows;  Step 1: age, marital status, educational level and subjective economy. Step 2: musculoskeletal conditions,  
cerebrovascular conditions and eye conditions. Step 3: subjective health, CES-D and social network. Step 4: sport activities,  
community activities, I-ADL outside the home. 
Notes: a (n=113): Pseudo-R2= 0.24 (Cox & Snell), 0.32 (Nagelkerke). Predicts CM change correctly for 71%. 
b (n=113): Pseudo-R2= 0.27 (Cox & Snell), 0.37 (Nagelkerke). Predicts CM change correctly for 76%. 
c B= regression coefficient, d SE= standard error, e OR= odds ratio, f CI=confidence interval, *p<0.05, **p<0.01.
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Moreover, post hoc analyses were performed to test for multicollinearity, i.e., if 
two or more covariates were closely related in the final models (52). These were 
performed using linear regression as suggested by Field (52) since SPSS 
provides no alternative for this analysis related to logistic regression. The same 
covariates as in the final cross-sectional and prospective logistic regression 
models 1 and 2 were used.  
 
These were entered using the same strategy as in the final prospective and 
cross-sectional models, i.e., one covariate was introduced at each step starting 
with the strongest p-value in Model 1 and continuing to the weakest significant 
p-value from Model 2 as shown in Table 16a-b and Table 17a-b. 
 
These analyses did not indicate any signs of collinearity (52). All tolerance 
values were, in fact, above 0.1 (52), i.e., ranging from 0.93 to 1.00 in the 
prospective models and 0.66 to 1.00 in the cross-sectional models for both men 
and women. Furthermore, Variation Inflation Factors (VIF) were below the 
level of 10 as recommended (52). VIF ranging from 1.00 to 1.52 in the cross-
sectional models and from 1.00 to 1.03 in the prospective models for both men 
and women were identified in Study IV. Finally, high variance proportions on 
the same eigenvalues indicate dependency between these covariates. 
Fortunately, this was not found among the covariates in Study IV. 

Ethical considerations 

Ethical considerations in this thesis conform to the Declaration of Helsinki 
(208). Furthermore, the four ethical principles provided by the Swedish 
Research Council (194) have guided the research process. With respect to these 
documents and in accordance with the Swedish law (SFS 2003:460) concerning 
ethical approval of research projects (173), approval from an ethical research 
committee was not needed for the first study. Data collection was done using a 
postal survey. This survey included no sensitive personal information, as 
defined by the Swedish law (1998:204) (167). Furthermore, it was possible to 
refrain from participation by not returning the questionnaire. The questionnaire 
was coded and treated confidentially. Only participants that were willing to 
answer further questions were asked to give their contact information. 
 
In the second and third studies, people (n=232) who had agreed to answer 
further questions in the first study were contacted by mail informing them of 
the design and purpose of these data collections. Oral information was given in 
a later phone call, before the participants were asked for their renewed 
informed consent. It is possible that some felt obliged to participate due to 
their previous promise, but the renewed consent was meant to prevent that. Yet 
others had forgotten their promise and were given an explanation to how their 
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contact information had been accessed. All participants were offered 
compensation for their travel cost at the day of data collection. However, only a 
few chose to accept this offer. Data were used solely for the purpose of Studies 
II and III and treated confidentially.  
 
In the fourth study approval was obtained from the Swedish Data Inspection 
Office and Ethical Committee of the Karolinska Institute in Stockholm, and 
data were collected by the Institute of Gerontology, School of Health Sciences 
in Jönköping using a survey questionnaire. Since it was a longitudinal study, all 
participants had answered the same questionnaire twice. The second time they 
knew what it meant to participate, but felt potentially obliged to answer once 
more. However, they were informed on the possibility to refrain from 
answering without giving any explanation. 
 
To summarise, in this thesis different research designs and methods are 
combined, each of them raising different ethical issues as discussed above. 
Given the topics addressed, participation involved little, if no risk. Generally, 
participants in this thesis have not benefitted directly from participating in this 
research. Secondary benefits will hopefully occur, since knowledge obtained 
through this thesis is expected to inform interventions and measures at 
individual and societal level aiming to promote good health at old age. 
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Results  

The results presentation comprises a synthesis of the findings in relation to 
three themes, namely; “Meanings and belonging from occupational 
participation outside the home”, “Community mobility” and “Occupational 
and mobility change and transition”. The “Community mobility” theme is 
further divided as follows; “Relations to health and well-being”, “Ways to be 
mobile”, “Satisfaction and preferences”, “Barriers and facilitators related to 
being mobile by car”, “Barriers and facilitators related to being mobile by PT”, 
“Barriers and facilitators related to being mobile by STS”, “Barriers and 
facilitators originating from public environments”. To clarify the origin of the 
findings the number of the study is indicated within parenthesis, e.g., (I) at the 
end of each passage that originates from Study I. 

Meaning and belonging from occupational 

participation outside the home  

Occupations outside the home were found to be highly valued, enjoyable and 
added variation and meaning to older people’s life. Being restricted to activities 
at home was an unwanted scenario, while occupational participation outside 
home represented being healthy and independent (II). Participation in 
important and meaningful activities outside home characterised Viewpoint 1 
“Being mobile by car” and Viewpoint 2 “Being mobile by PT” (III). 
Henceforth, PT refers to buses since they are the most commonly used mode 
for everyday PT-travel in the present thesis. 
 
Occupations to keep body and mind fit, e.g., taking a walk (II-III) or joining 
community activities seemed to be especially important for the participants (II). 
Thus, activities organised for older people were appreciated by participants. 
Contributing to others and being socially involved were also important 
occupational means and goals promoting well-being and reducing the risk of 
becoming lonely. Communication and interaction with other persons were 
sometimes enabled by virtual mobility. On the one hand, virtual mobility was 
appreciated for reducing travelling. On the other hand, it was considered to 
reduce social contacts and consequently avoided (II). Taking part in sport 
activities was positively influencing community mobility for men. For women, 
I-ADL had the same effect (IV). 
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Community mobility 

Relationships to health and well-being 

The three viewpoints “Prefer being mobile by car”, “Prefer being mobile by 
PT” and “Prefer flexible mobility” all conformed to the view that that 
community mobility was an occupation contributing to quality of life and 
autonomy (III). Community mobility was associated with subjective health and 
few or non-existant depressive symptoms (IV), as shown in Table 17. 
 
 
Table 17, Factors associated with community mobility at follow-up (Q2) in Study IV.  

  Community mobility  
  Ba (SE)b ORc (95% CId) 

Men Subjective health -1.16 (0.61) 0.20** (0.06-0.66) 
 Age -0.19 (0.11) 0.83 (0.67-1.01) 
 CES-D  -1.75 (0.74) 0.17* (0.04-0.73) 
 Social network -0.37 (0.40) 0.69( 0.31-1.53) 
 I-ADL outside home -0.23 (0.23) 0.80 (0.51-1.24) 
 Sport activities -1.31 (0.64) 0.27* (0.08-0.94) 

Women Subjective health -0.97 (0.48) 0.38* (0.15-0.97) 
 Age -0.08 (0.08) 0.92 (0.79-1.07) 
 CES-D  -0.18 (0.53) 0.84 (0.30-2.36) 
 Social network  0.54 (0.29) 1.72 (0.98-3.02) 
 I-ADL outside home -0.71 (0.20) 0.49*** (0.34-0.73) 
 Sport activities -0.27 (0.53) 0.76 (0.27-2.16) 

Notes: Analysis performed using Logistic regression stepwise forced entry method.  
Covariates entered one by one in separate steps in the same order as displayed in table. 
Men (n=95): pseudo-R2= 0.33 (Cox & Snell), 0.45 (Nagelkerke).  
Women (n=125): pseudo-R2= 0.26 (Cox & Snell), 0.34 (Nagelkerke).  
Predicts CM correctly for 80% of the men and 76% of the women. 
a B= regression coefficient, b SE= standard error, c OR= odds ratio, d CI=confidence interval, 
*p<0.05, **p<0.01, ***p<0.001. 

 
Community mobility was, furthermore, considered a key factor to reach arenas 
for occupational participation outside home (II).  

Ways to be mobile 

To reach arenas beyond walking distance, women reported using PT or STS to 
a higher extent than men, while men reported that they more often drove their 
own car (I-IV). Men were more likely to hold a valid driving license 
(χ2(1)=114.8, p<0.001) (I). In fact, 64% (n=201) of the men but only 19% 
(n=121) of the women still drove their own car (I). 
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However, licensing was not always equivalent to driving a car. Not all licensed 
men still drove their car, and women also travelled by car driven by someone 
else (Table 18) (I).  
 
 
Table 18, Main mode of transport, satisfaction with travel possibilities and preferred mode of 
transport for additional trips in Study I. 

 Main mode  Satisfieda/Dissatisfieda Preference 
Men/Women Men Women Men/Women 

Car % 59/25 76/24 75/25 62/35.5 
PT by bus %   9/19 72/28 62/38 12.5/16 
STS % 19/12 54/46 40/60 13/35.5 
Service Route Traffic % -b -b -b 12.5/13 
a Among persons using mode more than once a week b Information not included in Study I. 
 
