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Executive  summary
The overall goal of this project, for 2012-13, was to undertake a scoping study of
membership, management, and activities in OWN Wellness Centres, supported by a review
of the literature on falls prevention. The project was initiated, conceptualised and designed to
support further research into the ways in which activities such as those provided through the
the  Older  Women’s  Network  (OWN)  Wellness  Centres contribute to the physical and general
wellbeing of those participating in them, with a particular focus on the prevention of falls in
older women. Specific questions that guided the review of literature and data collection were:
1. Is the opportunity to participate in gender specific physical activities designed
specifically for older women an incentive for them to join and remain in OWN
Wellness Programs over time?
2. In what ways does this contribute positively to preventing falls in this group and to
enhancing their social connectedness and general wellbeing?
3. To identify the activities that contribute to improved health outcomes of participants
with a focus on falls prevention.
4. To identify areas of improvement / new activities that would enable the Wellness
Centres to increase impact on health outcomes / falls prevention.
The scoping study involved the following:
 A literature review covering relevant international and national policy frameworks, the
status  of  women’s  health,  the  impact  of  gender,  falls  and falls prevention.
 A review of Wellness Centre documentation to ascertain membership patterns, range
of activities offered, and to collect information on how those activities fit within the
broader organisation and philosophy of the Centres and of OWN.


Interviews with Centre Coordinators and observation of the facilities including informal
interaction with women participating in the activities.

Falls amongst older people are a major problem and with the feminisation of ageing, a
particular problem for older women. Increases in life expectancy have come with greater
prevalence of chronic disease and disability, and a high incidence of falls resulting in
hospitalisation and further disability, with injuries from falls among those over 75 accounting
for more hospitalisation than any other cause. Falls are preventable, however. One of the
most effective strategies for prevention is engagement in exercise programs designed to
build strength and improve balance, but engagement needs to be sustained after initial
training, raising the question as to what factors contribute to sustaining engagement.
Women’s  marginalisation  within  society,  despite  their  growing  numbers,  is  compounded  with  
ageing. Older women are particularly likely to be financially insecure, and to experience
disability and multiple health problems resulting in isolation and dependence on others for
care. Planning for the health and wellbeing of older women, including prevention of falls,
needs to occur, therefore, within a context of gender equity, and within a life course approach
that fosters active ageing. This will be achieved through supporting women to participate in
programs that foster their autonomy and independence as valued members of the
community, and through which they will experience physical, mental, and social wellbeing. It
is in such settings that falls prevention activities are most likely to be sustained.
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The  Older  Women’s  Network  (OWN),  through  its  network  of  Groups  and  Wellness  Centres,  
provides an inclusive and welcoming environment to older women who participate in a wide
range of activities. All six Wellness Centres, with their active ageing orientation, are run by
older women. Each Centre has a coordinator (5 of the 6 being voluntary) and a voluntary
management team who organise and administer the activities for the Centre.
All OWN Wellness Centres conduct physical activity and exercise programs that meet criteria
for falls prevention. These programs are conducted within a wider program environment in an
inclusive social setting, and they also meet criteria for gender sensitivity. These factors are
perceived  (but  not  yet  proven)  to  contribute  to  members’  interest  in  initiating  and  sustaining  
an activity/exercise program through the Centres, with consequent benefits in falls
prevention. OWN Wellness Centre programs can potentially be extended to meet an
additional  need  for  provision  of  a  ‘step-down’  maintenance  program  for  those  who  have  
attended a short-term targeted program, such as Stepping On or Heart Moves, conducted
through other government funded agencies, to ensure that the benefits gained through those
programs  are  not  lost.  Before  an  extension  to  OWN’s  programs  can  be  considered,  further  
research and action is required.
It is therefore recommended that the NSW Ministry of Health fund further research, to:


Investigate the way in which OWN NSW Wellness Centre programs contribute
positively to preventing falls and to the health and well-being of participants.



Explore the benefits of conducting gender-specific falls-prevention exercise classes
for  older  women  through  the  Older  Women’s  Network  of  Wellness  Centres,  with  a  
particular focus on whether and how the classes, being gender specific and in that
more inclusive setting, impact on motivation, continuity, sustainability and
effectiveness for women attending the classes.



Assuming a benefit in having gender specific classes within a more inclusive setting,
explore  ways  in  which  the  Older  Women’s  Network  might  effectively  implement  a  
wider programme of exercise classes, and its capacity for doing so.



Explore potential partnerships and referral networks with organisations providing
similar falls prevention programs, for the mutual benefit of both organisations (through
extending resourcing for OWN, and by providing step down programming for other
organisations).

At the same time, OWN NSW needs to:


Ensure that data is routinely collected from current and future members on their
demographic and health status, including their falls history.



Develop outcome measures to build an evidence base for the OWN NSW Wellness
Program.
Identify specific service gaps that OWN Wellness programs could address, to assist
with funding bids and/or to inform marketing and promotional approaches.




Investigate a range of additional funding opportunities, including partnerships with
other funded programs, to resource existing Wellness Centres.
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Introduction
The  Older  Women’s  Network  (OWN),  over  the  past  20  years,  has  established  a  number  of  
Groups and Wellness Centres that encourage and make it possible for older women in their
communities to access and participate in a range of social, educational, physical and
intellectual activities. The Statewide NSW Women’s  Health  Network  has  been  active in
promoting falls prevention measures, especially exercise programs, for older women. These
two groups came together in mid-2012 to work on developing a three-year program of
research, beginning with a scoping study to be undertaken in 2012-13, that would explore
the potential of OWN Wellness Centres as a suitable site for extended falls prevention
programs for older women. This report is a report from the Year 1 scoping study. The
proposal for the follow on research, for years 2 and 3, is attached (Appendix 6).

Aims and objectives for the scoping study
The overall goal for the first year of the project, in 2012-13, was to undertake a scoping
study of membership, management, and activities in OWN Wellness Centres, supported by
a review of the literature on falls prevention. The project was initiated, conceptualised and
designed to support further research into the ways in which activities such as those
provided  through  the  the  Older  Women’s  Network  (OWN)  Wellness  Centres  contribute  to  the  
physical and general wellbeing of those participating in them, with a particular focus on the
prevention of falls in older women. Specific questions that guided the review of literature and
data collection were:
1. Is the opportunity to participate in gender specific physical activities designed
specifically for older women an incentive for them to join and remain in OWN
Wellness Programs over time?
2. In what ways does this contribute positively to preventing falls in this group and to
enhancing their social connectedness and general wellbeing?
3. To identify the activities that contribute to improved health outcomes of participants
with a focus on falls prevention.
4. To identify areas of improvement / new activities that would enable the Wellness
Centres to increase impact on health outcomes / falls prevention.
The report is presented in two sections: Section 1 reviews and analyses the relevant
literature, and Section 2 reviews the operation of the OWN Wellness Centres and their
activity and falls prevention programs.
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Section  1:  The  Literature
An  ageing  population,  and  the  feminisation  of  ageing  
In 1950, less than 1 per cent of the global population was over 80 years old. By 2010 this
age group had increased to around 4 per cent and by 2050 it is expected to increase to
nearly 10 per cent (OECD 2011). Life expectancy in Australia also has increased. Over the
three decades since 1972 there have been 7.6 extra years added to the expectancy at age
50 of Australian men, and 6.4 years to that of 50 year old Australian women. Around one in
seven Australians is now aged 65 years or over. It is projected that by 2056, between 23 and
25 per cent, or one in four of the Australian population will be 65 years or older (NSW
Department of Health 2011). Older age groups experience a higher prevalence of chronic
illness with associated disability and it is predicted that the incidence of disability among
older Australians will increase over the next three decades, as their numbers increase (ABS
2011).
Women live longer than men and almost everywhere in the world this is reflected in higher
ratios of women versus men in older age groups. The ageing of the female population will
have a significant impact on the Australian health system. Older women experience much
higher rates of profound or severe disability, notably dementia and musculoskeletal
diseases, than males of the same age (52 in 100,000 compared to 34 per 100,000 for men).
Increasing poor health and disability among older women translates into a stronger demand
for Medicare services, with per capita usage peaking in the 75 to 84 year age group. During
2008 to 2009, of the 171.6 million Medicare services accessed by women, the majority (on a
per capita basis) were for women in the 55 years and older age group. Actual Medicare
services usage peaks in the more numerous 55 to 64 year age group at a total of 25,709,943
services (Department of Health and Ageing 2010, p.32).
Gender results in a different old age experience for women and men. The way in which older
women are viewed by wider society, where they are often marginalised or regarded as
‘socially  invisible’, also  affects  women’s  experience  of  the  ageing  process  (Department  of  
Health and Ageing 2010). The World Health Organisation (WHO) directed our attention to
the feminisation of ageing (WHO 2002, p.39) because of the very significant gender issues
which impact on healthy and active ageing. Specifically, WHO noted that women:


Live longer but are also more likely to experience domestic violence, discrimination in
access to education, income, food, meaningful work, health care, inheritances, social
security and political power



Are more likely to be poor and suffer disabilities in older age



Are more likely to live to very old age when disabilities and multiple health problems
occur.

Women, more than men, report being concerned about their dependence on others and
inability to care for themselves in old age (Department of Health and Ageing 2010, p.64).
Results  from  the  Australian  Longitudinal  Study  on  Women’s  Health  have  suggested  that  
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widowed women, in particular, have broad needs for practical help and advice. These are
not restricted to the experience of bereavement and loss, but include also the challenges of
daily life related to their health, financial and social circumstances (Department of Health and
Ageing 2010, p.64).

Frameworks  for  healthy  ageing
‘Population  ageing  is  a  triumph  of  humanity  but  also  a  challenge’  (WHO  2007,  p.3).  The  
intersection of these factors, the ageing of the population, the feminisation of ageing and the
increasing burden on health services has generated discussion about priorities and new and
innovative ways of thinking about the provision of health services and of health promotion.
Over the past decade there has been a shift in thinking and in policy documents from a
position that assumes the health of older people is an individual medical problem to seeing
the health and wellbeing of older people as a social and public policy issue. In addition, there
has been a widespread recognition that ageism and sexism are systemic barriers that can
be challenged, that gender equity is important, that a life course approach to healthcare is
what is needed, and that this can be achieved through the adoption of an active ageing
framework.

Gender mainstreaming in health care
Gender equity as an issue and an objective is not new. It has been championed by the
WHO, the United Nations (UN) and the European Union (EU) (WHO 2001). The WHO has
argued that mainstreaming gender in health is the most effective strategy to achieve gender
equity. It is a strategy that promotes the integration of gender concerns into the formulation,
monitoring and analysis of policies, programs and projects, with the objective of ensuring
that both women and men achieve the highest health status (WHO 2001 Principles).
Genuine gender equity requires gender sensitivity in its application and health services for
women  that  adopt  this  initiative  are  likely  to  have  the  following  characteristics  (Women’s  
Centre for Health Matters [ACT] 2009, pp.6-7):


Offer choices to women about type of service and who provides it



Opportunities to be actively involved in their own care



Treat women with respect



Provide  access  to  professional  staff  who  have  qualifications  in  women’s  health  and  /  
or are trained to understand impact of gender on health



Culturally sensitive



Use a life course approach in service planning



Adapts  to  the  social  realities  of  women’s  lives



Holistic, individual approach to service delivery



Have  ‘women  only  space’
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Services are community based and accessible



Pathways are easy to navigate



Secure funding base.1

Moser and Moser (2005) highlight the shift in policy approaches to women and believe the
final shift to integration acknowledges the different life courses and impacts of development
policies on men and women. It recognises that gender is not merely biologically defined but
is a social construct that varies according to time, place and local circumstances – so to
respond  to  this  broader  understanding,  ‘integration’  seeks  to  incorporate  gender  
perspectives into the mainstream policies and programs, recognizing that both men and
women will ultimately gain from an approach that addresses their concerns in a
comprehensive manner.

A life course approach to health care
While there is acknowledgement for the potential for empowerment from a life course
approach, there is also criticism of its limitations. Gullette (2004, p.11) has argued that
The prevailing discourse of aging in present day Western culture is one of inevitable and
irreversible  decline…we  accept  and  internalize  an  age-as-decline discourse to such an extent
that it colours our expectations of the future, our view of others, our explanatory systems and
then  our  retrospective  judgements…The  decline  narrative  must  be  understood  with  respect  to  
its counterpart, the progress narrative, which depicts aging in terms of growth and progress,
occurring before the onset of decline.

In an early report for OWN, Adamson (1993, p.1) began by writing:
There  is  obvious  dilemma  for  us  as  members  of  the  Older  Women’s  Network  in  drawing  
attention to the health needs of older women. On the one hand it is clear that it is in our best
interests  to  explore  the  state  of  our  health  and  wellbeing…On  the  other  hand,  drawing  
attention  to  the  health  needs  of  the  ‘older  woman’  runs  the  risk  of  further  marking  us  out  as  a  
homogenous group in society – a group beset by ill health, similar in outlook and
circumstances, a current drain on health resources and a growing threat to an overloaded
health system – a demographic time bomb waiting to go off.

In reviewing both National and State policy initiatives around  women’s  health  we  can  see  
that  governments  have  acknowledged  that  women’s  health  needs  differ  according  to  their  life  
stage  (Department  of  Health  and  Ageing  2010,  p.9).  One  might  expect  this  ‘life  course  
approach’  would  impact  on  the  way  that  older  women are seen within the context of health,
yet  older  women  have  not  been  identified  as  a  priority  population  in  the  NSW  Women’s  
Health Framework for 2013 (NSW Ministry of Health 2013). This framework identifies the
priority populations as:

1



Aboriginal Women



Women from culturally and linguistically diverse communities, migrant and refugee
women

Parallel concerns would apply to the development of appropriate health services for men.
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Women who are socially and economically disadvantaged



Women with disability



Women who are primary or secondary carers for other people



Women who experience violence (sexual, domestic and family violence)



Women living in rural and remote areas



Lesbian, bisexual, trans-gender and inter-gender women.

