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Study Title: Mental Health and Quality of Life Among Elderly in
Bethlehem District

Prepared by: Suha Mostafa Mouhamad Albutmeh

Supervised by : Dr . Njah Manasrah

Abstract

This study focuses on the quality of life and meikalth of the elderly in Bethlehem
district. It aims to identify the most prevalent med health problems among them, and

how they evaluate their quality of life .

A cross-sectional study was conducted in the yé20&0 by using convenience sample
on 300 elderly (aged 65 and above) who live inethBehem district in Palestine. A
structural questionnaire on quality of life (WHOQ@®lef ) as well as the scale of BSI
for current psychological status and distress weirged for data collection . The findings
of this study indicated that (24.7 %) of the regbents complained of severe - very severe
level of somatization . (14.4 %) had sever - v&gyere level of obsessive compulsive
symptoms. On the other hand , 9.3% of the respasdcomplained of severe - very
severe level of anxiety symptom. In regards tpregsion , 12.7 % had sever - very
severe level of depression. 8.9 % complainedsef/ére - very severe level of phobic
symptoms, 14.1 % had severe level of paranoidimeaand finally 10.3% reported of

having severe level of psychticism.

Results show that 46.2 % of the Participants réted quality of life as being good or
very good .However participants had lower QOLresan Physical health domain of
WHO QOL-BREF scale ( mean 50.9, S.D 21.4) ,35.6f%e participants perceived their



physical health as being good and very good whila regard to the Social relationship
domain 32.6 % of the participants evaluated tkerial life as very good or good ,
however 40 .4 % of the respondents were satisfied wery satisfied with their
environment while . Nevertheless participants evbaving higher QOL scores in
Psychological health  with rate of 37.7% of thartigipant who think that their

Psychological health was good and very good .

A stepwise regression analysis of the demograpdmi@ble indicated that increase in
psychological symptoms was independently predibteldhck of education , living in
rural area , economically dependent on others haddchronic disease . Poor Quality of
life was independently predicted by increased kg, of education, living in the home of

their sons and economically dependent on others

In view of the high proportion of chronic diseas@song the participants and because of
its negative impact on their psychological heaftd the quality of life, the study
recommends the provision of better health caréherelderly especially in rural areas ,It
also shows the importance of involving the eldevrith volunteer work and social
activities . On the other hand family and commusiipport of the elderly is very
important . As well the study recommends the irtgoece of having special education

programs for the elderly in regards to their phgsand psychological health .
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Definitions Of Study Terms

Aging: is a biological reality which has its own dynamexgely beyond human control.
Ageing is an important part in all human sociebesause it reflects the biological changes
and the cultural-societal conventions. (Aubrey &rdy, 2007). Other researcher defines
ageing as a process of deterioration in the funaticapacity of an individual that result
from structural changes, with advancement of agatliew et al, 2009).

Elderly : person whose age 65 year and above ( WHO, 2004)

Quality of life : Quality of Life is defined as individuals’ peqation of their position in
life in the context of the culture and value sysieim which they live and in relation to
their goals, expectations, standards, and concdtngs a broad ranging concept,
incorporating in a complex way individuals’ phyditealth, psychological state, level of
independence, social relationships, personal Iseliahd their relationships to salient
features of the environment. This definition highlis the view that quality of life is
subjective, includes both positive and negativeetaof life and is multi-dimensional
(WHO ,1995) .

Operational definition of Quality of life : Quality of life was measured by WHOQOL-
BREF Scale

Mental health : a state of well-being in which every individual lieas his or her own
potential, can cope with the normal stresses ef thn work productively and fruitfully,
and is able to make a contribution to her or himmanity."( WHO, 2004)

Operational definition for mental health : Mental health was measured by Brief
Inventory Scale (BSI)
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Abbreviations

QOL : Quality Of Life

HR-QOL : Health related quality of life
GDs: Geriatric Depression scale
WHO: World health organization
OCD.: obsessive compulsive disorder
ADL : Activity daily living

GSI : Global severity index

BSlIs : Brief symptom inventory Scale
SD : Standard Deviation

PCBS: Palestinian Central Bureau of Statistics
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Chapter one

Introduction and need of the study

1.1 Introduction

Aging in humans refers to a multidimensional esx of physical, psychological, and
social and economic changéSheela and Jayamala, 2008; Sherina et al , 2005 ) . Some
dimensions of aging grow and expand over time, eviuthers decline. In old age,
functions of the human body begin to be more valbler to daily wear and tear; there is a
general decline in physical, and possibly mentaicfioning. While emotional experience
improves with age , older adults are better atlegong their emotions.

(en.wikipedia.org/wiki/Aging .

The processes of ageing are not dependent onlieopassage of time, but rather are the
result of complex interactions of factors such esdgr (women live longer than men), age
of parents (long-lived parents have long-lived pifiisg), vulnerability to disease,
environment,personality, socioeconomic conditions, functiontiss, individual values
and beliefs habits and lifestyle, (WHO , 1999; Paschoal et al , 2007 ) .

Reductions in infant, child and maternal mortaiityaddition to decreases in fertility rates
during the second half of the past century haveltes in an increase of older populations
across the world with the concomitant impact oncseconomic development. While this

growth of the old population is a global phenomentrere are significant regional

disparity(ESCWA, 2004) .

The world's population is aging and it is expedieel aged population to increase from
today’s 590 million to 1.2 billion in 2025 and teach over two billions by the year 2050
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(WHO, 2002; WHO, 1999). Between the years 2000 and 2050, the world wide proportion

of persons over 65 years of age is expected tmbee than double from the current 6.9%
t016.4%. The proportion of oldest-old (those a@filyears and older) will increase during
this period from 1.9 to 4.2%. The population of ntemarians in 2050 will be 16 times
larger than that in 1998 with the male-to-femadgior of centenarians falling to
approximately 1: 4 (WHO , 1999) .

In Palestine the average life expectancy rose toyyears. In 2006, for example, average
life expectancy reached 71.8 years for males an8l y&ars for females, compared to 67.0
years for both males and females in 1992. Indeeel, rise in life expectancy in the

Palestinian territories has led to an increaseemumber of older persor(®CBS, 200Y.

In spite of the gradual increase in the numbexi@dér persons in the Palestinian territories,
it is expected that their growth rate will remaiwl reaching 2.8 percent in 2015 and 2.9
percent in 2025. Absolute number of the populatear the age of 65 is expected to be
more than 172,000 elderly by 2020, compaed &20Q0 in 2007 , although their
percentage is not expected to exceed 4%.The PCBButtd the stability in the
percentage of older persons in the Palestiniantdees to the rise in fertility rate,
especially in Gaza Stri°CBS, 200Y.

Elderly normally pass through physiological, socad psychological changes . The
physiological decline in ageing refers to the pbgbkichanges an individual experiences
because of the decline in the normal functioninghefbody .As a result of the decline in
body systems , the prevalence of chronic diseaseased among elderly(Lena et al ,
2009; Lye , 2002). According to the PCBS, 65.5 % of elderly persorféesdrom chronic
diseases 24.9 % of them suffer from diabetes3 3% have hypertension, 12.2 % have
cardiac diseases, 6.1 % have ulcers, and 16.5/&rhaumatism ( PCBS ,2009) .

The psychological aspect of aging is related togbeson’s capacity to adapt. Changes
may occur in perception and memory; cognitive Kkimg , intelligence , learning, and

problem-solving; mood and attitude; self-concepigd @ersonality. (Gridleyt al, 2000;
Xviii



Cornett, 2006 )in addition losses in old age are many. Therg bealoss of former roles
and status; loss of spouse, family and friendsk laicsocial interaction; lack of social
activity and decline in economic security; . Thebanges result in poor self-esteem and a
lack of self-satisfaction and considered a majalth risk factor(Cornet, 2006; British
Columbia Ministry of Health, 2004

According to the PCBS survey 18.9 percent of tldery live alone and in poor
conditians ;14% complained that their children did not care for them; 44% did not have
sufficient income; 66% received financial aid from their children (PCBS ,20006).

In addition to normal changes with aging , stadienducted in developing countries
largely reflect that elderly suffer from finankiasecurity , alienation from society, loss
of purpose, reduced productivity, loss of socidsaand high rate of other psychological

problems as depression , anxiety and dementia i(Bijgz Aboghalia, 2009).

Elderly in Palestine face chronic stressor likesjecheckpoints, economic hardships, bad
health care and inter-Palestinians tension . Tfeger increase the hardship that elderly
in Palestine face( Ibtahim , 2008) .For examplée PNA Ministry of Social Affairs gives
senior citizens a monthly stipend of 90 NIS (apprately 21$). This amount is not

enough even to cover a small part of their dailpesses and needs of medications or
health insurance( www.glokading .org) .

Unlike the stage of childhood, the period of oldeagas not been given adequate
concentration on either the national or internalofevel, especially in developing
countries. The regular rise in the number of olgersons worldwide, due to the decrease
in the child-mortality rate and the increase ie ixpectancy, will eventually affect social
and economic development therefore there is aentirgeed to address the means of
providing older persons with the care and basicises that they need ,and to understand
factors that guarantee not only will elderly pkeolpse longer , but also how to live with

quality, satisfaction and happiness , It is imaottto enable older people to maintain their

XiX



mobility, independence, active contribution toisdg and to respond effectively to the
challenges of old age and in general bring an eging for them ( (Kirreh , 2007) .

When the WHO defined health as "A statecomplete physical, mental and social well
being not merelthe absence of disease or infirmity, “ and defMental health as” a state
of well-being in which every individual realizesstor her own potential, can cope with the
normal stresses of life, can work productively dndgitfully, and is able to make a
contribution to her or his community:"(WHO ,2004) , it implied that the assessmant
health and health care should not only includeiticathl measures of morbidity and
mortality, but should also includeoader assessment of quality of life. The WHO has
defined thisconcept as "an individual's perception of theirifpms in life, in the context of
the culture and value systems in whily live and in relation to their goals, expectas,
standardand concerns{WHO group ,1996) .

Assessment of quality of life of an elderly persmplies the adoption of multiple criteria
of a biological, psychological, cultural, spirituand socio-structural nature, as well as
ways of coping. Because several elements are pbmitas determinants or indicative of
well-being in old age, longevity, biological healtimental health, satisfaction, cognitive
control, intellectual functioning, social competencproductivity, activity, cognitive
efficacy, social status, income, continuance of ilianand occupational roles, and
continuance of informal relationships with frien{fgartins,et al 2009): such factors or at

least some of them worth exploration .

Quality of life and mental health assessment ameldgrly , giving the professionals
valuable information that can indicate areas inchha elderly is most affected and help

mental health practitioners in making the best ob®in elderly care. (WHO,1997) .

Most researches who studied mental health of gldéskcused on prevalence of mental
disorders and its symptoms. Thus studying mdmgalth and quality of life can help us
know the impact of aging changes and impairmentlaity activities and behaviors of

elderly by their view of points This reflects théew that quality of life refers to a
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subjective evaluation which is embedded in a calfisocial and environmental context
(WHO, 1997) .

Studying quality of life and mental health amoidedy in Palestine may direct attention
of policymakers , practitioners in the healthtse@nd mental health practitioner to
promote the quality of life of the elderly and eleathem to work and live independently in
their own communities. In addition the study tafezly condition will provide healthcare
systems and social security in old age; and teldgva social support system, both formal
and informal, with a view to enhancing the abitief relatives to take care of the elderly
within the familial environment . In this senshe present study aimed to assess quality

of life and mental health in elderly Palestinian.

1.2Problem statement

In the Palestinian areas where conflicts, civil asty insecurity prevail and financial
resources are scarce, elderly live in absence @it heealth and social services ,and live
alone as a result of migration of young people diditon to political and economic
challenges that cause more stress to elderly. Tiveywith the growing fear of disability,
sickness, and isolation. These factors increaserisikefor developing mental illnesses
such as depression or anxiety which is the threatgndependence and quality of life in
older adults (Kort, N, 2007 ) .

Statistics show that 65.5% of elderly in Palestne suffering from at least one chronic
disease, 37.5% have one handicape , 26% comiptam depression and 15% suffer
from anxiety disorders . Approximately one-thir81(7%) of elderly people in the
Palestinian Territory lack social services sushsocial care homes, health insurance, or
other services ( PCBS, 2006) .
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For mental health professionals, the measurewfemality of life and mental health is
a vital component for assessing the effect of thanl interventions and development of
mental health services in addition it help them psycho education of elderly how to
cope with aging process and in awareness for younge to deal with this age group
(Paschoal et al , 2007) .

Although the number of elderly in Palestine ixpected to increase , they are still
neglected and yet there is little baseline infdrameabout their quality of life and mental
health problemThis lack of information can inhibit accurgieedictions for future health
care needs in this age group. For these reasansretearcher believe that it important to

study the quality of life and mental health staarmong Palestinian elderly.

1.3Justification and the need of the study

Palestine is known to be a country of children gadth. However, the elderly comprise
smallest percentage of all age groups and its ptage is 4.5% of the total population,
reaching almost 5.7 percent in places such as tdeCidy of Jerusalem and 4.1 % in
Bethlehem city ( PCBS ,2007) .

It was revealed that elderly citizens (65+ yearagéd)of the West Bank are classified as
among the most vulnerable groups of the Palestipigpulation and among the least
assisted by the government and other institutiohiNESCO , 2010) . This circumstance
has left the seniors virtually forgotten and unétegl in most projects or services. Many
Palestinian elderly feel totally forgotten and ftken( www.globalging .org ) .

In Palestine , while considerable decline appaatbe health of the elderly through years
of getting older, their ability to obtain their hbaneeds seems even getting worse than
before. This is due to the reality that most ebple lose their income source in ageing
period and become economically dependent to otrshe other hand, medical expenses
and prices increase every year in Palestine asdgbile deteriorates the ability of elderly
to pay for their medical needs particularly forghdacking any medical insurances; the
privet sectors insurance companies refuse to geosiderly with its services . Only 54%
of the elderly in the West Bank are covered by thealsurance services . Almost 65 % of

the elderly suffer from chronic diseases; 22.9 % are disabled and in need of mobility
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assistance; and almost 14.7 % elderly persons have a vision disability( PCBS,2009 ).
Unfortunately no researches studied how these iaffieet the quality of life and the

mental health of elderly .

Many changes in the Palestinian situation had eeduafter Alagsa Intifada led to
deterioration of life for all population and pattiarly for elderly. The Separation Wall,
the Israeli military checkpoints, and the resultirayel and mobility restrictions across the
Palestinian Territories make life for elderly even worse (Sabella ,2007;Sarraj and Qouta,
2005 ). These barriers have divided family whittrease loneless of elderly and cause
deterioration of physical and mental health of th@n the other hand , the economic siege
in 2006 led to economic deterioration , increaspwyerty. Insufficient resources have led
to insufficient and inadequate health and so@alises for all segments of the population,
particularly elderly .The apparently poor healthtss and associated disabilities of the
Palestinian elderly are made worse by the lackoofas security and The lack of primary,

secondary, and tertiary health care that is gegpedifically to the elderly (Kort, 2007) .

There is lack of specialized personnel and prajesss in geriatrics and gerontology
contribute directly to the deteriorating healthtssaof the elderly in the West Bank and
Gaza Strip (Kort, 2007).

In addition to bad health , social and politisguation of elderly in Palestine , there is

lack of awareness among population about the irapoet of caring of elderly and the lake

of statistics about the mental health of elderlyTo the knowledge of the researcher,
there is few published research that studheslquality of life and mental health among

elderly in Palestine .This study will raise comntyrawareness concerning the needs of
the elderly and will provide some baseline infatibn about mental health and quality of

life of elderly which can contribute to raisingg@eness of both the public and the
privet sector to the elderly population. Thus ili Welp in improving their quality of life

and mental health and facilitate their integratiothe society.

1.4Aim Of The Study
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This study will focus on quality of life and mentadalth of elderly in Bethlehem district .
The general aim of this study is to measure theedsions of quality of life and mental

health among elderly people and identify the factbat affect them.

Objectives:

=

Identify the most prevalent mental health problemm®ng elderly in Bethlehem.

2. ldentify how elderly evaluate their of quality afeel.

3. Identify factors that affect quality of life amoregderly in Bethlehem ( physical
health , social situation , psychological heakmvironment) .

4. Investigate the influence of demographic datan@mtal health and quality of life

among elderly population in Bethlehem district .

1.5 Question of the study

1. What is the mental health status of elderly ithBdhem district ?

2. How do elderly people evaluate their quality o lih Bethlehem district ?
3. How do demographic data affect mental health aérdy ?

4. How do demographic data affect the quality of Idéelderly?

1.6 Hypothesis

» There are no significant differences in qualitylitd among elderly according to
study variable ( gender , age , educational levieting arrangement , district ,
employment status , source of money , marital stapnysical health ) .

« There are no significant differences in mental teahmong elderly according to
study variable ( gender , age , educational levieling arrangement , district ,
employment status , source of money , marital stapysical health ) .

* There are no significant relationship between iguaf life and mental health state

of the elderly
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1.7 Study boundaries
Place : This study was conducted in Bethlehem distriaty. camps and villages .

Population elderly people whose age above 65 years .

Time :This study was conducted between 15-1-2010 ubt2-2011
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Chapter 2

Conceptual Framework

2.1 Introduction

The literature review was conducted using searohdata bases including pubmed , and
others as well as bibliography and reference toafriom articles. In this chapter, | review
the literature related to the definition of ageinggeing theories , Ageing Characteristics
and Mental Health of the Elderly as well as thardgbn and conceptualization of quality
of life, measurement of quality of life quality e in elderly and several research studies
related to the physical and mental health andityuzf life among elderly .

2.2 Ageing Definition
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There is no common or specific definition for ageifror Example, Grey and Aubrey

defines ageing as a biological reality which hasotvn dynamic, largely beyond human
control. Ageing is an important part in all hunsotieties because it reflects the biological
changes and the cultural-societal conventions (&uland_Grey2007). Other researcher

defines ageing as a process of deterioration irfuhetional capacity of an individual that

result from structural changes, with advancemeagef(Mathew et al, 2009).

Ageing consists of three major processes; the gicdd, psychological and social. All of
them interact with each other over the life coursso, Atanous, Howe and others define

aging according to the following dimensions:

Physiological aging:refers to changes with the passage of time in thetsre and the
function of tissues, and changes in the major argamd systems of the body that can
ultimately affect our health, behavior, functiocabacity, and survival(Atanous et al, N.D,
www.nynj.va.gov/docs/Modulgl.

Social ageingncludes transitions in roles, expectations abetialior, societal allocation
of resources and opportunities, negotiations alibet meaning and implications of
chronological age, also the experience of indivisiudarough their life course and
negotiating about life stages. Social age is a wfagrouping elders based on particular
cultural experience, such as retirement, widowhomd,grandparenthoodAtanous et

al,N.D., www.nynj.va.gov/docs/Modull

Psychological ageing processesheyinclude changes in personality, mental functioning
and sense of self during the middle of people'ssliuntil they become elders. Some
changes are part of normal aging and others aviteédsrom the physiological changes in
the way the brain works. However, personality deesundergo major changes with age

and memory, and cognitive decline is not ineviabl

(Atanous et al, N.D., www.nynj.va.gov/docs/Modylel

Furthermore, there is another two terms relatedgimg , the ageing process and the
process of ageing (WHO, 1999). The ageing pro¢essmal ageing’)” represents the
universal biological changes that occur with agel ame unaffected by disease and
environmental influences” (WHO, 1999). Not all diese age-related changes have

adverse clinical impacts. On the contrary, the gssaf ageingis strongly influenced by
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the effects of environments, lifestyle and disestages that, in turn, is related to or change
with ageing but is not due to ageimgelf “. Often what was once thought to be a
consequence of normal ageing is now maperopriately attributed to ageing-associated
factors (WHO, 1999). Common definitions of ageinffequently distinguish between the
two processes. For instance, ageing has been defisea progressive, generalized
impairment of function that finally results in askof adaptive response to stress and in a
growing risk of age associated disease (WHO, 1999)is definition dose not
differentiates between the process of aging andgagiocess. On the other hand, ageing
should be considered from two major perspectivemagraphic and individual. From the
demographigerspective; ageing is a population process, cabgeatecreasing in fertility
and mortality rates, which manifests itself in tp@wing the number of the elderly in
society. While individual ageing is an individuatogression through the life course,
particularly its latest stages. Therefore, it isparant to consider both of these
perspectives, and its effects on society, the iddads, and the family. (Chief, 2005).