Men were also more likely to be drivers (χ2(1)=61.99, p<0.001) and 
(χ2(1)=64.52, p<0.001) as also illustrated in Table 19 (IV).  
 
 
Table 19, Gender differences with respect to driving a car compared to other modes of  
transport and use of PT and STS compared to other modes of transport in Study IV. 

 Men  
2 years before Q2/at Q2 

Women 
2 years before Q2/at Q2 

Driving a car 
Other modes of transport 

n=71 (60%)/n=60 (50%) 
n=48 (40%)/n=59 (50%) 

n=20 (14%)/n=10 (7%) 
n=127 (86%)/n=137 (93%) 

PT/STS 
Other modes of transport 

n=15 (13%)/n=22 (19%) 
n=104 (87%)/n=97 (81%) 

n=53 (36%)/n=66 (45%) 
n=94 (64%)/n=81 (55%) 

 

Satisfaction and preferences 

A general satisfaction with the community mobility opportunities provided by 
car or PT was evident (I-II). However, men were more satisfied than women 
(χ2(1)=7.14, p<0.05) and drivers more satisfied than non-drivers (χ2(1)=7.40, 
p<0.01) (I). To further scrutinise these numbers, satisfaction for those persons 
(79% of total sample) who travelled more than once a week (I) is shown in 
Table 18. Moreover, 20% of the total sample was dissatisfied with their travel 
possibilities, compared to 26% among those who used STS (I).  
 
For the purpose of additional trips (Table 18), the car was preferred by men, 
while women preferred to go by car or STS (I). Moreover, this finding from 
Study I was supported in Study III, where preference for the car and PT, 
respectively, signified one Viewpoint each, i.e., Viewpoint 1 “Prefer being 
mobile by car” and Viewpoint 2 “Prefer being mobile by public transport” (III).   
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Barriers and facilitators related to being mobile by car 

The participants that preferred being mobile by car, i.e., Viewpoint 1 (III), 
ranked community mobility to be more important than people pertaining to 
Viewpoints 2 and 3. Community mobility contributed to a high degree to their 
quality of life (III). Car drivers could not imagine their life without their cars. 
They referred their statement to freedom, time-savings, cost-effectiveness, as 
well as compensation for declining walking abilities and mitigating difficulties to 
carry things. The possible future event of not being able to drive was 
considered problematic (II).  
 
Common barriers related to car use were driving in critical traffic situations, 
under adverse weather conditions or finding a parking spot in the close 
proximity to the destination. Reducing emissions was also stated as a reason for 
driving less (II).  
 
Driving was self-evident for men. For the women who still drove, driving was 
considered to be unique and something to be proud of. Having driven quite a 
lot over the years and been encouraged to drive facilitated continued driving 
among women. Mentioned only by women, the risk of hurting oneself or 
others was a reason not to drive. Driving cessation on these grounds seemed to 
be associated with positive feelings for these women (II).  

Barriers and facilitators related to being mobile by PT 

For those older men and women sharing Viewpoint 2 the car was not preferred 
for transportation, and lack of access to a car was not considered to decrease 
occupational participation. Instead, PT was highly valued and no potential 
drawbacks related to this mode of transport were identified. The older men and 
women pertaining to this viewpoint travelled alone, preferred to do so, and 
reported to independently perform activities outside home (III).  
 
PT users found the bus to be comfortable and providing relaxation rather than 
stressful. Some persons accepted the fact that it was not possible to reach all 
preferred destinations by PT, as could be made by using a car, while others 
disliked this limitation (II).  
 
When it came to difficulties to use buses significant group differences were 
found relating to district, age, gender, locomotor impairments, and walking 
capacity, as shown in Figure 9 (I).  
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Figure 9, Difficulty to use local bus transit: several significant differences between groups in  
Study I based on cross tabulations including χ2-tests; district χ2(3)=21.00; age χ2(3)=21.93; gender 
χ2(3)=19.50; loco motor impairment χ2(3)=146.3; walking capacity χ2(3)=106.4, all p<0.001. 
Please, note the asymmetric response scale. Village refers to suburban areas. 

 
As shown in Figure 10, boarding/alighting was a barrier for bus and a reason 
for bus travel cessation according to 94 (36%) of the participants (I). This was 
especially evident among persons aged 85 years and older (χ2(1)=14.9, p<0.001) 
compared with persons aged 75-84 years. Too long distance to the bus stop was 
another reason for bus travel cessation stated by 71 (27%) of the previous bus 
users, once again especially important for the oldest participants (χ2(1)=8.8, 
p<0.005). Providing some background information, 25% of the participants 
living in suburban areas and 53% of participants in the city areas lived less than 
150 meters from a bus stop. Comparing walking capacity with distance to bus 
stop (<50m, 50-150 m, 151-300 m, >300 m) 55-80% were able to reach their 
nearest bus stop (I). Boarding/alighting was difficult, since drivers did not 
adjust the height of the bus to the curb at bus stops (II). Incidents, for example 
falling inside the bus and remaining laying down to the next bus stop, or being 
pushed off the bus, were also reported to occur during boarding/alighting. 
These incidents were reasons for bus cessation, but also for inventing strategies 
like telling the driver not to drive until the older person was seated (II). 
 
The complex situation of changing bus several times or buying tickets by short 
message services (sms) was other mentioned barriers (II). However, costs or 
complexity was not reported as reason for decreased community mobility by 
PT (III). Even so, the complexity aspect was together with declining health, the 
main factors for travelling less than desired (I).  
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Figure 10, Local “bus travel cessation” (n=259): reasons for not using local public 
transit by bus anymore in Study I. Each respondent was supposed to indicate all relevant reasons 
and therefore the total sum is more than 100%. The x-axis represents indications in an absolute 
number. Note: Cross tabulations including χ2-tests indicate that four  reasons were more 
commonly stated among people over 85 years, a) χ2(1)=19.2, p<0.001; b) χ2(1)=14.9, p<0.001;  
c) χ2(1)=8.8, p<0.05; d) χ2(1)=4.8, p<0.05; d) was also more often used among people living in 
the cities, χ2(1)=5.9, p<0.01. 

Barriers and facilitators related to being mobile by STS 

STS was not preferred by any of the three viewpoints, but rather more or less 
rejected (III). Eligibility was more common among older women (+85) than 
younger women and all men (χ2 (1)=21.7, p<0.001) (I). In total, 15% (n=48) of 
the men and 27% (n=170) of the women were eligible. Thirty-one per cent of 
the STS-eligible did not have a car in household; among those 39% travelled by 
bus at least twice a week, but 32% seldom or never travelled by bus (I). For 
example, time-related aspects of arrival/departure and waiting time when 
booking, as well as boarding/alighting, were considered difficult, as shown in 
Figure 11. Nevertheless, 74% of the 237 STS users in Study I were rather or 
very satisfied with STS services (I). 
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Figure 11, Difficulties experienced while using STS in Study I: n=219 (29% lived in Karlskrona, 
37% in Borås and 34% in Helsingborg). 

Barriers and facilitators originating from public environments 

Apart from different modes of transport, community mobility was facilitated by 
supportive, safe and secure environments, e.g., barrier-free pedestrian zones 
and cycle pathways. Carrying a mobile phone provided a sense of security 
outside home, making it possible to contact others (II).  
 
The security-related aspects of being afraid of attacks or robbery constituted a 
barrier related to the social and physical environment for women only. For 
example, walking in pedestrian underpasses or in the dark was avoided. In some 
cases, reluctance to ask for lifts, due to not wanting to be a burden was yet 
another barrier to community mobility (II).  
 
Physically demanding environments and relocation of shops and services from 
city centres were identified as barriers for both men and women. However, this 
relocation was considered especially problematic for those without access to a 
car (II).  

Occupational and mobility change and transition 

Gradual changes in occupational participation and community mobility passed 
somewhat unnoticed and were considered a natural consequence of ageing (II). 
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Nevertheless, all three viewpoints indicated occupational participation outside 
home on the same level as before and reported occupational participation to be 
satisfying from a subjective perspective (III). In general, transition points 
seemed to require more effort to handle and adapt to than more gradual 
changes. Mobility transition was for example described as reducing highly 
valued occupational participation outside home. Driving cessation could result 
in adverse events like the need to move closer to shops to manage I-ADL (II). 
 
Furthermore, nearly 20% refrained from doing certain trips (I). In these cases, 
trips to friends and relatives were most often excluded whereas necessary trips 
to service providers or hospitals were seldom omitted. The majority of those 
who refrained from these trips belonged to the PT or STS user groups and only 
1-3% of car drivers refrained from doing any trips (I).  
 
Over the 13 years between baseline (Q1) and follow-up (Q2) most prospective 
changes, e.g., related to self-reported health conditions, subjective health,  
CES-D and occupational participation were negative. However, men felt more 
as part of a social network while women valued their subjective economy 
higher over these 13 years. Decreased community mobility over 13 years was 
associated with lower subjective health at baseline (Q1) among both men and 
women, together with age for women (IV), as shown in Table 20.  
 