While each of these priority groups intersects with ageing as a matter of concern, we would
argue that the level of demand older women place on health care services illustrates the
need to include older women also as a priority population, as a matter of urgency.

Active ageing
The Active Ageing Framework recommended by WHO (2007) promotes a public policy
approach that is designed to enhance the health, participation and security of older people
by taking into account the determinants that impact on health and active ageing. The
framework champions the notion of active participation involving moderate physical activity
and the maintenance of social connection and inclusion, leading to retention of health and
independence (WHO 2002, p.12). Important elements include:


Autonomy



Independence



Quality of Life – from  the  ‘individual’s  perspective’



Healthy life expectancy



‘Age  friendly  environments  and  intergenerational  solidarity’,  and



Supportive environments that make healthy choices the easy choices.

This framework is underpinned with an awareness of the devastating impact on health and
social wellbeing of discrimination and social exclusion of older people based on age, gender
and  culture  (WHO  2007).  It  provides  a  basis  for  a  ‘proactive  and  flexible  public  health  policy  
grounded in the principles of health promotion and disease prevention' (p.35).
Older Australians identified to the Australian Government the needs and concerns that were
important to them (COTA 2012). These were to


Be seen as valuable and active citizens



Stay at home in their local community for as long as possible and preferably until
their death



Remain living independently for as long as possible



Easily access services as needed



Have access to good information
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Have choice about their services and support and far greater control of their lives



Have  access  to  services  that  can  cater  for  diversity  and  don’t  discriminate  against
individuals.

The NSW Government subsequently released its NSW 2021 Goals which included an
objective to increase opportunities for seniors in NSW to fully participate in community life
(NSW Government, 2012) and to experience the benefits of living longer. Their vision for
ageing reiterates the points made by WHO and COTA, with their emphasis on autonomy,
independence, and having a valued role in society.
WHO (2002, pp.45-55) makes particular recommendations to governments for ways of
encouraging people to be active as they age:


Set gender specific measurable targets for improvements in health status



Offer culturally appropriate, population based information and guidelines on physical
activity



Offer an affordable opportunity



Support peer leaders, groups that promote regular moderate physical activity for
people as they age



Promote positive mental health



Promote partnerships and quality care



Recognise the values of volunteers (participation) and expand opportunities



Reduce  inequities  in  women’s  participation.

The question is how to turn these recommendations into viable and effective actions. One
way forward is to build the capacity of existing community based organisations, through
providing government support, funding and infrastructure. OWN already provides support
and services to older women and plays an important role in the implementation of policies, in
line with those outlined above, that are designed to promote active and healthy ageing for
women.

Falls  and  falls  prevention:  a  public  policy  issue
One of the greatest public policy challenges for an ageing population is falls prevention
(WHO 2007). Falls are a major cause of harm to older people and fall-related injuries impose
a substantial burden on the health care and aged care systems. In Australia, almost 85,000
people over 65 were hospitalized after a fall in 2009-10, with those admitted spending an
average of 15.5 days in hospital (Browne 2013). In 2011, 1530 people aged over 75 died
from falls – more than the 1290 people of all ages who died that year from road trauma
(ABS, cited by Adele Horin, 2013). No other single injury cause costs the health system
more than injuries resulting from falls. In 2006-7, for example, the total cost of health care
associated with fall injuries in older people was estimated at $558.5 million (NSW
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Department of Health 2011). Women are overrepresented among those injured by falls,
comprising 69 per cent of hospitalised cases.
The burden from fall related harm among older people is expected to grow as our population
ages. In Australia, there were 5,000 more hospitalisations for falls in 2009-10 than in the
previous 12 months (AIHW 2013). Falls will increasingly add to the burden of care, as many
of those who sustain falls require additional support services post hospitalisation. The
consequence of a fall for an older person is often that her economic viability and
independence is threatened, and she often becomes isolated through fear of further injury.
Falls are a social problem and a public health issue with huge personal and public costs.
Yet this issue receives little public recognition or interest (compare, for example, the public
attention given to road trauma, obesity, or drug abuse). Ageism and sexism are implicated in
this lack of recognition – as noted earlier,  older  people  remain  ‘invisible’  and  their  wellbeing  
is simply not of interest until it is your mother, or indeed, yourself.
Falls in older people are not purely random events; they can be predicted by assessing a
number of risk factors, and therefore are preventable. Work on prevention, however, has
suffered  as  a  result  of  falls  being  viewed  as  ‘accidents’  rather  than  as  predictable  and  
preventable events (WHO 2002).
The cost burden of falls means that governments and policy makers are now looking for
effective responses and ways forward. In light of the burden on the health and aged care
system and the impact on healthy ageing caused by injuries resulting from falls, the NSW
Department of Health (2011) developed the Prevention of falls and harm from falls among
older people: 2011-2015 policy. This document describes the actions that NSW Health,
including Local Health Districts and the Ambulance Service, will undertake between 2011 to
2015 to support prevention of falls and fall-related harm among older people.
Nine areas of action for NSW Health are described in this policy. These are:
1. Provide, or arrange for, screening, assessment and management of falls risk factors
among older people presenting to NSW Health services following a fall, or at high risk
of falls, in accordance with best practice guidelines.
2. Minimise the risk of falls occurring within NSW Health facilities, and minimise the risk
of injury should a fall occur, by implementing the recommendations from best
practice guidelines for falls prevention.
3. Implement best practice in management of falls risk for older people residing in NSW
Health residential aged care services (such as multi-purpose services and State
Government Residential Aged Care Facilities).
4. Support provision of appropriate exercise programs for older people at risk of falls
and promote uptake of these programs.
5. Provide older people and their families and carers with information about action they
can take to reduce the risk of falls and injury from falls.
6. Support healthy, active ageing by continuing support for healthy lifestyles and for
effective management of chronic disease.
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7. Consider and respond to specific information and service needs of special groups
within the population, including Aboriginal people, people from Culturally and
Linguistically Diverse backgrounds, people experiencing socio-economic
disadvantage, people living in remote areas, people with cognitive impairment,
people with a disability and people living in residential aged care facilities.
8. Identify opportunities to promote best practice in falls prevention within external
organisations and external providers of health and aged care.
9. Support the conduct and dissemination of research to advance falls prevention policy
and practice. (NSW Department of Health 2011, pp.1-2, emphasis added).
A Cochrane review of programs led to the conclusion that a population-based approach to
the prevention of falls related injury is effective and can form the basis of public health
practice (ACSQHC 2009). Intervention for falls prevention, therefore, might occur at multiple
levels, from government institution of policy changes and support programs, for example in
supporting testing for osteoporosis or checking safety in homes where older people reside,
to exercise and related programs rolled out at community and group level (with government
support), to intervention at the personal level through the aged care and medical systems.
The value of community based programs, especially the WHO (2010) approach, means that
opportunities for participation are more available and sustainable. Additionally, they imply a
shared responsibility for health, safety and wellbeing of individuals across the life course.
Local leadership is critical, however (Hall et al. 2010, p.64). This is demonstrated by recent
evidence based guidance produced by NICE (2013) which is concerned with cost effective
action to prevent diseases and with the promotion of good health. For example, local
government has a role in encouraging people to be more physically active by ensuring safe
spaces, with appropriate signage and transport, for incidental and planned physical activity
that is inclusive of pedestrians and cyclists, children and young people (NICE 2013).
The situation with regard to falls, as reviewed from the literature, is summarised in Figure 1.
The review then takes up the issue of what programs, methods and resources, delivered at a
community level, contribute to healthy ageing and falls prevention.

Figure 1 The context of falls prevention
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Falls  prevention  programs
The research demonstrates that exercise programs, particularly programs that concentrate
on balance and strengthening exercises can be useful in preventing falls, as well as in
convalescence, recuperation and regaining health after a fall. As a consequence, a variety of
exercise programs designated as falls prevention programs have been initiated and
evaluated. This section examines the research findings regarding the effectiveness of some
of these programs.
These programs might be targeted or non-targeted (community based) programs. Targeted
programs are generally stand-alone falls prevention interventions designed specifically for
those identified as being at risk of falls. Non-targeted falls prevention programs are those
that are a component of a multifaceted programme; they can be conducted in a group setting
(such as Tai Chi) or individually prescribed at home (e.g., the Otago Exercise Programme,
OEP).
Heesch, Byles, and Brown (2008, p.421) suggest:
Multi-factorial strategies are required to reduce the risk of falls. Physical activity is central to
most programs designed to reduce the risk of falls and may work through the improvement of
strength and balance and through other physiological and psychological pathways.

The type, circumstances and variety in delivery of exercises for an older population may be
significant with respect to the effect each program has on participants initiating and
continuing with exercise regimes that will contribute to falls prevention, as well as to their
health and well-being more generally.

Targeted programs
Targeted programs are for those individuals identified as being at risk of falls. Stepping On is
one such program. It emphasises behaviour change to prevent falls. The program includes
sessions on risk appraisal, exercise, identifying home hazards, strategies for moving around
the local community, safe footwear, vision as a risk factor for falls etc. A booster session is
held after 3 months (ACSQHC 2009, p.26).
The Otago Exercise Program (OEP) is another targeted program that was designed by the
Falls Prevention Research Group at the University of Otago Medical School in New Zealand.
The OEP consists of a series of progressive leg-strengthening and balance-retraining
exercises and a walking plan. The program is individualised. It involves four home visits over
the first two months, a home visit at 6 months and a telephone call every month between
visits, concluding with a final home visit at 12 months. There is strong evidence to support
use of the OEP to prevent falls in those aged 80 years and older who are living
independently in the community and who have had a fall or been assessed as at risk of a
fall. The program relates to every day functional activities, and focuses on the key falls risk
factors of strength and balance. Because of the extended period of time that support is given
it is anticipated that participants will continue with the exercise regimes (Queensland Health
2013). It has been demonstrated that the Otago exercise program is feasible and safe for
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older people to undertake at home. It was found to produce a 35 per cent reduction in falls
and falls related injury (Sherrington et al. 2008, p.2241).
When exercise programs are offered over a time-limited period, the intention is that
participants will continue the regimes learned at the conclusion of the program. There is
evidence to suggest,  however,  that  participants’  engagement  in  exercise  ‘drops  off’  once  the  
program is finished (ACSQHC 2009).

Non-targeted (community-based) programs
Increasingly, non-targeted exercise programs are being promoted which encourage
participation on the basis of promoting both health and falls prevention. Hall et al. (2010,
p.63) found that exercising in community-based groups with an egalitarian and accepting
attitude is beneficial both for individuals and the communities in which they reside through
creating a healthy and united community and a safe environment – a finding supported also
by WHO (2010).
Tai Chi has gained popularity and has generally been shown to be effective as a communitybased falls prevention program (Sherrington et al. 2008). Overall across six trials, Tai Chi
classes were found to reduce risk of falling, but they were less effective in trials where
participants at higher risk of falling were selected  (Gillespie  et  al.  2012).  ‘Dosage’  and  
continuity is important in determining a benefit, with two hours/week on a continuing basis
being considered necessary to maintain adequate fitness (Hall et al. 2010).
The PALN program (Hall et al. 2010), based on Tai Chi, was delivered through trained
community volunteers, which lowered costs and embedded the program in the community.
Positive group dynamics contributed to social interaction and a supportive environment.
Benefits of the program, although targeting falls prevention, included improved health and
other benefits for participants, leaders, and their communities. The disseminated and
devolved nature of the program was one of its strengths, enabling it to be integrated into the
community and for leaders to shape and modify their teaching in responsive but considered
ways. The program needed ongoing administrative support, ongoing training for leaders, and
support for their network. Skilled and consistent support by the Falls Team was necessary to
adequately manage issues such as risk and coherence in program delivery.
Choose health: be active, a physical guide for older Australians (Department  of  Veteran’s  
Affairs 2005), encourages older people to build 30 minutes of simple and fun physical activity
into each day to maintain health and wellbeing, including prevention of falls. The publication,
Don’t  fall  for  it:  falls  can  be  prevented (Department of Health and Ageing 2011) is a more
specific guide to preventing falls for older people that offers and illustrates seven main
messages:
1. Healthy ageing involves physical activity, healthy eating and a little sunshine.
2. Keep actively involved with friends, family and the community. The more you do, the
more you can do.
3. Be sensible, and recognise your limitations. Do things  safely  and  don’t  be  too  proud  
to ask for help.
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4. Manage your health problems and medicines well. Speak to your doctor about how
you can do this together.
5. Make your home and its surroundings as safe as possible.
6. Have a plan of how to get help in an emergency.
7. Take steps to minimise any harm done in the event of a fall.
Entering  into  a  lifelong  process  to  achieve  ‘active  ageing’  is  a  challenge  for  most  but  
particularly for those with limited income, access, and motivation. For older women, their
own or the  society’s  attitudes  to  ageing  can  prevent  participation  in  falls  prevention  
programs. In this context the Global recommendations on physical activity for health (WHO
2010, p.16) recommends levels of physical activity for health across the life course that are
accessible  and  inclusive.  The  population  is  divided  into  three  age  groups  but  a  ‘fluid’  
approach is built into the levels of exercise. Importantly, the physical activities recommended
are relevant for a range of health issues:


Cardio respiratory health (coronary heart disease, hypertension etc)



Metabolic health (diabetes, obesity)



Musculoskeletal health ( bone density, osteoporosis)



Functional health including prevention of falls



Depression



Cancer (breast and colon).

The physical activity regime recommended for the older age group includes walking,
gardening, household chores, e.g., vacuuming and sweeping, games and planned exercises
in the context of daily, family and community activities. More can be taken on if individuals
are capable. WHO recommends that those aged 65 years and above should achieve at least
150 minutes of moderate-intensity aerobic physical activity each week. The implications of
these recommendations, like those of the Australian Government publications described
above, are that exercise regimes are available among the activities of daily life, and will be
effective for improved health outcomes. Encouraging the continuation of these activities into
later life, as a policy initiative, will have considerable health and related outcomes.