In the previous definitions of ageing there aregeaeral agreement on the age at which a
person considered an old person, and what areuthaffcyears that person must go beyond

in order to be considered an old person.

Old age and the cut-off values of years( chronckigage) cannot be defined exactly
because they don't have the same meaning in aétssc In many parts of the world,
people are considered old because of certain ckangteir activities or social roles. For
example, there is a country defines old age inticglato ability to work and the social
attributes of experience and leadership. A persothérefore considered as old when
he/she is unable to work due to advancement insyaad reduced physical strength or
poor health. In contrast, other country defin@sage in relation to increasing dependency
on others due to increasing need for security @husg physical weakness and
deteriorating health (WHO, 1999) .

Despite of these differences, the timing of soc@e transitions such as becoming a
parents or grandparents and losing the abilityepyoduce emerge as indicators of old age
in many societies. In western countries elderlyiraef when they have lived a certain
number of years. In addition, most developed woelmlintries have accepted the
chronological age of 65 years as a definition ¢dedy' or old person, but like many

XXViii



western concepts, this does not adapt well to ithat®n in developing country. At that
moment, there is no standard numerical criteriothenUnited Nations, but the UN agreed
that the cutoff is 60+ years to refer to the ed@dpulation, however, the WHO agreed on

the age of 65 to refer to the elderly population.
(/www.who.int/healthinfo/survey/ageingdefnolderiadex).

Besides, Other opinions say that each countrytsasan history of when people could be
considered elders .For example, a history thatdcbaldifferent for men and women, and a
history that depends on social and economical atgngublic health improvements, and
personal consumption choices, simply considering ar@d women old when they reach
the age of 65 or 60 ignores this history (SandeswhScherbov , 2008) . In many parts of
the developing world, chronological time has litteeno importance in the meaning of old
age , other socially constructed meanings of age more significant."(Heslop and
Gorman,2002). Old is an individual-, culture-, oty- and gender-specific term. (WHO ,
1999) Sanderson and Scherbov define old age as beginwiireg people are at ages
where remaining life expectancy is 15 or fewer ge@Banderson and Scherb@@08.
While another opinion to measure years of old agdhe ages which is nearing or
surpassing the average life span of human beimgisthais the end of the human life cycle.
Euphemisms and terms for old people include senmesior citizens and the elderly

(http://en.wikipedia.org/wiki/Old_age).

Study results published in 1980 provides a basiafdefinition of old age in developing
countries . Definitions have three main categorigschronology 2) Change in the social
role, such as change in the patterns of work, aghdt children statues and menopause 3)
change in capabilites such as; invalid status,ilisenand change in physical
characteristics. When the preferred definition w@dsonological, it was most often

accompanied by an additional definitions .

http://mwww.who.int/healthinfo/survey/ageingdefnetten/index.

2.2. Ageing theories
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Ageing theories describe the ageing process and ageng implies. Ageing theories can

be divided into two main groups: the biologicaldhes and the psychosocial theories. The
biological theories concern on what happen to thaykduring the ageing process. While

the Psychosocial theories of ageing attempt toagxgiuman development and ageing in
terms of individual changes in cognitive functiobghavior, roles, relationships, coping

ability and social changes (Wadensten, 2006) .

Psychosocial theories of ageing offer differentspectives on the ageing process and the
meaning of ageing. So, theories describe the agmiocess, but do not provide concrete
guidance on how to care for the old people or howsupport them in the process of
ageing.. The theories of ageing have variouslyerited society and staff as regards their
views on the ageing process. Staffs’ views on apaffect how they address and treat the
old people. Mental health practitioner acquiresrttieeoretical perspective on ageing and
views on how to accomplish care through societamnsoand values, both in education and
work. This is a brief explanation about psychodotieories of ageing and how they

describe ageing process (Wadensten, 2006).

2.2.1 Disengagement theory:

The disengagement theory considered the firstgeadntological theories and it was set
by Cumming and Henry in the 1960s, (Agahi, 2008)he theory is based on 5 years of
studying by 275 individuals in the US aged betw&@mand 90 years.

The disengagement theory does not directly destnilmean development, but starts from
the assumption that, from middle age onwards pebetgn to turn inward. Further the

theory states that, as individuals grow older, th@thdraw from previous roles and

activities. Therefore, this leads to a gradual didlwal from society, social roles and

activities. The process is irreversible once it Bested. As a preparation for death, the
individual and society gradually separate from @m®ther. The ageing person has an
increased preoccupation with self and a decreaseslvement with others. The society’s

tendency, at the same time, is to reject ageingyvishghls. This results in decreased
interaction between the ageing person and othetkdin social life (Wadensten, 2006,

Wadensten, 2003) .
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The theory does not indicate whether society orindevidual initiate the disengagement
process. From individual perspective some disengage is required such as
disengagement because of retirement, decline irsipdly health, mental abilities and
decline in the financial resources. Other disengeyg may be voluntary due to ganging

preferences (Agahi, 2008).

According to this theory the disengagement issBatig both the individual and the
society. Disengagement does not lead to dissdiisfaor problems for the individual;
instead it is associated with satisfaction and leawyn This increasing isolation in older
adults was suggested to be functional for the @dpje and those around them (Agahi,
2008) . For instance, retirement is a normatixpeeted phase of disengagement enabling
the old people to move into a period of leisure alholw the younger people to move into
the labor force. Thus, according to the disengagéntieeory perspective, successful
ageing is best achieved through abandoning soolak rand relationships and by the

individual reducing both activities and involvemérarwood, 2007 Howe, 1987).

According to the disengagement perspective, the ag#ividual should reduce activities
and social roles, thus staff should be passive smaildn't try to active the old people.
Instead staff should respect the old people’s wasbhe alone. Consequently, care of old
people’'s needs is not including activities (Wadems2006) .

This theory has been largely discredited. Howeaenore recent theory makes somewhat

similar predictions and has received more suppetdensten, 2006) .

2.2.2 Activity Theory:

In 1953, Havighurst published the first versioradfook on the concept of developmental
tasks in a lifespan perspective. Later on, the raéntrganizational concept of the

developmental tasks was named activity theory (Wsige, 2006, Wadensten, 2003 ).

Havighurst describes the developmental tasks ifegpan perspective, which included six
developmental stages or age periods. Each stagéifferent tasks, and all of these tasks
have biological, psychological and cultural valugscording to this theory, the successful
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achievement of each task leads to happiness atel lobtances of success with the next
tasks. In addition, this theory implies that thare no differences between middle-aged
and old people, with the exception of biologicatl drealth-related factors (Agahi, 2008).
In the activity theory, it is assumed that mainitagnthe activity patterns and values typical
of middle age is necessary to have a rich andfgatslife and vital to well-being. This
theory emphasizes that well-being and life sattgfacwhich is defined as ‘successful
ageing’ is reflected in old age by the extent toclhthe individual is able to remain
involved in the social context, for example; to main social roles and relationships
(Howe, 1987).

Extensive support for this theory emerges in sidif the elders who maintain hobbies,
develop new ones, and remain socially active. Tlo&@eople are happier, healthier, and
live longer than those who do not maintain thetivaty level ( Steinkamp and Kelly
1987 ).The theory is based on the belief that omsel-concept is affirmed through
activities associated with various forms of rolgpmort. When losses occur which are
associated with ageing, they should be replaced meiv and different roles, interests or
people and it is important that new activities aggl the activities which the old person can
no longer do. Ageing should be denied as long assiple, and this should be
accomplished by not changing the individual's peatity. The theory also proclaims that
society should apply the same norms to old age ek ag to the middle age and not
advocate diminishing activity, interest and invohent as its members become old
(Wadensten, 2006; Agahi, 2008; Silverstein and Parker , 2002).

One of the limitations of activity theory is itssdégard of the individual previous life style

and personality pattern (Howe, 1987).

2.2.3 Continuity Theory:

Continuity theory was presented by Havens andldped in the late of 1980 by Robert
Atchley .This theory reduces the changes assoamtadhging, and instead focuses on what
doesn’t change. Our personalities, our prefereaoestastes, the activities we enjoy and

those we don'’t enjoy all remain relatively stahhel redictable in old age, so decisions of
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future and behaviors remain the same and the [ateof life is a continuation of the earlier
part .Therefore, the continuity theory of ageingldaalso be referred to as a developmental
theory(Wadensten , 2006; Agahi 2008 ; Wadensten , 2003).

The continuity theory states that an individual @leps habits and preferences and other
dispositions during the process of becoming aduit tnese become connected with the
personality. As adults strive to achieve their gp#éheir past experiences, decisions and
behaviors will form the foundation for their presemd future decisions and behaviors.
The assumption of the continuity theory is thatimaddle-aged and elderly adults adapt to
changes associated with the normal ageing prottesswill rely on existing resources and
comfortable coping strategies. Also, maintainiegt;uous pattern is the most common
strategy for adaptation to aging , adaptive stiatebave been shown to help maintain
life satisfaction , even when faced with aging adem( Atchley,1989) . Continuity of self
occurs in two domains; internal and external. m&écontinuity occurs when one wants to
preserve some aspects of oneself from the pasiasdhie past is sustaining and supporting
one’s new self. External continuity involves maintag social relationships, roles and
environments ( Wadenstef006; Agahi 2008 ) .

2.2.4 Life-Span Developmental Approaches:

Erikson’s psychodynamic theory is a theory of haolmgrowth and maturation from birth
to old age, which includes the process of ageingor Ro Erikson’s work, human
development was something that stopped at the émthilmhood and considers human
development as a life-spghenomenon. In his works which are published in0$9&nd
1960s, Erikson emphasized the life course from childhood to adulthood; in his later
publications, however, he reconsidered the meanirigese stages. In 1982, he described
the task of old age as balancing the search fegiity and wholeness with a sense of
despair (Wadensten , 2006; Agahi 2008;Wadensten, 2003 ).

According to this theory, human development pasesigh eight stages .In each stage the
person faces a crisis or problems that the perasst resolve to move forward to the next

stage, otherwise; if they are not solved it wilsult in an incomplete development ( Saxon,
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et al , 2010 ). Besides, the outcome of each stegdts in personal growth. When the
person arrived the last stage" eighth stage”, haped that an individual has attained a
higher state of maturity. Therefore, Erikson coesed that development as an evolutionary
process based on sequencing biological, psychealbgind social events. Erikson also
believed that the maturation of bodily functionsswaked with the expectations of the
society and culture in which the person lives. fikgon'’s theory, successful way through the
earlier developmental stages in life leads to dsgis that may be the basis for development
towards the last stage "old agSterns, 2006) . Thus, the ego integration of tgathistage
refers to an integration of the elements of thdiexastages. During the last stage, the old
person looks back upon the past life and sums.itfupe individual is able to accept with
satisfaction the way life has turned out, he/ shieaghieve ‘ego integrity’. If the individual
does not reach the eighth stage of ego integréigshe will experience despair and fear of
death. Erikson called this negative componentpimrast to wisdom, disgust and contempt
(Wadensten, 2006;Agahi 2008;Wadensten, 2003) .

2.2.5 Theory of Gerotranscendence:

The theory of gerotranscendence was developed loys@on in 1989. It describes the
developmental process of ageing. Tornstam has basedeory on his own studies as well
as on the theories and observations of others.tAdmy of gerotranscendence states that
human development is a life-long process that ocaes into old age. Living implies a
process during which the degree of gerotranscemrdamreases, but the process can be
obstructed or accelerated by various aspects afutere (Wadensten, 2007a ;Wadensten,
2007b ; Wadensten, 2003; Agahi, 2008 ) .

The theory of gerotranscendence assumes a predispofor a progression towards
maturation and wisdom. According to Tornstam, garsdcendence is regarded as the final
stage in a natural progression towards maturatiol aisdom, and achieving
gerotranscendence implies achieving wisdom. Itrefen idea of what positive old age

may entail and attempts to describe a positive aatiral form of old people's life.
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According to the theory, the individual developsvénds gerotranscendence and may
experience and appear a series of changes. Inrbeegs of gerotranscendence, the
individual experiences a reconciliation and a reugdn of self and of relationships with
others .Also, the individual will have and a newdarstanding of fundamental existential
issues, for example, less self-occupied and ats#me time more selective in his/her
choice of social and other activities. Furthermaild, people who withdraw from physical
and social activities should not be regarded aandi@ged or apathetic because they have a
great ability for changing. The signs of gerotramgtence can be described as ontological
changes on three levels; the cosmic level, thelee# and the level of social and personal
relations ( Bruyneel, et al , 2003 ).

In the perspective of gerotranscendence, it is mapd to encourage and support the old
people. This involves putting the main focus ornlitating and furthering personal growth
also reduce preoccupation with the body, ideas tatmwersations that stimulate personal

growth and different ways to use reminiscence ( &aten , 2006 Wadensten , 2003 ) .

2.3 Ageing Characteristics

Ageing is not a simple process. As adults groveglghysical, emotional, psychological,
and social changes occ@rSheela and Jayamala , 2008 JThe speed at which these
changes occur and how they shape the individuddased on a number of aspects.
Genetics, environment, health, stress, and dietagitribute to the way in which a person
ages. Because of this, no two people age in pigdise same way or at the same rate. The
science that studies the process of ageing anelteely is called Gerontology, though
this science deals not only with the physical psscef ageing, but also with the related
social , emotional and cultural factors . A relasetence, Geriatrics, is concerned with the
diseases that affect the ageing population andnibdical care of the old person ( Stassi
,N.D. ; Pesic ,200Avww.ph.ucla.edu/umgo
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There are three aspects of ageing that must bsideyed when studying the elderly
changes such as; physical, socio - economical aychplogical changes.

2.3.1 Physical Changes among elderly:

Normal ageing affects all physiological processes.instance, subtle irreversible changes
in the function of most organs can be shown to ontguthe third and fourth decades of
life, with progressive deterioration with age. Tiagidity of the decline in function varies
with the organ system under consideration butlatively constant within a given system.
Thus, the rate of ageing is the same for 45 yelarsnan as it is for an 85-years-old man;
the difference is that in the age of 85 there aneamelated changes have accumulated. It is
important to distinguish between the normal atintof function occurring in all persons
with advancing age and the loss of function thatksahe beginning of pathological
changes from one or more of the diseases encodmgtk increased prevalence in the

elderly (Boss and Seegmiller, 1981 ) .

Also, ageing is characterized by degenerative otmng both the structure and the
functional capacity of organs and tissues, preaipd by a decreased capacity to respond
to stressors ( Kanonidou and Karystianou , 2007 ; Knapowskiet al 2007 ) .

Significant variability exists in the individual emg process and it is often difficult to
separate pathological processes from age-relategsighgical decline (Boss and
Seegmiller , 1981 ).

There are many changes that occur in in all orgatems as the following:

2.3.1.1. Changes in the cardio-vascular system

There is normal atrophy of the heart muscle (Desmdéheart size), especially in the left
ventricle, also calcification of the heart valvelss of elasticity in arte walls

(arteriosclerosis) and intra-artery deposits (atbelerosis). Besides, there is decreased
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cardiac output (The cardiac output of an 80-yedrsnibject is approximately half that of a
20-year-old )., reduced blood flow and there is amgd blood pressure response to
standing, volume depletion and heart attacks ( Lata, and Alia, 2007 ; Boss and Seegmiller ,

1981) . Also, there is an increase in systolant pressure with ageing but there is no

change in diastolic pressure ( Lye , 2000, Boss%eegmiller , 1981).

Cardiovascular disease is common in the elderlyedfetts 50% of those over the age of
65 years. It is the main cause of death amonglgldére mortality increases with age, 65-
74 years, death rate = 1,300 per 100,000; over 85 years death rate = 7,300 per 100,000 (
Lye , 2000) .

Age-specific death rates from CVD are increasingnthtically with age. Age-specific
death rates for all cardiovascular diseases ineraateast double between the age groups
65—74 years and 75-84 years in both sexes, withaat 50% higher rates for elderly men
than for women ( WHO, 2004 ) .

One of the most common cardiovascular diseases@elidarly is Congestive heart failure
which is defined as cardiac dysfunction leadingymptoms of breathlessness and fatigue.
It is prevalent between elderly being 10% in thoser the age of 80 compared to 1% in
the 50-60 age groups. (Lye , 2000) .

Hypertension is also one of the common CVD amodgrgl and its prevalence is at least
30% in men over the age of 65 years and this isagndsed in almost a third and
untreated in a similar proportion ( WHO , 2004 )ypdrtension is more prevalent in
elderly women than elderly men ( Maddesgtsal , 2005 , ). According to Boss and
Seegmiller , approximately 16 percent of the gdradalt population is hypertensive but
about 50 percent of those over age 65 are hypéereeBoss and Seegmiller , 1981) .
There are many consequences of hypertension fongeaincidence of stroke, coronary
artery disease and congestive heart failure aresigilificantly greater in hypertensive
elderly individuals than in normotensive elderldividuals. Some cases of hypertension is
primary and others are being secondary to otheades such as renal disease (Lye , 2000
; Boss and Seegmiller , 1981) . Also, the old people do not tolerate high blood pressures
better than their younger counterparts ( WHO, 2004 ; Lye , 2000).
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Health problems in cardiovascular system freqydetid to fear and anxiety but it can
be prevented by healthy diet and exercising rebularSaxon , 2010 ) .

2.3.1.2. Changes in the respiratory system:

Many changes happen in the respiratory systemgXample; the airways and lung tissue
become less elastic with reduced cilia activityefehis decrease in oxygen uptake and
exchange, also the ability to breathe deeply isiced, cough and expel carbon dioxide
increased .Moreover, there is an increasing rebidolame, losses in internal alveolar
surface , reduced transverse thoracic diametercaluification of costal cartilages with
resulting increasing chest wall rigidity. This lsad shortness of breath and fatigue ( Lata,
and Alia, 2007; Lye, 2000 ; Boss and Seegmiller , 1981 ).

One of the most common respiratory diseases amloiegly is lung cancer. The elderly

people over the age of 65 are the most populatidgfersng from lung cancer. Risk of
diseases and death are increasing with ageingt amgrevalent among elderly male more
than female because of tobacco use. The reseaprioeed that two-thirds of men
suffering from lung cancer were more than 60 yedds( Gabryel and Foremska-Iciek,
2005; WHO, 2004). On the other hand, pneumonia infection is one of the most respiratory
diseases that affect the elderly , in addition sthvnawhich is defined as reversible airway
narrowing which occurs either spontaneousiywith drug treatment. It is found in 5% of
men and 2% of women for those over the age of 7@rsyeLye, 2000 ; Boss and

Seegmiller , 1981 ; Kanonidou and Karystianou , 2007 ) .

2.3.1.2. Changes in muscular-skeletal system

There is generalized atrophy of all muscles accaonepaby a replacement of some muscle
tissue by fat deposits. These results in somedbssuscle tone and strength , on the other

side, with ageing lean body mass will be reducdek dmount of body fat in relation to the
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overall composition of the body doubles by the timest individuals reach the age of 75
(Lata, and Alia2007; Boss and Seegmiller , 1981) . Mary E. Stassi mentioned that most
men experience an increase in body weight untilr thed- to late-fifties when weight
begins to decrease. The rate of weight loss isfastthe sixth and seventh decades of life.
In women, body weight usually increases until take Isixties then decreases throughout
the rest of lifeand the rat®f decrease typically occurs at a slower rate imewo than in
men(Stassi, N.D.) .

Muscle strength decreas@sius, cross-sectional, as well as longitudidata indicate that
muscle strength declines approximately 15% per aded¢a the 6th and 7th decades and
about 30% thereaftérLata, and Alia, 2007; Boss and Seegmiller , 1981; Evans , 1997;
WHO, 2004).