 
Table 20, Factors from associated with decreased community mobility from baseline (Q1) to 
follow-up (Q2) in Study IV. 

  Decreased community mobility 
  Ba(SE)b ORc(95% CId) 

Men Subjective health 1.11 (0.47) 3.03* (1.21-7.56) 
 Age 0.15 (0.08) 1.16 (0.98-1.36) 
 I-ADL outside home 0.54 (0.33) 0.71 (0.90-3.23) 

Women Subjective health 1.01 (0.07) 2.73** (1.19-6.26) 
 Age 0.25 (0.07) 1.29* (1.11-1.49) 
 I-ADL outside home 0.37 (0.33) 1.45 (0.76-2.76) 

Notes: Analysis performed using Logistic regression stepwise forced entry method. Covariates 
entered one by one in separate steps in the same order as displayed in table. 
Men (n=100): Pseudo-R2= 0.12 (Cox & Snell), 0.17 (Nagelkerke).  
Women (n=113): Pseudo-R2= 0.19 (Cox & Snell), 0.25 (Nagelkerke).  
Predicts CM change correctly for 68% of the men and 72% of the women. 
a B= regression coefficient, b SE= standard error, c OR= odds ratio, d CI=confidence interval, 
*p<0.05, **p<0.01, ***p<0.001. 

 
Age was sometimes the reason for deciding to give up an occupation, e.g., 
driving or a hobby activity. Other persons’ expectations related to older people 
and their occupational participation was also mentioned as a reason for 
occupational change (II).  
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Discussion 

Results discussion 

Under this heading findings from the four studies will be discussed supported 
by previous research and the theoretical frameworks chosen for the purpose of 
the present thesis. Throughout the discussion gender issues will be considered 
as part of the overall aim of the present thesis. The first two sections, i.e., 
“Community mobility predicted by subjective health” and “Occupational 
participation through community mobility” apply mainly an occupational 
perspective of health including person-environmental-occupational interactions.  
 
The three following sections; “Dimensions of mobilities”, “Community 
mobility – negotiating objective perspectives, attitudes and subjective meaning 
related to old age and gender” and “Community mobility - practiced and 
experienced through the body”, discuss perspectives based on Cresswell 
conceptualisation within the new mobilities paradigm.  
 
Finally, person-environmental-occupational interactions will be discussed from 
the perspective of accessibility, usability and adaptation under the heading of 
“Interventional and planning perspectives to enable community mobility”. 
 

Community mobility and health 

Supported by previous research, community mobility was considered important 
for health in the present thesis. Moreover, knowledge related to the complex 
relation between community mobility and health (150, 212) was obtained. In 
this area, an intriguing finding was identified, namely that self-reported 
subjective health rather than self-reported health conditions was associated with 
community mobility and community mobility changes over 13 years. As a 
matter of fact, this finding occurred despite increased prevalence of health 
conditions in the study sample. More specifically, community mobility was 
associated with self-reported subjective health in both men and women and few 
or non-existant depressive symptoms for men in Study IV. Moreover, in that 
same study, community mobility changes over 13 years were related to self-
reported subjective health in both men and women.  
 
One explanation for these potentially surprising results could be the accessible 
standards in Swedish public environments and in PT (55). Given a high 
accessibility, health conditions might be compensated for (103). These 
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circumstances facilitate community mobility and in turn occupational 
participation. Consequently, subjective health may be the result of occupational 
participation outside home facilitated by community mobility. These findings 
may also relate to the satisfaction paradox, i.e., that people adapt and find ways 
to preserve well-being and satisfaction despite prevalence of functional 
limitations (as reflected by the self-reported health conditions) and 
environmental barriers (120, 162). However, the present thesis was not 
designed to establish any cause and effect relationships. Thus, it cannot be 
confirmed by the present thesis if community mobility promoted subjective 
health and fewer or non-existant depressive symptoms or vice versa. 
Community mobility has, in fact, been shown to have psychological, as well as 
physical benefits. Our findings point merely to the associations between 
community mobility and these two aspects of health.  
 
Regardless of which of the explanations are true, these findings are promising. 
Although not within the scope of findings in the present thesis, it may be easier 
to successfully improve subjective health and decrease prevalence of depression 
than to attain clinically significant recovery from health conditions in later life. 
For example, OT interventions involving adapted methods of doing, adaptive 
equipment and assistive technology (53) aiming to enable community mobility 
and occupational participation will potentially increase subjective health and 
decrease depressive symptoms. The benefits of occupational interventions for 
subjective and mental health including depression have also been demonstrated 
before (10, 100, 199). Nevertheless, implications of increased community 
mobility and potentially also occupational participation for health and well-
being (199) are further demonstrated in the present thesis.  
 
Similar to a previous study, community mobility was positively associated with 
more often taking part in sport activities for men and I-ADL outside home for 
women (58). Hence, community mobility seemed to satisfy different 
occupational needs for men and women. As a consequence, necessary and 
more hobby-related activities need to be included in programs aiming to 
improve health through increased community mobility and occupational 
participation. However, these gender differences may be subject to norms 
shaping what occupations are appropriate for men and women to take part in. 
Since these norms are potentially cohort-related they are also likely to change.  

Occupational participation through community mobility 

The doing and belonging (199) benefits of occupational participation were 
reported to be important in old age across the four studies, as addressed in 
previous research. However, older peoples’ occupational participation was 
influenced by age-related changes and sometimes also by age coding (96). In 
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fact, ageing or reaching a particular age were sometimes the reason to give up 
an occupation. If such a decision supports the older adults’ desired doing and 
belonging (199), all is well, but this is not always the case. The individual may 
instead make an unnecessary move away from a health promoting lifestyle, by 
restricting their occupational participation.  

 
The participants seemed to choose their occupations based on personal 
preferences related to meaning, purpose or belonging through doing, as 
recommended by Wilcock (199). Sometimes these choices had to be made 
related to community mobility. Using PT, activities reachable from the bus 
route was, for example, a relevant selection criterion. This choice was a way to 
compensate for declining abilities and adapt to the current situation. 
Consequently, the participants maintained their occupational performance by 
adapting the activity, i.e., by choosing occupations supported by PT in line with 
the PEO-model (103). Moreover, this strategy became a community mobility 
facilitator supporting occupational participation.  
 
When needed, performance was compensated by doing activities differently, 
another strategy supported by the PEO-model (103). For example, a sense of 
belonging could be maintained by still meeting friends for bowling, but 
compensating inability to play by being a commenting spectator. Furthermore, 
drivers tried to avoid situations they found difficult to handle, but were eager to 
uphold their skills by continuing driving. Furthermore, they compensated their 
functional losses by, for example, driving more cautiously and slowly (65, 106). 
Even if these strategies are individual, they may also be used by OTs as 
intervention strategies for continuing occupational participation. To help older 
persons find occupations that are reachable by bus may be yet another strategy 
along the same line. 
 
Most often reduced travel possibilities were experienced by PT and STS users. 
They, in turn, were predominantly women. Reduced travel possibilities meant 
that the health promoting trips to friends and relatives were commonly 
inhibited. The importance of such activities for older people has been 
demonstrated before (44). Without these trips the individual most likely 
becomes dependent on visits from other persons for face-to-face meetings. 
Occupational participation providing belonging (199) from social interactions 
with others was potentially threatened, or at least it became more difficult to 
maintain. Since this predominantly female group was least likely to use virtual 
mobility for social interaction, the effect of reduced community mobility is 
probably more profound for them than for the other participants of the present 
thesis.  
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Dimension of mobilities  

The requisite for community mobility in the present thesis was physical 
movement (39) by walking, driving or using PT or STS. Mobility without 
physical movement, i.e., by virtual and medial mobility evoked diverging 
opinions. It was rejected by some but also appreciated by others. Consequently, 
these mobilities (56, 186) have not yet gained considerable appreciation among 
older people. The early adopters of virtual mobility in the present thesis already 
seemed to be the most mobile. They were also more often driving their own 
car, but used these mobilities to save a trip or extended their mobility to other 
countries or continents. However, medial mobility seemed to be used by more 
or less all participants. Thus, unlike findings from another study (212) medial 
mobility, but not virtual mobility, seemed to somewhat compensate for reduced 
community mobility in this cohort of Swedish older people. 
 
The car seemed to provide the best available opportunities when it came to 
reaching occupational arenas, by not being limited to certain routes or specific 
destinations. Based on this assumption, non-drivers including women and the 
oldest men in particular were in a more disadvantageous community mobility 
situation. However, one group including PT users, as well as persons driving 
their own car, preferred to use PT rather than the car. This is somewhat 
puzzling since PT most likely provides reduced community mobility compared 
to the car. However, this reduction may be less important from a subjective 
perspective, which will be further discussed under the next heading. Moreover, 
other factors, for example, eco-sustainability, were mentioned by some of the 
participants.   
 
In addition, STS was not preferred and rather rejected by all viewpoints in 
Study III even if the majority of the STS users in Study I found this service at 
least rather satisfactory. This is probably explained by the fact that users tend to 
accept pre-booking and extended routes to avoid transfers and longer walking 
distances contrary to older people with better physical capacity (171).  