Effectiveness of falls prevention programs
The evidence is that
Exercise programs can prevent falls when they are aimed at the general community, as well
as when targeted at people who have increased risk of falls. Greater relative reductions in
falls rates have occurred in studies with broader inclusion criteria than in studies that only
included people at high risk of falls. This provides support for a population based approach to
falls  prevention  with  appropriate  exercise  programs…  To  be  effective, exercise programs
need to have a component that challenges balance and have a higher total dose of exercise.
There is also evidence that detraining occurs and benefits are lost when exercise programs
finish, so a maintenance component is important when planning an exercise program.
(ACSQHC 2009 p.23, emphasis added)
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Both targeted and non-targeted programs are needed, particularly responsive community
based programs (Figure 2). The challenge for governments, care professionals and older
people themselves, once exercise is initiated, is to ensure that continuity in any exercise
regime is maintained. Research conducted across six European countries by Yardley et al.
(2006, p.2) indicated that improved uptake and retention are gained when people are
motivated to participate in strength and balance training for perceived benefits such as
improved health, mood and independence (i.e., not just physical benefits). Continued
participation in the program was also encouraged by a personal invitation from a friend,
health practitioner or family member. The potential role of gender specificity and sensitivity
as a motivator for initiation and maintenance of involvement in exercise, along with the
impact of exercise being set within a broader social and community context, is of particular
interest to OWN.

Figure 2 Falls prevention programs

The issue of gender and age sensitivity
While physical exercise programs may be the same irrespective of gender, research
indicates that in order to engage women and then retain them in exercise programs, gender
and age are relevant determinants.
Women respond differently to exercise motivators than men, with women favouring noncompetitive activities (Hanlon et.al 2010). Focus groups were conducted in Victoria, Australia
with 60 participants from eight successful physical activity programs that had high levels of
recruitment and retention of participants for more than three years. Factors they found to be
relevant to attracting and sustaining women in these programs were:
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Access to an activity that is not demanding in terms of personal time and of cost or
equipment



Opportunity to influence the physical activity programs



Positive and supportive attitude of trainers



Social aspect of the programs



Sensitive to the specific needs of women a) with caring responsibilities and b) variety
of activities to suit participants skills and interests



Acceptable environments; that is, scenic and safe for outdoor programs, and clean
and comfortable with changing rooms for indoor activities.

Further insight into the effect of women only programs is obtained from research by Segar et
al. (2002). This research trialled a six session cognitive-behavioural program with long-term
follow-up for 80 women, who had an average age of 45 years (range 30–59 years). Most did
not have caring responsibilities and were in a relatively high income bracket ($40,000+ per
year; range $39–70,000). The successful outcome of this trial indicates that specific
programming to suit the needs and interests of the target group, i.e., mid-aged women, was
important. The researchers conclude that tailoring interventions by gender may be useful
because of key gender-related psychological variables that impact on physical behaviour.
They  suggest:  ‘It  is  important  for  people  to  understand  the constraints on their behaviour in a
broader  social  context  before  they  develop  strategies  for  changing  it’  (Segar  et  al  2002,  p.4).  
For women aged 65 and over, regular scheduling, accessibility, and affordability were key
program conveniences. Additionally, the social support elements of their leisure activities
were more important for older women than for younger women or for men, reflecting older
women’s  distinct  lifestyle  priority  of  maintaining  social  connectedness  in  later  life  (Hanlon  et  
al. 2010).
Age and sex discrimination are unavoidable life course experiences for most women. A life
course approach has gained precedence over the past 20 years or so because of its
usefulness in identifying the effect of social determinants for health and active ageing.
Gullette  (1997,  p.201)  warned  against  a  science,  or  policy,  ‘which  only  holds  good  when  its  
subjects  stand  still’.  Gullette  was  concerned  that  models  are  not  imposed  which  limit  
expectations and individual expression. The NSW Ministry of Health’s (2013, p.18) falls
prevention plan recognises that older women respond negatively to attitudes that contribute
to feelings of disempowerment. Respect and empowerment are recognised as key to
providing a person-centred focus. The Australian Government takes a similar position in the
National  Women’s  Health  Policy,  stating  that  ‘Effective  policies  and  programs  are  those  
developed in ways that incorporate the views and aspirations of the women who will be
affected  by  them’  (Department  of  Health  and  Ageing  2010,  p.106). This recognition urgently
needs to be effectively translated into policy and practice.
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A  role  for  OWN?
With an ageing population and a shrinking fiscal environment, active, healthy ageing and
related issues such as falls prevention become paramount. Government policy frameworks
are developing in order to recognise gender equity in health and ageing in order to reduce
costs to the State and maximise independent and healthy living amongst its older community
members. Hand in hand with the above, comes the need to have robust monitoring and
outcome measurements in order to ensure best practice models receive the investment they
need to continue.
A consequent research objective for OWN Wellness programs is to assess if having
community-based and initiated older women only activities is an incentive for older women to
join and remain in the programs over time. Assessing the effectiveness of these programs
for  the  prevention  of  falls  and  to  enhancing  participants’  social  connectedness  and  general  
well-being is also an objective of this research. We now move on to explore initial data
relating to the effectiveness of and potential for OWN to meet these objectives, through a
discussion and analysis of the findings from the scoping study of the 6 Wellness Centres.
Figure 3 provides a model of the logic by which OWN might be seen to have a particular role
in contributing to falls prevention among older women.
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Figure  3  Falls,  falls  prevention,  and  the  potential  role  of  the  Older  Women’s  Network  through  their Wellness Centres

Section  2:  The  OWN  Wellness  Centres  as  a  site  for  falls  
prevention
This section of the report reviews the governance, principles, membership, and activities of
the OWN Wellness Centres with a focus on their falls prevention programs, in order to
further explore the aims and objectives of the scoping study (p. 5).

Data sources for Section 2
1. A review of documentation for each Wellness Centre, to ascertain the range of
activities offered, attendance patterns (frequency, longevity) for those activities and
to collect information about how those activities fit within the broader organisation
and philosophy of the Centre and OWN.
2. Interviews with the Manager/Coordinator of each of the Wellness Centres focusing
on the activities provided, the attendance patterns, barriers and facilitators to
participation and their understanding of how best to organise, promote and provide
activities for older women. (6 interviews, involving 10 interviewees plus follow up
emails and phone calls for clarification and updates)
3. Observation of the facilities and activities provided through the Centres, including
informal interaction with women using the facilities. (Observations were undertaken
at 3 of the Wellness Centres: Illawarra, Northside and Bankstown)
4. Interviews with trainers at Illawarra (2) Sutherland (2) and Bankstown (2)
5. Informal discussions were held with participants whenever the researchers visited the
Wellness Centres. In total 25 women gave their views about the benefits of the
Wellness Centre and their reasons for participating.
6. A focus group with 10 participants (the Coordinator and 9 members) was held at the
Illawarra Wellness Centre
7. Observation of two exercise groups run by other agencies
8. Interviews with a research physiotherapist/Education Officer, Council On The
Aging/Executive  Officer,  Women’s  Health  NSW  and  3  members  of  the  NSW  Falls  
Prevention Network
9. Interviews (3) with members of the OWN NSW Management Team.
10. Attendance and observation at the OWN NSW quarterly meeting, 2 Wellness
Coordination meetings and the annual open day at Bankstown Wellness Centre.
11. Interviews with the coordinator of Penrith OWN and the retired coordinator of
Northside Wellness Centre.
12. Interviews with staff of OWN NSW.
Ethics approval for this part of the study was granted through the University of Western
Sydney Human Research Ethics Committee, Approval Number H7339.
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The  Older  Women’s  Network  (OWN)
There is a high level of interest in falls prevention in the context of an ageing population, as
one aspect of a concern to ensure that health is sustained across the life course, including
well  into  later  life.  In  this  context  the  Older  Women’s  Network  (OWN)  Wellness  model  
became a focus of special interest to NSW Health in terms of the possible incentive the
gender sensitive environment contributes to older women joining and remaining in programs
that promote health, including prevention of falls.
The  Older  Women’s  Network  was  established  in  1991,  with  OWN  NSW  becoming  a  peak  
organisation in 2001 with incorporation as an association. It is a grass-roots organisation
with much of the work undertaken by member volunteers. From inception, there was an
overriding and consistent concern about the lack of appropriate, community based and
supportive services to meet the needs of older women, particularly appropriately targeted
health services. As a consequence of much hard work and lobbying, OWN established
Bankstown Wellness Centre in 1995 as a project of OWN NSW – the first Older Women's
Wellness Centre in Australia. It became the model that was used as a guide for the
establishment of five more Wellness Centres.

Governance
OWN is managed at State level by a Management Team comprising 11 members. Financial
members of OWN NSW may nominate for the OWN NSW Management Team at the Annual
General Meeting. Successful nominees are elected for a biennial period and for no more
than 6 consecutive years. Office bearers are elected by the Management Team.
Representatives of all OWN Groups are eligible to attend and vote at the OWN NSW Annual
General meeting and at quarterly meetings (OWN NSW Constitution 2011). The OWN NSW
Constitution sets out the conditions for membership including capitation fees.
Membership  to  OWN  NSW  is  open  to  any  women’s  group  that  accepts  the  rules  and  name  
of the Association as stipulated in the OWN NSW Constitution. Formal management
arrangements are established when OWN NSW auspices grants and provides a
bookkeeping and accounts service. All but the Blacktown & Districts OWN Wellness Centre
are involved in these management arrangements.
OWN NSW supports the development of OWN groups in their establishment phase and
provides ongoing support, including advice and auspice services, within the limits of the
capacity of OWN NSW. Essentially, however, OWN groups, including Wellness Centres, are
developed and sustained by local women. Figure 4 lists Centres and Groups currently
existing in NSW.
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Figure 4 Member Groups and Centres of the  Older  Women’s  Network  NSW  Inc.
All OWN groups, including the Wellness Centres, provide a report for the OWN NSW Annual
Report and an Annual Report to OWN Australia. This report provides an overview of the
activities delivered throughout the year. An Annual Report of numbers of members attending
each activity is provided to OWN NSW. This forms the basis of the calculation of the
capitation fee and is required for insurance purposes.
The Wellness Coordination Committee, with representatives from all six Centres, meets
monthly and is represented on the NSW Management team by one of its members who
provides liaison between the two management groups (Figure 5).

Figure 5 OWN Wellness representation on the OWN NSW Management Team
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OWN NSW is partially funded by the Office of Ageing with funding tied to an agreed
workplan carried out by the OWN NSW coordinator. This funding, and the auspice fees
charged to all OWN groups who use this service, contribute to the part-time position of the
administrator/ bookkeeper employed by OWN NSW. Most of the work of that sustains the
organisation is done, unpaid, by volunteers.
Appendix 1 provides an overview of the Membership and Funding arrangements for
individuals, Groups, and Wellness Centres for OWN NSW, as part of OWN Australia.

The  Own  Wellness  Centres
Background and principles
The OWN Wellness Centre program was established following the report Wellbeing: for and
by older women (Adamson 1993). The report reviewed:


Barriers to access to health services for women over 60



Barriers to independent living and pursuit of optimal healthy lifestyles



Barriers to participation in health services and decision making, and



Barriers  to  older  women’s  self-advocacy within the health system.

The women who initiated the OWN Wellness program in response to this report, as well as
those who have developed further Centres, were far sighted, well networked, strategic
and innovative (e.g., Appendix 2). These women had long histories of activism in the
women's movement, the trade union movement, and in political parties, and of working
towards social justice and social change, affording them knowledge and skills that could be
applied very effectively in setting up the Wellness Centres to ensure the Centres were
sustainable and community based to meet the specific needs of older women.
The  Wellness  Centres  were  based  on  a  ‘do  it  yourself’  model in which older women were
encouraged  to  be  ‘opinion  leaders’  and  take  control  of  their  lives  as  much  as  possible.  Key  
principles in adult learning guided their establishment and programs. This approach focused
on local older women consulting with other local older women about what they needed in
order to maintain a sense of wellness and manage the pressures of their lives (Adamson
1997).
An  early  report  identified  the  Older  Women’s  Network  as  a  health  ‘service’  so  that  the  ‘voice  
and profile of older woman  could  be  raised’  (Adamson  1993).  It  was  envisaged  from  the  
outset that an OWN Wellness Centre would undertake a range of activities including
advocating on behalf of older women, providing health information and support services, and
working as educators and models for older women in partnership with health promotion
initiatives. OWN Wellness principles provide older women with a different model of attaining
health and wellbeing, based on the OWN Wellness Model (Figure 6), through providing a
range of activities designed to meet the varied physical, emotional, spiritual, social and
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intellectual health needs of older women. This innovative and cost-effective health promotion
model, in contrast to a medical model, takes a holistic approach to health.

Figure 6 OWN Wellness Model
OWN’s  strong  interest  in  health  was  influenced  by  Benton  and  Russell’s  (1991)  publication:  
Older  women  and  women’s  health  centres:  a  report  of  feminist  research  (Cora 2010).
Feminism and health were further explored by OWN at their Older Women, Feminism and
Health Conference in 1992. Margaret Sargent, speaking at the conference in 1992,
observed:
Our  society  is  organised  in  such  a  way  that  women’s  economic  and  political  power  is  less  
than  men’s.  Accordingly  women,  like  other  subordinate groups, have relatively greater health
disorder, but their access to services has been limited and shaped by: (1) the ways in which
older  women  are  popularly  perceived  and  devalued;;  and  (2)  the  ‘takeover’  of  their  bodies  by  
the medical profession.

While feminism influenced their development, the decision to operate the Wellness Centres
for women only was also based on an understanding of the limited opportunities available to
older women to find activities that suited them, or to get the help they needed to sustain any
of the lifestyle changes they might need to make (Adamson 1997, p.27). The benefits of
regular exercising was identified as important in this context and has remained central to the
OWN Wellness model.
The feminist influences in OWN are consistent with an understanding of the social
determinants of health which underpin the Wellness programs. The following statement
occurs in the OWN Wellness Policy and Procedure Manual (2011, p.6):
OWN Wellness acknowledges that health is a multi-dimensional concept that transcends the
mere  absence  of  illness.  There  are  many  factors  impacting  on  an  older  woman’s  health  and  
wellbeing: gender, cultural background/ language, domestic violence, employment history/
income, social status, access to social networks, education/ literacy, housing/ environment,
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early life experiences and genetics, access to nutritious food, individual behaviours and
lifestyle factors and access to appropriate and effective primary health care.