Some specific implications of this are reduced dbéity to breathe deeply and reduced
gastro-intestinal activity which can lead to copation or bladder incontinence,
particularly in women. Individuals who exercise ukgly may be able to slow down some
of these changes. Also the old person loses Hensity. The decrease in bone density,
along with changes to cartilage and disc compashetween the vertebrae, result in a loss
of up to two inches of height. In addition, the tebrae can calcify, resulting in postural
changes, the joints also undergo changes. Indadtiritis, the degenerative inflammation
of the joints, is the most common chronic condition in the elderly ( Lata, and Alia, 2007;

Boss and Seegmiller , 1981 ).

The incidence of musculoskeletal disorders inryydeeople increases with age. The most
common disorders being osteoporosis, osteoarthiegimatoid disease, osteomalacia and
Paget's disease ( Lye , 2000psteoporosis is a common disease among the ekl it
is a major public health problem worldwide. Whemle reach the old age, the incidence
of osteoporosis and resulting osteoporosis frastigéncreasing. Although osteoporosis is
more common in women than in men, the incidence in men is increasing ( Lye , 2000 ;

Srivastava, and Deal, 2002).

In the United States, the prevalence of osteop®iasreases from 15% in 50- to 59-year-
old women to 70% in women aged 80 years. Epidemiolstudies in other countries have

reported similar findings (Srivastava and Deal)200n the other hand, One third of
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women over the age of 65 have vertebral fracturés. patient is usually symptom free
until a fracture occurs ( Lye , 2000 ).

One of the most cost-effective prevention stratedg@ musculoskeletal disorders is
physical activity such asan adequate intake of calcium, vitamin D and anr@se

program that maximizes bone and muscle strengthlsoemportant ( WHO , 2004) .

2.3.1.3. Changes in the skin

The skin loses underlying fat layers and oil glarm@dsising wrinkles and reduced elasticity.
In addition, the skin develops “age spots” due @pasits of melanin pigment. The hair
gradually loses its pigmentation and turns graysoAlthe nails become thicker due to
reduced blood flow to the connective tissues. TKie secomes somewhat less sensitive of
many things such as heat, cold and injury .Theralse a decrease in intracellular fluid
levels which results in a loss of total body flyidsaking dehydration a significant risk for
the elderly. Subcutaneous tissue decreases amyéhall appearance of the body changes.
Moreover, hollows appear above the clavicles, aldie eyes and in the axilla. This loss
of subcutaneous fat is responsible for a declindaénbody’s natural insulation. (Lata, and
Alia, 2007; Lye , 2000 ; WHO,2004 ; Boss and Seegmiller , 1981 ) . these changes
determined by many factors as gene , hormonal balamliet , medication , exposure to

radiation and sun ( Saxon, 2010) .

Dermatological problems are prevalent in the eldedpulation and a full spectrum of
noticeable disorders such as "Senile" , pruritusclvis often accompanied by dry skin,

eczema All types of eczema occur in the elderly, and uégers( Lye , 2000) .

2.3.1.4.Changes in the Gastrointestinal System:

Digestive problems are more common with increasigg. For example; there is decrease

in intestinal motility occurs, atrophic gastriti®duction in the production of hydrochloric
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acid by 5 meqg/h per decade over the age of 30stgeenzymes and saliva. These
changes may result in gastrointestinal distrespairad swallowing and delayed emptying
of the stomach or constipation . The breakdown alsbrption of foods may also be
impaired; sometimes resulting in deficiencies dtican, zinc, magnesium, vitamin B, C,
and K or, malnutrition in extreme cases ( Lata, and Alia, 2007; Lye , 2000 ;Boss and
Seegmiller , 1981 ) .Also, Loss of appetite hasrbreported, as well as decrease in taste,
smell and thirst sensations (WHO, 2004 ).

Malnutrition low dietary intake is common among thieerly. Sometimes, it is due to
physiological changes, illness that causes incteasdtrient requirements, increased
nutrient loss, poor nutrient absorption, or a camabon of these factors, in addition to a
poor dietary habits inadequate food intake; suclioad choices which lead to dietary
deficiencies. Moreover, sociological factor suchl@sliness, poverty or a poor housing
situation and psychological factor as forgetfulnelspression can impact on the nutrition.
Malnutrition and weight loss contribute to progressdecline in health, reduced physical

and cognitive functional status, and increasedality ( Evans, 2005 ).

Gastrointestinal complaints are frequent in theyd and one of the most gastrointestinal
disorders in the elderly is Stomach cancer. In 1988 average age of stomach cancer
detection for males was 62.9 years with averageadis duration of 3.1 years. Among
males 60 years and older, the incidence was 48(@&@0cases, compared to 186 000 new
cases in those 45-49 years old. Among females disisibution trend is even more
pronounced, largely due to the fact that therenamee women in the age group 60 years
and over. It is estimated that death caused byathroancer will be increased by two-fold
increase up to in 2020 .Other common type of cati@rincrease with ageing is colorectal

cancerand the average age of its detection was 63.8 Y&&t® , 2004 ) .

Other gastrointestinal complains among elderly isalOhealth problems. Limited
information is available at the WHO Global Oral Bdank and from a few national
surveys that included some data on ageing populaltican be concluded that the major
problems of the elderly are tooth loss, widespraad severe periodontal disease, dental
root caries, facial pain, jaw joint pain and bugimouth. So, Oral health disability may
also affect the nutritional status of this popuat{(WHO , 2004 ) .
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2.3.1.5. Changes in sexuality

Sexual desire and performance may continue wedl amt individual's eighth and ninth
decade although frequency may diminish. There araumber of changes in the
genitourinary system among elderly women that ltesfuiom hormonal transition and
decreased levels of estrogen and testosterondattee being associated with decreased
sexual libido, sensitivity, and response. Additioganitourinary effects associated with
menopause include atrophic changes in the vagutaayvurethra, and neck of the bladder.
Vaginal atrophy and diminished vaginal lubricationerfere mechanically with sexual
comfort and pleasure . llilness and medicationsaazemmon source of sexual dysfunction
in women because of the impact of these factorthemeuro-endocrine or the vascular
system or both. lllness may have a negative infleean a woman’s self-image, her
physiological response, and her partner. For exanmgulrgical treatment of breast cancer
can contribute to a loss of self-esteem and altbatly image and affect her partner’s
response (Gelfand , 2000) .

Ageing in Decline healthy men is associated byaagal decline in reproductive function
(both potency and libido). in reproductive functisrassociated with decrements in serum
testosterone concentrations in most studies amcall investigations. Approximately
20% of men 60-80 years old and 33% of men oveatjeeof 80 have serum testosterone
concentrations which are below the normal rangeyfming adult men. The biological
impact of decreasing testosterone concentrationslder men has been termed ‘the
andropause’. It is believed that the andropauseshgficant clinical implications to the
ageing related reductions in physical capacityinition in muscle strength and mass,
decline in bone mineral density, decline in psyobalal well-being, and impairment in
libido and sexual function. Other sexual probleh=t face elderly men is Benign Prostatic
Hypertrophy (BPH) which is non-malignant growthtbé prostate gland surrounding the
male urethra. BPH may be appearing in up to 10%0syear-old men and 80% of 80-
year-old men (WHO ,2004 ).

2.3.1.6. Changes in the senses functions with aggin

Sensory changes with age are some of the mostatriand undervalued changes

connected with the entire aging process. Therenary changes in senses occur with
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ageing such as; changes in vision, in hearing,astet and smell these changes occur
gradually and obstruct the elderly‘s ability to lgat information about environment which
is essential to maintain a high quality of life arGpbellet al. (1999) found that older
people with sensory impairments reported poor heelated quality of life( Murphy et al
,2007 ).

Changes in vision: Many elderly people have weakgmiye-sight and do not recognize
impaired vision as a specific problem but relatlito the changes associated with ageing.
However, the vast majority of patients with impdingsion can be improved with simple
measureglata, and Alia, 2007; Lye , 2000) .

In the fourth decade, the pupil begins to decréassgze and also react more slowly in
response to darkness or bright light .Because edetichanges, old people require three
times the amount of illumination to see as compaoed younger person. Focusing takes
longer time with an increase in nearsightednesg&jmgamall print harder to read. There is
loss of accommodation which makes reading and ohosd difficult( Lata, and Alia,
2007; Lye , 2000) .

Besides, there is thickening and yellowing of tkasl of the eye. This results in light
diffraction, increased sensitivity to glare, desesh depth perception and more difficulty
distinguishing pastel colors, especially blue amdeg, in addition to Decreased tear
production(Lata, and Alia, 2007; Lye , 2000) .

One of the most common vision problem among elderbataracts which is major source
of visual impairment in older people. Approximat&§% of people with cataracts live in
developing countries, 60% of whom are elderly. hese countries, cataracts are the
greatest cause of blindness and Vislbility ( WHO, 2004 ; Lye , 2000 ) .

According to Bromaret al002)and Nirmalaret al( 2005) suffering from two vision
impairments (cataracts and glaucoma) double thativegeffect on an individual’'s quality
of life Even mild vision impairments result in iniuals having substantially lower
quality of life than those without visual impairmien on other hand mood level is also

affected by visual impairment ( Murphy et al ,2007

In regards to changes in hearing: There is adbgsire tone hearing due to a decrease in

sensitivity to high frequency tones and decreasgtdichination of similar pitches because of
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changes in the bones and cochlear hair cells ofnther ear. Approximately 30% of all
elderly persons have some hearing impairment. Aability to communicate experienced
by an elderly person leads to loss of independamcksocial isolation. Additionally, the
sufferer is robbed of the ability to listen to @dind television programs and of telephone
conversation. Ignorance may result in the deaépabeing labeled as puzzled or frantic and
increasing social isolation may precipitate trangfem the community to residential care.
As hearing loss is 2X as common in the instituti@ead elderly, part of the hearing loss
reported may be related to iliness and trausa(and Alia, 2007; Lye , 2000) .

Hearing impairments are coupled with lower heallated quality of life (Murphy et al
,2007 ).

Changes in taste and smell: Taste and smell agerétdted and important for eating as
well as checking for hazards in the environmenhsag spoiled food, smoke and fumes.
Old people experience some decline in the abilitiaste resulting from a reduction in the
total number of taste budsspecially after the age of 80. The losses iretastl smell that

occur with advancing age can lead to poor appetisgpropriate food choices, as well as

decreased energy consumption ( Lata, and Alia, 2007; Schiffman and Graham , 2000 ) .

The loss of vision, hearing and other senses shioellcecognized as more than physical
problems. Such conditions have profound effectssooial and personal interactions,
economic viability, and mental health of those etiée, and should be treated seriously.
(WHO, 2004) .

2.3.1.7. Changes in the Urinary System:

With ageing there is A gradual decrease in themel and weight of the kidneys so that
by the ninth decade renal size is about 70 pewdfeiiat of the third decade.

Tubular function also declines with aging , theatatumber of glomeruli falls by 30 to
40% by age 80 and the glomerular filtration raté-iRp decreases by 50% over the time
one ages from age 30 to 90 ( Boss and Seegmil@s1, ).
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One of the most common urinary problems among Bider Urinary incontinence and its
prevalence o has not been precisely measured hereiben or women. According to
WHO reports, up to 7% of elderly men and 20% ofedid women report regular
incontinence . Boss and Seegmiller said that isyddy incontinence which has been found
in 17 percent of men and 23 percent of women dldan 65 years. In about half of the
women and a fifth of the men this was due to stiressntinence alone. The capacity of the
bladder decreases with age from about 500 to 6d0mplersons younger than 65 to 250 to
600 ml for those older than 65. Perhaps more imprin younger persons the sensation
of needing to void occurs when the bladder islittiore than half filled but in many who
are older the sensation occurs much later or samstinot at all, leading to overflow
incontinence. These changes appear to be due rfiereto central nervous system disease
than to bladder dysfunction ( Boss and Seegmill®81 ). Urinary incontinence is one of
the leading causes for nursing home admissions.dbth a medical concern and a socio-
economic problem. Increased public awareness anda&dn about incontinence may

encourage those afflicted to seek professional help

Incontinence is a physical condition with negatpersonal and social repercussions.
Failure to address the condition may lead to irsgdaanxiety, loss of self-esteem and
depression. Self imposed isolation and social awersnay leave incontinent elderly
without access to adequate social support or miectca. To avoid these problems, elderly
should be informed that incontinence is a treataoledition, rather than an inevitable

consequence of ageing ( WHO, 2004 ).

Other urinary problems is urinary tract infecthich increases with age and may be as
high as 30% in women aged over 65 years (Lye QRO0OOnN the other hand there is a
water conservation defect in the elderly which $adbem to dehydration due to a
decreased responsiveness to the vasopressin arehskedn the total water in the body

with age. This is available more in women than ennfLye , 2000).

2.3.1.8. Endocrine system:

Increasing age results in a progressive deter@mrat the number and the function of

insulin producing beta cells , resistance of parphtissues to the effect of insulin and this
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is one of the reasons ohyperglycemia in the elderly in addition to theemises and
dietary changes among the elderly ( Boss and Sdlegiml981 ) .

About 1 in 20 of the elderly population have diasetellitus (Lye, 2000 ). According to
PCBS in 2009, 25%o0f the elders suffer from diabeted its is considered the second

chronic disease among elderly in Palestine(PCB&9R0

Because of the complication of hyperglycemia, ederly patients require annual review

of eyes (dilated pupils), feet (nail care, neurbpaetc.), renal function, metabolic
control and blood pressure(Lye, 2000 ).

Growth hormone(GH) also decline with age. ReduGétl levels, similar to decreased
androgen levels which results in a decrease ofrgeperformance, reduced muscle mass
and strength, and an increased tendency towardstypb®ince sleep in the elderly men is
often shallow and fragmented and growth hormoneetea occurs predominantly with
deeper stages of sleep, there seems to be a tiomddatween impaired sleep and reduced
GH production in ageing. Similarly, there is a deelof melatonin secretion; a hormone
regulating circadian rhythms and other physiologittanctions with age. Decreased
melatonin concentrations may thus also contribotesame of the age-associated changes
in elderly, especially in sleep disorders (WHO 2004

2.3.1.9. Changes in the nervous system:

The ageing process has a significant impact onctwral nervous system. There is a
decrease in the number of brain cells , some neustmink with age rather they
completely lost although many neurons have irsgéa dendrites growth into very old
age to compensate neuron loss in some area of brAoctompanying the loss of neurons
Is decrease in brain weight and size (Saxon QR0Electrical activity is diminished due
to reduced availability of neurotransmitters andtgynaptic receptors. The pyramidal
tractsof the spinal cord, a long “chain” of neurons, whiare responsible for voluntary
motor movement, have a decline in function. Soamoésponse is decreased and the
ability to maintain balance and position is impdir@his decline results in an increased
fall risk also sensory perception and reflexesasréasedSaxon , 2010 ; Lye , 2000).

Because of the reduced number of brain cells, rhegmtecessing is slower in the old
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people. These changes could then account for tneased time older people usually need
to perform simple tasks as well as for their poostention and increased suitability to
distraction in learning and memory tasks (Saxo®102. As most people experience a
modest increase in memory problems as they get,attinly with regard to the ability to
remember recent experiences. Also there is impairrakthe ability to accumulate new
information and to regain existing information frarremory. In addition to a decrease in

the capability to store new information once ieiarned (Morewitz,.and Goldstein2007).

One of the nervous system disorders among eldgerRarkinson disease. This disease is
associated with slowness of movement, fatigue, tdickiternative movements and difficulty
in initiating movement. With rigidity or tremor th@evalence and incidence rates increase
with increasing age and the disease rarely staltsMthe age of 55 ( Lye , 2000).

According to intelligence , some abilities such the ability to think abstractly are
biologically determined, other intellectual abéwi such verbal fluency reflects the
knowledge and skills which the person has gainedutyh life experience. Also,
Intelligence tests have demonstrated a pattern gefrelated changes in intellectual
functioning. These tests show somewhat poorer padonce by elderly on abstract
thinking tests but little or no difference on tesfsintelligence that gained through life

experience (Lata and Alia, 2007 ).

2.3.1.10 Functional disability:

Disability is defined as a negative balance betweerperson’s abilities and the
environmental requirements. This makes it diffidoltcarry out various activities, such as
walking, shopping, cooking and self-care. In thdeolpopulation progression of severe
disabilities is an important public health and d¢desed as a major risk factors for
institutionalization. In old age, pathology caudegairments, for example decreased
muscle strength, poor balance and low oxygen copSam Impairments predispose
people to functional limitation such as slow watkivhich will cause disabilities like

difficulties in mobility and seltare.( Lye , 2000 ; Cutler, 2001 )

On the hand, Persons with more education are messh likely to be disabled than are

those with less education, as are those with higtoemes and who worked (Cutler, 2001)
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2.3.2 Social and economical Changes:

At the social level, studies have shown that thenncansequences of ageing are social
isolation and the feeling of being lonely, beindp@den to people, motivation lost, and
intimacy missed (Sheela and Jayamal208 ; Hijazi and Abu Ghali 2008, Ibrahim, 2009).

Losses and grief also considered main social clsaagwng elderlyother type of socio-
economical changes is retirement and being findycaasecure and dependent. These
elements seem to be by far the most important coeaef the elderlyy Gusmano, 2006;
Butterworth , 2006).

2.3.2.1 Social isolation:

Because of stereotypes ideas as old age has abesysconsidered to be the last stage
before death, the elderly may be forced to dedh wétrimental changes in roles with the
family, community and workOpportunities open to the elderly for remainingiatby
useful are severely undermined as retirement addwhood terminate their participation
in the principal institutional structures of sogietthe job and the familyGill et al , 2006;

Thomopoulou et al , 2010).

Also, a sense of isolation and frustration may oedoen he or she is faced with a decline
in socio-economical status and the stereotypiconadif being senile, unproductive, rigid,

and tranquil lead poor quality of life (Cornett, 2006 ; Newsom and Schul2000 .

Social support and social networks of mutual obiayg whichgenerate a sense that one is
cared for and loved, esteemed amadlied are associated with positive health outcomes
Decrease in Social supportdassociated with increases in depression, anxiety,cgher

psychological problems ( Fiksenbaum, 2005 ; Newsom and Schul2000 .

Researches have shown that the elderly who feel loneliness was more common; about 50

percent of adults aged 80 and above often feltygri@ambert, 2005).

Changes in Social relations are one of the impbrthanges that occur with ageing. There

are some relations become stronger with ageing asicharriage. The quality of marriage
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varies from couple to couple, but most elderly laungls and wives report greater happiness
and satisfaction with their marriage during theitet years than at any other time. Many
say that companionship, respect, and the sharimgramon interests develop during later

adulthood ( Lambert, 2005) .

A majority of elderly men live with their spousé&omen tend to live longer than men;

therefore there are many more widows than widoWéeesnbert ,2005) .

On the other handhe elderly who remain single tend to have moretemal and physical
pathology than the married elderly. Death ratescarssistently higher among single and
socially isolated people. Males are particularlyineuable for being socially isolated,

whereas older women typically establish a socippett network (Lambert, 2005) .

2.3.2.2 Retirement:

Change in socio-economical status affects the iddal's way of life. Elderly shift
through many roles throughout their lives. Onehaf tnost dramatic changes is retirement
( Mein et al 2003 Butterworth et al, 2006; Gill et al , 2006 ).

Retirees reactions to retirement may vary fromgielito dread . Retirement can be
viewed as an achievement, an accomplishment. Tineednas completed a major phase of
life and now can enjoy their life due the remowélwork demands and work induced
stress. and it considered the time for rest afakation But for others, who have lived to
work, this may be a time of difficult adjustmerttmay represent relinquishing of power,
control, and/or authority. For those whose life whsir work, there can be a loss of
identity Because they lost the work which provided economical rewards as well as
social status.. Even in the best of circumstan@sement requires some adjustment and
problems may emerge. Other problems that facelglddren they retire are isolation and
lower income. Isolation can result for those wheseial life revolved around time spent
with co-workers and who never developed a circlefridnds outside the workplace.
Financial concerns are a major issue when facitigeneent. Most people have not been
able to arrange their retirement income to maintdie same standard of living
experiencedduring the employed years. Adjusting teduced income can result in stress
and worry about the financial stability of the fre(t Mein et al 2003 Butterworth , 2006;
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Gill, 2006 ; http://www.articlesbase.com/mental-health-artidasdtional-problems-in-

later-life-common-issues-in-late-life-are-retireneivorce-widowhood-misues-of-
prescription-drugs-suicide-and-neglect-2843728 Hixaz 1CvDplrGY) .