Community mobility – negotiating objective perspectives, 

attitudes and subjective meaning related to old age and gender 

All modes of transport provide some community mobility, but include different 
degrees of independence and opportunity. The subjective meanings (39) of 
independence and opportunity may potentially shed some light over these 
somewhat puzzling and complex findings (120, 212) related to preference of 
modes of transport.  
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Objectively, the car is the mode of transport most likely to be associated with 
freedom and independence due to the possibility of travel more or less when 
and where one wants to. Previous research has often identified these meanings 
related to driving a private car (65, 156). In case of a mobility transition, this 
independence and freedom may be reduced. For a person accustomed to 
driving a car, a future mobility transition may be feared from this perspective. 
In fact, some drivers in the present thesis could not even imagine their life 
without a car.  
 
Especially for men, driving had a self-evident meaning. For the older women 
driving, instead, seemed to have meaning from being a unique activity to 
perform for women at their age. This was also reflected by a feeling of pride 
occurring from still driving a car. These feelings seemed to contribute to these 
women’s well-being. This pride also seemed to be generated from the breaking 
of both age (96) and gender codes (110).  
 
Using a gender focus, one may even say that being active and mobile signify 
masculinity, while women tend to be coded as more passive and sedentary (40). 
This is reflected by socialisation of male persons to be active, directed to 
movement, and risk-taking, and of female persons to take part in more 
sedentary activities, more limited in space and in avoiding perceived risks for 
example related to car driving. This socialisation is probably even more evident 
for the target group of this thesis, since gender roles in these generations are 
perhaps more settled than among younger groups. Such perceptions may 
potentially influence the gendered meanings related to driving. Nevertheless, 
due to the increased traffic safety risks related to unprotected road users (177, 
178) these driving women may, in fact, be less risk-taking than non-driving 
women. 
 
Compared with the car, PT objectively reduces independence by, for example, 
including dependence on timetables. Unlike a previous study (114), driving 
cessation did not necessarily call for reduced activity levels for the participants 
in the present thesis. On the contrary, PT users reported to be as active as 
drivers outside the home. However, when using only PT for community 
mobility the travelling radius shrunk. Furthermore, users were oriented to find 
alternative arenas for occupations they wanted to maintain (103). These arenas 
had to be reachable by PT to maintain a satisfying level of activity from the 
individual’s perspective. Commonly, the highly-valued summerhouse was not 
possible to keep without access to a car. If alternative occupational arenas were 
found, independent community mobility could once again support these 
individuals’ occupational participation. Otherwise, subjective well-being and 
health were reduced. In line with previous research (36), it was experienced as 
more problematic for this group of older people (mostly women) when places 
with a special meaning to them were not reachable independently by PT.  
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For some drivers, PT offered somewhat satisfying opportunities for community 
mobility, and was used for certain trips. For accustomed PT users, PT included 
satisfying community mobility, even preferred compared to the car. Preference 
and use of PT may also be a continuation of travel patterns from earlier in life. 
In general, women of all ages tend to be more positive towards PT (72, 180).  
 
STS provided community mobility, but may include the subjective meaning of 
dependence, since the user becomes dependent on other persons for booking, 
as well as completing a trip. The situation of going from independent 
community mobility to dependent community mobility has possibly negative 
consequences for occupational participation and thereby potentially also health 
and well-being.  
 
For a person with no other community mobility options STS may, nevertheless, 
be appreciated and found satisfactory. In these cases, STS constraints that make 
older persons dependent on other people seem to become less important. In 
fact, these services were found to be satisfactory by a majority of their users, 
also supported by previous studies (171). For those satisfied with STS, the 
opportunity to travel seems to outweigh the negative feeling of being 
dependent.  
 
It is important to acknowledge that older people at the point of driving 
cessation are rather vulnerable while in a transition phase (203). They may also 
have functional limitations that will make a transition to PT quite difficult. This 
may call for professional support to facilitate the transition as supported by 
previous research (203). For example, to supervise the individual during the 
first trip(s) and give information on available modes of transport may 
potentially facilitate the transition. Older persons may also need information on 
how to apply for and use STS. All these strategies may enable continuing 
community mobility and occupational participation outside the home and 
thereby promote health and well-being. This is important, since a substantial 
number of older persons make this transition in old age, as reported in Study 
IV. 
 
Moreover, the point of reference seems important. For those with the reference 
point of more or less independent community mobility by car or PT, being 
restricted to STS is probably an unwanted scenario of dependence and is thus 
rejected. If age-related changes get more pronounced and driving is no longer 
possible, PT and STS may actually be accepted as the best available alternative. 
Ageing may, in fact, include a shift in meaning and adaptation to support a 
positive self-image and well-being (212). Upholding a positive outlook despite 
age-related changes has also been described as beneficial (176) to well-being by 
older people. The criteria for subjective well-being may potentially be 
negotiated during the ageing process to preserve individual well-being.  
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Older people tend to make downward comparisons, and thus be satisfied as 
long as they are better off than other older persons (22, 197). A feeling of being 
better off than other people in the same age may potentially enhance older 
peoples’ satisfaction with their own community mobility. In fact, the 
participants seemed to be satisfied with less community mobility than in 
younger years as long as they actually were mobile. Being mobile in later life by 
car and PT, probably not including STS, may thus count as greater progress in 
old age than it would do in younger years.  
 
Together with independence, opportunity, as well as progress (39), being active 
and healthy were yet other meanings attached to community mobility in old 
age. Most often community mobility was described as a derived demand (187) 
to fulfil highly valued occupational participation outside the home. Thus 
community mobility above all seemed to be meaningful by supporting other 
occupations.  

Community mobility by driving 

Even if the subjective perspective is most important, few other arguments can 
really be given against the car as a facilitator to community mobility. The car is 
also probably the safest mode of transport for older people (17, 65, 106). Thus, 
driving can be said to be the dividing line between the privileged and less 
privileged with respect to community mobility. Even if this is likely to change, it 
is still more or less also a dividing line between men and women in later life. 
However, some differences may remain, since older women tend to stop 
driving at better health (73), i.e., in younger years than older men.  
 
Non-driving women choose not to drive for arguments pertaining to common 
discourses related to older drivers, e.g., the risk of causing crashes and being 
less skilled drivers (69). Consequently, premature driving cessation among 
women may also be a matter of risk avoidance. It may be a wise strategy if 
health is declining, but there is also a risk that an unnecessary driving cessation 
is made. 
 
These arguments were not mentioned by any of the older men. Consequently, 
older women also seemed more sensitive to social attitudes (205) and age 
coding with respect to driving. This points to the fact that driving cessation for 
other reasons than health conditions could be a result of age coding. If so, this 
is problematic, since age is not a satisfactory discriminator of ability. 
Furthermore, in line with “Active ageing” (206) and social inclusion (196) 
perspectives, age should not decide an individual’s opportunities. If PT-
satisfaction stems from coding PT as the appropriate mode of transport in old 
age, there is more to be done to widen the discourse related to ageing and 
community mobility. Safety facts may contribute to changing this discourse. In 
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fact, despite prevalence of more older drivers on the road, older peoples’ car 
crash involvement has decreased (67). This may be due to the fact that driving 
skills are maintained or even improved by increased driving. There is evidence 
to suggest that to drive more and gain confidence in driving reduces the risk for 
crashes among older women (135). Since up-to-date experiences of driving are 
vital, it is important to encourage regular driving. However, cohabiting women 
tend to hand over the wheel to their husbands. Consequently, it is also 
important to emphasise that driving should be shared within the couple as a 
strategy of keeping women’s driving skills up-to-date. 
 
Interventions including physical training, education and on-road training, have 
been suggested to enable continuing automobility for both older men and 
women (37, 87, 135). Furthermore, interventions directed towards self-
awareness and self-regulation are suggested to improve driving ability in old age 
(87, 135). This may include OT interventions and preserve independent 
community mobility by car. Such interventions, of course, require absence of 
health conditions that may limit the ability to drive, such as dementia or other 
cognitive impairments as regulated in Swedish law (170). 
 
However, increased car driving may be questioned from an eco-sustainable 
perspective (112). It has, for example, been suggested that emissions may 
increase about 30-35% if women adopt male-like driving habits (76). Thus, 
both male and female car usage must be balanced against eco-sustainability. For 
men to develop more female-like travel habits earlier in life will probably also 
be advantageous later in life. This is a true challenge since PT availability does 
not necessarily contribute to reduced car use (99). However, this is out of the 
scope of the present thesis. 

Community mobility by PT 

Appropriate PT alternatives from older people’s perspectives are a key to 
continuing participation outside the home, for those who no longer can or 
want to drive. This is especially important, since this group may have few other 

alternatives to turn to (104, 171).  
 