OWN Wellness Centres also aim to provide:


an inclusive and welcoming environment for older women from all cultures:



a variety of choices/activities for healthy living informed by the Wellness Model and an
acknowledgement of the social determinants of health:



flexible, drop-in attendance:



an opportunity to learn from peers as well as from health professionals of issues affecting
women at an older age



a non-competitive environment where older women can have fun and support one
another



a cost-effective and affordable opportunity to participate in programs



a holistic approach to health (OWN Wellness Policies & Procedures 2011, p.6).

Management and organisation
Consistent with the model of Wellness developed by OWN in the early 1990s the Centres
are all run by and for older women, with each Centre being autonomous in all regards other
than financial administration. Each Centre has a Coordinator (all volunteers other than at
Bankstown) and a voluntary management team. Volunteer management teams are at the
core of Centre activities. They organise the activities, the newsletters and venues and
administer the collection of fees. In addition to the above, and most importantly, they are
very much part of the weekly welcome and support offered to each participant.
The Wellness coordinators meet monthly and hold an annual strategic planning day. This
arrangement, established in 1998, provides an opportunity for coordinators to share ideas
and information, to review policies and procedures and receive confirmation and support
from colleagues. A representative of OWN NSW Management Team attends the meetings
and minutes are made available to the OWN NSW Management Team.
The role of the Bankstown Coordinator is key to the success of the Wellness coordinators’  
meetings. As the only paid coordinator, the person in this position has always taken a lead
role in setting the agenda for meetings and standards for the Wellness Centres. Bankstown
Wellness is a project of OWN NSW and the coordinator is employed by OWN NSW. The
position is funded by NSW Ministry of Health.
The volunteer management team members for each Centre are older women who
understand the health and wellbeing needs of the members and so the Centres aim to be
very  responsive  to  members’  needs.  Teams  members  contribute  a  high  number  of  hours  to  
their Centres (often more than 24 hrs/week), both during the days the activities are held and
‘behind  the  scenes’,  and  their  enthusiasm  and  commitment  contribute  to  the  positive  
atmosphere of the Centres.
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Membership
The data that is collected demonstrates that, in the main, Wellness Centre Members are:


Anglo Australian but with a significant level of participation by Culturally and
Linguistically Diverse (CALD) women (Blacktown has 50%, Bankstown 17%, and
Illawarra has 10% CALD membership)



Aged between 56 and 75 (except for Northside whose members are mainly over 75)



Mostly  referred  through  a  friend’s  recommendation.

All Centre Coordinators report a high percentage of members attending more than one
activity and participating at the Wellness Centre over a number of years – some since
inception.
Some activities are more successful in attracting new members (e.g., line dancing in
Blacktown, & Districts, ukulele in the Illawarra). Attracting younger women as new members
is the major challenge identified by all Centres as a priority for action. While Blacktown &
Districts and the Illawarra Centres are growing, the need to attract younger/older women
demands urgent consideration. The issues of longer-term sustainability, of having new
members  to  ‘take  on’  management  roles, and the need to design activities that attract a
younger generation have been identified.
All Coordinators discussed past efforts to attract more women from a range of backgrounds,
for example Macedonian women in the Illawarra, Chinese at Northside, and Vietnamese in
Bankstown. In most areas, however, CALD women have access to their own community
organisations.
Aboriginal and Torres Strait (ATSI) women do not currently participate in the OWN Wellness
Program as a group, however there is an active ATSI Committee, which has been
functioning for 20 years as a project of OWN NSW. Historically there have been a number of
joint  events  (such  as  story  telling  at  La  Perouse).  Attempts  to  ‘reach  out’  to  those  
communities (e.g., by Illawarra) have been without a great deal of success.

Financial management and funding
All Wellness Centres have an annual membership fee which includes a capitation fee of
$5:50 for membership of OWN NSW. They also charge for attendance at an activity as a
contribution to the cost of trainers. Wellness Centres do their own banking of fees collected.
The OWN Wellness Centres are financially reliant on the membership and attendance fees
they charge. Funding received from the small Volunteer Grants program of the Department
of Family, Housing, Community Services and Indigenous Affairs (FaHCSIA) assists with
reimbursing volunteers for agreed expenses, training for volunteers and the purchase of
small equipment items. The OWN Wellness Centres at Blacktown, Illawarra and Sutherland
have also obtained funding from sources such as local clubs to support other activities, and
in-kind support is received from some local councils for premises including City of Sydney
and Willoughby Councils.
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OWN NSW staff provides financial and administrative support for the Wellness Centres in
the form of bookkeeping, invoicing, payment of trainers and providing financial statements.
other than for Blacktown & Districts OWN as it is incorporated and manages its own
accounts. Invoices  for  purchases  and  Trainer’s  fees  are forwarded to OWN NSW for
payment (except in the case of Blacktown & Districts OWN). Some Wellness Centres believe
that  the  fixing  of  trainers’  fees  is  a  function  of  OWN  NSW  however  other  Centres  set  the  rate  
of  the  trainers’  fee.
An OWN NSW staff member contributes 5 hours per week on finance and administrative
work for the Wellness Centre program. The splitting of financial and administrative tasks
between OWN NSW staff and the OWN NSW Wellness Centre Coordinators is currently
being reviewed in order to streamline the procedures, to ensure the process is transparent,
and the financial information up to date.
OWN NSW, as a peak organisation, provides support in the start-up period of a member
Group or Centre. The Coordinator of OWN NSW contributes to the development of
applications for the small grants program and provides information and policy updates. The
grants received help to keep the fees at an affordable level for members – an important
factor in encouraging membership.
As an Incorporated Association, OWN NSW is able to auspice grants and offer other
financial services and insurance cover for member groups. Submissions by OWN Groups
including Wellness Centres to the Department of Family, Housing, Community Services and
Indigenous Affairs (FaHCSIA) for small Volunteer Grants, therefore, are auspiced by the
peak body. The Wellness Centre Coordinators believe that being able to present their work
as part of a larger organization, namely OWN NSW, is valuable when fundraising or applying
for grants.
Local links established with other community groups, the council and local clubs additionally
lead to the provision of important support. Support and training in effective fundraising would
benefit volunteer coordinators, as ongoing attraction of funding and resources is always a
sustainability issue.

Facilities
Appropriate premises are essential and the lack of access to suitable venues is a barrier to
some OWN groups establishing new Wellness Centres. In order to run, maintain and expand
the program, appropriate venues at a low fee or free are essential. Some current Centres
such as Illawarra use venues that do not support expansion of the program.

Record keeping and reporting
Data collected by the Wellness Centres is basic, with the exception of Bankstown. All keep
records  of  member’s  name,  age,  country  of  birth  and  contact  details,  including  emergency  
details.
Bankstown and Sutherland also collect and retain information in regard to:
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Aboriginal & Torres Strait Islander (ATSI) status



GP details and health status





Where the member heard about the Centre
Income (for example, income support such as aged pension, disability)
Living arrangements (alone, with partner, family or friends).

Currently NSW Health requires the following data to be collected by Bankstown Wellness
Centre on a quarterly basis:


Details of the 4 gentle exercise classes and the 1 Tai Chi class held
o Class times and days
o Number of classes held over the quarter



Number of participants per quarter
o Number of male/female participants
o Number of GP referrals among participants

In the last evaluation report, Kicking up Autumn Leaves, Pinn et al. (2006) made a number of
recommendations about collection of further data on health outcomes in order to ensure
future support for development of the OWN Wellness Program. For various reasons,
however, these recommendations have not been implemented. Ongoing monitoring of
member’s  health  status  over  periods  of  time  would  begin  to  develop  a  better  picture  of  the  
impact of participation in wellbeing activities at the Wellness Centres.
The Grants Management Improvement Program Taskforce Report (NSW Ministry of Health
2013) has recommended that outcome monitoring, rather than activity based reporting, be
used for funding the NGO sector. Information and training in how to develop, monitor and
analyse outcomes will be required for OWN NSW Wellness Centres. Key areas targeted for
improvement in arrangements between the Department and the non-government sector
include:





Planning and prioritising
Managing, contracting and reporting
Flexible funding models, and
Across government approaches.

The above changes have already been flagged at Bankstown Wellness Centre where the
following outcome measurements will be required by NSW Health for 2013/14:




Defined strategies for health outcomes
Proof of qualitative therapeutic health outcomes
Active partnerships with other organisations who have shared health goals, and



Referral pathways with other health providers.

While work is underway for Bankstown Wellness Centre to address these reporting
requirements it will be a challenge for the remaining Wellness Centres, without paid
coordinators. There is some concern that increasing administrative requirements such as
gathering additional data, having more complex rules and procedures and more
requirements for consistency across the program may not be appropriate for the smaller
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Centres who believe their current informal approach meets the needs of members. The
current volunteer-based model of management is already stretched to capacity even though
volunteer commitment is high. Amongst an ageing cohort of members, Coordinators and
Management Teams are struggling to find members keen to take on the responsibility of
running the Centres. Nevertheless, in response to the recent requirements of the NSW
Ministry of Health for outcome measures and reporting, the Wellness Coordination meeting
in May 2013 commenced consideration of expanded data collection formats.

Key  features  of  OWN  Wellness  Centres
As has been shown above and will be further demonstrated in the next section, OWN
Wellness Centres share many features in common, but also vary in response to local
conditions and needs. Table 1 provides an overview of their structure and activities. Specific
details of management, funding, membership, facilities, and activities provided are described
for each Centre in Appendix 3.

Funding for Coordinator from NSW Ministry Health

Sydney

Sutherland

Bankstown

Northside

Illawarra

Blacktown

Table  1:  Overview  of  OWN  Wellness  Centres’  management  and  activities

x

Funding from grants e.g FaHCSIA to support volunteers

x

x

x

Other Centre sourced funding

x

x

x

x

x

Volunteer co-ordination

x

x

x

x

x

Volunteer Management

x

x

x

x

x

x

Newsletter as main means of communication

x

x

x

x

x

x

Incorporated

x

Venue provided in kind by local council

x

x

x

General health and wellbeing activities

x

x

x

x

x

x

Falls prevention activities

x

x

x

x

x

x

Social events

x

x

x

x

x

x

Ethno-specific activities

x

x

x

x

Activities run during school holidays

x

29

The  Wellness  Centre  program
Maintaining health and wellbeing in later life is recognised as a challenge especially for older
women for a variety of reasons. Especially after retirement from paid work, isolation and low
income can prevent participation in many activities. Policy objectives for achieving active and
healthy ageing are central to advanced economies experiencing ageing populations. The
literature review indicates numerous dimensions are involved in health maintenance in later
life. OWN Wellness programs are of particular interest, in this context, in part because
membership is maintained over time, the programs are community based and responsive to
participants, and because the combination of exercise and social support they provide can
be a valuable contribution to women remaining healthy, emotionally and physically
connected, yet independent.

An active ageing orientation
The literature review supports the view that multidimensional approaches are required to
meet the multidimensional challenges of healthy ageing, with maintenance of exercise for
prevention of falls being just one of those challenges. The impacts of social determinants of
health are at the heart of the OWN Wellness Model. The inclusiveness of its program is its
strength. Observation of the OWN Wellness Centre activities showed that the Centres do
provide an holistic, multidimensional program – one that reflects the needs and interests of
its current membership.
Observation of the Wellness Centre activities and interviews with Coordinators, other
volunteers and participants reveal a model of service delivery that is:


Articulate in its message that healthy options are the easiest option



Strong on active ageing and promotion of community engagement through
volunteerism and



Energetic in its delivery of the message that independence and social engagement is
possible and keenly pursued.

The range of activities provided as a base for engagement, activity and social interaction
through the Own Wellness Centres is both extensive and diverse, extending from theatre
and dance through to advocacy and support. They include, for example:


Provision of a range of healthy activities such as exercise, dance and drumming – all
provided on a drop in basis



Social events, information and discussion groups



Advocating with and on behalf of older women, including support to older Aboriginal
women seeking social justice.



Cultural activities including group outings, and a theatre group that performs satirical
songs and skits on topical issues affecting older women, to audiences large and
small
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Provision of health information and support services



Work as educators and models for older women in partnership with health promotion
initiatives.

Other OWN groups, not identified as part of the Wellness Centre network, also provide a
range  of  activities  aimed  at  improving  older  women’s  health  and  wellbeing.  For  example,  
Penrith OWN, established in 1994 and incorporated as a separate organisation, provides Tai
Chi, aqua aerobics (very popular with younger women), yoga, discussion, and social
activities; Southern Highlands provides Tai Chi; and Wollondilly does gentle exercise.
The culture and the social aspects of the program are the most positive contributing factor to
current members coming to the Wellness Centres, attending the activities and continuing to
participate over time. The programs are welcoming, fun, non-judgmental, and inclusive.
There  is  a  ‘come  whenever  you  can’  approach,  with  few  regulations  and  rules.  A  deliberate  
part of the culture is the use of inclusive and respectful language and age specific activities,
e.g.,  ‘older’  not  ‘old’;;  no  ‘dearie’  or  ‘love’.  While  the  physical  activities  are  age  and  health  
specific no one is patronised or made to feel that they cannot join in.
All OWN Wellness Coordinators report that many participants attend more than one activity
and a high percentage attend for many years. For example, 90 of the 108 (mostly widowed)
members at Blacktown have been long term, many having been there since inception a
decade ago. The programs are affordable and accessible. They are locally and community
based, which enables them to be very responsive to the needs of members. Placing
exercise and falls prevention programs within this larger context of active ageing therefore is
likely to contribute to the sustainability of participation in those programs.
The success that the OWN Wellness Centres have in connecting with particular groups of
older  women  and  maintaining  their  connection  could  be  seen  as  a  reflection  of  Gullette’s  
(2004) progress narrative – an attempt to view ageing in terms of growth and progress. The
OWN Wellness Centres seem to be able to tap into the potential that older women have.
This is evident for example, in the number of widows who access the Centres. For many
women widowhood  is  a  transitory  period,  from  ‘wife’  to  that  of  single  older  woman,  providing  
them with the opportunities for development and re-establishment within their particular
communities (Feldman, Byles & Beaumont 2000).