On the other hand, research suggests that monmopss missed in retirement. When
people are assured an adequate income, they wiié early. Also many couples adjusted
well to the transition from employment to retirerhand often reported an improvement in
their relationships especially when the wife reti(&zinovacz and Schaffer, 2000). Other
research indicated that the loss of work roleseaslt of retirement is more threatening to
the mental health of men than of women particularlgocieties in which gender roles are

much more strongly demarcated ( Suk Jeon et@06)2

Independence is an important aim for the majaoitglderly persons, regardless of their
health status. It is an expression of self-respacdt pride and help elderly to view him or
her as a competent individuaCornett, 2006).

2.3.2.3 Elderly abuse:

One of the important social problems in the lifeetderly is elderly abuse. Elderly abuse
and neglect cause unnecessary suffering to thepetiple. Abuse may be physical,
psychological, financial or violation of basic righ Physical abuse includes assault,
trauma, bruises, burns, fractures, dehydrationnuatation, pressure sores, hypothermia
and over-sedation. Psychological abuse includesatirof abandonment or placing in
home or verbal abuse. Violation of basic rightdudes not being able to vote, practice
ones religion. Financial abuse is more common dsrglhave more assets, particularly

their own home, their properties and their savifhiffsuse of Commons, 2004).

Elderly women are much more likely to experiencgleet and elder abuse. For example,
in Palestine around 25% of elderly exposed to whffe type of abuse (PCBS , 2005).
While a study surveyed over 2000 non-instituticread elders in the United States found
that the prevalence of elder abuse ranged from 4% to 10% of those 65 years and older;

abuse was perpetrated more often by spouses (5@&¥bjpdult children (24%) .

Although empirical studies are lacking with regatdsthe consequences of abuse and
neglect, Wolf reports that depression, learned lbgfmess, alienation, guilt, distrust,

withdrawal, fear, shame, and post-traumatic staiserder appear to be responses to



abuse. Similar to the victims of domestic violeace child abuse, the elderly tend to hide
or minimize the abuse, fearing abandonment and rejection (House of Commons, 2004;

http://www.articlesbase.com/mental-health-artielesstional-problems-in-later-life-common-

issues-in-late-life-are-retirement-divorce-widowhemisues-of-prescription-drugs-suicide-and-
neglect-2843728.html#ixzz1CvCyHY8Q

2.3.2.4 Grief:

Loss is an inevitable consequence of ageing, Blded exposed to death of their spouse,
relatives and close friends. Nevertheless, theatloktheir forthcoming death seems to be
less of a worry, also Grief is normal reaction tede losses. Grief in the elderly may be
different from the younger person due to specialdid such as; a greater degree of
readiness, more physical, less psychological sympteecognized. Psychiatric morbidity
is prevalent, and older adults are vulnerable freksion and anxiety in the aftermath of
loss. Many other losses which multiply effects, lsas retirement, physical disabilities,
poorer mobility, increased the possibility of sdei( Cindy ,2002) Both men and women
the same experience difficulties as a result of Miidood, but men tend to remarry at a

much higher rate than older women do( http://wwiickrsbase.com/mental-health-

articles/emotional-problems-in-later-life-commomstigs-in-late-life-are-retirement-

divorce-widowhood-misues-of-prescription-drugs-gleeand-neglect-
2843728.html#ixzz1CvDbUDLtI.

However other study hypothesize that Older mey bemore prone to loneliness than
older women when they lose their spouses . Comgargmen, more men rely on their
spouses and less on family and friends for sodppert. Should anything happen to their

spouse, older men may struggle and their qualitfeomay suffer (Bennett, 1998).

2.3.2.5 Social role:

Old age is not only a process of degradation. rit ltave positive, growing elements, too.

Some positive ideas show elderly people as a resdor their families and for society,



and many of elderly are still have specific aimduture, but this depends on their good
state of physical and mental health. Long afteirthetive professional working life,
elderly people are able to offer precious contidng like time, money and wisdom. This
gives them many possibilities for playing a verylpfhd role in their families,
communities, and in the wider society. Those wleoadnle to do so very often give support
to their children and grandchildren, or perhapstteer younger people .This is not only
depending on chronological age, but also on ext@waditions like education of elderly,

work or the family situation (Conference of Europehurches , 2007).

In Arab culture the elderly were respected asrdpositories of inherited wisdom and
experience and they were the principal decisionarakNowadays, the accumulated
knowledge of the elderly is rarely viewed as theirse of wisdom .It is commonly

regarded as something outda(Bésic,2007 ).

Ageing can be described in terms of several diststages which describes social,

economical and health changes. Some authors whd®eescribe the double-edged

patterns of growing old have found it helpful teemdify at least three phases of older
adulthood.

First, the “young-old,” who are persons roughlyves#n ages sixty and seventy-five and
who are markedly different from the outmoded stifees of old age. They are relatively
free of the earlier responsibilities of work andnfly, generally healthy and vigorous. A
pressing question for these post-retirees stithenprime of their life is, “What shall | do

with the remaining years of my life?” ( Kimble, 198

Second, the “middle-old” phase is made up of peydomm ages seventy-five to eighty-
five who are beginning to slow down and to sufi@mi the advent of chronic and even
debilitating illnesses. They are also experienaimgre radical changes and losses, often
triggered by the acute iliness or death of a spolils®, the balance between independence
and dependence begins to be more tenuous for maimgadhis stage and may even lead

to admission to a long-term care facility( Kimb1€89 ).

Finally, the “frail-old” (eighty-five plus) are tls® who have become increasingly

dependent and are suffering from health problemwsasfous kinds which frequently



require skilled care. Furthermore, Dementia or &later’s disease may be involved in the

last two stages( Kimble, 1989 ).

2.3.3. Psychological changes among the elderly:

The psychological feature of ageing is relatechtogerson’s ability to adapt. Changes may
occur in perception and memory; thinking, learnimgd problem-solving; mood and
attitude, self-concept, and personality. Changes nientioned above result in poor self-

esteem and a lack of self-satisfaction and oftegipitate significant crisgsCornett, 2006)

Old people often face a great number of stressgscn be caused by a many events and
situations. Stresses can be physical or sociahdny times, Stress affects elderly physical
health and can have an even stronger effect onriemtal well-being. In addition to that,
decline in physiological ability and loss of furmtal reserve can take a psychological toll
on an individual and may be compounded by more rgérsymptoms such as lack of
energy, generalized weakness, difficulties in categion, forgetfulness, irritability and
sleep disorders (WHO, 1999).

There is an increasing body of evidence to sugipestthe crisis of ageing and being old
are a crisis of meaning. It has been observedlteaénormous gains in longevity resulting
from medical and technological progress have beeampanied “by widespread spiritual
malaise and confusion over the meaning and purpbse particularly in old age.” The
extent of the sense of emptiness and meaninglessmetder adults appears to be one of
the major causes of depression and despair arettedl one of the reasons of suicide in
the United States (Kimble, 1989 ) .

According  Personality changes associated with nggei there is an increased
preoccupation with one’s inner life, including gieraattention to personal feelings and
experiences and reduced extraversion. The othesopality changes is gender role
identity, with advancing age, men and women appe&decome more similar in terms of
their values and personality styles. Studies irumlver of different cultures have found
that men tend to become more nurturing, expresaiveaffiliation-seeking as they grow
older, whereas women tend to become more instriahantl achievement-oriented (Lata
and Alia, 2007 ) .



2.4 Mental health of the elderly

Elderly who has the ability to interact with envirnent and others in ways that support
subjective well-being, and use mental abilitiesg(gtve, affective and relational), in

optimal way to attain individual goals it said te an elderly who has good mental health.
The term “psycho geriatric” is frequently used,rafation to the target group, to indicate
disturbances of cognition or behavior or condititret occur in later life. It should be noted
the circumstances or disorders experienced priynbyilpeople over the age of 65 can also

affect younger populations, specifically individsi@ their 40s or 50s. (Barrett et al , 2002 )

Furthermore, there are prominent mental disordensng elderly, such as dementia,
depression, anxiety disorders ,somatization , stkeprder and substance abuse( Neno et
al, 2007 , Al-Offi, 2004) . Each one of them vk discussed in the following

2.4.1 Dementia:

When people become older, they are increasinglyentikely to be affected by organic
cognitive disorders. These disorders include theditmn usually referred to as senile
dementiaDementia in the elderly has been recognized dtiscriirol described " dementia
senile” in his textbook Des Maladies Mentales irB&§AI-Offi, 2004). Dementia is
defined as a significant decline in two or moreaaref cognitive functioning. The
fundamental feature of dementia is impairment iarshand long-term memory, coupled
with impairment of cognition and abstract thinkingnpaired judgmentand other
disturbances of higher cortical function, or perdiim change( Neno et al , 2007
Ramadan, 2005) The disturbance is severe enough to interfereifgigntly with work
and occupation or usual social and functional ghiif includes impairments in capacity to
solve problems of day-to-day living, perceptuallskilanguage and communication and

frequently involves disturbances of emotional reenst( Al-Offi, 2004 ) .

The diagnosis of dementia is not made if these symp occur only in the existence of
reduced ability to maintain or shift attention taernal stimuli, as in delirium; however

delirium and dementia may coexist. Diagnosis ofmeetia is complex and often
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uncertain; it is made even more complicated byfdlcethat the presentirgymptoms may
be caused by medication or alcohol abuse, malmutyitlepression, anglituational stress.
(Kimble, 1989) .

Depending on the degree of dementia, the obsemapdiiment is variable, ranging from
relatively isolated cognitive disturbanceshich may be undetectable in usual social
circumstances to severe forgetfulness and gloltellectual disturbance with loss of
psychological and social functioning .(Ramadan,5300

On the other hand, the major causes of dementidlareeimer’'s disease (approximately
50%), dementia with Lewy bodies (approximately 20%yascular dementia

(approximately 20%) and other rarer causes inclydiironto temporal dementia, central
nervous system infections; brain trauma; toxic-toelia disturbances; normal-pressure
hydrocephalus; Huntingdon’s disease, and otheredéas associated with Parkinson’s
disease. These disorders coexist in 15-20% of ¢ask+0, 2004)

The prevalence of dementia after 65 years was atdtms being between 4% and 7% in
ten epidemiological studies, while prevalence desil@very 5 years such that rates rise
from 1% at ages 65—-74 to 7% at ages 75-84 to yir2&o after the age of 85. ( WHO ,
2004 ). Although it usually occurs after age sifitae but the incidence is higher in women
than in men. In one third of cases, dementia ina@ated with other psychiatric
symptomatology, such as depressive disorder, ad@mdt disorder, generalized anxiety
disorder, alcohol related problems ( Al-Offi, 2004Alzheimer and other dementias ranked
as the fourth leading cause of disease burden uitsadge 60 and older worldwide,
outranked only by heart disease and chronic olisteupulmonary disease (Gellis , 2009

2.4.2 Depression

is a common disorder in people over the age offéfui et al , 2007; Akyo et al 2010) ,
with severe depression affecting 1-3% of the pdmraand milder forms affecting 10—
15%.. Other research suggests that 50% of sicklglded 50% of the hospitalized elderly
have significant depression. Furthermore, the reoesdical research has suggested that
the physiological changes may play a major rolghi frequency of depression in the
elderly ( Neno et al , 2007 ).The American Assacraffor Geriatric Psychiatry reports
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about 25 percent of people experience depressidrca@xisting with a chronic illnegs

Al-Offi, 2004 ). The ilinesses that particularly affect mentalltrea the elderly include:

Ischemic heart disease, Stroke, Cancer, chrong disease, Arthritis, Alzheimer's disease
and Parkinson's disease ( Weintraub et al ,2008zeB, 2003 ) . Also, a combination of
depression with dementia in varying quantitiesls® @ frequent occurrence ( Gellis et al ,
2009 ) . The high prevalence of depression amodgrigl who had health problems (
illness and disability) are due to decreased mgbilisevere pain; cognitive decline;
damage to body image due to surgery or diseaseelh@sv prescription medications can

trigger or exacerbate depression.

http://www.helpguide.org/mental/depression eldétiy).

A significant life trauma ( as recent death oémas, family members, and spouse) has

been reported as the cause in 70% of the eldentysuffer from depression (WHO,2004) .

The observed increase in the prevalence of depregsipecially in younger and middle-
age may be the result of environmental changes, asitoss of identity due to retirement..
, increasing stresses and reduction of social stigal living alone (Ghubas et al , 2004
;Youssef, 2005; Thomopoulou et al , 2010) .

It may sometimes be a difficult diagnosis, as degon in late life can sometimes be
caused by other disorders, such as dementia, cotacaradministration of drugs, physical

illness and disorders, such as hypothyroidism. f§and Mottram, 2000)

It is important to remember that although, as inpabple, reaction and depressed mood
may be a normal response to loss, prolonged arsispart depressed mood, particularly
when associated with other biological symptomshsag sleep disturbance, diurnal mood
variation, appetite and weight loss, loss of lihidnd suicidal ideation are an important

pointer towards the presence of clinically sigrafit depressed mood ( WHO , 2004 ).

Moreover, there is a female predominance of dejoresd all ages, although this difference
tends to diminish later on in life where men araa@st as often affected as women. It appears
to be true that women are more likely to have degpo@ than men, although depression is
undoubtedly the most common functional disordezaiihg ageing males ( WHO, 2004 ).
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Despite the slight predominance of women in terfithase affected with depression, it is
men who are most successful at committing suiditdeed, suicide rates rise with age so
that the highest rates are seen in males overgbeof75. It must be remembered that
about 90% of elderly men who attempt or completeide have depression, either

undiagnosed or inadequately treated ( WHO, 2004 ).

2.4.3 Anxiety disorders

Anxiety is a common and major problem lately, yehas received less attention than
depressive disorders. Anxiety disorders are oftssp@ated with common age-related
medical and chronic conditions such as asthmapithytisease, coronary artery disease,
dementia, and sensory loss ( Gellis et al. , 2009; Stein and Lang , 2002 ) . Besides chronic

physical iliness there are other factors thatseaanxiety among elderly as having
suffered extreme experiences as ware and violemteracent losses in the family, fear of

death or dying and financial problems due to twfssork (Stein and Lang , 2002 ) .

Researchers and practitioners recognized that gganmd anxiety are not commonly
exclusive; anxiety is common in the old people a#l s in the young. Schaub and Linden
(2000) examined 516 German subjects aged 70 yewtsoler. They found that the
weighted overall prevalence of anxiety disorders W&b%. They observed that anxiety
disorders in the elderly did not appear much d#féfrom those in younger ( Schaub and
Linden ,2000) .

Even though anxiety disorders, like most psychsatiisorders , may be less widespread
among older adults than among younger people ,eapalogical facts suggests that
anxiety is a major problem in late life. In the Matl Comorbidity Survey Replication,
9282 English-speaking adult American subjects weterviewed. Among all disorders,
DSM-IV anxiety disorders showed the highest lifegiprevalence: 28.8 % overall and 15.3
% in the elderly. Elderly subjects had a lower plexce for each of the anxiety disorders
relative to the rest of the population. The oveliédtime prevalence in the whole sample
and in the elderly subjects, separately, were 5anth 3.6% for GAD, 4.7% and 2.0% for
panic disorder, 1.4% and 1.0% for agoraphobia witlpanic, 12.5% and 7.5% for specific
phobia, 12.1% and 6.6% for social phobia, 6.8% artPo for posttraumatic stress

disorder, and 1.6% and 0.7% for obsessive-compuidisorder(Kessler et al, 2005). The
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data from the Palestine indicated that (23.5%)ldénrty in institutions homes in Palestine
felt anxiety( Ibrahim , 2009), 64.3% of elderlyn Gaza strip suffered from anxiety
(Hijazi and Abu Ghalij2008).

According to Anxiety disorders , Phobias and Galiwzd Anxiety Disorders (GADS)
account for most anxiety disorders in late life(Beekman, et al . , 2000; LeRoux et al , 2005;
Stein and Lang , 2002 ) whereas most other ansigtgromes seen in the elderly, (e.g.,
PD and OCD) reflect recurrence or worsening of ariedy disorder that had its onset
earlier in life ( Stein and Lang , 2002 ) .Thast was improved by some studies as the
Longitudinal Aging Study Amsterdam (LASA ) whichuiod that the overall prevalence
of anxiety disorders in the community was estimateti0.2%. GAD was most common in
a 6-month time period (7.3%), followed by sociabpla (3.1%), PD (1.0%), and OCD
(0.6%) ( Beekman, et al . , 2000) . Other studydcwmted by Epidemiologic Catchment
Area (ECA) which reported on the 1-month prevaéent panic disorder, phobias, and
obsessive-compulsive disorder among adults froma §ites across the United States. In
this study, the overall prevalence of anxiety digos in the elderly subjects was 5.5% as
compared to 7.3% in subjects of all ages. The peeca of phobic disorder, panic disorder
and obsessive-compulsive disorder in the elderlgewle8%, 0.1%, and 0.8% respectively
as compared to 6.2%, 0.5% and 1.3% in subjectt afes (Regier et al , 1993).

Agoraphobia in older adults is usually a differgenomenon, with different etiology,
from agoraphobia in younger adults In the eldetig, newonset of agoraphobia is rarely
associated with spontaneous panic attacks, bigadss a maladaptive reaction to some
form of medical illness experience that rendersitiividual fearful of being unable to
function safely away from home. An example is atedly woman who breaks her hip, and
even after it has satisfactorily healed, is afrmdmaneuver without help and therefore
avoids leaving the house aloif&tein and Lang2002 ).

Besides, the prevalence of clinically significaniigty, including symptoms that do not

meet criteria for a specific disorder, is commomamthe elderly and may be as high as
20-29% . Anxiety symptoms may be expressed as tiomeatures or behavior changes,

and the clinical presentation of anxiety in lafe hay be more likely to include depressive
symptoms. ( Gellis , 2009 ; Stein and Lang , 2002 ; Lenze et al , 2005 ) .
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So anxiety in the elderly has been found to ofmecur with depressiorvan der Weele

et al , 2008; Beekman et al., 200Q In fact, community survey research has revealed
comorbidity of anxiety and depression as high aslpé0% among the elderly (Beekman
et al.,, 2000) . Pereira et al (2002) studied §68atric patients attending a psychiatric
hospital in Goa. The findings indicated that he&:.7% of the patients had neurotic,
stress-related, and somatoform disorders of th&&#, of patients were diagnosed with

mixed anxiety and depression (Pereira et al , 2002)

The consequences of anxiety in late life are pakytserious and extend beyond that of
emotional functioning. Anxiety symptoms are assted with functional limitations or r
lack of ability to perform daily activity, increagefatigue, greater levels of chronic
physical iliness, increased disability, lower levef well-being, worse life satisfaction, and
inappropriate use of medical services among the elderly( Brenes et al. , 2005; Wetherell et
al., 2004 ). Wetherell et al found that that ol@AD patients report overall worse quality
of life than individuals with recent acute myocatdinfarction or type Il diabetes
(Wetherell et al., 2004). Also, the old people watixious depression report an increased
suicidal incident and reduced psychosocial support.

It should be kept in mind that anxiety is a rexfltinadequate coping and inadequate
support in the face of stress; therefore, as stiedsw and support is high in elderly

subjects the prevalence and magnitude of anxistyrders in the elderly may be lower.

2.4.4Somatization:

Somatization in the elderly has been usually ssem masked presentation of depression ,
Among the elderly depressed, somatization is comar@hmay be commoner if physical
illness is also present. Psychiatric illness, rayan important aetiological factor for

somatization in the elderly ( Sheehan , Banerfg99 ).