Women, in general, are more likely to have experiences from using PT, and 
may thus more easily handle a driving cessation. As a consequence, women may 
be in an advantageous community mobility situation compared with men in 
case of a driving cessation. The older men seemed accustomed to use the car, 
and some claimed that they did not even know how to use the bus. From that 
perspective driving cessation could be rather difficult for them to handle. In 
case of driving cessation travel training is suggested to support community 
mobility by PT. Unfortunately, evidence for strategies are not yet fully 
developed in the literature (87). However, travel training may be defined as 
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adaptive occupation, which is supported in OT literature (53, 92). Hopefully, 
such strategies will have a positive influence on bodily practice and experiences 
related to community mobility in case of a transition.  

Community mobility - practiced and experienced through the 

body 

Stress from driving under certain conditions or in complex environments, as 
well as from boarding/alighting the bus were sometimes reasons for mobility 
transitions. It could be mentioned that, the car reduced stress by saving time 
and not having to plan for connecting buses. Furthermore, PT users found it 
relaxing not having to drive. Consequently, this was yet a matter of subjective 
preferences related to modes of transport.  
 
Through community mobility the participants experienced themselves as active. 
This also seemed to be associated with subjective health. As an exception to 
this rule, walking was clearly an occupation attached to the meanings (39) of 
being and staying healthy. Thereby walking seemed to be a way to gain some 
control over the more or less expected but somewhat unpredictable physical 
changes occurring in old age. Walking limitations were compensated for by the 
car. On the other hand, overuse of a car may potentially result in loss of 
physical function and fitness (112). However, walking difficulties remained a 
limitation when using PT.  

Interventional and planning perspectives to enable community 

mobility 

For eco-sustainability reasons, the Doubling Project (174) aims to double the 
market share of Public Transport by 2020 compared to 2006 in Sweden. Based 
on the findings of the present thesis, not only accessibility but also the usability 
problems identified must be addressed to accomplish this goal. This includes 
focusing on the occupational component of bus travelling in the design process 
of PT. More specifically, this should, for example, include consideration of 
occupational aspects when entering and leaving the PT vehicle with or without 
assistive devices or things to carry (103).  
 
However, consideration of older peoples’ perspective seems to be generally 
neglected in planning processes (115), as well as in the Doubling project. This is 
surprising, since findings from previous research indicate the benefits of user 
involvement (140, 164, 192). For example, by having user involvement in the 
planning process the costs have been demonstrated to be reduced while the 
most relevant measures still were implemented (164). Taking part in these 
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processes is also likely to have the secondary effect for older persons’ being and 
becoming from contributing to others, as well as belonging from interaction 
with others.  
 
In line with the PEO-model, adaptations within the environment may 
compensate for occupational limitations and increase occupational performance 
(103). For example, off-peak-hour time tables could allow for longer stops to 
give older people the time needed to get seated. Furthermore, drivers could be 
informed how to support older peoples’ diverse and special needs, e.g., to kneel 
the bus for older people and provide time for them to get seated before driving. 
Drivers could also encourage other passengers to avoid seats in the front of the 
bus and not put bags on spare seats. Such interventions targeting drivers and 
other passenger have support in previous studies (113), and were also 
mentioned by participants in the present thesis. Information campaigns aiming 
to spread the same information to passengers may also be beneficial. Moreover, 
PT driver behaviour could be monitored and education initiatives tailored to 
address problematic driving behaviour.  
 
Development of individual occupational strategies (103) may also be beneficial 
for older persons. For example, one woman in Study II had found that drivers 
did not drive until she was seated if she told them not to. Such individual 
strategies may also be introduced by OTs. Furthermore, to observe clients and 
their performance along the entire travel chain will provide a ground for 
intervention defined as adaptive occupation (53). Successful interventions may 
include strategies or compensation techniques needed to fulfil included tasks 
and activities. 
 
As found in previous research (36, 48, 114) alternative modes of transport are 
not really missing, but PT and STS could probably be made more attractive and 
effective for older people. However, implementing intermediate modes of 
transport, such as Flex Traffic and Service Route Traffic would probably also 
improve the situation for both men and women. However, this does not seem 
to be a clear cut solution, since Service Route Traffic was preferred by no more 
than 13% of the older men and women for additional trips. Due to the diversity 
in ageing and heterogeneity among older men and women, different options are 
needed to fulfil community mobility for the individual person (47, 165). Such 
an individual perspective is vital to promote health, as well as well-being and 
enable social inclusion for older men and women. 
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Methodological considerations 

Before turning to methodological considerations related to participants, data 
collection and data analysis some more general issues are relevant to consider. 
94 
First of all it is worth mentioning that the present thesis focuses on 
occupational participation through community mobility from an occupational 
therapy perspective. It is most likely also coloured by a professional pre-
understanding that values occupational participation and community mobility, 
so the importance of these two aspects may be over-emphasised due to 
author’s background. This background, however, makes it potentially possible 
to see things and patterns in data that others would miss. It is also possible that 
a researcher with another background would have come to other conclusions 
and identified other things with the same data set. However, the fact that other 
professional backgrounds were represented among co-authors in all four 
studies has hopefully reduced this potential bias. 
 
A different choice of theoretical frameworks could also have been made by 
another researcher. The chosen theoretical frameworks rather explain “which” 
constructs are related rather than “how” they are related. This also applies to 
other theories considering occupation within OT, and even more so to the ICF. 
However, the ICF provides a common language for different professions and 
was consequently considered relevant to define concepts in the present thesis.  
 
To include Lawton’s and Nahemow’s Ecological model (104), which also 
address person-environment interactions would have been another solution 
potentially resulting in similar but also different interpretations. This framework 
is commonly used in gerontological research. However, the PEO-model was 
considered more relevant by illustrating accessibility and usability. 

Participants and procedures 

The studies in the present thesis have a Western cultural perspective. No 
information on ethnicity was, however, included in Study I. In Study II and 
Study III all participants were from Sweden or the other Nordic countries. The 
sample in Study IV was recruited from the Swedish Twin registry (107) which 
probably meant that all participants were born in Sweden.  
 
The participants in the present thesis were older adults 73 to 97 years old. 
When conducting research including people in these age groups it is common 
that only the healthiest individuals find it possible to participate and agree to 
take part in the research. This selection bias was also a limitation in the present 
thesis, as in all gerontological research. In other words, these findings might not 
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be generalisable to old people with more severe physical and psychological 
limitations. 
 
That the sampling in Study I was carried out by the researchers in two of the 
municipalities (Karlskrona and Borås) and by DAFA-SPAR in Helsingborg was 
assumed not to cause any bias, since a random proportional sample was drawn 
in all three municipalities. 
 
The overall rate of dropouts was high in Study I, due to the decision of not 
sending any reminders. It may be considered a limitation to conduct research 
with such a low response rate as 46% (Study I). Regardless, the sample was 
large (n=957), but the decision not to send any reminders may have resulted in 
a less representative sample. For example, the mean age was somewhat higher 
among the dropouts than the participants in Study I.  
 
In addition, a larger share of the dropouts lived in nursing homes compared 
with those who choose to participate. Since later life institutionalisation is 
associated with declining health and proximity to death (101) these dropouts 
may potentially have restricted up-to-date experiences of community mobility. 
In fact, information by proxy indicates that some of these potential 
respondents were unable to travel at all and lacked recent travel experiences. If 
this indicates that a service needs to be developed to satisfy their travel needs, 
their perspective is possibly underrepresented in the present thesis. However, 
travelling may no longer be prioritised by these individuals, or be too 
demanding due to their health conditions. If so, their missing answers become 
less of a problem.  
 
However, these thoughts above are merely speculations. The limited analysis 
that was performed provides information only on dropouts in Karlskrona, but 
gave some positive indications. For example, gender and age differed only 
slightly between the included sample and the dropouts. Unfortunately, this 
analysis was limited and provided no indication on subgroups in Borås or 
Helsingborg. In fact, a different procedure would have helped to clarify if 
important subgroups, and therefore perspectives, are missing in Study I (128). 
For example, reminders could have been sent to non-respondents to increase 
the response rate. As a next step, a dropout analysis could have been conducted 
among those who still did not respond to the survey. A 5-10% random sample 
stratified for age and housing arrangements could have been drawn among the 
dropouts. Based on available information it seems reasonable to assume that 
older people in nursing homes should have made up the largest group in this 
stratified sample.  
 
Individuals from this sample could then have been contacted by phone and 
interviewed using a few questions from the survey, for example related to 
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physical inconveniences, walking ability, main mode of transport including 
frequency of use, as well as satisfaction with travel possibilities (the questions in 
full text are shown in Table 10). Information from such questions would have 
yielded a better picture considering common features of dropouts related to 
main findings in Study I.  
 
Given the information that the dropouts in Study I were older and lived in 
nursing homes significantly more often than the remaining sample, it seems 
reasonable to assume that we have recruited a sample biased towards healthier 
individuals. However, some participants responded to the Study I survey by 
proxy. This was advantageous from the point of also recruiting some of the less 
healthy to Study I.  
 
Moreover, since the questions were focused on problems it seems reasonable to 
assume that those without any problems at all may have refrained from 
answering the survey. If so, this must have been a smaller group since statistical 
significance pointed to selection bias in the opposite direction. Above all, there 
seems to be a selection bias in Study I in favour of those who were healthy 
enough to answer the survey. Information on socioeconomic position would 
have been beneficial to further describe the sample and to interpret the results, 
but that was not included in the survey. 
 