Exercise/falls prevention programs
All Wellness Centres provide at least one activity that meets the NSW Ministry of Health
criteria for inclusion on the Active and Healthy Register of falls prevention programs
(Appendix 4). The OWN Wellness Centres in Illawarra, Bankstown, Sydney and Northside
are registered as providers. There are no apparent impediments to both Sutherland and
Blacktown Wellness Centres being included on the Active and Healthy Register. This is a
voluntary registration program, however, and while the applications are assessed initially,
there  is  no  monitoring  of  ongoing  standards  for  meeting  the  NSW  Ministry  of  Health’s  criteria  
for a falls prevention program.
Some Centres, such as Bankstown and Sutherland, require a GP disclaimer form for every
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member to be filled in prior to undertaking exercise(s). This form provides some information
on health status but not on falls. The information on these forms is retained by the Wellness
Centre. The Feldenkrais Trainer at Northside uses her own form, collecting information in
regard to general health of participants.
The Wellness Centre trainers are mostly either older women or trainers with experience of
working  with  older  women’s  groups  who  are  able  to  make  a  commitment  to  lead  the  groups  
over a period of time – most have been with them for some time. There are a few male
trainers. Coordinators report that the male trainers are all popular with members and abide
by the OWN Wellness Centre approach to teaching. All Coordinators advised that new
trainers are closely monitored when they commence to ensure they are appropriate for the
group. Exercise programs are tailored to meet the age and health specific needs of the
participants, respecting their needs and integrity. No one is patronised or made to feel that
they cannot join in.
Observations from a local government program and a Strong Seniors Program, conducted
by alternative providers, can be found in Appendix 5. The younger-older group attending the
Strong  Seniors’  Program  (Appendix  5)  reported  that  the  objective  to  develop  and  sustain
high levels of health and fitness was a consideration in their joining that program, with social
activities and networks forming as a consequence from that. This group also reported that
while gender was an important characteristic of those social activities it was not a
prerequisite for participating in the exercise programs.

Attracting and sustaining participation
It was noted in the literature review that ongoing programs set within a wider context such as
those the Wellness Centres provide have been demonstrated to be more effective in falls
prevention than time limited courses (Sherrington et al. 2008). This is because such settings
are more likely to sustain continued involvement in the programs.
As noted earlier, the variety and range of activities, information and discussion events, and
social outings attract and sustain the current membership in OWN Wellness Centres.
Women typically were introduced to the Wellness Centre program through personal contact
with an existing member. Having come once, the women report that they are then ‘hooked’,  
and they continue to attend activities and events over long periods.
Factors identified by participants and trainers as helping to attract and maintain participation
in exercise and in Wellness programs more broadly were:


Opportunity to learn new things – programs are fun and activities are varied



Very welcoming, non-judgmental and inclusive – keeps women motivated and
wanting to keep coming



Social aspect very important – especially after becoming a widow



‘All  in  the  same  boat’,  can  laugh  together



There is a real culture of participation, no one is left out
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Participation leads to increasing confidence, a broader social network, less
depression and isolation, and increased independence.



The programs are affordable and accessible



Programs are tailored to meet the needs of the participants



Exercises aimed at different levels of fitness - when the exercise is too strong
participants  can  ‘take  a  break’



The exercise is perceived to be beneficial, with improvements over time in
coordination, cognition, and fitness



Movement to music is appreciated



No lycra



Women recovering from cancer, and those with  epilepsy,  diabetes  and  Parkinson’s  
report doing very well in the program.

The social, fun and supportive characteristics of the OWN Wellness program were primary
motivators to keep participating in the program for OWN members. Barriers to participation
of women in Wellness activities, identified by Coordinators from across all Centres were:


Caring responsibilities



Lack of confidence to join up and levels of isolation



For younger-older women, employment until over 65



Lack of transport to the venue



Levels of depression and mental illness



OWN’s  name,  i.e.,  ‘older  women’  is  sometimes  not  seen  as  an  attractive  label.

Is gender an issue?
Rather than impacting on the nature of the actual exercise programs, the literature review
suggested that the issue of gender is primarily relevant to how programs are marketed and
made available, and to how participation in them is sustained. One of the questions guiding
this research is whether gender specific programming is an incentive for women to join and
remain in the OWN Wellness programs. It was found that younger-older women especially
responded to the various forms of physical exercise offered (e.g., exercise classes, line
dancing, drumming) through the Wellness Centres, as an incentive to join. While most
women identified the culture of the Wellness Centre and the activities offered as primary
reasons for remaining, for many, the activities being for women only was an important
element in retaining that attractive culture.
The literature supports the view that retention is impacted by programs that understand the
specific needs of women, particularly older women. It has been argued, for example, that
programs  that  are  tailored  to  address  women’s  socio-psychological experiences can
facilitate increased physical activity among white, middle-‐aged women (Segar et al. 2002).
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The OWN Wellness Centres address characteristics that were identified in the literature
review  as  criteria  for  gender  sensitive  programming  and  health  provision  (Women’s  Centre  
for Health Matters [ACT], 2009, pp 6-7), as illustrated in Table 2.
Table 2: Gender sensitive criteria and Wellness Centre programming
Gender Sensitive Criteria

OWN NSW Wellness Centres

Offer choices to women about type of
service and who provides it

Provide choice about programs (including
exercise) and level of engagement

Opportunities to be actively involved in their
own care

Centres and activities are initiated,
organised and run by members for
members

Treat women with respect

Inclusive and non-judgemental, considered
able to contribute

Provide access to professional staff who
have  qualifications  in  women’s  health  
and/or are trained to understand impact of
gender on health

Participants have access to qualified,
professional trainers

Culturally sensitive

Limited CALD and ATSI participation in
Centre programs;
Additional CALD and ATSI specific groups
(non-Wellness)

Use a life course approach in service
planning

Age and gender appropriate programming

Adapts  to  the  social  realities  of  women’s  
lives

Programs adapted to level of physical
fitness.
Low cost - financially accessible.

Holistic, individual approach to service
delivery

Programs all set within a wider social
context.

Have  ‘women  only  space’

Women-only organisation

Services are community based and
accessible

Originated from and conducted within local
communities

Pathways are easy to navigate

Membership is easy to access

While gender is potentially one among many factors in initiating and sustaining involvement
in activities run by the Wellness Centres, including the exercise programs, it is not at the
forefront in the reasons participants give. Further research is needed to explore just how
important this is, and what contribution gender sensitive programming might make.
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Perceived benefits of participation
All those involved in the OWN Wellness Program that were interviewed as part of this
scoping study reported positive outcomes and support for the program. The participants,
Coordinators and trainers of all the Wellness Centres report that they find that the OWN
Wellness Centre program to be:


Responsive to the needs of members



A  significant  contributing  factor  to  older  women’s  health  and  wellbeing  for  those  that  
participate, including increased confidence, a broader social network, less
depression and isolation, increased independence



Cost effective.

Participants indicated that they value the flexibility as well as the support, networking, and
connectedness created through their membership. Those engaging in exercise programs
have observed improvements in health and fitness.
While participants across all Wellness Centres report that their health and wellbeing has
improved and all trainers report improved health outcomes, none of the Wellness Centres
currently  collects  or  records  any  data  about  members’  falls  history,  nor  do  they  record  any
information about falls or serious medical events that members experience during the term.
Without this kind of periodic data to record falls or any other health outcomes it is not
currently possible to effectively monitor evidence of improvements in health and wellbeing,
or to report on any falls prevention outcomes.
The component processes by which OWN Wellness Centres contribute to the full breadth of
older  women’s  health  and  wellbeing  through  active  ageing,  as  currently  understood,  are  
shown in Figure 7.
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Figure  7  OWN  Wellness  Centres’  contribution  to  active  ageing

Conclusions  and  recommendations  from  the  scoping  
study
The ageing of the population and the feminisation of the aged population means that there
will be an increasing incidence of falls among older people, especially women. Exercise
programs that build strength and balance are effective, but participation in them needs to be
sustained. The best way to achieve this is to base these programs in a gender and age
sensitive social and community context.
OWN Wellness Programs are firmly rooted in and consistent with the principles, policies and
practices of the Active Ageing Framework (WHO 2007). OWN has devised policies,
programs and practices from the beginning that aim to empower older women, challenge
ageism and foster and enhance social connectedness. This scoping study has found
that Wellness Centres are community based and responsive to local needs. The Centres are
well connected to local communities, are run, managed and supported by local women,
providing tailored, affordable support for older women to maintain and enhance
independence and mental and physical health, all ingredients the evidence points to as best
practice for falls prevention.
OWN Wellness Centres provide a range of physical activities, including exercise programs
that directly meet the criteria for falls prevention. The activities are provided within a cultural
and social environment that invites and maintains participation. They are potentially more
effective, in the longer term, than targeted programs run through other funded agencies.
There is potential for a productive partnership with other agencies, to provide the
maintenance (step down) programs they need to ensure benefits gained through the
targeted programs are not lost,.
There are, nevertheless, a number of challenges faced by an organisation like OWN in
providing community based falls prevention programs. OWN Wellness Centres are largely
(almost completely) volunteer based, with limited access to facilities and funding. Evidence
from the PALN report (Hall et al. 2010), for example, points to the considerable
administrative and professional support that is required for the successful conduct of a
distributed community-based falls prevention program. Training and financial support from
partners and other sponsors will be needed to support the continuation and extension of
OWN programs to meet their growing demand.
It is in the light of both these benefits and constraints that the following recommendations are
made.

Recommendations
That the NSW Ministry of Health fund further research, as outlined in the appended proposal
for research for Years 2 and 3 (Appendix 6), to:


Investigate the way in which OWN NSW Wellness Centre programs contribute
positively to preventing falls and to the health and well-being of participants.
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Explore the benefits of conducting gender-specific falls-prevention exercise classes
for  older  women  through  the  Older  Women’s  Network  of  Wellness  Centres,  with  a  
particular focus on whether and how the classes, being gender specific and in that
more inclusive setting, impact on motivation, continuity, sustainability and
effectiveness for women attending the classes.



Assuming a benefit in having gender specific classes within a more inclusive setting,
explore  ways  in  which  the  Older  Women’s  Network  might  effectively  implement  a  
wider programme of exercise classes, and its capacity for doing so.



Explore potential partnerships and referral networks with organisations providing
similar falls prevention programs, for the mutual benefit of both organisations
(through extending resourcing for OWN, and by providing step down programming
for other organisations).

That OWN NSW:


Ensure that data is routinely collected from current and future members on their
demographic and health status, including their falls history.



Develop outcome measures to build an evidence base for the OWN NSW Wellness
Program.



Identify specific service gaps that OWN Wellness programs could address, to assist
with funding bids and/or to inform marketing and promotional approaches.



Investigate a range of additional funding opportunities, including partnerships with
other funded programs (such as Heart Moves, or through Medicare Locals), to
resource existing Wellness Centres.
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Appendix  1:  OWN  NSW  membership  and  funding  flowchart
Own Group Membership – Individuals
Application for individual membership must be made to one of the existing OWN NSW groups. If made to the
OWN  NSW  office,    the  individual’s  details  will  be  forwarded  to  an  OWN  group,  based  on  choice  or  location.

Income from Individuals
Groups set annual fees for membership.
They also collect fees for activities.
Groups use this income to pay for venue
hire, facilitators, equipment and services
and to subsidize costs where members
experience severe financial
disadvantage.

Income from Grants
These may be short or long term.
Volunteer Grants
Council Community Grants
IWD Grants
Seniors Week Grants
Harmony Day

Value in Kind
Some groups receive support
from councils or community
groups in the form of free use
of premises or equipment.

Own NSW Membership – OWN Groups
Membership  is  open  to  any  women’s  organisation  that  accepts  the  rules  and  name  of  the  Association.  Each  
OWN group sets their own membership, meeting and fee structure.
Groups must provide OWN with the following:



A current contact list of their members
A list of all activities undertaken by the group



Copies of any promotional material produced



An annual capitation fee for membership to OWN NSW based on $5.50 per individual member



Request for all grant/funding submissions must be lodged with OWN NSW as auspicing body unless the
OWN Group is incorporated and is lodging under their own name and carrying separate insurance.

OWN Wellness Centres
Membership is open to any OWN Group that accepts the rules an name of the Association, as above, and
undertakes an on-going Wellness program for their members.

Income from Grants to
OWN NSW
OWN NSW receives
operational administrative
funding in the form of a
triennial grant from the
Office of Ageing $128K/yr.
Funding for Bankstown
Wellness $128K/yr from
Ministry of Health.
May receive project grants:
Wellness project 2013: $38K

Income from auspicing
grants for OWN Groups
These may be short of long
term grants listed above
where the grant itself does
not prohibit the charging of
auspicing fees. The fee is
10% of the total grant, used
to pay for the financial and
administrative costs of
lodgement and acquittal.
Total from auspicing in 2012:
$13K

Income from Groups
Own NSW collects the
$5.50 per member from
groups as capitation for
their membership to
OWN NSW; they pay
$2.20 of this to OWN
Australia to secure
membership of these
groups within the
national network.

Value in Kind OWN
NSW
OWN NSW may be
granted free use of
premises or
equipment, on
application. Our
volunteer workforce
also represents a
considerable asset of
value in kind labour.