In a community sample of 764 persons agéd years, an increasiagnount of subjective
body complaints was associated with greatgr in women and in persons with depressive
mood (Schneideret al, 2003) . On the other hand, in a stoflgutpatients in an urban
primary care practice, medicallynexplained symptoms were more frequent in patients
who livedalone(Schneideet al , 2003).
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Sometimes the old people will somatize as a majay wf communicating with their

physician, pastor, or caregiver. Often their bodimplaints reflect treatable conditions
such as unresolved grief, depression, and situatistiness. The non psychotic somatized
person who has no underlying etiologies usuallyoads to supportive and empathic

approaches (Kimble, 1989) .

However, in this age group, accurate steps musurmertaken to exclude physical
problems before ascribing symptoms to somatisg¢i&wans and Mottram , 2000).

2.4.5 Sleep disorders:

Sleep undergoes a number of changes with increagi@@nd tends to display more varied
patterns. Sleep disorders are common among elderly peoplectafg about 50%
compared with about 26% gfounger adults. This high prevalence of sleep der
results in excessive daytime snoozing, fatiguenitvg impairment, increased psychiatric
morbidity( Jagus and Benbow, 1999).

There are numerous psychological and social fagtontributing to quality and quantity
of sleep (WHO, 2004). Elderly spent more time iml leecause of increased spare time
available to retired or bereaved people. Both egmpent and marriage have an organizing
influence on sleep-wakpatterns and following retirement or bereavemeaséhpatterns
changes (Jagus and Benbow, 199%tal sleep time decreases with age, but the amount
of time spent in bed increases with a greateportion of time in bed spent awake. The
ratio of time spent sleeping to total time spenbéa decreases from 95% in adolescence to
less than 80% in old age (WHO, 20048leep onset takes longer with age, about 32% of
elderly women and 15% of elderly men take over 3@uibes to fall asleep. Awakenings in
the night are more frequendver 50% of elderly people report more than 30utdsa of
wakefulness after sleep onset. Overall, less tim@ed is spent sleeping. Among 60- to 80-
years-old sleep time averages 6-6.5 hours per might 7.5-8 hours spent in bed. The
elderly can be described as having an impairedotigpto maintain sleep. In a study of
over 9,000community-dwelling adults over age 65 years, 42%suobjectsreported

difficulty in initiating and maintaining sleep(Jagyand Benbow, 1999



Sleep instability have significant and serious eguencesSleep problems are associated
with increased risk of falls ithe elderly, even after controlling for medicatiose, for
example, they may face difficulties in walking, $eeing, and depression .Studies have
shown that elderly with difficulty sleeping repaitpoorer overall quality of life more
frequently, as well as mosymptoms of depression and anxiety, than those natkleep
difficulties. Chronic sleep difficulties at any agan lead to deficit in attention, response
times, short-terrmemory, and performance level (Ancoli-Israel ancalay, 2009) . Also
fragmented sleep influences in the growth hormawesion which occurs with deeper
stages of sleep (WHO, 2004 ) .

The most common intrinsic dyssomnias in the eldarky primary snoring, sleep apnea,
restless legs syndrome and periodic movementeeps| Jagus and Benbow, 1999)

First of all, the primary snoring very common in the elderly. It occurs in up6@’ of
men and 40% of women .Also studies have shown tti&tprevalence rates of apnea
ranging from 26 to 73% of elderly populations. Setahe periodical movements of sleep
and restless legs syndrome are reported by appabeiyn5% of elderly people but may be
present in up to 33% ( Jagus and Benbow, 1999) .

Moreover, the medical, pharmaceutical and behaviveatments are available to the
patient and frequently improve the quality of sleldpwever, the first step is the

recognition of the problem (WHO, 2004).

2.4.6 Paranoid Symptoms:

New- Onest Paranoid symptoms are common amongialdigiduals. They can indicate an
acute mental status change owing to medical illnessrespond to behavioral and
psychological symptoms of dementia, or associatantainderlying affective or primary
psychotic mental disorder (Chaudhary d®abheru, 2008). With elderly persons there is
sometimes an element of suspiciousness, espegibéiy a person becomes more frail and
consequently more dependent and vulnerable. Thsvow may also be the result of
inadequate, injudicious, and demeaning treatmetheahands of professional and family
caregivers. The old person’s suspicions and feasshe appropriate, based on negative past

experiences.( Kimble , 1989). In a cross-secti@badly was conducted by Bazargeinal

Ixi



about Paranoid Ideation, among Elderly African Aicear Persons, the sample was 998
independently living elderly African American penso The study used the Brief Symptom
Inventory to measure paranoid ideation. Resultswebo that theParanoid ideation
(symptoms of paranoia) was found in 10% of this @amincome, instrumental support,
hearing loss, stressful life events, self-reporteeimory deficit, and depression showed a
significant relationship with paranoid ideation argeelderly ( Bazargan et al , 2008 ).

2.4.7 Medication Misuse:

Data suggests that misuse and abuse of prescriptegtications by older adults is a

growing problem (Donya et al , 2009) .

About 80% of elderly have some chronic medicaldioon, and the likelihood of multiple
medical problems increases with advancing age.€ltherly receive from 25% to 30% of
all prescriptions and use these drugs at a ratewdh as two and a half times that of
younger persons . Seniors also are heavier usengrapfrietary or over the counter
medications( Carlson, 1994 Kimble, 198). In Palestine , a study conducted by
Akkawi(2008) showed that the prevalence of polyptesy among elderly of the three
districts (Nablus, Tulkarm, and Jenin) was 41%dAhe mean number of medications
used by each elder of the study population wagrat® (Akkawi.2008). Multiple medical
conditions, complex medication regimens, and thee afsmultiple care providers set up a
situation for high risk of adverse drug reactionickhis very frightening to the elderly;
these occur with alarming frequency in the old peopmcidence of side effects which
have been documented is three to seven timesdfadncy in other age groups. Also 10%
of hospital admissions for elderly are due to stedctions. The elderly commonly self-
treat with medications, often follow the dictum tHd& one pill is good, two must be
better.” It has been reported that the elderly memgive thirteen new prescriptions a year
and may be taking three to seven medications atioree The problem is compounded by
the frequent use and abuse of over the countercatésiis. Some elderly persons, of
course who are under use medications perhaps dbe fear of the effects. Side effects of
some medications masquerade as delirium, disotienfampotence. The elderly and their
caregivers need carefully to monitor all medicagidreing used (Carlson, 199&Kimble,
198).
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General indicators of prescription medication mésusay include loss of motivation,
memory problems, family or marital conflict, newffitiulties with activities of daily

living, drug-seeking behavior, and doctor shopgfignoni-Wastila and Yang, 2006).

There is growing evidence that female sex is a magh factor for problems associated
with prescription drug abuse. (Simoni- Wastila avidng, 2006).The two major classes of
prescription drugs subject to abuse thia used by older adults are the sedative-hypnotics
and the opioid analgesics (Simoni-Wastila and Y&006).

2.5 Quality of life among elderly

2.5.1 Definition of quality of life

Over the last fifty years a many definitions oflity of life(which abbreviated as QoL or
QOL) have emerged within health and social sciel®eplines, there is no single, agreed-
upon definition of QoL. the most widely used anddully derived definition is that by
WHO (The WHOQOL Group, 1995): “Quality of Life ifined as individuals’ perception
of their position in life in the context of the twle and value systems in which they live and
in relation to their goals, expectations, standaads concerns It is a broad ranging concept,
incorporating in a complex way individuals’ phyditeealth, psychological state, level of
independence, social relationships, personal Bekefd their relationships to salient features
of the environment (The WHOQOL Group, 1995, p.5)40

Another definition has been provided by Lehman @)99patients’ perspectives on what
they have, how they are doing, and how they feelutbheir life circumstances. At a
minimum, QoL covers persons’ sense of well-beintgroit also includes how they are
doing (functional status), and what they have (s€d® resources and opportunities)”.
Lehman’s model suggests that “* QOL is a subjeatiadter, reflected in a sense of global
well-being, and this experience depends on at kbase types of variables: (a) personal
characteristics, such as age and sex; (b) obje@®Ee in various domains of life, such as
income level; and (c) subjective QOL in these séifaelomains, such as satisfaction with

income Basu, 2004; Ventegodt et al , 2003; Bowling and Gabriel, 2007).
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In regards to Erikson (1993),who interested indtandard of living in a society, defines
quality of life in terms of control over resourcasch as money, property, knowledge, mental
and physical energy, social relations and secditity individual is perceived as an active
human being that uses his/her resources to follmvsatisfy basic interests and needs. On
other hand Lane (1996) understood high qualityifefin terms of subjective well-being,
human development, and justi@eham et al , 2006; Bowling and Gabriel, 2007 ) .

In Canada, the Ontario Social Development Courefings quality of life as the “product
of the interplay among the social, health, econoamd environmental conditions which
affect human and social development” (http://wwwagit.org/indexe.html

Lawton (1991) defines quality of life as a collectiof both objective and subjective
dimensions, interacting together: it “is the muttidnsional evaluation, by both intra-
personal and socio-economic criteria of the perorironment system of the individual”
(Smith , 2000; Bowling and Gabriel, 2007 ) .

Brown and Bowling defined Quality of life (QoL) asa multi-level and amorphous
conceptand is popular as an endpoint in the evaluatiopubdic policy (e.g. outcomes of
health and social care). Quality of life has bdefined in macro (societal, objective) and
micro (individual, subjective) terms. macro lewatludes income, employment, housing,
education, other living and environmental circumsgs. micro level includes perceptions
of overall quality of life, individual’'s experienseand values, and has included related,
proxy indicators such as well-being, happiness ldadsatisfaction( Brown et al , 2004 ,
Bowling and Gabriel, 2007) .

Sen (1993), Nobel laureate defined quality of iifderms of the capability of a person to
achieve valuable functionin@eham et al , 2006) .

However, despite various definitions, the majoafythem agree that the construct of
quality of life is multidimensional, and has subjective as well asabje components
(Beham et al , 2006) .
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2.5.2 Characteristics of quality of life:
Although there is no consensual definition of Qtilere are areas of significant agreement
among QoL researchers about some of the centredatieaistics of the QoL construct.

These are:

Person -centerednes<£ach individual personally evaluates how he onsées things
and his or her feelings and ideaQoL is leaning towards the experience gatherem fro
the viewpoints of the consumer, client, or in case, the elderly himself/herself.
Therefore the final evaluator of the quality of ttie is the person who lives that life, not

some external specialist. (Basu, 2004).

Subjective and objective nature:.According to Noll (2004), two rather contrary
approaches to quality of life have evolved in thstpthe Scandinavian level of living
approach (Erikson 1974) and the American qualityfefapproach (Campbell, Converse,
and Rodgers 1976). While the Scandinavian apprimttses entirely on resources and
objective living conditions, the American appro&hphasizes the subjective well-being

as perceived and experienced by the individuals.

Only recently, have scholars from various discigdircalled for the complementary use of
objective and subjective indicators in assessindg.(bjectively similar living conditions
may be perceid and evaluated quite differently by individuals (Basu, 2004; Beham et al

, 2006; The WHOQOL Group, 1995; Smith , 2000 ; Bowling and Gabriel, 2007 ).

Objective indicators refer to reports of realistionditions and obvious behavior (e.g.
standard of living, physical health status, persor@me , housing, employment, working
conditions, education), whereas subjective indisagtand for measurement of attitudes,.
satisfaction, happiness, and it include life satgbn (global judgments of one’s life),
satisfaction with important life domains (e.g. wortamily, health), positive affect
(experiencing many pleasant emotions and moods), law levels of negative affect
(experiencing few unpleasant emotions and moods) (Beham et al , 2006; The WHOQOL
Group, 1995; Smith , 2000, Ventegodt et al , 2003 , Bowling and Gabriel, 2007).
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The joint use of objective and subjective indicatomay provide alternative views and
additional information not only about the qualityliee of an individual, but also about the
societal quality (Beham et al , 2006; The WHOQOL Group, 1995; Smith , 2000,
Ventegodt et al , 2003 , Bowling and Gabriel, 2007)

Multi-dimensional nature: Another area of wide-ranging consensus is the multi
dimensional nature of QoL. They range from baseeds-based approaches, often derived
from Maslow’s hierarchy of human needs, to clagsiodels based on psychological
wellbeing, happiness, morale and life satisfactiphysical health and functioning, social

expectations, and the individual's unique percetiBowling and Gabriel, 2004).

At minimum, quality of life includes the followingimensions: physical (individuals’
perception of their physical state), psychologicai/;(individuals’ perception of their
cognitive and affective state), and social (indiats’ perception of their interpersonal
relationships and social roles in their life). Stgtther dimensions can be ‘usual activities’
(Brazier et al., 1993), ‘role functioning’ (Ware &t, 1993), ‘work’ (Bergner et al., 1981),
or even ‘spirituality/religion/personal beliefs’ (WHOQOLGroup, 1995;Basu, 2004;
Ventegodt et al , 2003)

Assessing people’s opinions on quality of life offe policy maker in an easy-to-
accomplish way with information about what peomally want. Measures of satisfaction
with general life or certain life domains presgobd signs the level to which true needs

are met in societfBeham et al , 2006) .

2.5.3 Quality of life among elderly :

Research in quality of life among elderly is relaty new.Current interest in quality of

life research can be returned to a number of factéirstly, there are increasing
proportions of older people, presenting challenigeerms of meeting health and social
care needs in a time of socio-economic and phydigatations. Secondly, medical

technological advances have added years to lifenbubecessarily quality to life (Smith ,
2000).

Elderliness is a qualitatively different experierioeeach subject. It is good for some, and

a bad experience for others. Between these twerees of good and bad quality, there is
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probably a continuum. Erikson has referred to the extreme poles, satisfaction and
dissatisfaction, as respectively the pole of ‘inédign’ and of ‘despair’ ( Xavier et al ,
2003) .

Whether elderliness will be an pleasant stagertkpa objective factors of this subject’s

life and on the subjective interpretation of theslity by the elderly person.

Thus, the positive and negative quality of lifeebdlerly people depends on the subject’s
internal variables (his/her emotional attitude macthe facts of life, social and personal
resources, self-mastery or control over life, aotog and independence ) and on external
variables ( environmental resources). ( Xavied et2003; Gabriel and Bowling, 2004 ) .

Several internal emotional/psychical charactesss8ach as personality , psychological
outlook , coping strategies, social skills andenat resources influence the possibility of
having a pleasant elderliness. Characteristich | the interpretation of losses, the
previous personality and even the beliefs and jpositfacing aspects like death and
separation can help keeping , developing or loiregwellbeing in elderliness. For many
elderly people, the task of recovering from stmgsfactors is hampered due to the
cumulative effect of losses close in time, wherew toss occurs before enough time had
already passed in order to allow the resolutiongwéf. While these internal features

influences are strong , the external factors haweaan impact on peoples quality of life

and it vary enormously from person to person fexample Level independency |,

financial resources, widowhood , physical health (Brown et al , 2004; Xavier et al , 2003 ).

After the occurrence of a negative life experierthe,presence of certain aspects — such as
solid family network economic resources — coulduaed the impact of the experience on
the subject’'s well-being. For example widowhoodamenvironment of migrating elderly
people, in which they lost their friendships of theuth when they moved from their
country , is certainly worse than widowhood in anocounity without the mobility of
migration. Therefore, elderliness having a preposmléy positive quality for elderly
people depends on the internal emotional coordsnatel on the external coordinates
(Xavier et al , 2003). on the other hand reseamrhpteted by Levin (1994) assessed the
relationship between life satisfaction in the elgleand their internal and external
environments and found that physical disabiliiesnot necessarily mean that quality of

life is diminished if the eldrly had friends andcgd support\Watson 2007).
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The result of study which conducted by Bowling a@dbriel (2004) about elderly
people’s definition of quality of life showed thBhe variables which explained most of
the variance in quality of life ratings, were: sicicomparisons and expectations,

personality and psychological characteristics (ojgim-pessimism),

health and functional status, personal social ahfsbcial activities, contacts and support,
loneliness) and external, neighbourhood socialtabfperceived quality of neighbourhood
facilities and safety). Socio-economic indicatoositcibuted relatively little to the model (

Bowling and Gabriel,2004).

Based on what mentioned above, quality of life sss®nt in older people should include
physical functioning and symptoms, emotional, bébral cognitive and intellectual
functioning, social functioning and the existenéesacial support, life satisfaction, health
perceptions, economic status, ability to pursueredts and recreation, sexual functioning,
energy and vitality. Darnton-Hill (1995) also empisad the importance of income in

determining life expectancy and quality of lifedlder age.

Overall, quality of life in older age are assodibteith good health and functional ability,
a sense of personal adequacy or usefulness, smiatipation, the existence of friends
and social support, and level of income or otheicator of socio-economic status (e.qg.
housing tenure) ( Brown et al , 2004).

2.6 TheElderly in Palestine

The Palestinian Central Bureau of Statistics defthe elderly in the Palestinian Territory as
of age 60 years and over. Also the results of thdyswhich conducted by the Palestinian
Central Bureau about the conditions and the rements of elderly care in the Palestinian
Territory in 1997-2007 showed that there is a iomoius increase in the number of the
elderly in the Palestinian Territory because theiper increased from 132,000 in 1997 to
152,000 in 2007. Despite this increase in numbktisecelderly, their percentage of the total
population decreased from 5.1% in 1997 to 4.5%0i72 Also according to this study there
is a rise in the number of female elderly, compaoeahale elderly, while the gender ratio in

the elderly was 88.2 males vs. 100 females in 20M& reason for this is that life
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expectancy for women is greater than life expegtdoc men for example; life expectancy
in the Palestinian Territory is 70.5 years for rmaed 73.2 years for females in 2009, and it
is expected to reach 72.0 years for males andy&afs for females in 2015) .On the other
hand, there is a decrease in the percent of faniigich are headed by an elderly person
from 18.3% in 1997 to 15% in 2007. As for the nadritatus, the highest percentage of
elderly persons is married. The percentage of sdhmmales was 90% compared to 41.7%
for females, while the percent of widowed in terafiggender reached 52.2% for females
versus 8.7% only for males ( PCBS , 2009; PCBS , 2005) .

Despite the increased percentage of educated peopRalestine, there is significant
increase in the percentage of illiteracy amongelderly as more than half of the elderly
(56.1%) are illiterate. Also the percentage otelacy among female elderly is 76.2%
compared to 30% for males in 2006. In regards &dthesituation of elderly in Palestine,
statistics reported by the PCBS indicate that tlei@ direct correlation between old age
and illness. According to the PCBS, 65% of the ®ydpeople suffer from one or more
chronic diseases such as, hypertension, diabetisitia, and heart diseases while the
percentage of the elderly who enjoy good healtB32 %. Moreover, 14.8% of elderly
(about 23,000 elderly persons) in the Palestinianritbry suffered from difficulty or
disability in at least one or more type of disdbiln 2006. The most common difficulties
among elderly people are the difficulty of undemnstiag, communication and mobility.(
PCBS , 2009;PCBS , 2005 ) .

Data showed that the elderly in the Palestiniarrifbey were economically active, for
instance 22.7% of the elderly were engaged in miffetype of work are mostly males.

The elderly people who are active economicallyctassified as the following:

42.7% of self-employed, 39.3% of paid employees.4% of employers, and 3.2%

working for the family without pay. In the same aed most of the elderly professions are
not commensurate with their age and physical strenghey are concentrated in

agriculture and elementary occupations or workeaglors in the markets. Also, there is a
low percentage of elderly who work in occupationattdo not require physical strength,
such as technicians and clerks ( PCBS , 2009; PCBS , 2005 ).
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Furthermore, 34.1 of the elderly in the Palestin@mitories were under poverty line which
forming 5% of the total number of “the poor” in tRalestinian Territory. Statistics have
also shown that about 28% of the elderly people rase satisfied with their health
conditions. About 20% of the elderly believe thdteit housing conditions are
inappropriate and uncomfortable. 75% of the eldeng not satisfied with the level of
services provided by the government agencies ®retterly people while only 9% who

considered the services provided by non-state atbdoe satisfactory.

There are some changes on the Palestinian sowibtgh in turn reflected on the social
situation of the elderly, for example nuclear faesl increased from 73.3% of total
households in 1997 to 80.7% in 2007, which indisatdigher probability for some of the
elderly to live on their own without their childresr grandchildren. This means on a
general level, a reduction in care or care by céiidbecause they live in separate
households.( PCBS , 2009; PCBS , 2005 ) .