Since the participants in Studies II and III were recruited from Study I the 
decision not to send a reminder may also have affected these two subsequent 
studies. These persons may be considered a special group interested in sharing 
their experienced community mobility problems. They may also be persons 
eager to share their opinions, and to give voice for other older people. In fact, 
there were persons in the group who were or who had been politically active. 
Several were also engaged in senior organisations. However, the data collections 
were directed towards their own subjective perspectives. When a more general 
perspective was introduced by the participants in the focus groups the 
discussions were moderated to instead capture subjective perspectives.  
 
Considering some aspects of socioeconomic position, blue and white collar 
professions were represented by both men and women in Studies II and III. 
The individuals who took part in Studies I-III did not report significantly fewer 
physical inconveniences, but had a higher degree of community mobility 
compared to those who only took part in Study I. These comparisons have 
been further described in the Method section. Moreover, only two of the 
participant in Study II and III claimed to be entitled to STS. 
 
Since the participants took part both in the focus groups and performed Q-
sorts, it was practical to do both data collections at the same occasion. This was 
probably also most convenient from the participants’ perspective. However, all 
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potential participants (n=232) had to be contacted to recruit enough 
participants for the two data collections in Study II and III. The initial selection 
of participants was guided by the rule of thumb suggested in Q-methodology to 
include fewer participants than statements used (190). Moreover, this sample 
size would also have satisfied the general rule in common factor analysis that 
the number of factors should not exceed 10% of the number of variables (95), 
i.e., the participants in Study III. 
 
It was considered important that all participants in Study II were exposed to the 
same situation, i.e., doing their Q-sorts after a focus group session. Thereby, 
also additional information from the focus groups was available to complement 
the Q-sorts. This decision related to selection partly explains the number of 
focus groups. However, saturation was also sought and obtained during the 
course of focus groups. 
 
In addition, there was more than one year between the data collections in Study 
I and Studies II and III. During this period some of the potential participants 
had died and some developed too severe health conditions to take part in the 
combined data collections in Studies II and III. Another stated reason for 
declining to take part in these two studies was being occupied on the actual day 
of data collection. However, most of those claimed to be willing to take part 
another day if needed. 
 
Albeit not included as an inclusion criteria, the individuals were able to 
transport themselves to the chosen place of the combined interview and Q-sort 
procedures. Difficulty to travel to the place of data collection could have been 
problematic for some, but was not mentioned as the only or major reason for 
dropout by any of the potential participants. However, it could have been one 
reason among others for declining to take part. It is possible that some of those 
who declined would have found it possible to participate in individual 
interviews close to, or at, home. Despite this recruitment bias, focus group 
interviews were chosen, since they have been described as an appropriate 
method when it comes to exploring a broad range of topics (49, 98). 
 
It is also possible that some of those who denied participation in the two 
combined data collections would have agreed to take part in a Q-sort only, if, 
for example, it would have been conducted in their homes. It seemed most 
appropriate from an ethical perspective to ask potential participants about 
informed consent for both studies at the same time. Otherwise it would have 
been necessary, given the circumstances, to ask both those who had given their 
consent and maybe also those who had denied consent about participation in 
another data collection. If consent was denied, this was accepted without 
rephrasing the question to include only one data collection.  
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Including the same participants in the two data collections facilitated 
comparison and was a strategy of triangulation, in order to strengthen the 
credibility and the confirmability of the two studies. In line with the design, the 
participants in Study II represented themselves rather than the total group of 
older adults. In Study III viewpoints related to community mobility and 
occupational participation outside home were identified, representing the 
viewpoints of these participants only, which limits the transferability of the 
results. Furthermore, the method cannot establish how widely these viewpoints 
are held in the general population (191). Nevertheless, viewpoints existing in 
the study population were identified in Study III.  
 
At base-line (Q1) in Study IV, only those whose twins chose to take part were 
included to achieve a gender balanced sample. Over the 13 years, the healthiest 
had survived, which clearly affects the result. At Q1 the dropouts were already 
in a significantly worse situation with respect to all covariates than those who 
remained in the longitudinal study at Q2, 13 years later. The sample was gender 
balanced, but men and women were separated in the analysis to avoid twin bias, 
i.e., bias occurring from twin similarity. Gender differences identified in a 
sample of unlike-sex twins are likely to exist in the general population (155). 
With respect to health status and functioning, previous studies have shown that 
twins are comparable to non-twins in older age (155). Thus, findings from 
Study IV are assumed to apply to a general population of older adults.  
 
All studies are contextualised in the Swedish built environment. Sweden has 
adopted a system-oriented or integrated approach in terms of accessible built 
environments and PT, similar to other Scandinavian and Northern European 
countries(55). Consequently, our findings are mainly generalisable to similar 
contexts.  

Data collection 

Starting from the point of a survey to identify common characteristics, a large 
sample was adequate (Study I ) (137). It was then relevant to get an 
understanding of subjective perspectives related to the same topic of interest 
(Studies II and III). Focus groups are considered useful to generate a broad 
range of information (98, 146). Q-methodology has previously been used to 
identify viewpoints related to modes of transport (140, 189). Finally, based on 
the findings in the Studies I-III inferential statistics were used to describe 
common factors associated with community mobility and community mobility 
changes over time in Study IV. These findings were relevant for the deductive 
study of predictors for community mobility among older men and women. 
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The questions in Study I were designed for the purpose of that study. Some 
limitations in the survey have been found. For example, the question regarding 
bus travel cessation was formulated “If you have stopped going by bus, what was the 
reason for that?” and followed by several alternatives for the participants to report 
as shown in Figure 10 on the y-axis. This might have been confusing for those 
who have never started to use bus transportation. An initial question clarifying 
whether the participants had previously used a bus and if they had made a bus 
transportation cessation (yes) or not (no) would have sorted out this problem. 
However, 259 (27%) reported at least one reason for their bus cessation. 
Furthermore, participants were asked to answer questions related to PT or STS, 
only if they had experience using these modes. It would also have been 
interesting if the participants had been asked about their main mode of 
transport. The question about which trips were omitted included five response 
alternatives, but did not state if the participant could choose more than one 
reason. In total, 833 participants answered this question.   
 
The focus group interview guide was developed by the author together with an 
expert panel (137) and piloted to enable trustworthiness (43). No changes were 
found to be needed after the pilot interview. A broad perspective was identified 
in the focus groups. Even the small groups worked well from this perspective. 
All focus groups were sampled before the data collection started, which may be 
considered a limitation. In the focus groups it was emphasised that all 
perspectives were important and that there were no correct or incorrect 
answers. This was done to make all participants comfortable during the focus 
group sessions, and has previously been described as important when 
interviewing older women (188). 
 
The discussions were continuously summarised to verify findings in each focus 
group as a strategy for credibility through member checking (98). Through 
triangulation of data from focus group interviews and Q methodology data 
collection, a broader view of community mobility and occupational 
participation was obtained. Triangulation also increases trustworthiness (41, 
43). The divergent findings from these two data collections provided a richer 
picture of community mobility, as a means for occupational participation in old 
age.  
 
The focus group sessions were completed before the Q-sorts were introduced 
and started, to avoid influence from the Q-statements in the focus groups. This 
was considered relevant, since these statements were formulated by researchers 
and the focus groups aimed to generate subjective perspectives beyond these 
statements. Thereby, the discussions in the focus groups may have affected the 
individual Q-sorts.  
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The Q-set, i.e., the Q-statements, was developed by the author with all other 
authors acting as an expert panel (Study III). This procedure aimed to ensure 
content validity of the Q-set (137). Furthermore, the Q-set was piloted and 
changed accordingly, as a strategy to increase content validity. Moreover, the 
concept of validity is considered less relevant in Q-methodology, since “there is 
no outside criterion for a person’s own point of view” (25, pp. 174-5). The reliability of 
the Q-set was not tested. However, the general test-retest reliability of Q-
methodology has been shown as sufficient in previous research (51).  
 
A cluster analysis on data from the survey could have been a substitute for the 
Q-study. However, subjective perspectives and triangulation would have been 
lost. Furthermore, Q-methodology includes the advantage of individually 
ranking the importance of a statement related to other statements in the Q-set. 
It would, however, have been beneficial to gather some overall information on 
the rationale behind each person’s Q sort. On the other hand, the focus group 
interviews compensated somewhat for that by providing complementary 
information. 
 
To conduct interviews or focus groups to inform Q-statements is common 
(190) and was partly implemented in the present thesis. In fact, the pilot focus 
group generated two statements to the final Q-set. To do further interviews 
could have been beneficial from generating additional statements to the Q-set.  
 
To use a predefined grid may be considered restrictive when the intent is to 
capture subjective perspectives. A free distribution may appear to provide 
greater freedom. However, it may make the sorting task more difficult for the 
participant who has to make more decisions with no clear advantages to the 
factors (190). In fact, given that 45 statements and an eleven-point fixed 
distribution were provided for sorting, numerous ways were offered to sort 
these cards (25). Moreover, an eleven-point scale has been suggested for Q-sets 
with 40-60 statements (25). 
 