OWN Australia Membership – OWN Groups
Membership to OWN Australia is negotiated by OWN NSW on behalf of each OWN Group, annually. This
membership is met by two conditions:



meeting the criteria to be an OWN NSW Group
and the payment of a capitation fee by OWN NSW of $2.20 per individual member.
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Appendix  2:  Beginning  stories
The Beginning of Blacktown & Districts Older Women's Network 2004
The first time I had heard of the Older Women's Network was an invitation I received from
the Aged Care Planner for Blacktown City Council. They had arranged a Forum in the area
to see if there would be any interest in starting up a group. There were over 100 women at
the Forum. The Theatre Group performed a few numbers and some aged care nurses gave
us the details of The Older Women's Network. It all sounded very interesting to me as I had
retired recently although the left wing rabble rouser did put me off.
A few days later Pam Hawkins rang me to see if I would come to another meeting in the
Chambers
to settle on a date and venue. These meeting went on for three weeks and in the end I found
myself voted as the President and the Treasurer!

The Council provides us with a lovely Hall rent free. On the 23rd March 04 we held our first
meeting with 80 members.
We quickly filled the hall three days a week with various Wellness activities and have
maintained a membership of just over 100 for nine years. Over 50% of our membership have
been on the books longer than five years.

Carol Littlewood, Coordinator Blacktown OWN Wellness
May 2013

How Illawarra OWN came about (2009)
Before I came to live in Wollongong I had worked on a number of projects that involved older
people, mainly women, taking an active part in creating pathways to better health outcomes
as we age.
In 2006 I was awarded the NSW Seniors Week Achievement Award in the category in the
area of Health and Wellbeing for my work in this field.
When I moved to Coniston around that time there was  a  doctor’s  surgery  directly  opposite  
my new home and realized there was a need for a place for women to meet as it seemed to
me  the  doctor’s  surgery  was  filling  that  role.  
I was involved with the Wellness Centres being run by OWN NSW and decided this area
needed to have somewhere that women could meet and take part in good health practices.
I got in touch with the local radio station and local paper to see if there was an interest there
and after finding there was set out to find a venue and some trainers to run two of the three
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activities that I knew worked at the other five OWN Wellness centres. These were Tai Chi,
Gentle Exercise and Drumming. I myself had been teaching drumming a group of Wollondilly
OWN members as a method of improving their memories, coordination, relieving stress and
dealing with the issue of social isolation.
I found the Venue through the Community Liaison officer at Wollongong Council, the Tai Chi
from  the  local  Women’s  health  Centre  and  Gentle  exercise  trainer  from  a  group  I  had joined
at Wollongong Hospital to help women refugees who were suffering the effects of trauma.
We opened for one day a week in September 2009 and after the Christmas break started the
New Year by adding International Folk Dancing to our program. By the end of 2010 we had
started to work with Chaiya Norandachenunt who was doing a PhD at Wollongong
University, researching the benefits of Tai Chi and Thai Yoga to older persons, and were
then opening two days a week.
The number of participants and the fitness levels of the members improved so much that by
the end of 2011 we had to introduce a further exercise program so that those who had been
doing the gentle exercise could move on to a level where they could continue to build their
fitness level. By the end of 2012 an extra Thai Yoga class was added for the same reason.
The last class we started was our Ukulele class.
Classes now are
Monday. Tai Chi, International Folk Dancing. Gentle Exercise, Fitness for Seniors, Beginner
drummers and Performance Drummers.
Tuesday. Beginners Thai Yoga, Thai Yoga and Ukulele.
Workshops are held on a Friday for six weeks of every school term and address issues of
grief and loss, social isolation, depression, anxiety and other issues that impact on the health
of our members, through therapeutic art and craft workshops.
Our aims are to keep our members living independently thus delaying the transition into
aged care facilities. We achieve this by improving their overall fitness levels, improving
coordination, core strength and balance and maintaining their community connections. All of
the skills needed to remain upright and prevent potential falls.
Barbara Malcolm, Coordinator
April 2012
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Appendix  3:  The  OWN  NSW  Wellness  Centres
A description of the functions of all OWN Wellness Centres is provided in this section. The
information was obtained from interviews with coordinators and members of their
Management Teams.

Bankstown Wellness Centre
This was the first centre to be established, in 1994, and is the only OWN Wellness Centre
that currently receives funding for a paid coordinator. According to the coordinator
Bankstown Wellness Centre provides a physical exercise program focusing on falls
prevention and strength and balance specifically for women over the age of 50 years.’  
The Centre currently has 176 members including 40 members of the Greek group. An Active
Over  50’s  program  is  run  that  includes:  Feldenkrais,  general  gentle  exercise  and  
strengthening exercise, both or which are provided twice weekly, gentle yoga, international
dancing and Tai Chi. There is also activities focused on health and wellness education as
part  of  the  ‘Let’s  Talk  About’  series  which  encourages  women  to  discuss  health  related  
issues and learn about good health practices. Drumming classes provide the opportunity to
maintain good circulation and coordination while Guided Relaxation allow the participants to
learn skills in relaxation and to self manage stress, anxiety and depression.
Bankstown Wellness strives to be culturally inclusive and participants of the Centre
represent between them seventeen languages. There are two ethno specific activities which
focus on gentle exercises for Greek women and Arabic speaking women. The Bankstown
Greek OWN group also organises outings, has guest speakers, socialises, fundraises and
has a Greek dance group that practices regularly and performs on request.
The Bankstown Wellness program runs over 3 days each week except in school holidays
when the Centre is closed.
The Coordinator organises an outing each term for members and prepares and distributes a
quarterly newsletter that has a distribution list of over 150 organisations and members. An
annual Open Day is held each year to promote the work of the centre. A wide range of
organisations are invited to attend and  the  work  of  the  Wellness  Centre  is  ‘put  on  the  stage’.  
The coordinator also provides a range of support and coordination functions on behalf of all
the Wellness Centres and attends a wide range of networks through the Bankstown area.

Management
The Bankstown Wellness Centre Coordinator is an employee of OWN NSW. There is also a
volunteer Management Team made up of 8 members who manage the activities at each
community venue. The Management Team of volunteers each contribute an average of 24
hours/per week to the running of the Bankstown Wellness Centre during each 10 week term.
Additionally each spends 4 hours per month on meeting attendance and half a day at the
monthly Wellness Coordination meeting.
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At each activity the volunteer Management Team greet members, collect fees, liaise with the
caretakers of the venues and plan the annual activities.

Promotion
The Open Day, newsletter and pamphlet are strategies designed to promote the work of the
centre. Pamphlets are distributed through local libraries, GPs and Medicare local. The
Coordinator is involved in a lot of promotion through her work with other organisations.

Funding
The  NSW  Ministry  of  Health  provides  grants  for  the  Active  Over  50’s  program  and  the  
employment of the coordinator for 28 hours per week. A quarterly report is provided to the
Ministry of Health. These grants finish in 2014. A small FaHCSIA grant has also been
obtained to support the work of the volunteer Management Team. In 2012 a grant from the
Bankstown’s  Community  Grants  Program  provided the Management Team with training in
computers and the internet.

Strengths and Challenges
Bankstown is able to run a wide range of activities and also support two long running ethno
specific groups. The activities are well attended and while there are some issues with the
venues such as lack of air conditioning, overall they meet the needs of the centre. The
annual grant supports the work of the centre.
Some of the benefits identified by participants were


Opportunity to learn new things



Exercises aimed at different levels of fitness- when the exercise is too strong
participants  can  ‘take  a  break’



Movement to music which is lovely and the exercise beneficial



Improvement in coordination, cognition, fitness over time



Strength in program of offering an inclusive activity/program



Very welcoming group – keeps women motivated and wanting to keep coming



Social aspect very important – especially after becoming a widow



‘All  in  the  same  boat’,  can  laugh  together



Women  with  epilepsy,  diabetes  and  Parkinson’s  do  very  well in the program.

The current changes to the way the Ministry of Health manage grants to the not for profit
sector will impact on Bankstown Wellness and will require changes to the way data is
collected and outcomes reported. Work has commenced to address these changes.

45

Blacktown  &  Districts  Older  Women’s  Network
Blacktown was established in 2002, currently has 109 members and was incorporated in
2005.  Ninety  of  the  members  are  ‘long  term’  and  most  members  participate  in  more  than  one  
activity. The majority of members are widows.
Blacktown runs a range of weekly activities and events that include gentle exercise (for
frailer members), line dancing (beginning and advanced) and drumming, a drop in centre, a
weekly cancer support group, a creative writing group, a monthly meeting with guest
speaker,  and  a  bus  trip.  Every  May  a  “Feel  Good  Day”  is  organised.  This  is  a  special  event  
with a motivator, lunch and a makeup session.
The most popular activity is line dancing, with two classes each week, and attracts
younger/older women. The Centre also runs 2 levels of exercise class so participants can
move  ‘up’  as  their  skills  develop.
The Wellness Centre has the use of a council owned community venue where there is
access to an office, a large kitchen and a hall space with storage for equipment. The
community centre is not available on weekends. The Wellness Centre coordinator and
volunteers has developed a very good relationship with the Council as they look after the
community venue.

Management
The Centre has an active Management Team of volunteers. Because Blacktown OWN is
incorporated they also have an Annual General Meeting where office bearers are elected.
The Coordinator reports that there are always women wanting to be on the Management
Team. The Management Team contributes over 57 hours per week. Management members
are  present  every  day  there  are  activities.  The  management  ethos  is  “Everyone is included.
It  is  not  one  person’s  club  it  is  ‘our  club’.  Everyone  helps  getting  things  done.” (Coral
Littlewood, Coordinator)

Promotion
A monthly newsletter is distributed to all members and a leaflet outlining the activities is
produced each term. Word of mouth is the most successful way of attracting new members,
According to the coordinator the free papers in Blacktown have not been cooperative in
placing  notices  free  of  any  charges.  The  Centre  also  advertises  in  the  local  doctors’  
surgeries and via the cancer nurses at Blacktown Hospital who are especially interested in
the cancer support group.

Funding
Our Lady of Consolation provides a grant of $5,000 every six months and has done so for
the past 5 years- this pays the fees for the Trainers.
The Council provides the hall free of any charges and also supplies the envelopes and
stamps for the newsletter distribution. The Centre has a small grant from the FaHCSIA
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Volunteer program to pay petrol costs for those volunteers who transport others to the
meetings/events/activities.

Strengths and Challenges
Blacktown OWN is a large, growing and energetic group. The members spoken to identified
the benefits of membership as:


Increasing confidence



Companionship e.g. linking up with others to do things on the weekend, going to
lunch and movies with others instead of being alone



A caring and friendly environment



Members receive a card on their birthday and are contacted if they are unwell



Health benefits included improvement in agoraphobia, reduced levels of depression,
improved physical fitness and increased happiness.



There is a party every year after the AGM



Celebrations are held for a wide range of events e.g. The Centre recently organised
a  party  to  celebrate  a  member’s  50  years  contribution  to  Australian  life.



New and younger members are coming to the line dancing classes

Funding so far has not been received from grants such as the Community Development and
Expenditure Support Grant Scheme run by Clubs (CDSE) despite many applications.

Illawarra Wellness Centre
The Illawarra Wellness Centre was established in 2009 and proudly supports the OWN
Wellness model, which is a holistic approach to health through physical exercise programs
supported by therapeutic workshops.
There are over 100 members. The activities held in 2012 were: Tai Chi, Dance, gentle
exercise (2 classes a week) Drumming, Thai Yoga and Ukulele.
Both gentle exercise and Thai yoga are graded. This provides a challenge and an
opportunity for members to improve their skills and fitness
Activities are held in a council community hall in Coniston and there is a fee for use of the
hall. Council does not offer any financial or other help to the centre.
Other activities such as a 7 week series of gardening workshops and a 6 week series of
speakers/information and discussion on a range of issues are also organised each term. The
centre does not operate during school holidays as many members have caring
responsibilities.
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Management
A Management Team of 7 volunteers run the Wellness Centre. Tasks include collection of
fees, producing the newsletter, setting up the hall space, promoting the centre and
welcoming new members. The Coordinator reports that the Management Team contributes
an estimated 89 hours per week plus an additional 20 hours monthly, another 34 hours a
quarter and a further 60 hours on an annual basis. Reports are provided annually to OWN
NSW as required by OWN NSW constitution.
Illawarra Wellness Centre is a project of Illawarra OWN which has a separate Management
Committee and organises a range of social events and sub groups such as writing, games,
coffee club and current affairs plus a performance group.

Promotion
Promotional pamphlets and brochures are distributed and a comprehensive newsletter
prepared for each term. Distribution is by email of 140 copies, and 70 hard copies made
available.
The Centre is promoted through participating in local festivals, the newsletter, articles in the
local newspaper and local radio, and pamphlets displayed in local GP surgeries. Word of
mouth is perceived as the best form of promotion.

Funding
The activities are funded through the fees that members pay. Funding has been sourced
from  a  local  Illawarra  International  Women’s  Day  committee  for  the  last  two  years  and  there  
is a possibility that will be extended for a third year. Receipt of this funding is conditional on it
being  used  “for  the  benefit  of  the  women  of  the  Illawarra”. It is used to support the work of
the  Illawarra  Wellness  Centre  as  well  as  on  programs  run  by  other  women’s  organisations  
such  as  the  Mental  Health  Unit,  the  Cancer  Support  group  and  the  Women’s  Health  Centre.
Grants have also been raised for activities in Senior's week and the Volunteers grant funding
from FaHCSIA, part of which is used for fuel rebates for the volunteers and equipment such
as a new printer.

Strengths and Challenges
The Illawarra Wellness Centre is a growing centre – new members come along almost
weekly. The atmosphere in the hall is very welcoming and all members are greeted by a
member of the Management Team. The exercise activities are all well attended and filled
with humour, caring and perseverance. All participants spoken to reported a sense of
wellbeing, improved fitness and the positive impacts of belonging to a welcoming and caring
social network.
The venue provides some challenges, as it does not have an area where morning tea can be
held outside the exercise area. There is also no space for additional classes. The train
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station is very close by however there is no disability access and the venue has a fairly steep
ramp at the entrance.
Funding to support the service needs to be sought on an ongoing basis. While the Illawarra
team has been successful to date there are concerns about the lack of longer term funding.
The fee charged to attend the Centre is a major contribution to running the programs but
needs to be kept at a minimum so women can afford to attend as many activities as
possible.
Attracting younger/older women is the challenge of the future, as is ensuring that some will
commit to the responsibilities of managing the Illawarra Wellness Centre.