Although the dominant characteristic of the Pategti society is respect and care for the
elderly, there are some exceptions to this rul006 about one quarter of the elderly had
been subject to violence, as (24.7%) reported uarforms of abuse by family members (
PCBS , 2007) .

2.6.1 Services are provided for the elderly in thBalestinian Society:
Services are provided for the elderly through goregntal institutions, such as ministry of

social affairs and the international relief agency.

2.6.1.1 Ministry of Social Affairs:

The number of departments of Social Affairs in 1988 13 Directorate. Eight of these
departments are in the West Bank and 5 of themamaGThe number of beneficiaries of
Social Affairs is about 2700 elderly person ia fiear of 2006 nd the number increased to
about 6700 elderly in the year 2008 . Accordingihe policy of social affairs is that the
elderly who reaches the age of 60 can be helpabdmy. Especially the elderly who is not

able to provide his family and does not have argad&® income provided that to prove
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that he needs help (Abofadala, 2009) . Moreave¢he elderly has sons and they don't
spend money on their elderly parents, the eldealy loring suit against them. Then the

elderly can provide a copy of this suit to the abeiffairs and request assistance from the
departments of Social Affairs which deployed in gnevinces. So the social workers visit

the elderly and provide a full report to the dicedor assistance. (Palestine, Ministry of

Social Affairs, 2002)

The assistance provided by the Ministry of Socithis is a monthly cash of 90NIS for the
elderly, in addition to a funding assistance isitvailable (Global Action on Aging ,2009).
Besides, they can have a free health insurancedrdimation with the Ministry of Health.
Sometimes the social worker helps them to supptyesof life requirements such as, glasses
and hearing aids, but this service remains liméed insufficient to cover the daily needs.
Also, the social worker can transfer the elderlythie residential institutions that do not
provide them any services within the institutionOBIA provided medical and financial
support to 5792 older adults only in the West Ban#t 7000 older adults in the Gaza Strip in
2009, leaving a large number of older adults wiagtsapport (UNESCO, 2010) .

2.6.1.2 The International Relief Agency:

The international relief agency of the United NaqUNRWA) provides services for the
elderly through its program of hardship cases. phigram provides a financial and health
assistancethrough its Assemblyin accordance with the termmsnd aid adopted by
UNRWA. Where the worth of assistanf those who reached the age of 60 years, and
carry a refugees card and has no income and thare children enrolled in his ID from
the age of 18-60.

Furthermore, there were 4533 elderly who receiasistance from UNRWA in the West
Bank in 1998 and constitute around 52% of benefesa(Palestine, Ministry of Social
Affairs, 2002) .
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2.6.3 Institutions and non-governmental organizatios:

2.6.3.1 Direct Services

Residential Homes:

The residential homeare a social institutions offering permanent orgerary residence
for the elderly. Their aim is to provide an appiafe and safe place for the elderly and to
provide a healthy, psychological, and social c&iso, they provide the elderly with a
feeling of security, freedom and stability, and elep their abilities and potential, and help

them in a positive ways to keep them away fromféleéing of isolation.

On the other hand, the monthly fees vary from an&niother according to the ability of the

elderly or his family to pay. Sometimes, the eldertho doesn't have a provider can

receive a free service. The number of residertianes was 18 institutions in 2009. 15 of
residential homeare in West Bank and it clearly concentratechenMiddle Region that

is Jerusalem , Bethlehem and ramallah . In Caigp there are 3 residential homes
which administrated by civil and religiousrganizations. Only one of them s

administrated by the Social Affairs. Besides, thwexe 7 institutions for females and 8

institutions for males and females (Abofadala , ®00rhe number of accommodation

institutions in 2008 was 16 institutions. Two ifgtions were established in 2005 and there
are three institutions seeking to obtain a liceinem the Ministry of the Interior. Only

0.5% of elderly in Palestine were receiving #sesvices ( PCBS, 2009).

The researcher believes that the residential haheklerly may be an appropriate place
for elderly to live if these residential honmasets the required services of elderly and if
the living conditions in these institution arepiraved.

Clubs and centers:

Clubs and centers have reached the number 02008 (Abofadala , 2009). They provide
many social activities, services, and an entertairtrfor the elderly such as, lectures, trips.
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Also parts of these centers are popular; they ssveral age groups including the elderly
in special programs, On the other hand, the progmainthe unofficial centers remain
irregular due to a lack of financial resources dud to the absence of long-term plan and
short-term to ensure continuitghehadeh and KORT , 1997) .

2.6.3.2 Indirect services:

Institutions and non-governmental organizationsvaoeking to provide services for the

elderly indirectly; they provide services to albgps including the elderly. For example;
the religious institutions such as churches, mamnest and Zakat committees are one of
the indirect services. They contribute to providemcial and material assistance for the
elderly who doesn't have a provider or monthly meo In addition to the health centers

that provide treatment in a nominal fees.

These services are unknown for the majority of memmbof the community and in

particular the elderly, so this depends on peopleareness.

A study conducted by Ibrahim in 2009 about Problerh&lderly People in Palestinian
Society among 136 of elderly person who usedasaeglfare Institutions showed that
the problems that faced the officials in social fewed institutions for elderly people were
Political problems ,Economic problems representgethb lack of the budget of the social
welfare institutions and the economical siege fdroe the Palestinian people that prevents
them receiving money from abroad. Social problernigse problems represented by lack
of co-ordination between the social welfare insimios for elderly people and UNRWA |
lack of services of health and medical care intoeduby the Ministry of Health( Ibrahim ,
2009 ).

Problems concerning regulations and laws of thergldwelfare , there aren't laws or
legislations about elderly welfare and service aleBtinian society, either for providing
social insurance or health insurance. Technicablpros there is a clear lack in the
number of psychological or social specialists wogkin the fields, to provide counseling,
psychological and social services to elderly peopieaddition, it is indicated that the

monthly salary of these specialists is low ( Ibrahi2009).

Ixxiii



3.6.4 Laws and legislation for the elderly:

There are no special laws to protect the elderiyash as the disabled people. The elderly
has been mentioned in some legislation, includimg health insurance system as the

following:

The decision of the Ministry of Health (1) in 1998ich issued on January 8, 1998 in
Gaza, Appendix 3, and Article 1 stipulates that lealth insurance covers the insured's
family whom are: the father provided that he ddesave an income and over the age of
60 and the mother provided that she doesn’t havenemme, over the age of 60 and
widow. Even with this law only 54% of the eldeiity the West Bank are covered by
health insurance service . On the other sidegtiseanother law which is called the Social
Insurance Law. This law was acknowledged in Octob@r 2004 which includes the
insurance of the elderly, life insurance and deatho it includes the employees in the
private sector. The employee is obliged to dedact of the salary for the benefit of the
insurance fund and the money will be retrievedrattaching the age of 65 or 60. Also the
objectives of this law is to provide elderly peopl®000 elderly / year ) medical utilities in
order to facilitate their movement and provisiamd for the elderly who are below the
extreme poverty line( 1000 elderly / year ) ( PCB®09) .

Other law related to elderly is social insuranoedf. This fund is working to pay alimony
to those who submit a complaint about the providerthis fund pays the amount on a
regular basis. In case that the provider doesnyt g fund will take legal procedures

against him (masader , 2008) .

It is noted that the laws and legislation is adsiedsto the elderly directly. It focuses on the
educated elderly who are working in governmentbkjthrough the retirement law. This
law is effective more than the social insurance ¢ social insurance fund which is not

applicable due to the political and economical ¢towals in Palestine

2.7 Previous studies

Ixxiv



2.7.1 Palestinians studies:

Sansur . (1998)Prevalence of disability and its socioeconomic ipact among adult

and older people in the west bank

A cross sectional study was conducted by Michagafsour in 1998 about the prevalence
of disability and its socioeconomic impact amongladnd older people in the west bank
this study examined the nature and extent of disaBmong elderly as it related to self
perceived ill health and trauma and the availgbdind extent of utilization of services in
Palestinian society , the research sample comptigéd Palestinian men and women aged
55 to 98 years randomly drawn from urban , rural eefugee camp communities in three
major geographical areas of the West bank . Datee vgathered through structured
interview utilizing a questionnaire screening ssalassessed self perceived physical and
mental health including depression and cognitivecfion and primary and secondary

activities in daily living .

Result showed that 16% of respondent suffered ithtinly cognitive dysfunction and

needed assistance by relative during interview . to@28 %showed dependency for
secondary ADL, more than 50% of respondent shovegdessive symptom , physical and
mental health deteriorated linearly with advancagg with women’s perceptions of their
own health and well being significantly worse thaen physical and mental health
indicator were also sensitive to educational levelcome and level of family support

(Sansur, 1999).

Alshalabi. ( 1999) Old-Age. Homes in the West Bank and the Gaza Sfr. Reality

and Future Prospects”

A cross sectional study was conducted by alshalebi999 about Old-Age. Homes in the

West Bank and the Gaza Strip , the aim of thisystuas to survey elderly homes in west
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bank and gazatrip and the quality of its servicealso it surveyed the main problem that
face elderly in these homes and their satisfactmwut the services in these homes

Data were gathered through structured intervielizintg three designed questionnaires

Result showed that the structure of these homes n@rhealthy and their interior design
were not suitable for elderly , 13 % of the emplyn these home said that the structure
of these homes are not qualified for housing tlieryy , 24 %of the employee said that
theses homes lack entertainment services alsti sf®wed that the employee who work
in these homes are not qualified , 12% of them #ireerate , 30 % of them elementary
educated and only 15% of them had university degyaeother hand the result found that
43 % of elderly in these homes were neglected fther families ,10% of them were
receive tough treatment also 28% of them sdiften psychotic symptom and 28 % of
them suffer from enuresis. 67 % of them considelaison and neglecting are the major
problem that face them .

Hasanain(2001): Elderly : situations , needs and sources of suppt

A cross sectional study was conducted by Hasamabiout the elderly situation in the old
city of Jerusalem in 2001, the aim of this studgswo survey demographic data about
elderly in old city of Jerusalem , their socioeomic situation and their health situation

Data were gathered through structured intervieliziitg designed questionnaire.

Result showed that 60% of elderly live with thehildren and 23 % of them live with their
relative , 61% of the elderly said the relationhwibheir children are very good , 30% of
them share in social activity and 34% of them gadd social relation with neighbors and
relatives . on other hand 91.2 % of them suffemfdifferent disorders and 68 % of them
said that their health problem prevent them fronmglaheir daily activity . also the result
showed that 12.5 % of elderly had not any incorasources and amore than 50% of them

were not satisfied by their income and 74 % lirecental house .
Eisikovits.et al (2004) : The National Survey on Elder Abuse and Negledsrael

. The First National Survey on elder abuse was woedl during 2003 in Israel by

Eisikovits and a Winterstein.,. The purposes efghrvey were: to examine the incidence,
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prevalence and severity of various forms of eldarsa., to examine the nature of abuse
and neglect from the perspective of the victims amo examine the correlates and

predictors of elder abuse and neglect.

The survey was based on a national representatimple of urban dwellers, 1045 persons.
The survey used cluster sampling techniques , wdahapling proportionately Arab and
Jewish persons. The final sample included 89% Zaisl1% Arab .

The instrument developed for the survey includesb@o-demographic component, one

related to health status, an ADL component forydainhctioning, a measure of safety
among the elderly, a measure including seven koh@dbuse, (physical, emotional, verbal,
limitation of freedom, financial exploitation, argkxual abuse), an attitudinal measure

assessing attitudes towards the elderly in geramdkowards elder abuse in particular.

Findings indicate that about 18.4% of the infornsamére exposed to at least one kind of

Abuse. The highest rates of abuse were verbal.rétes of reported abuse are similar
among the Jews and Arabs (18.3% and 19.6% respBotiA significant difference was

found in exposure to physical and sexual violeMdemen reported higher rates of this
kind of violence. This was particularly true forakr women who were victims of such

abuse in far higher numbers.

In addition a higher proportion of Jewish men coredao Arab were subjected to verbal
abuse.. Significant differences were found amongsJand Arabs, with Arab women
experiencing the highest rtes of limitation of fteen which may be the outcome of
cultural differences and a tendency towards motegpehal family structure among the
Arabs. Also 25% of the elderly were subject tolaegwhich means deprivation of basic
needs invarious domains.60% of neglected eldedyewlewish nationality40% of them

were Arab .

Alissly (2005)Problem of elderly in Palestine in light of the arrant political situation
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A discretional study was conducted by abdallhhmwest bank in 2005 the sample of the
study were 319 elderly person whose age above 60 .ythe aim of the study was to

identify the needs of elderly in Palestine in therent situation and their problems

The result of the study showed that the first peoblthat face elderly in palest in was
psychological problems then social relation problinen physical health problems and
finaly recreation problem. Also result showed thigerly suffer from anxiety from future ,
irritability and insomnia . also elderly peopletlwihe lowest education complained from
different type of problem higher than elderly peopvho are more educated. On other
hand elderly people outside the labor force suffdrem different type of problem more

than those taking part in the labor force.

Azaiza (2005): The Aging of Israel's Arab Population: Needs, Exishg Responses,

and Dilemmas in the Development of Services for eo8iety in Transition

A survey study was conducted by Azaiza in 20@®Be aim of this study was to survey
social, economic, educational, and cultural diffices between arab elderly and jewesh
elderly in Israelthe result of the study showed tharab population is younge¢han the
Jewish population in Israel. At the end of 2005ly@?%o of the Arab sector were 65+ as
compared to 12% among the Jewish 65+primarily duthé¢ higher fertility of the Arab
population. As a result, the proportion of Aralbsoag the elderly (6%) is smaller than in
the total population (19%). The percentage of Aglterly who are disabled and need help
with activities of daily living is twice as high dbkat of the Jewish elderly population. At
present, 30% of the Arab elderly (39% of the woraed

20% of the men), compared to 14% of Jewish elddfo of the women and 11% of the
men), need help in at least one ADL (bathing, dngs®ating, mobility in the home, rising
and sitting, getting in and out of bed).

44% of the Arab elderly report having problems withir vision, and 45% with their teeth

(that is, in chewing), compared to 34% and 31%heflewish elderly, respectively

smoking is extremely widespread among elderly Aregm: 24% vs. 12% of elderly Jewish
men. Arab and Jewish elderly also differ considigratp other health- related behaviors,
such as physical activity: approxi- mately 38% loé tJlewish elderly report performing

regularly some type of physical activity compared danly 3% of the Arab elderly.
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Differences were found with regard to the utilipatiof preventive health services as well
.also the study showed negative attitude of &ider Arab population toward social
services because the attitude of the elderly theeseand of their families toward the

formal services offered by the municipality or #tate or other official bodies.
Palestinian Central Bureau of Statistics. (2008)olence against Elderly People

A cross sectional study was conducted by Palesti@intral Bureau of Statistics about the
violence against Elderly People in Palestine tha af this study was to survey the

Spreading of the Violence Against the Elderly Riteanon and types of elderly abuse

Result showed that 24.7% of elderly people in traeslinian Territory have been
subjected to violence however, emotional abus@asntost frequented pattern of elderly
abuse since household members have emotionallyedlds.5%) of this category of the
society. The second most frequented abuse is mddimarance since (8.6%) of elderly
people suffer such abuse; (5.8%) of them suffer economic abuse; and (5.7%) suffer

physical abuse . also the result showed that Bidegbple with the lowest education

become victims to abuse at rates higher than glgedple who are more educated.

And elderly people outside the labor force havenbsubjected to all kinds of abuse at
higher rates than those taking part in the labareo

Dkaidek (2006): violence against elderly in east Jerusalem : explation of this

phenomena in perspective of elderly people theniges

Qualitative and quantitative study was conductedDiaidek about violence against
elderly in east Jerusalem in 2006 , the aim ofdhwely was to identify the prevalence
elderly abuse in east Jerusalem and to underdt@ndlifferent patterns of this phenomena
. the sample of the study were 10 elderly persorttfe qualitative part of the study and
101elederly for the quantitative part .

The result of the study showed that elderly in dastisalem exposed to different types of
abusing such as badmouthing, insulting, degradinghysical harming. The patterns also
include economic abuse or medical ignorance. 17 f%lderly people complain of

disrespectful treatment and badmouthing from tiseins and daughters. 2% of elderly
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people suffer physical abuse, 5 %of them suféenemic abuse , 33% of elderly people
believe that their suns and daughters do not ftalse for them in providing them health

care . 12% reported neglect in primary needs ssctuition.

Palestinian Central Bureau of Statistics.( 2007The Conditions and Requirements of
Elderly Care in the Palestinian Territory 1997-2007

A survey study was conducted by Palestinian CeBuaeau of Statistics in west bank

and Gaza strip about elderly of west bank in720@he aim of the study was to survey

The demographic data of elderly and their socioenua situation in addition to identify
the available health services for them also tlme af the study was to compare
demographic data of elderly between the surve$397 and 2007 .

Findings indicate that number of elderly populatiocreased from 132 thousands in 1997
to 152 thousands in 2007 but their ratio decreféeed 5.1% in 1997 to 4.5 in 2007

56.1% of elderly were illiterate ,65.5% of thenffeufrom chronic diseases 14.8% of
them had at least one disability, on the other t&hd% of elderly were poorly also 28%
of elderly were not satisfied by their physical Itiea 20% said that their homes were not
suitable to their needs and 75% of them were natfea by governmental services . the
result showed that number of elderly organizationsvest bank and were 24 belong to

privet sector and one organization belong to gawemt sector .

PCBS ( 2007)Palestinian Family Health Survey.

A Survey study was conducted by PCBS in 2006wskl that 9.0% of elderly persons
aged 60 years and over in the Palestinian Terriliwgs alone. Also 18.9% of elderly
persons who lives alone or with other family memshiadicated that their living conditions
does not reach their satisfaction, of them 12.1&tcated that cramped living space is the
main reason for their un-satisfaction. On the otleerd, survey data showed that 13.6% of
elderly persons indicate that their sons and daunglttid not care them well. Also 3.8% of

them that their sons and daughters did not respent.
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Data showed that 14.8% of elderly persons suffemfiat least on disability, of which
15.0% males and 14.6% females , 15.5% of elderly practice smoking; 31.6% for males and
3.3% for female. On the other hand 20.5% of eldpdysons evaluate their health status
bad. According to services data showed that 31.7&derly persons did not receive any
social services such as social care houses othhealirance, 70.0% out of those did not
receiving any social services indicated that tifiest priority is the availability of health

insurance.

Ja‘far (2008) ‘The Neurotic disorders among the elderly at the radential homes in

the Northern governorates of Palestine

Cross sectional study was conducted hja‘far about the neurotic disorders among the
elderly at the residential homes in the Northermegorates of Palestine in 2007 / 2008.
The study aimed to define the neurotic disordexell@eamong the old people at the
residential home in the northern governorates déddiae , and to find out the effect of
socio demographic data on the neurotic disordengnthe old people . the study sample
was chosen through stratified random method ardrisist of 145 male and female old
people . The finding of the study indicated tha90% of elderly living in residential
home had neurotic symptoms ; 29% of them had anxiety disorders, 28% had depression

, 18% had obsessive — compulsive disorder . disorésult showed that there is no
significant difference in neurotic disorders inatedn sex , age and shocking. On the other
hand there is significant difference in hypochoadai disorder in relation to social
situation , in addition there is significant @ifénce in obsessive — compulsive disorder
in relation to educational level also there is gBigant difference depression and anxiety
in relation to level independency of elderly peoaial the period they spent in residential

homes.