One limitation in Study III was related to scaling. Instead of a scale from “most 
agree” to “most disagree” a scale of “most“ to “least” was used. The former 
continuum is recommended since both ends (+/-) should capture strong 
feelings (25). Thereby, which items should fall into the indifferent area are also 
easier to identify. It remains unclear if and how this has affected the findings. 
However, other Q-studies have successfully used continuums similar to Study 
III, for example “least like how I think”-“most like how I think” (191). 
Moreover, “most like my attitude” to “least like my attitude has been used (94). 
 
Apart from the CES-D (Study IV) no other instruments used in the present 
thesis were tested for validity or reliability. However, with respect to CES-D 
both validity and reliability have been found to be good with older people and 
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the general population as target groups (139, 172). The other variables used in 
Study IV have been used in several longitudinal gerontological studies (61, 172).    
 
Both surveys included in the present thesis were based on self-reports. Self-
reports are generally valid (137). In fact, they may provide more information on 
health conditions than medical records (132). They have also been found to be 
valid in relation to community mobility (154). The retrospective question 
considering main mode of transport two years ago added to Study IV for the 
purpose of the present thesis may be influenced by recall bias (137). It is most 
likely that the respondents who had passed a mobility transition reported their 
main mode of transport correctly. However, the time perspective is probably 
more difficult to remember, but the exact point in time is of less importance 
than to actually identify transitions occurring some years ago. Nevertheless, an 
exact point of time (2 years) compared to a more vague alternative (some years 
ago) in the survey question probably facilitated the interpretation and 
strengthens the validity of that particular question.  

Data analyses 

Some considerations with respect to analyses are worth mentioning. It remains 
unclear if and potentially how these have affected the findings of the present 
thesis. In Study I multiple tests were performed, but no Bonferroni corrections 
were done to prevent Type I errors (137). Unfortunately, this information was 
not included in the article. Bonferroni correction was not performed, since it 
tends to be too strict when many tests are performed, which increases the risk 
of missing true differences (52), i.e., type II errors. Moreover, the variables were 
not assumed to fulfil the requirement for Bonferroni corrections of addressing 
the same construct (52). To do a Rasch-analysis could have been another 
solution, but was considered inadequate to perform for a survey only used for 
the purpose of a single study. 
 
To dichotomise variables was a prerequisite for conducting the cross 
tabulations including χ2 that was performed in Study I. Most of them were 
considered clinically relevant. However, the dichotomisation of “walking 
frequency” (each day/less frequently) may be questioned. Walking at least a few 
days may also have been clinically relevant. However, this dichotomised 
variable was merely used to establish differences related to age and physical 
status. Since it was used more or less as a background variable it had little 
impact on the findings. However, another dichotomisation would have resulted 
in a skewed distribution of individuals between the two categories. 
 
A few things are relevant to mention related to wordings in Study I. For 
example, R2 as mentioned in Table 3 in Study I was instead pseudo-R2 since the 
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analysis in this table was based on logistic and not linear regression. Moreover, 
to talk about “likely” related to odds ratios based on χ2 distributions may be 
confusing, since likelihood ratios may also be obtained as part of cross 
tabulations in SPSS. The odds ratios in Study I should be interpreted as the 
probability for an event to occur in case of a certain condition (137).  
 
To include another person at the stage of coding the data from the focus 
groups interviews would have been potentially beneficial (97) and not doing so 
may be considered a limitation. Krippendorf suggests that this should be 
implemented when “…the volume of text exceeds individual abilities” (97, p. 342). 
The transcriptions in the present thesis were considered manageable by a single 
person. However, data, as well as codes, were discussed together with co-
authors during the abstraction process (62).  
 
Using SPSS for analysis in Q-methodology is not recommended, since the 
opportunity to obtain useful factor arrays are lacking. Instead programs 
designed for Q-methodology are relevant (190) such as PQMethod 2.11 (147) 
that was used in the present thesis. The factors in Study III were obtained 
through PCA that provides the best mathematical solution. Centroid factor 
analysis is often preferred among Q-methodologists due to providing a more 
theoretically driven and informative solution. However, since no theory was 
identified to guide the analysis, the PCA was considered the best alternative to 
reduce the influence from the researcher. These factors (viewpoints) obtained 
in Study III were rotated using the default alternative in PQ method, i.e., 
Varimax rotation. Previous literature suggests that manual rotation often is 
preferred by Q-methodologists, but that Varimax rotation is sufficient, 
especially for less experienced user (191).  
 
With respect to the internal loss in Study IV, a decision not to impute data was 
made, since the external loss concerned the dependent variable “ability to 
transport beyond walking distance”. This may have affected our results. 
However, when comparing those who had (n=294) and those who had not 
(n=63) answered this question, no significant differences were found related to 
covariates used in Study IV.  
 
Moreover, it should be acknowledged that it is not always necessary to travel 
beyond walking distance to maintain occupational participation. Living close to 
everything one needs and wants to do really reduces the need to travel beyond 
walking distance. This may have affected the result. 
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Conclusions and implications 

The present thesis has contributed to new knowledge with respect to 
community mobility and its relation to health and well-being through 
occupational participation. An intriguing finding was that self-reported 
subjective health rather than self-reported health conditions were related to 
decreased community mobility and community mobility changes over a 13 year 
period for both men and women. Moreover, few or non-existant depressive 
symptoms were associated with community mobility among men. 
Consequently, interventions aiming to enable community mobility must move 
beyond interventions directed towards health conditions and instead target 
subjective health and well-being. 
 
The present thesis also recognised that people with restricted community 
mobility prioritised necessary trips. As a consequence, trips to relatives and 
friends were also first omitted. Even if this may sound like a natural choice, it 
has potential negative implications for health and well-being by reducing 
belonging occurring from occupational participation with others. Based on this 
finding it may be assumed that current travel possibilities are insufficient to 
satisfy the community mobility needs of certain groups in later life. 
Unfortunately, the existing demand-responsive STS was not considered to be 
an attractive enough alternative by any of the participants. Intermediate 
community mobility options are therefore needed for those who can no longer 
drive or use public transport. 
 
Community mobility was influenced by environmental factors as well as age 
and gender. In fact age was sometimes the reason for making a community 
mobility transition or giving up a certain occupation. Several barriers for 
community mobility were identified relating to other people’s behaviour and 
attitudes towards older people. These barriers negatively affected the usability 
of the public environments and transportation systems despite the prevalence 
of well-recognised accessibility improvements in the municipalities under study. 
For example, these barriers were sometimes a reason for bus travel cessation. 
Thus, not only physical environmental factors, but also factors pertaining to the 
social and attitudinal environment need to be considered when working to 
improve public environments and transportation systems. Finally, even larger 
efforts have to be put into accessibility improvements, including, usability from 
the perspectives of older people. 
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Future Research 

The relation between self-reported subjective health and community mobility 
identified in the present thesis needs to be further researched in other and 
larger populations. These studies need to be designed to control for 
environmental improvements or other confounders that may have potentially 
affected the result obtained in the present thesis. Moreover, it remains to be 
studied how OT interventions directed towards occupational participation and 
subjective health should be designed to effectively enable community mobility 
and perhaps vice versa.  
 
Further knowledge is also needed with respect to the subjective implications of 
reduced community mobility and the fact that belonging-related activities were 
most often omitted. It remains to be studied how older people experience this 
choice and change, but also how older people’s occupational participation can 
be maintained or at least facilitated in these and similar situations. The 
processes behind the decision to give up occupations at a certain age also 
deserve further study. Such information is useful to inform OT interventions 
aiming at enabling occupational participation in later life. 
 
Furthermore, research is needed to inform the development of intermediate 
transportation alternatives based on older people’s preferences that better 
satisfy occupational needs and wants in later life. Studies have to clarify reasons 
for bus travel cessation relating to physical, but above all, social and attitudinal 
environments. Such information will be useful in the societal planning 
processes when addressing accessibility and usability issues. Moreover, such 
information will potentially also inform travel training strategies for older 
people. However, prior to choosing these individual and societal interventions 
it would be recommended to test the value and effect of different approaches 
through research to select those most effective for implementation.  
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Svensk sammanfattning 

Bakgrund 

Transportmöjligheter i det dagliga livet har stor betydelse för äldre personers 
delaktighet i aktiviteter utanför bostaden. Delaktighet i dessa aktiviteter kan 
vidare påverka individens sociala inkludering samt hälsa och välbefinnande 
(212). Detta är troligen en av anledningarna till att delaktighet i aktiviteter och 
transportmöjligheter identifierats som viktiga mål i förhållande till hälsa och 
social inkludering under det Europeiska året för Aktivt åldrande, 2012 (2). 
Därmed kan antas att det finns mer att göra för att förbättra äldres situation 
inom dessa områden, vilket också stöds av tidigare forskning (202).  
 