Northside Wellness Centre
OWN Wellness programs have operated in northern Sydney over a period for varying
lengths of time since 1995. They were initiated by what became OWN NSW and remained a
project of that organisation until 2012 when the Northside Wellness Centre became an OWN
group under the terms of the OWN NSW constitution.
Currently, the main activities include Feldenkrais and Qi Gong, provided two days per week,
a weekly information and discussion series addressing a range of issues of interest to
members, e.g. diabetes, older people and the law, strata living, book and walking clubs and,
recently, Chinese painting. Invitations to the discussion series are extended to non
members. Northside members are also committed to finalising the production of cushions for
women with breast cancer for distribution by the Mater Hospital.
Northside have the use of a spacious room with storage space plus a kitchen area that
meets the needs of the group despite access being by stairs to the first level. The local
council  provides  the  space  rent  free  which  assists  the  group’s  financial  situation. The
caretaker and staff at the community centre and the local council are very supportive of the
Centre as Northside Wellness is the only group in the area targeting older women.

Management
Northside has an informal volunteer management group of 4 members where ‘everyone  
speaks  up  and  makes  a  contribution’.  Members are encouraged to participate but it is not an
obligation. Two women contribute the most time, greeting participants, organizing activities,
writing the reports to OWN NSW, collecting the fees and promoting the organisation. The
longer term sustainability of the organisation depends on the main contribution of the
volunteer Coordinator and Treasurer.

Promotion
Northside Wellness produces a pamphlet that outlines activities for each term (the program
does not run in school holidays). The pamphlet is displayed in the local library and in GP
surgeries. Existing members also recruit new members by word of mouth and by handing
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out pamphlets. The local council includes information about the Centre in its community
information publications.

Funding
The Centre has a small grant from the FaHCSIA Volunteer Grant Program which makes a
contribution to the petrol costs of members who pick up other members and bring them to
the centre.

Strengths and Challenges
Northside Wellness is a positive and caring group who follow up regulars if they have not
been heard from. Members are encouraged to contribute and made very welcome. The
activities are visibly enjoyed by all participants all of whom reported positive feedback and
have noted improvements to their health and wellbeing. Four of the members over 85 years
stay for all the activities.
The social aspect of the group was emphasized. Members are mainly widows and live alone.
They  pointed  out  that  ‘they need to keep  fit  mentally  and  need  to  interact  outside  the  family’.
Members reported being very supported when their husbands for whom they were caring
were very ill -‘it  saved  my  life’. The work on the cushions for women with breast cancer is
very important to Centre  participants  and  welcomed  the  Mater  Hospital’s  invitation  to  
afternoon tea – “it  was  overwhelming  to  receive  the  thank  you  from  the  Mater  staff.”
Attracting new members is a challenge. There are many options for women in the area and
across Sydney generally.  Women  are  working  and  often  not  retiring  until  their  late  60’s  and  
then may have caring responsibilities.
“The younger generation of women have different needs. There are many options for
social/exercise/networking in Northern Sydney. We need a different way to reach out to
younger women – they  work  and  have  caring  responsibilities.”  (Retired  Northside  
Coordinator)

Sutherland Wellness Centre
Sutherland was established in 2001 and in 2013 has 120 members. Activities are run two
days each week and include Tai Chi, strengthening exercises, meditation, Feldenkrais and
international dancing. A monthly lunch with a guest speaker is organised as well as activities
in  Senior’s  Week  and  outings  and  excursions.  Sutherland  TAFE  works  in  partnership  with  
Sutherland OWN. Sutherland OWN members are able to undertake courses in IT at
Sutherland TAFE for free. The centre does not provide activities in school holidays.
Sutherland uses a venue provided by the council. The hall is provided free of charge and
there is a large kitchen, storage space as well as a very large activity room. The building is
accessible, near public transport and meets the needs of the Sutherland group.
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Management
The volunteer Management Team has 7 members, all of whom are very active. The
volunteers contribute 42 hours every week to organise the activity and events program. A
quarterly newsletter is produced and the activities organised and managed by the
Management Team. Members are welcomed as they enter the centre and fees and
administrative details are kept up to date.

Promotion
The  newsletter  “Wellalonger”  is  distributed  each  term  and  a  pamphlet  prepared  outlining  the  
events offered. The pamphlets are distributed in libraries and provided to other groups and
advertisements are put in the local paper. A weekly news bulletin is posted at the centre as
well  as  being  ‘announced’  each  week  at  the  start  of  the  activities.  All  participating  members  
hear or read the news each week!

Funding
For  the  past  6  years  the  Sutherland  Council  has  provided  a  ‘venue  funding  waiver’  to  the  
Wellness Centre which means the venue is free. This represents a substantial contribution to
keeping the costs to a minimum so low income women are able to participate. The Centre
also receives a grant of $5,000 per annum from the Sutherland District Trade Union Club
through the Community Development and Support Expenditure Scheme (CDSE) Scheme.
This grant has successfully been applied for the past 10 years and will continue to be
applied for on an annual basis.
Sutherland United Services Club provides a free space for meditation and a venue for the
lunches.  A  grant  was  also  obtained  for  Senior’s  week,  funding  an  intergenerational  
performance with Engadine High School. The Centre received a grant from Sutherland
Council to run the “Keeping  in  Touch”  lunch.  This  grant  provided  transport  for  members  too  
frail to attend the group regularly.

Strengths and Challenges
Sutherland Wellness is well established and is able to make the venue particularly
welcoming and ensure it meets the needs of the group. The atmosphere is inclusive and
there  is  a  real  sense  of  responsiveness  to  member’s  needs.  The  Trainers  are  very  positive  
about the group and the benefits for those who participate.
The Coordinator and management report that the challenge is getting new members
involved and reaching out to younger women – ‘this  issue  urgently  needs  addressing’.

Sydney Wellness Centre
Sydney Wellness is an activity of Sydney OWN and was established in 2002. Tai Chi and
gentle exercise are run every Wednesday and drumming has recently recommenced.
Sydney OWN organises a whole range of activities and events, for example the Book Club
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and Film Club. The editorial team for the OWN NSW newsletter are currently all members of
Sydney OWN.
Sydney OWN has approximately 300 members and of these 20 attend the OWN Wellness
program. The activities are run all year in a council owned community venue. (There is a 4
week break at Christmas)

Management
Sydney Wellness is coordinated by 3 volunteers who organise each activity, collect fees, and
administer attendance etc. The 3 volunteers contribute 12 hours each week to run Sydney
Wellness.

Promotion
The  Sydney  OWN  wellness  program  is  included  in  Sydney  OWN’s  materials  and  Sydney  
City  Council’s  ‘Gold’  Publication.  In  the  past  pamphlets have been developed to promote
Sydney Wellness and distributed through libraries and medical centres.

Funding
No external funding is received however the City of Sydney Council provide the use of the
community venue free of charge.

Strengths and Challenges
While Sydney Wellness is a small group, it is active and the Trainers have been providing
classes from the commencement of Sydney Wellness. It is generally understood that the
members benefit from improved physical fitness by participating over a long period of time;
falls prevention was identified as a real health outcome.
A combination of Sydney members having so many options for joining physical activities
closer to where they live and the issue of aging Trainers and membership may mean that the
‘life’  of  Sydney  Wellness  may  be  limited.
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Appendix  4:  Inclusion  criteria  for  program  registrations  
received  at  www.activeandhealthy.nsw.gov.au
As a general rule, physical activity program registrations received at
www.activeandhealthy.nsw.gov.au will be accepted if they match the criteria in ALL
THREE areas listed below, however each registration will be reviewed on a case-by-case
basis.
All decisions will be at the discretion of NSW Health. Please note that NSW Health reserves
the right to amend this Inclusion Criteria at any time without notice.

Area 1 Specific Exercises
One or more of the exercises listed below should be included in the registration form.
 Stand with their feet close together or on one leg (movement from one leg to the
other);
 Undertake exercises while standing with minimum use of hands to assist;
 Undertake exercises with controlled movement of the whole body while standing (eg
reaching while standing, tai chi, etc)
 Heel to toe standing
 Knee raises
 Heel to toe walking
 Side leg raises
 Sideways walking
 Heel raises
 Stepping up a step
 Sit to stand exercises.
Tai Chi registrations are automatically accepted.

Area 2 Class Time
At least 40% of class time should be spent undertaking one or all of the specific strength and
balance exercises listed above.

Area 3 Provider Background
Provider background should match one or more of the following descriptions:
 Tai Chi Leader
 Nurse
 Physiotherapist
 Occupational Therapist
 Sports Teacher
 Exercise Physiologist
 Health Service Trained PA Volunteer Leader
 Fitness Leader - Cert III
 Fitness Leader - Cert IV
 Fitness Leader - Registered
 Fitness Leader - Accredited
 Registered Yoga Instructor
 Dance Instructor.
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Appendix  5:  Observations  of  programs  from  alternative  
providers
The  local  government  provided  Senior’s  Activity and Lunch Club that was observed had
similar characteristics to the OWN Wellness model. The exercise was age specific, had
components of falls prevention (strength, balance and coordination), lunch was provided and
the group supported by aged care workers. Most participants had been attending for many
years, were transported to the group and visibly enjoyed the activity. Language differences
impeded social connection, but despite this, the Activity Facilitator reported that there were
improved health and fitness outcomes. The group is open to any frail age seniors, but all
participants are women.
The  younger/older  women  who  participate  in  the  Strong  Senior’s  Program  at  a  recreational  
facility  in  Sydney’s  Inner  west  reported  that  improving  and  maintaining high levels of physical
fitness was their main motivation for joining and staying involved with the group. Established
about 8 years ago, the program is open to all seniors (so men participate) however the social
activities that have been formed from those exercise classes (coffee groups, mah-jong
groups, friendships) are all women only and it was emphasized that they involved women
who  were  ‘like-minded’.  Most  of  those  spoken  with  had  attended  over  periods  of  time  and  
understood the need for ongoing participation in physical and social activities for longer term
improvements in health and wellbeing.
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Appendix  6:  Proposal  for  research  for  years  2  and  3
Evaluation of the implementation and benefits of falls prevention/
exercise programs conducted through OWN Wellness Centres
The overall research goals for this proposal are:


To explore the particular benefits of conducting gender-specific falls-prevention exercise
classes  for  older  women  through  the  Older  Women’s  Network  of  Wellness  Centres,  with  
a particular focus on whether and how the classes, being gender specific and conducted
within that setting, impact on motivation, continuity, sustainability and effectiveness for
women attending the classes.



Investigate the way in which OWN NSW Wellness Centre programs contribute positively
to preventing falls and to the health and well-being of participants.



Assuming a benefit in having gender specific classes, to explore ways in which the Older
Women’s  Network  might  effectively  implement  a  wider  programme  of  exercise classes,
and its capacity for doing so.



Explore potential partnerships and referral pathways with organisations providing similar
falls prevention programs, for the mutual benefit of both organisations (through extending
resourcing for OWN, and providing step down programming for other organisations).

Background, questions and projected outcomes
With increasing ageing of the population, there has been a concomitant increase in the
incidence of osteoporosis and injury occasioned through falls among the elderly, particularly
amongst older women. The physiological benefits of particular forms of regular exercise,
such as to improve balance, have been demonstrated internationally to be effective in
treating osteoporosis and in helping prevent damaging falls. Researchers working over
recent decades have identified the types of exercise that bring most benefit, and the
frequency and duration of engagement that is required for benefit to occur.
At a local (State) level, a study carried out by the ANU School of Rural Health for the
Physical Activity Leaders Network in the Greater Southern Area Health Service found a
small reduction in the incidence of falls among those who attended tai chi classes run by
voluntary leaders. Their conclusions led them to construct a model in which tai chi impacted
on falls directly through improved balance and concentration, and indirectly through
increased levels of physical activity. They also reported social, psychological, and
community benefits from attendance.
While the physiological benefits that accrue from exercise are now well established, what is
less well understood are the motivations that bring people into an exercise program and
more particularly, to maintain an exercise regime that will enhance their general wellbeing
and protect them from falls. Furthermore, given the particular relevance of falls prevention
for older women, the question arises as to the processes through which the provision of age
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and gender specific programs, with their increased level of gender sensitivity, conducted in
the context of a broader and ongoing array of activities, impact on their motivation to
participate and to maintain their participation (or equivalent activity level). Are such programs
are therefore more effective in reaching older women and, eventually, in reducing the
incidence of falls and costly hospitalisations amongst this group?
It is one thing to know that engaging older people in exercise classes brings benefits in
terms of physical wellbeing and falls reduction, it is another to implement a widely available
programme of such classes. In a community setting, effective programme implementation –
including for a programme relying on voluntary leaders at the local level – requires
managerial, administrative and financial support to recruit and provide training for leaders,
support in obtaining venues for classes, risk management and insurance, recruitment and
potentially screening of participants, and ongoing support for leaders. The evaluators of the
PALN programme calculated that 7.4 hours of administrative time was needed to support
programme delivery for every person-hour of participation in the programme. Clearly, there
are significant costs involved even if much of the work relies on voluntary contributions of
time and expertise (and the degree to which it should do so is questionable).
In answering the questions for the study, it is anticipated that this research will inform policy
and guide practice in the provision of falls intervention programs, such that they become
more effective not only in reaching older women, but in encouraging older women to sustain
the kinds of exercises and activities that will build and maintain their independence and
positive health status, and prevent injury through falls. We are viewing falls prevention as
occurring in (and requiring) a broader context than the simple provision of classes:
understanding this context is integral to both the study and the application of its findings.

Specific research questions and related data collection methods
The questions and methods outlined in Table A6.1 and visualised in Figure A6.1 provide an
indication of the scope of issues that will be investigated in pursuit of the overall research
goals, as outlined on Page 1 of this appendix. Some flexibility in design to deal with
emergent issues will be required because of the exploratory nature of many of the questions.
Details and timing of data collection, analyses and deliverables for methods listed follow.
Table A6.1 Specific questions and related methods
Specific questions

Methods



What motivates older women to participate in exercise
classes designed to assist in falls prevention
o What are the referral pathways by which older
women become participants?