Mataria et al , 2008 The Quality of Life of Palestinians under a ChronicPolitical
Conflict: Assessment and Determinants

The aim was of this study was to assesses thatyqudllife of Palestinians and its

determinants; and compares the results to similar assessments from 17 other developed and
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developing countries. A multi-stage cluster sang®sign was used to select a sample of
1023 adults (18 years and older) from the genesplulation living in the West Bank and
Gaza Strip. The interviews were conducted overeetiiveek period at the end of 2005 by
the Palestinian Central Bureau of Statistics. Qadiad domain scored the highest followed
by the physical, psychological and environmentalmdms. In contrast, 42% of
respondents rated the physical domain as the mymsirtant factor in affecting their QoL
compared to only 4% for the social domain, whemuested to rank the importance of each
domain in contributing to one’s own assessment of..QComparing QoL and health
satisfaction responses to self-rated global hea&glts from the WHO IFT and PQoL
revealed that the OPT population reported sigmfiyaworse QoL than the WHO IFT
pooled population (all countries). Almost 11% of WHO IFT population reported ‘poor’
or ‘very poor’ QoL compared to almost 26% for thB Opopulation . Almost 23% of the
WHO IFT population reported being ‘dissatisfied’ ‘gery dissatisfied’ with their health
compared to about 14% in the OPT population . Weemparing the WHOQoL-Bref
mean domain scores, the OPT population ranks signify lower than the 17 pooled
WHO IFT countries (at the 5% significance levelxcept for the social domainFactor
analysis and multiple regression techniques wepteémented to determine the association
between principle demographic and socioeconomicacieristics and scores of extracted
principal determinants, and estimated overall aothain-specific QoL scores. Chronic
and acute exposure to violence and entrenchedictonfler generations has resulted in

significantly lower QoL of Palestinians.

Hijazi and Abu Ghali 2008 : The Elderly's Problems and its Relation to
Psychological Hardiness “A Pilot Study on A Samplef the Palestinian Elderly at
Gaza Governorates”

Cross sectional study was conducted by Hijazi afldu Ghali about The Elderly's
Problems and its Relation to Psychological Hardinies Gaza . The study aimed to
identifying the problems the Palestinian elderlynpdained of at Gaza governorates,
recognizing the level of their psychological haedis, investigating the relationship

between these problems and their psychologicaliesd, and reporting the differences
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between the two sexes in the problems and the tdyetychological hardiness. The study
sample consisted of (114) one from all female aralenelderly at Gaza governorate
randomly selected . two scales were selected teatahe data one investigate elderly
problem and the other measure psychological hasdn&@ he study results showed that the
problems dimensions found in the society of theeftalian elderly were ranked as
follows: socio-economic problems (63.7%), psychalabproblems (57.5%), and physical
health problems (56.4%). Also elderly suffered frofiour psychological problems were
ranked as follows :anxiety 64.3% , loneliness 58.6%epression 54.8% and alienation
51.6 % . In addition to that, the results conctudbat there was a high level of
psychological hardiness among the Palestinian lgldeth a ratio of (70%) as hypothetical
level, and reverse correlative relation between pineblems and the psychological

hardiness was also revealed, as this relation was

statistically significant. It was also indicatedaththere were no statistically significant
differences between the two sexes in problems; avasithere were statistically significant

differences between them in the level of psychaalghardiness in favor of the males.

Ibrahim , 2009: Problems of Elderly People in Palestinian Societq Field Study in

Social Welfare Institutions for Elderly People in he West Bank

Descriptive study was conducted by Ibrahim Q alBvablems of Elderly People in Social
Welfare Institutions for Elderly People in the W&&tnk . The purpose of this study was
to detect the problems that the elderly peopld afficials face in social welfare
institutions for the elderly people in Palestinfaaciety .data were collected by using an
interview questionnaire for 136 elderly people wive in Social Welfare Institutions for
Elderly People in the West Bank also deep interwieag given to five officials who work
Social Welfare Institutions for Elderly People. Thesult of the study showed that the
relationship between the family and relatives amehtls of the elderly people developed
more as a result of the exchange of repeated asdsconstant communication. According
to social problems the result indicated that 9%). of the sample had feeling of
loneliness , (30.1%) of them said there was notorleok after me , (22.1%) of them
thinking of the past, in addition of that the réswf the study showed these feeling in the

elderly ; the feeling of depression (19.1%), continuous stress and tension (13.2%), illness
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affected me a lot and feeling of insecurity and fmin(12.5%). However 68.4% of the
elderly people dwelling in social welfare instituts for elderly people don't have any
income and 72.1% of the elderly people don't rexany pension salary . In addition The
results of the study showed these health probldtass in feet and difficulty walking
(53.7%), weakness of hearing (47.8%), feeling tddiness when doing any hard work
(30.1%), blood pressure (29.4%), rheumatism p&2Bs0Po), weakness of sight (24.3%),
diabetes (17.6%), lack of appetite and headache8%d), heart illnesses (12.5%), pains in
kidneys (11.8%), constipation (11.0%), stiffnesstwb arteries and clots in the brain
(7.4%) and continual weight loss (6.6%). Accordihg psychological problem the result
showed that (31.6%) of the sample had feeling nélioess and isolation despite of the
time spent with others, (24.3%) of them felt ofdetfulness , (23.5%) felt anxiety,
(16.9%) of the elderly said that they feeling thain absent - minded, | suffer from a lack
of sleep and the idea of being affected by illngsgsies me (14.7%) and an urgent need to
wander (14.0%). In regard to The problems facing tfficials in social welfare
institutions for elderly people the result showdattthe main problems that face the
officials were Political problems ; Economic prabke ;Social problems ; Problems
concerning regulations and laws of the elderly arelf and Technical problems there is a
clear lack in the number of psychological or soapécialists working in the fields, to

provide counseling, psychological and social sewim elderly people .

Imam ( 2010 : Palestinian Elderly Women’s Needs and their Pysical and Mental
Health

Qualitative and quantitative study was conductedrbgm A about Palestinian Elderly
Women’s Needs and their Physical and Mental Healthe purpose of quantitative part
of this study was to assess health-related qualitife (HRQoL) of elderly women in the
West Bank and the aim of Qualitative part of thisdg was to acquire an in-depth,
firsthand understanding of elderly women>s headtated quality of life concerns and the
factors which might boost or deter their morale amfluence their health and

psychological well-being.

Fifty elderly women aged 65 years and over wereerinewed using open-ended

qguestions. At the same time, a cross-sectionalesuody 402 elderly women using Short
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Form Health Survey (SF- 36) was conducted. Theyaisabf interviews revealed that most
participants suffered from more than one physiécaéake. The majority of respondents
(92%) maintained good social relationships with fgmmembers, relatives and neighbors.
However, they also reported being unhappy and isfisak in their lives. The main

negative feelings revealed by participants aresdiad into depressive symptoms, anxiety

and loss of control and autonomy.
The results of quantitative data analysis showatlttte majority of participants were

widowed (56.7%), illiterate (60%), covered by hkatisurance (72%) and never had paid
work (75%). Only 16.2% evaluated their own econostatus as being good and most of
them had moderate or poor economic status. OnB24 had social security. The majority
had cardiovascular problems (58.7%). By conduchivgriate analysis, it was found that
the physical health of participants aged 65 to 68ry was better than that participants
aged 70 years and older<(p001). However, participants aged seventy yeadsadnove
have better mental health than those aged 65 {@<6R2001). Literate women had better
physical health than illiterate, while illiterateadh better mental health {p.001). The
results showed that elderly women who participatesbcial activities have better overall
physical and mental health than those who did @eehsocial activities 0.001). The
widowed women have more physical health problenas tbthers but they enjoy better
mental health status £0.001). The economic status of the elderly womevre haositive
influence on their physical health<@.001). Elderly women who had social security enjoy
better physical health (p=0.05).

Azaiza et al. (2010 ) : Death and Dying Anxiety Among Elderly Aab Muslims in

Israel

Death and dying anxiety were examined among eld&dyp Muslims in Israel. A total of

145 people aged 60 and over were interviewed wsstgndardized questionnaire. Nursing
home residents reported higher death anxiety thdoersy women and uneducated
participants reported greater levels of fear oftlleand dying than others. There were no

differences based on religiosity. Death anxiety welated to gender and education for
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elderly living in the community, but social suppanbd self-esteem were additional

correlates for those living in nursing homes .

2.7.2 Arabic studies

El-Adawy and Nandakumar (1998)Perception of Health Status and Limitations in
Activities of Daily Living among the Egyptian Elderly.

cross sectional study was conducted by Nandakuebtal in 1998 as a part of a national
household survey, the Egyptian Household Healthizdtion and Expenditures Survey
(EHHUES to examine how the elderly perceive thealth status, the extent of self-
reported limitations in performing Activities of Da Living (ADLs), and the socio-

economic and gender differences among those with Wbitations in Egypt Individuals

were asked whether they had difficulty performinBl&. In that sense,. No independent
tests were done to verify the extent of performarg ADL if they needed assistance

(partial or total) in performing the activity.

The sample for the survey was designed to provéadiemal estimates of all major variables
as well as estimates for different types of areasfar the five geographic regions: Urban
Governorates, rural Lower Egypt, urban Lower Egymatal Upper Egypt, and urban Upper

Egypt.

The result of the showed that, 66% of the samgderted having had no schooling,. Those
who were married represented 67.94% of the sar@pl®9% reported being widowed, and
the remaining 2.07% was single. Only 5.35% of @ @le reported living alone with the

remaining 94.65% living with either a spouse oatigk.

Also the result showed that 9.72% of the sampletlieir health status was either excellent
or very good, 32.43% felt their health was satisfey, and 19.47% considered themselves
to be in poor health. The percentage of individwet® thought their health was excellent
or very good declines with age. The study showedtl iteles are more likely than females
to perceive their health as being good or bett8r9®% versus 43.68%), , and a higher
proportion of those who were not married thougheirthhealth was either poor or

satisfactory as compared with those who were nthr(@.34% versus47.92%). 58%

percent of those reporting ADL limitations lived umban areas as compared with 43% for
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the entire sample, while 74% of males with ADL itimions were married the comparable
number for females was only 25%. 82% of males vADL limitations and 76% of

females with ADL limitations actually reported rédag assistance.

The results showed that age is significant andtipesy correlate to ADL limitation
Being married was significant and negatively rela@® an ADL limitation . Having some

level of education was not significant in reportarg ADL limitation.

Mahasneh (2000 Burvey Of The Health Of The Elderly In Jordan

Cross-sectional was carried out in the city of Aamny the Jordanian Ministry of Health
and WHO about The health of elderly in Jordan

The purpose of this survey was to describe théthstatus of the elderly in Jordan. and
to describe the health of the elderly both fromhgsmwlogical and psychological point of
view . Data were collected using an interview goesaire that was completed by the
research assistants from 420 elderly personkeat homes. The results indicated that
6.7% of the sample lived alone, 14.8% lived witkittspouse 44.3% with their spouses
and unmarried children, 21.9% lived with their exted families and The majority of the
sample (93.6%) felt that their houses were safebouh 38% of the sample had no
assistance at home . thirty-five percent of Thmma used eyeglasses, 17.4% used
walking aides and 4.8% used hearing aides. Tweetgenmt of the sample indicated that
they needed assistive aides but they were unab@ibtmn them .About 10.5% of the
sample perceived that their health was excellehilew26% believed that their health was
poor. Also 51.7% believed their health was simitaiothers. More than a quarter of the
sample suffered from an accident or illness thigcééd their abilities to perform activities
of daily living The present health problems as pered by the sample were arthritis
(48.6%), high blood pressure(37.4%), diabetes (@®.%heart problems (14.0%), and
accidents and falls (11%). About three-quarterghef sample took medication and the
majority was capable of taking it by themselves%91 About 19% believed that health
care was unavailable for a health problem they dtapresent. The main reasons for not
receiving care were the high cost of care (70.1B@t covered by health insurance

(14.3%). Approximately three-quarters of the sangametimes or always had feelings of
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loneliness, being tired all the time, had diffiquidbf sleeping, anxiety and depression.
About 22% of the sample did not visit their relagv

More than two thirds the sample felt that theyraveonsulted on family matters. Only
10% knew of agencies that work with theelderlyhe tommunity. The services needed
and notavailable in the community were health iasoe for the elderly (34.9%),
community care for them (34.9%), public gardenslabs (14%), clinic nearby (9.2%).
About 44% of the sample benefited from servicesvidex by governmental and

nongovernmental agencies .

Abolfotouh et al( 2001) Psychosocial assessment of geriatric subjects in &b City,
Saudi Arabia

Psychosocial assessment of geriatric subjects caased out through a home-based
survey of people aged 65 years and over . the dirthis study was to estimate the
prevalence of depression among geriatric subjemtsrding to the Geriatric Depression
Scale, determine functional capacity, perceivealthestatus and to assess of the health
status of the geriatric subjects based on previbagnoses and use of medication. All
people aged 65 years and above in the catchmead afeéhree primary health care centres
were allocated to the target group for this stdde three primary health care centres were
selected from six centres in Abha The total nundbegeriatric subjects aged 65 years and
above registered at these centres was 919. Adb&il0 subjects responded to the study,
giving a response rate of 88%. All the participaintshe study, and/or their caregivers,
were interviewed during a home visit using a stitedi questionnaire that include
Sociodemographic data, seven basic activities df di@ing and each participant was
questioned about physical health, symptoms reltdedifferent body systems and age-
related health problems. The short version of theatyic depression scale was used to

screen for depression. It consists of 15 questioh& answered by yes or no.

The finding of this study indicated that , 4.5%atif subjects were living alone, 24.4%
had recently lost one or more close person, 17.@ffered from one or more chronic
medical conditions, 5.6% used five or more medicetj and 25.7% were not satisfied
with the primary health care services availablem&le geriatric subjects made up a
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significantly higher proportion of those living ale, those who were dissatisfied with
health services , and those who took large numifedlsugs. On the other hand, the loss of
a close person and presence of chronic conditi@me significantly more common in men.
Regarding caregivers, over half the subjects wepgeddent on their children or other
relatives. Only 25.1% had no caregiver. Female esibj were significantly more
dependent upon their children, while the wife whe main caregiver for males The
government provided financial support for 36.3%ajeic subjects, children for 27.2% and
charitable organizations for 21.6% of subjects. alDthe subjects, 17.5% were scored as
depressed, 26.6% had impaired functional capaacity5.4% rated their health status as
average or poor. All these rates were significahtbher among females than males also
very old geriatrics (75 years and more) were sigaiitly more likely to be depressed
(28.3% versus 11.8%,), have impaired functionabcap (38.9% versus 19.6%,) and have
perceived impaired health status (65.3% versus’44.0

Sabbah et al , 200Quality of life in rural and urban populations in L ebanon using
SF-36 health survey

SF-36 was administered in a cross-sectional sttmlycollect sociodemographic and
environmental variables. A representative samplataining 524 subjects, randomly
selected aged 14 years and over. The translatidtuyral adaptation and validation of the
SF-36 followed the International Quality of Life #essment methodology. Multivariate
analysis (generalized linear model) was perforneedest the effect of habitat (rural on
urban areas) on all domains of the SF-36. The tr@sdicated that patients resident in
rural areas had higher vitality scores than thosgrlban areas. Older people reported more
satisfaction with some domains of life than young®ople, except for physical
functioning. The QoL of women is poorer than meartain symptoms and morbidity

independently influence the domains of SF-36 is gopulation.

Ghubash et al , 2004 Profile of mental disorders among the elderly Urted

Arab Emirates population: sociodemographic correlaes
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Cross-sectional was carried out liimited Arab Emirates to investigate the prevadgnc
nature and sociodemographic correlates of merngarders among the elderly United Arab

Emirates (UAE) population.

Study subjects and sample UAE nationals aged 66sy@amore, were recruited from
within a random sample of households representimg WAE national population,
irrespective of the age of individuals in each leadd. The sample included 843
households .  Geriatric Mental State Interview aadshort questionnaire for relevant
sociodemographic data were used to collect datae. Ayabic speaking doctor and seven
arabic speaking nurses, were recruited as inteerevor this study. All of them had prior
experience with community psychiatric research. yThesited the targeted sample
households to interview study subjects at their é&mm

Results of this study found that total numberavéened subjects was 610: 166 (27.2%) in
Al-Ain; 286 (46.9%) in Dubai and 158 (25.9%) in Ras Al-Khaimah. There were 347
(56.9%) male subjects and 263 (43.1%) female sthj@dtie mean age of the interviewed
subjects was 68.6 (SD 8.3). the prevalence of reigarder were depression (20.2%),
anxiety (5.6%), hypochondriasis (4.4%) , organi@stly cognitive impairment with or
without dementia (3.6%), Obsession( 1.8%) and Rh0I1%.

Organic syndrome, as an independent entity, shaigdficant correlation only to older
age, while the rest of the mental disorders shosigdificant correlation with female

gender, insufficient income and being single, saigal;, divorced or widowed.

Moquaddam, et al (2005 JGeneral Practitioner’s View of Geriatric Care in Kuwait

Cross sectional study was conducted by Moquaddaet. al about General Practitioner’s
View of Geriatric Care in Kuwait in 2005 , the aioh the study was to evaluate the
availability and quality of geriatric medical carehe primary health care level from the
general practitioner's point of view . Data werell@etted using Arabic and English
questionnaire for general practitioners in 20 prynzare centers covering five health areas
in Kuwait. The result of the study showed that gHfy eight percent of general
practitioners opined that the most frequent serpiowided by primary care was follow-up

of chronic patients. Regular home visits and praverhealth check ups were provided by
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10 and 16% of practitioners respectively. Fiftyqat of doctors rated geriatric care in
Kuwait as good. Almost all doctors believed thagular healthy check ups are necessary
to enhance the quality of general health in theryd 71% of doctors were not aware of

the availability of any specialized geriatric caenters in Kuwait

An important barrier reported by 55.2% of the degtor geriatric care was the absence of

guidelines

Youssef (2005) : Comprehensive health assessment of senior citize in Al-Karak

governorate, Jordan

A community-based survey was conducted in Al-Kagakernorate, south Jordan by
Youssef between January and April 2004 the objectif’ this study was to assess the
health status, mental well-being and functionalacéty of senior citizens in a community.
A cluster sample survey was used to identify 3dfjesus aged 60 years and over . Data
were collected by the researcher in the homeslddrlg using a questionnaire that
consisted of Sociodemographic characteristics pibrhealth problems endured based on
previous diagnosis , Self-reported health statbhehvincluded 14 questions pertinent to
symptoms and complaints common to old age , Instnial activities of daily living
(IADL, Basic activities of daily living (ADL ) , Lmitation of basic movement using the
Nagi physical disability scale , Evaluation of tinental status using a set of 10 questions
on the participants’ capabilities to know the dael day of the week, his age and year of
birth...etc , Screening for depression was performaeohg the short version of the

geriatric depression scale which includes 15 quest

The result of this study indicated that Chronialtreproblems were reported by 74.4% of
the participants; this was reported significantlgremamong women. Half of respondents
had insomnia), lack of energy to perform daily ates (51.3%), constipation (46.0%),
poor appetite (30.0%), impaired vision (30.0%), comntinence (26.0%) and hearing
impairment (22.0%) were reported . Only 8.0% of &ierly participants were able to
carry out all activities independently, More thamuarter of the participants (28.0%)
reported impairment of activities of daily livinggjmitation of one or more of the basic

movements was encountered by 59.7% of the partitspand 44.0% had a negative health
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perception. A quarter of participants (24.3%) edob or more points which indicates the
presence of depression. Depression was significantdre likely among women , the
uneducated , those who were single and those whd &lone. A higher risk of depression
also was associated with deterioration of mentaius , negative self reported health
status (greater number of reported symptoms), pelbmperception of health, limitation of
movement as well as deterioration of instrumeatad basic activities of daily living

Women were more likely to have a poor self-perceptdf health ,  suffer memory

impairment and limitation of functional capacity.