Förutom ålder har en rad faktorer visat sig kunna inverka på vardagliga 
transportmöjligheter och därmed delaktighet i aktiviteter utanför bostaden. 
Äldre kvinnor har ofta sämre transportmöjligheter än män (212) då de inte har 
körkort eller kör bil i lägre omfattning än männen (73). Det är också vanligt att 
kvinnor slutar köra tidigare än män, det vill säga i yngre år och vid bättre hälsa 
(158). En stor del av dagens forskning beskriver bilens unika roll för 
transportmöjligheter. Det behövs dock ytterligare forskning som belyser äldres 
transportmöjligheter ur ett annat och mer subjektivt perspektiv, speciellt som 
många äldre, framför allt kvinnor, inte har tillgång till bil. Dessutom kan 
transportmöjligheter och delaktighet i aktiviteter utanför bostaden påverkas av 
fysiska, såväl som sociala och attitydmässiga omgivningsfaktorer (28). Än så 
länge har dock de fysiska faktorerna fått mest utrymme i forskning och 
samhällsplanering.  
 
Sist men inte minst finns det behov av att identifiera faktorer som i tidigt skede 
kan påverka äldres förmåga att transportera sig bortom gångavstånd. 
Information om sådana eventuella faktorer skulle förhoppningsvis kunna bidra 
till utvecklingen av hälsofrämjande åtgärder med fokus på transportmöjligheter 
som kan stödja äldres delaktighet i aktiviteter utanför bostaden. 

Syfte 

Avhandlingens övergripande syfte var att utforska och karaktärisera vardagliga 
transportmöjligheter ur ett aktivitetsperspektiv på hälsa och välbefinnande samt 
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att belysa tänkbara underlättade och hindrade faktorer för äldre mäns och 
kvinnors delaktighet i dessa aktiviteter genom vardagliga transportmöjligheter. 

Metoder för insamling och analys av data 

Avhandlingen består av fyra delstudier. I den första studien besvarades en enkät 
avseende önskade och faktiska transportmöjligheter av 957 personer, såväl män 
och kvinnor. Dessa personer bodde i Borås, Helsingborg eller Karlskrona stad 
eller i någon av de orter med mer än 2 000 innevånare som ingår i dessa tre 
kommuner. Resultatet av denna enkät analyserades statistiskt. Drygt 200 av 
deltagarna i Studie I sa sig även vara villiga att besvara ytterligare frågor i 
förhållande till enkätens innehåll.  
 
I Studie II tillfrågades därför representanter från denna grupp om deltagande i 
fokusgrupper. En intervjuguide för fokusgrupperna utformades bestående av 
frågor kring deltagarnas motiv för och erfarenhet av delaktighet i aktiviteter 
utanför bostaden samt vardagliga transportmöjligheter. Med stöd av denna 
intervjuguide genomfördes en provintervju med en fokusgrupp bestående av 
fem kvinnor bosatta i en fjärde kommun. Dessa tre kvinnor och 37 av de 
personer (20 män och 17 kvinnor) som accepterat att besvara ytterligare frågor 
efter Studie I deltog slutligen i studiens nio fokusgrupper. Data från 
fokusgrupperna analyserades med hjälp av innehållsanalys.  
 
I direkt anslutning till fokusgrupperna genomfördes ytterligare en datainsamling 
för Studie III med hjälp av Q-metodologi. Sammanlagt 36 av deltagarna i 
fokusgrupperna deltog även i denna studie. Användandet av Q-metodologi 
innebär flera moment. Först utarbetas ett antal påståenden som ska motsvara 
den information och kommunikation som finns i samhället relaterat till det 
område som studeras. De 45 påståenden som användes i studien formulerades 
med stöd av relevant vetenskaplig litteratur och handlade om delaktighet i 
aktiviteter utanför bostaden samt vardagliga resor. Dessa påståenden skrevs på 
separata kort som sorteras av deltagarna i en fördefinierad mall på ett sätt som 
motsvarade deras egen upplevelse av sin situation. Det vill säga deltagarna 
instruerades att i mallen sortera de påstående som passade minst in på deras 
nuvarande situation till vänster, de påstående som passade mest till höger och 
påståenden som de var mer neutrala inför i mitten. Deltagarnas ”sortering” 
dokumenterades och sammanställdes samt analyserades därefter statistiskt i 
enlighet med Q-metodologi. 
 
I Studie IV analyserades faktorer relaterat till vardagliga transporter definierat 
som förmågan att transportera sig bortom gångavstånd. Data från en enkät 
distribuerad och insamlad vid Institutet för Gerontologi vid Hälsohögskolan 
användes. Enkäten, som omfattade hälsa och hälsorelaterade faktorer, 
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besvarades 1994 av 605 par av olikkönade tvillingar i åldrarna 69-88 år. De 
tvillingpar som fortfarande var i liv 2007 tillfrågades ånyo om att besvara 
enkäten, vilket generade svar från 165 män och 192 kvinnor i åldrarna 83-97. 
Relevant data från enkäten valdes ut och analyserades i syfte att identifiera 
faktorer relaterade till förmåga för vardagliga transporter bortom gångavstånd, 
samt förändring i denna förmåga över 13 års tid, det vill säga mellan de två 
datainsamlingarna. 

Resultat och slutsats 

Avhandlingen visade det något förvånande resultatet att självrapporterad 
subjektiv hälsa, men inte förekomst av självrapporterade hälsotillstånd 
(kroppsliga symtom och sjukdomsdiagnoser) inverkade på äldres förmåga att 
transportera sig bortom gångavstånd. Samma mönster gällde förekomsten av 
förändringar avseende samma förmåga över 13 års tid. Dessutom bidrog en låg 
grad eller frånvaro av depressiva symtom till positiva effekter vad gällde mäns 
transportmöjligheter. Miljömässiga faktorer kan utgöra en tänkbar förklaring till 
dessa förhållanden genom att stödjande faktorer i miljön kan kompensera för 
nedsatt funktion och förmåga att genomföra aktiviteter. Det kan dock 
konstateras att insatser som görs för att förbättra äldre individers 
transportmöjligheter bör omfatta insatser riktade mot subjektiv hälsa och 
välbefinnande utöver de insatser som erbjuds i förhållande till olika 
hälsotillstånd.  
 
Utöver detta visade avhandlingen bland annat att begränsade transport-
möjligheter kunde innebära att sociala aktiviteter valdes bort till förmån för 
nödvändiga aktiviteter, såsom läkarbesök och inköpsresor. Detta kan tyckas 
naturligt och förståeligt, men innebär samtidigt att delaktighet i sociala 
aktiviteter riskerar att minska alternativt mer eller mindre utebli. Försämrad 
hälsa och välbefinnande är i sin tur en möjlig negativ konsekvens av detta val. 
Därmed verkar det finnas behov av ytterligare transportalternativ som bättre 
stödjer dessa äldre personers behov av vardagliga transportmöjligheter. Detta 
stöds också av ett resultat från avhandlingen som visar att färdtjänst inte alltid 
uppfattades som ett attraktivt transportalternativ. 
 
Avhandlingen visar också att tillgänglighetsåtgärder inriktade på att förbättra 
offentlig miljö och transportsystem för att främja alla människors möjligheter 
att utnyttja dessa miljöer och transportsystem inte alltid får den effekt som 
avses. Trots att samtliga bussar i trafik var anpassade eller sänkbara till 
trottoarnivå, utgjorde av- och påstigning vid buss ett stressmoment för många 
äldre. Bidragande orsaker var att chauffören upplevdes som stressad eller inte 
sänkte bussen till trottoarnivå. Ibland var det också svårt att hitta en 
närliggande plats på bussen på grund av trängsel eller då andra passagerare hade 
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placerat sina väskor på sätet bredvid. Stress och rädsla för att falla vid på-och 
avstigning blev för många ett avgörande skäl att sluta åka buss. Detta är ett 
olyckligt scenario genom att valet att inte åka buss kan få ytterligare negativa 
konsekvenser om den äldre personen inte finner andra möjliga 
transportalternativ. Åtgärder riktade mot den social och attitydmässiga miljön, 
såsom information till chaufförer och passagerare eller mindre pressade 
tidtabeller på dagtid skulle kunna motverka detta problem.  
 
Resultatet visar vidare att tillgänglighetsåtgärder inte bara bör fokusera på att 
anpassa miljön till människors och gruppers generella funktion och förmåga. 
Även de aktiviteter som ska utföras under färdvägen bör beaktas och 
underlättas med hänsyn till äldre män och kvinnors behov. Detta för att skapa 
goda transportmöjligheter för äldre som främjar socialt inkluderande samt 
hälsofrämjande delaktighet i aktiviteter utanför den egna bostaden under den 
senare delen av livet.  
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Appendix Study I 

Abbreviations used in Study I 

  
GIS   Geographic Information Systems 
 
PT   Public Transport 
 
PTA   Public Transit Authorities 
 
STS   Special Transportation Systems 
 
 
 

Errata 

On page 59, in Figure 2 legend on line four the p-value for the following test  
χ2(1) = 8.8; reads p < 0.005 It should read p < 0.05 
 
 
 
 