Survey of participants in OWN
activities (focus on exercise
classes for primary analyses)



What role does the gender specific nature of the
classes run by the Own Wellness Centres play in
motivating participation? (And what does gender
sensitivity actually mean?)



Survey data



Focus groups and interviews with
class members
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Participation data over time



Survey data



Follow up interviews of class
members (case studies)



Comparison with (already
available) participation data
(attrition and continuity) from
other classes and programs



Focus groups and interviews
(comparative case studies)



Comparative case studies

Is there less participant attrition in a gender specific
class compared to a mixed gender class?



Participation records



Comparison with available data
from other programs

What other benefits occur as a result of participation
in an exercise class, and do these have spin-off
benefits in terms of maintaining a healthier lifestyle
and falls safety?
o Is participation associated with an improvement
in self-rated health status?
o Does participation bring about greater
involvement in other physical and social
activities?
o Have participants been able to reduce their
dependence on hospital usage, medical care or
medications?
o Do participants report less falls in the year
following participation in a class than they had in
the month/year prior?



Ongoing participant data
collection (compared with other
age-related norms if possible, to
allow for ageing factor)



Survey data



From case studies - self-report
pre and post data from checklists
re health status, usage of
services, changes in medication
(more/less) and falls history for
previous/intervening period
(appropriate period to be
determined)

Have there been any negative impacts as a
consequence of participation in an exercise class?



Survey data



Case studies

What factors facilitate or hinder the provision of
exercise classes through OWN Wellness Centres?



Discussions with coordinators,
managers and committee



Analysis of stops and starts



Identification of: demand for
classes; availability of leaders and
administrators; costs associated
with running classes



Centre records

Do participants continue with classes or otherwise
maintain an exercise regime after participating in a
class (including at home) and under what
circumstances?
o

o








o

Does the provision of classes and ongoing
activities within the context of a larger social and
activity environment mean that participants
persist with exercise for a longer period?

Are participants in gender specific classes more
likely to build additional social relationships with
other members than for those in mixed gender
classes?

What management, administrative, and financial
support was required in order to conduct exercise
classes?
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What external support would be required in order
for OWN to sponsor a wider falls prevention
programme, including to expand into regional,
rural and indigenous communities?



Discussions with coordinators,
managers and committee –
analysis of organisational and
management requirements and
costs, facility requirements and
costs, risk management, costs for
leaders (training, conducting), etc.

What kind of data will OWN Centres reasonably be
able to collect on an ongoing basis to demonstrate the
effectiveness of their programs, and what systems
need to be put in place to achieve that?



Development of data collection
forms and systems in consultation
with coordinators and members,
and guided by survey data and
experience

o



Figure A6.1 Visual model of research inputs, immediate knowledge gains and contributions
to implementation theory and practice
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Research methods – details and timing of data collection and analysis
strategies
As is typical in community-based social research, there are a multiplicity of contextual and
intervention variables in interplay, acting to potentially confuse the clarity of conclusions to
be drawn from the study. For that reason, a major component of the research will be
conducted using a mixed methods comparative case study design, supplemented by survey,
documentary and observational data that will place the case studies in a wider context. Each
OWN Wellness Centre or equivalent group studied will be regarded as a case, and data will
be gathered that relates to the case as a whole as well as to individual participants within
each case.
The research will be conducted within a critical realist framework,2 which means that the
focus will be on understanding mechanisms (physical and mental) through which action or
change occurs, and how these are influenced by both immediate and broader contexts.
Gaining an understanding of mechanisms for change and the contexts in which those
mechanisms operate – what makes something work – is seen as more valuable for
development of policy and action than simply determining patterns of association. Case
studies are considered to be particularly appropriate for building theory in a situation with this
kind of complexity, while comparative case studies facilitate both refinement of
understanding and predictive extension of conclusions. Case studies inherently involve
mixed (qualitative and quantitative) methods as final integrated analyses and conclusions
build on the variety of analysis strategies that are iteratively applied to multiple types of data
as they become available.
Four mutually informing strands of data gathering are proposed for Years 2 and 3, to build
on the literature review and analysis of policy, documentary, interview, and observational
data that has already gathered through the Year 1 scoping study.

Year 2
1. An epidemiological-style survey comprising primarily closed questions of members of
each of the six OWN Wellness Centres and, where possible, members of the wider OWN
network across NSW, will be conducted. This will be designed to identify the different
patterns  of  participation  for  women  in  their  Centre  or  group’s  activities  and  events,  with  
particular attention being paid to identifying the characteristics of those who engage in
falls prevention exercise classes/activities on a regular and continuing basis, in
comparison  with  short  term  participants,  ‘floaters’,  and  those  who  attend  non-physical
activities.  Consideration  will  be  given  to  referral  routes;;  participants’  health  status;;  their  
falls history and fear of falls; what other forms of exercise they engage in, how often and
for how long, outside of their participation through their Centre; and to their involvement

2

In broad summary terms, critical realism subscribes to the idea that there is a physical (and mental)
reality, but that each person construes their own understanding of that reality, with their actions being
based on that construction.
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in and sense of belonging to a community of women. As many of those who attend each
of the Centres and regional groups as possible will be encouraged to respond. A sample
size of 400 is sufficient to compare subgroups within the sample, and assuming
responses are from a cross-section of the population of those who attend the Centres, to
provide estimates within a 5% margin of error (100 provides estimates within 10%).
Surveys will be primarily pencil and paper based, designed for self-completion, but will
also be made available using Survey Monkey through the OWN website.
An ancillary purpose in conducting this survey will be to ascertain, in consultation with
OWN Centre and group coordinators, appropriate and convenient ways of collecting and
processing some of this type of data on an ongoing basis, to build the capacity of OWN
groups to apply for and maintain eligibility for funding support for their programs.
Preliminary data collection instruments relating to falls in particular will be trialled for
participants in those programs as early as possible.
Data analysis: Descriptive, comparative and relational statistical analyses of and
between pre-categorised variables from surveys will be carried out using a statistical
package (SPSS). These will yield descriptive information, for example, about the
demographics, health status and participation and falls history of those attending OWN
Wellness centres and groups, and predictive information (using multivariate statistical
analyses) relating these various factors to incidence and prevalence of falls, and to wider
social and health (wellbeing) benefits from involvement in OWN-sponsored activities.
Open-ended responses and added comments from surveys will provide more detailed
understanding of the kinds of experiences that have been categorised.
Where possible, comparisons will be made with data collected by the NSW Ministry of
Health and the Heart Foundation in relation to the PALN, Stepping On, Heart Moves and
similar programs.
2. ‘Story  books’  will  be distributed to each Centre, to encourage the recording of stories of
what  participation  in  the  Centre’s  activities  has  meant  for  those  involved  (i.e.,  similar  to  
the travelling story books described in the PALN study).
3. An exploration, via a survey of and discussions with Wellness Centre coordinators and
managers and the Heart Foundation, of supply and demand, budgetary, personnel,
organisational, insurance, and motivational issues involved in providing falls prevention
exercise classes. Descriptive statistics will be derived from these data, supplemented by
qualitative comments to provide further understanding of the issues involved.

Year 3
4. Detailed qualitative case studies will be undertaken of specific exercise groups and their
members, involving (a) obtaining check-list records of health status and falls history at
regular intervals, (b) observation of an activity session for each group, followed by a
focus group with participants in it, and (c) with follow-up interviews with group leaders
and a sample of 3-4 participants from each group two-three months later. These will help
to develop preliminary understanding already gained from the surveys, and to tap into
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more subtle or deeper understandings of what it is about an age and gender specific
class that might be important (possible examples include different types of exercise, the
ability to chat about things that would be inappropriate with men, not feeling selfconscious about appearance). Ratings of health and falls-related factors will be
compared over time, and related to individual qualitative responses about participation.
Groups to be included as cases will comprise two from different Wellness Centres, as
well as a group conducted through a neighbourhood centre or retirement village program
and a Heart Moves programme sponsored through the National Heart Foundation, with
at least one of those latter groups necessarily including participants of both genders.
Observational, check-list, and focus group data (without follow up interviews) will be
conducted for two other Wellness Centres offering exercise classes that meet falls
prevention guidelines.
Data analysis: Qualitative data will be analysed via coding, memoing, and linking to
generate a comprehensive within-case picture for each specific group studied, and a
cross-case analysis of issues raised by the research questions, relevant questions
arising from the survey analysis, and any additional issues that arise during the course of
the analysis. Relevant demographic and other categorical data for individual participants
(such as falls history and fear of falling) will also be imported into the database. Coded
data can then be compared across individuals, and for different demographic subgroups,
providing additional comparative information, but also providing more insight into the
dimensions of critical concepts in the data, such as gender sensitivity, persistence,
extension into the home, and wider social and health benefits. Where possible, as well
as the comparison between the different types of groups studied, data will be compared
with available data on participation and outcome patterns for similar programs (such as
that conducted through PALN).
5. Notes from ongoing observations and reflections on the data being gathered will be
recorded throughout by all those involved in data gathering and/or analysis. In addition,
there  may  be  some  ‘serendipitous’  opportunities  for  data  gathering  that  we  will  take  
advantage of, for example, the opportunity to interview, and/or conduct a focus group
with women or groups of women who have participated in exercise classes in the past, to
ask them about impact at the time and maintenance (or not) over time. 3
6. Further discussion with and data collection from OWN central committee, group
coordinators, and Centre managers to assess the capacity of the organisation to sponsor
and manage an extension of exercise programs, the limits of that capacity, and the costs
involved. Explore the possibilities of working with and through Medicare locals and
Women’s  Health  Centre  programs.
Integration of data analyses and preparation for reporting: Notes from all semistructured and
unstructured sources (interviews, observations, focus groups and documentary sources) will
be stored in an NVivo database to facilitate management and analysis of these data.

3

For example, we would conduct an additional focus group with the group of women who still meet
regularly for coffee, nine years after their OWN exercise class was run.
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Content will be coded, using some a priori codes but primarily drawing out emergent
categories and concepts from the data. Notes will be recorded of hypothesised linkages
between codes, and other observations and reflections during the coding process. Query
tools provided in the software, and with exploratory visualisation techniques, allow for
investigation of relationships between different components and codes within the data, and
contribute to the process of model building from the data.
During and following separate analyses of different data sources for each year, data from
both years will be integrated in a mutually informative way to generate a final report.

Deliverables
Year 2 – June 2014






A report detailing the results of the member survey will provide information on:
o The characteristics of those attending OWN Wellness Centres and groups and
their attendance/participation patterns. This will include, also, information on their
health status and participation in exercise of any kind.
o For those who are, or who have participated in physical activity classes,
information about referral routes, length and pattern of attendance, motivation
and experience of attending; with changes in their health status over time, their
falls history and fear of falls, and what additional or other forms of exercise they
engage in independently at home, or through other groups.
o A (statistically derived) model of factors likely to predict individual participation in
exercise classes (including the context in which the classes are run), and
sustainability of physical activity.
The report will include comparisons of attendance patterns and change data with
statistical reports from other programs, e.g. PALN, Stepping On, Heart Moves.
A system for ongoing collection of data necessary for tendering competitiveness when
applying for government financial support.
An additional interim report will provide an analysis of supply and demand, budgetary,
personnel, organisational, insurance, and motivational issues involved in providing falls
prevention exercise classes to contribute interim capacity data, as a basis for further
analysis of management capacity in Year 3.

Year 3 – July 2015
A final integrated report combining data from all years demonstrating:




Impact of participation in exercise classes conducted through OWN Wellness Centres,
on motivation to join, retention patterns, extension of activity, falls history, and general
wellbeing, incorporating data from ongoing participation records, surveys and case
studies and compared with other groups and programs wherever possible, to inform
policy on the potential (or not) for added value of classes being (a) gender specific, and
(b) integrated into a wider wellbeing programme.
Refinement of the logic model showing the pathways by which OWN Wellness Centre
activities can contribute to falls reduction, improved health, and general wellbeing for
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older women, as a basis for understanding process and predicting necessary factors in
successful falls prevention programs.
Modelling of the need for and management capacity of OWN, through its Wellness
Centres and other groups, either independently or in cooperation with other likeminded
organisations  (e.g.,  Women’s  Health  Centres),  to  sponsor  and  manage  a  wider  
programme of exercise classes, and to evaluate these on an ongoing basis (including
funding and logistical support required from other agencies for independent or conjoint
models).

The  report  will  be  set  within  the  context  of  ongoing  policy  developments  in  women’s  health,  
primary health and healthy ageing.

Budget
The primary cost is for the person(s) who will conduct the research. It is anticipated that
(including data analysis and reporting) this will involve at least two days/week for an
experienced researcher/analyst for at least 40 weeks/year.
Year 2
Research personnel – tasks:

$42,500

(with minimum estimated days – need also to allow for contingencies)
Design, distribution and follow-up of surveys, including
gathering incidental observational data

20 days

Analysis of survey data

10 days

Designing, collecting and analysing periodic assessment
sheets for group participants

5 days

Survey of and interviews with Centre managers and others re
cost and demand factors, sources of funding and budgets

20 days

Analysis of documentary, observational and interview data

15 days

Preparation of interim report

15 days

Printing – surveys

$1,000

Data entry – surveys

$2,000

Travel and telephone expenses (including some regional travel)

$3,000

Total for Year 2

$48,500
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Year 3
Research personnel – tasks:

$45,000

(with minimum estimated days – need also to allow for contingencies)
Observing, conducting, recording and making notes from 5
focus groups

10 days

Follow up interviews with leaders and group participants
(telephone and/or visits)

10 days

Management and preliminary analysis of case study data
(assessments, observations, focus groups and interviews)

15 days

Interviews with managers of Centres and group coordinators

10 days

Integration of analyses and modelling

20 days

Preparation of interim report

10 days

Consultation with groups re results and interim report
Finalisation of reports

5 days
10 days

Travel, printing and telephone expenses

$2,000

Total for Year 3

$47,000
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