Abdel Rahman (2006 Anxiety and Depression in Lone Elderly

A cross sectional study was done by Abdel Rahraédutanxiety and depression among
elderly aged 60 years or more in Cairo city , ®ima of this study was to evaluate the
prevalence of anxiety & depression in lone eldéxiyng at their own homes & going to
geriatric clubs regularly or living at geriatricines. Subjects and method: 164 lone elderly
participants from geriatric clubs (group 1) & 1681k elderly participants from geriatric
homes (group II) were included in this study. Haoml Anxiety Scale & Hamilton
Depression Rating Scale were used for detectioanafety & depression respectively.
Result of this study was found that anxiety angregsion are more prevalent in group Il
than in group |. Also depression is more commom thaxiety in lone elderly. The
prevalence of depression is 56.1% & 81% in groapd group Il respectively (p<0.001),
while, the prevalence of anxiety is 36.6% & 58.3%group | and group Il respectively
(p<0.001). The co-occurrence of anxiety and depress 34.1% & 57.1% in group | and
group 1l respectively, while depression per sed)% and 23.8% and anxiety per se is
2.4% and 1.2% in group | and group Il respectivgy0.001). multivariate logistic
regression analysis revealed that living at gecidtomes, male gender and age group 60
to 70 are at higher risk for developing depress$iam those living at their own homes and
going to geriatric clubs, female gender and ageugrabove 70also it found that the

independent risk factors for anxiety are livinggatiatric homes and age group 60 to 70.
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Chemali, et al ( 2008)Older adult care in Lebanon: towards stronger and

sustainable reforms

Elderly care in Lebanon was assessed throughtdideservation and review of the
literature and legislation with the aim of drawiaigention to the current situation and the
need for improvement, and providing suggestionsatiiress the problems. The
weaknesses of elderly care in Lebanon and obstaxieform include the stigma of age,
an inefficient health care system, a lack of gedaspecialists and social/volunteer
services, and inadequacies in nursing homes. Caogtéhe negative perception of
ageing, promoting social welfare, refurbishing mgshomes and empowering volunteer
services are needed to improve the lives and dafgecelderly. Sustained initiatives by
governmental agencies, physicians, volunteer sesvand the community are essential.

Adequate funding is also imperative.

Tohme , et al (2010 )Socioeconomic resources and living arrangements ofder

adults in Lebanon: who chooses to live alone?
This study conducted in depend on data from #reArab Population and Family

Household Health Survey that was conducted by #feahese Ministry of Social Affairs
in collaboration with the League of Arab State2@®4 as part of the ‘Pan Arab Project for
Family Health’ (PAPFAM). the objective of this sjud/ias to assess the levels of various
living arrangements and to examine the correlatedivong alone, with a focus on
economic resources. The sample was drawn usingree-fitage, stratified, cluster-
sampledesign. In the first stage, a systematicaminsiample of 15 geographical areas was
selected covering Lebanon’s six governorates. k slecond stage, 459 probability
sampling units were chosen randomly, and at the gtage, a random selection of 7,098
houses proportionate to population size was urkimtaSample size was 1,759 elderly

(aged 65 or more years) .

The findings of this study indicated that more tlaare-half of the participants had no
formal schooling, and significantly more women (§3#tan men (46%). Almost 15 per

cent were beyond the retirement age but still wagkincluding significantly more of the
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men (25.8%) than women (2.8%). More than half efsample were financially dependent
on others, but almost two-thirds were satisfiedhwiiheir current income, which was
received either from their children (74.8%) or ssdfjuired (25.2%) .

Hypertension (36.8%), heart disease (23.2%), debé21.6%) and rheumatic problems
(19.2%) were the most prevalent reported chronmditmns.. Almost 15 per cent of the
sample suffered from at least one ADL limitatioAround 12 per cent lived alone, with
the percentage being around three times higher gmomen (17.3%) than men (6.2%).
The majority were living with unmarried childrendanon-children others (43.9%), mainly
in their own homes (89.2%). Supplementary analysisaled that the percentage of those
who were financially independent was highest amthage living in their own homes
(20.3%) and lowest among those living in anoth&atiree’'s home. (13.2%) (p<0.001) The
propensity to live alone was significantly highenang women and among the oldest-old
compared to their counterparts. Financially betfémlder adults and those who reported
being satisfied with their income were, respectivdl.4 and 1.7 times significantly more

likely to live alone than their counterparts .

2.7.3 International studies:

Lobo, et al ( 1995) The prevalence of dementia and depression in thederly

community in a southern European population. The Zeagoza study.

A two-stage screening was completed in 1080 eld&ampling with replacement was
done, and the cumulative response rate was 88¢hdse 1, lay interviewers administered
the Spanish versions of the Mini-Mental State exation and the Geriatric Mental State
Schedule-Automated Geriatric Examination for Coreputssisted Taxonomy package. In
phase 2, research psychiatrists administered thme sastruments and the History and
Aetiology Schedule to all the probable cases asdrélar number of randomly selected,
probably normal subjects. The finding of this stunlyicated that 5.5% of the elderly were
considered to have a dementia disorder, the mostajant types being primary
degenerative dementia, Alzheimer's type (4.3%), amdti-infarct dementia (0.6%).
Depressive disorders were found in 4.8% of therBldBsychiatric morbidity, specifically
depression, was associated with lower educati@vald. "Case levels" of depression were
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documented in 25.4% of the demented cases andesasds of "organic" disturbance were

seen in 18.2% of cases of major depression.

Newsom and Schulz1996 ) Social Support as a Mediator in the Relation Betwen

Functional Status and Quality of Life in Older Adults.

The relations among physical functioning, socigymrt, depressive symptoms, and life
satisfaction were examined in a national sample4,0i734 adults age 65 and older.
Regression analyses were used to examine theveelatiportance of objective and
subjective support measures in understanding tla¢iare between physical impairment
and quality of life. Impairment was associated vigwer friendship contacts, fewer family
contacts, less perceived belonging support, andgl pesceived tangible aid, but only
measures of perceived support predicted depresgmptomatology. A structural equation
modeling approach was then used to explore the atiedal role of perceived social
support in the relation between impairment and itguaf life variables. Results of study
showed that lower reported social support is anomamt reason for decreases in life
satisfaction and increases in depressive symptounsdf among older adult populations.
Implications for understanding the role of sociapport in attenuating the effects of

physical disability in older adults are discussed.

Kempen ,et al .( 1997 )Adaptive responses among Dutch elderly: the impadif eight

chronic medical conditions on health-related quali of life.

Survey study aimed to analyze the impact of eggimhmon chronic medical conditions
on functional, social, and affective domains of Ititeeelated quality of life among
community-based Dutch elderly (n = 5279). METHODB®alth-related quality of life was
measured with six domains of the MOS Short-Form éeanHealth Survey. This study
found that compared with other domains of healtateel quality of life, mental health was
the least affected by chronic medical conditionsaclB problems and rheumatoid
arthritis/other joint complaints accounted for tedely high proportions of the variance in
health-related quality of life (from 35.5% to 68.3%xcept for health perceptions (22.6%),
indicating that health-related quality of life i®st affected by these two conditions.
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Kohn , et al. (1997 Clinical features of obsessive-compulsive disordein elderly

patients.

This study describes the symptoms and characteriefiOCD among 32 outpatients age
60 or older and 601 younger patients meeting DINRIkriteria and given the Yale-
Brown Obsessive-Compulsive Scale (YBOCS), NIMH scand a 41-item symptom
questionnaire. Elderly patients had a later ageaét compared with younger patients. No
differences were found in severity of symptomstosn YBOCS. Elderly patients had fewer
concerns about symmetry, need to know, and coumiingls. Handwashing and fear of
having sinned were more common. There were feverdiffces in clinical features of OCD

among the elderly patients compared with youngeb@@tients.

Beekmaret al. (1998) :Anxiety disorders in later life: a report from the Longitudinal

Aging Study Amsterdam.

Longitudinal Aging Study Amsterdam (LASA) was cowcted on a random sample of
3107 older adults to study the prevalence andfastors of anxiety disorders in the older
(55-85) population of The Netherlands. Stratifieéthod for age and sex, which was
drawn from the community registries of 11 municified in three regions in The
Netherlands was used . Anxiety disorders were disgth using the Diagnostic Interview
Schedule in a two-stage screening design. The fasitors under study comprise
vulnerability, stress and network-related variabl®&oth bivariate and multivariate

statistical methods were used to evaluate thefaistors.

Result of the study showed that the prevalencanxiety disorders was estimated at
10.2%. Generalized anxiety disorder was the mosincon disorder (7.3%), followed by

phobic disorders (3.1%). Both panic disorder (1.@G#% obsessive compulsive disorder
(0.6%) were rare. Ageing itself did not have anpatt on the prevalence in both bivariate
and multivariate analyses. The impact of otherdiactdid not change much with age.
Vulnerability factors (female sex, lower levels eflucation, having suffered extreme
experiences during World War Il and external loadiscontrol) appeared to dominate,
while stresses commonly experienced by older pe@pgleent losses in the family and
chronic physical illness) also played a part.

Xcvi



Bennett ( 1998)Longitudinal changes in mental and physical healtramong elderly,

recently widowed men

Longitudinal study was conducted between May anuteé®eber 1985, during which time
1,042 people, both men and women, randomly samfiech Family Practitioner
Committee lists, and demographically representatfitbe British elderly population, were
interviewed in their own homes. The interview qu@staire contained a total of 318 items
and covered aspects of health, lifestyle, demoggcagid socioeconomic status. The aim if
the study was to assess mental and physical headtigle and social functioning among
elderly widowed men and to compare them with apamf age-matched still-married
controls . The first complete follow-up of survigp using identical methods and
materials, was conducted between May and Septedf®9. All respondents who had
participated in 1985, and who were still livingMottingham, were invited to participate.
The finding of the study indicated that there eveo significant differences as a result of
either marital status or time for mental healthyat®or social functioning. However, there
were significant interactions between time and takhstatus for these variables. Those
men who had recently become widowed showed declmesental health, morale and
social functioning. Physical health showed a sigaiit difference for time alone, with
both the widowed and still-married men showing ohed in physical health over the four

year period.

Fry (2000):Whose Quality of Life Is It Anyway? Why Not Ask Seniors To Tell Us
About It?

Three hundred and thirty-one older adults partieigan a study designed to examine their
perceptions of what constitutes a reasonable gualitife. Participants responded to an
open-ended questionnaire in which they were askestdte their priorities, preferences,
aspirations, and concerns about their present anuoef quality of life. Responses were
subjected to a principal components factor analygisch yielded four factors: 1)
respondents demands for specific guarantees; 2) respondents aspirations and expectations

for future quality of life; 3) fears and anxieties; and 4) external factors presenting a threat

to quality of life. These factors accounted for@d&cent, 12 percent, 9.2 percent, and 7.1
percent, respectively, of the total variance. Addally, data obtained from in-depth

interviews with thirty-seven older adults were gwed using a qualitative approach.
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Contrary to stereotypic notions that elderly pessare frail, vulnerable, and resigned to
deteriorating conditions of well-being in late lifhe results of both the qualitative and
quantitative components of the study showed theoritygjof respondents as having clear
demands for autonomy, control, and independencmaking decisions, including the
decision to terminate life. Implications are disseb in terms of future research on quality
of life of older adults.

Gee et al (2000) Living arrangements and quality of life among Qiinese Canadian

elders.

This study examined the role of living arrangetaen the quality of life of community-
dwelling Chinese elders (aged 65 and over) cuyaesiding in Vancouver and Victoria,
British Columbia. Data are based on a random sarpl830 persons], who were
interviewed in their homes in the language of tiebimice in 1995-96. Three dimensions of
quality of life - satisfaction, well-being and saksupport - are examined for married men
and women [living with spouse alone vs. living ngienerational] and widowed women
[living alone vs. living intergenerational]. Fewff@grences are found for married persons,
especially women; for widows, living alone signditly reduces quality of life in a
number of areas. Regression analyses indicatdithngf arrangements are not a significant
predictor of life satisfaction or well-being for m&d men and women. For widows, living
arrangements determine well-being but not lifeséattion. Overall, age, health status, and
social support (having friends/confidante) aredrgtredictors of quality of life for elderly

Chinese Canadians than are living arrangements.

Bazargan et al , 2001Paranoid Ideation Among Elderly African American Persons

cross-sectional study was conducted among a saoh®@8 independently living elderly
African American persons The aim of the study was to investigdtiee prevalence and
correlates of paranoid ideation among elderly , #tedy used the Brief Symptom
Inventory to measure paranoid ideation and 14 ieddent variables, including
demographic characteristics, cognitive deficit, régpion, selfreported memory
functioning, emotional and instrumental suppontestful life events, limitation of daily
activities, self-rated health status, and selfddtearing and vision. The study found that

Paranoid ideation (symptoms of paranoia) was faunti0% of this sample. A multiple
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regression analysis of the data revealed that eflthindependent variables used in this
study, 6 (income, instrumental support, hearingssful life events, self-reported memory

deficit, and depression) showed a significant refesthip with paranoid ideation
Xavier et al.(2003 ) Elderly people’s definition of quality of life.

Quanitative and qualitative study was conductedXhyier and Ferraz about Elderly
people’s definition of quality of life in SoutheBrazil The aims of study were to identify
the prevalence of octogenarian people who evaltia® current life as being mainly
characterized by a positive quality and which wite domains that they identified as
being the determinants of this positive qualitys#@me parallel study was conducted with
subjects who evaluated senescence as a prepongenagative experience. Out of a
population of 219 subjects aged above 80, a ranépmesentative sample of 77 subjects
(77/219 or 35%) of the octogenarian people, liviegiding in the community, was
selected among the dwellers of the city of Veratiépstate of Rio Grande do Sul. A semi
structured questionnaire on quality of life qualitith 5 non-inductive questions and open
answers was proposed to the subjects as well ax#he of depressive symptoms Geriatric
Depression Scale (GDS) and the index of generdtth€@umulative lliness Rating Scale
(CIRS).. was used to quantify the general medicaharbidity. Data were collected by
one geriatric physician and one psychiatrist. Eaebearcher applied part of the
instruments being the global geriatric exam apphigdhe geriatric physician and the semi-
structured clinical interview for quality of lifdgy the psychiatrist. The result of the study
showed that more than half of the studied sar(fpi@o) defined their current quality of
life with positive evaluations, whereas 18% presdrd negative evaluation of it. A group
0f 25% defined their current lives as neutral orih@ both values (positive and negative).
On the other hand, the functionality to performlyactivities, the religiosity and the
objective socioeconomic level of dissatisfied satgewere not different from satisfied
ones Those who were dissatisfied presented molehi@ablems according to the CIRS
and more depressive symptoms when evaluated b@De. Satisfied subjects ones had
different reasons to justify this state, howeviee, dissatisfied had mainly the lack of health
as a reason for their suffering. The main sourceepbrted daily well-being was the
involvement with rural or domestic activities. Angpthe interviewed, lack of health was

the main source for not presenting well-being, @ltih there was interpersonal variability
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regarding what each subject considered as lossealtth The presence or absence of
satisfaction among the subjects was not assodiatéd gender.

Mein et al (2003) : Is retirement good or bad for mental and physical lealth

functioning? Whitehall 1l longitudinal study of civ il servants

Longitudinal studywas conducted byMein et alamong civil servants aged 54 to 59 years
at baseline, comparing changes in SF-36 healthtitumig in retired (n=392) and working
(n=618) participants at follow up. Data were cdibecfrom self completed questionnaires
The aim of the study of the study was tdetermine whether retirement at age 60 is
associated with improvement or deterioration in takeand physical health, when analysed
by occupational grade and gender. The findigs efdtudy indicated that mental health
functioning deteriorated among those who contintedvork, but improved among the
retired. However, improvements in mental health eveestricted to those in higher
employment grades. Physical functioning declinedboth working and retired civil

servants.

Canbaz, et al (2003The Prevalence of Chronic Diseases and Quality bffe in
Elderly People in Samsun

A cross-sectional study was conducted between Marand April 30,2001 to evaluate

chronic diseases and measure the quality of lilelddérly people in Samsun.

There were 8350 elderly people in the study aréa.skudy group consisted of 835 elderly
people, Except for 98 (11.7%) individuals, 737 8b&Ilderly people participated in this

study. In the first step of the study, the dat&Z 87 elderly people were used, and then in
the second step the data of 150 elderly people avithronic disease were compared with

the data of 150 elderly people, matched accordirage, without any

chronic disease. All data were analyzed by usirgyais of covariance (ANCOVA) for

continuous and post-hoc Bonferroni test.

Ninety-six males (26.6%) and 54 females (14.4%jedtahey did not have a chronic
disease. In the study group, the scores of the@kequality scale subgroup decreased
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with age in most of the categories except pain (P.G5). Participants with a chronic
disease possessed significantly lower scores insaltigroups of the scale than the

participants without a chronic disease (P < 0.001).
Alpass and Neville(2003) Loneliness, health and depression in older males.

This study investigated relationships between loesbk, health, and depression in 217
older men ¥ 65 years). Participants completed self-report mmessof loneliness, social

support, depression, and physical health. Regmessialysis showed that a diagnosis of
illness or disability was unrelated to depressibiowever self-reported health was
associated with depression, with those reportingrgro health experiencing greater
depression. Social support variables were unrelaiedepression. The most significant
relationship to depression was that of lonelinest lonelier men reporting higher scores

on the Geriatric Depression Scale (GDS).

Demura and Sato ( 2003Relationships between Depression, Lifestyle and Qlig of
Life in the Community Dwelling Elderly: A Comparison between Gender and Age

Groups

This study aimed to investigate the relationshipetween depression and the
characteristics of lifestyle and quality of life QQ) of healthy, community dwelling
elderly, and compare them according to gender gedgeoups. 1302 subjects (657 males
and 645 females) were used for analysis. The igagsts in this study were researchers
working at universities in each prefecture. Datlection was conducted in a general
delivery survey and interview setting or an edwratilass setting. The geriatric depression
scale (GDS) consisting of 15 items with a dichotaosscale was used to assess depression
symptoms in the elderly. In addition, 16 items wesed to assess the lifestyle of the
community dwelling elderly. Family structure , Opation , Subjective evaluation of
health status:, Satisfaction with economic situatjoAttending a hospital , Subjective
evaluation of physical fitness , Sleeping statusguarity of food habits , Smoking habit ,
Drinking habits , Frequency of going out , Frequent exercise, Duration of continuing
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exercise , Participation in volunteer activityro$pects of life plan and goals in the future,
Number of friends.

Furthermore, this study investigated life satistact morale, and physical function with
the LSI scale, PGC morale scale and the ADL scatbeoMinistry of Education, Science
and Culture, respectively. The finding of this dstuindicated that , depression
characteristics of the elderly differ between geratel age groups. the mean values of the
GDS score for gender and age groups were greatemiale groups than male groups, and
they were greater in the old-old groups than inyilneng-old groups.

The factors significantly related to depressioncommunity dwelling elderly were the
number of friends and morale. In particular, anréase in the number of friends was
related to a decrease in depression. Depressioithan old-old elderly was more
significantly related to many lifestyle items comgé with the young-old elderly, and
especially in the old-old elderly, the extent otisb activities related to a decrease in

depression.

Gabriel and Bowling (2004 Quality of life from the perspectives of older peple

qualitative and quantitative study was conductesetiaon 999 people aged 65 or more
years living in private households in Britain. TH#9%urvey respondents were interviewed
in their own homes with a semi-structured survesgrument, and 80 were followed-up in

greater depth at one and two years after the I@sglterview. The material from the in-

depth interviews is presented here. The main Qen#s that emerged were: having good
social relationships, help and support; living inhame and neighbourhood that is
perceived to give pleasure, feels safe, is neighp@nd has access to local facilities and
services including transport ; engaging in hoblaied leisure activities (solo) as well as
maintaining social activities and retaining a rdle society ; having a positive

psychological outlook and acceptance of circum&amnehich cannot be changed; having
good health and mobility ; and having enough maoneyeet basic needs, to participate in

society, to enjoy life and to retain one’s indepamzk and control over life. The results
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have implications for public policy, and supplemtrg growing body of knowledge on the
composition and measurement of quality of life liden age.

Robinson (2004)Older Adults and Sexuality: The relationship to Quality of life

descriptive correlational study,was conduted tomgra the relationships among quality
of life, sexuality, and intimacy in a sample of @ddults. Also, the importance of sex life

and the predictors of sexuality and quality of fibe older adults were explored.

The convenience sample included 430 community-dwgellder adults between the ages
of 60 and 99. The sample consisted of 271 fematet @ males who considered
themselves to be healthy. Forty-two percent wereriathand thirty five percent had a
university degree. The Quality of Life of Older Attustudy was used to obtain the data
for this study. It was found that sex life was ddesed to have the lowest relative
importance of various aspects of quality of liftaeTmost important aspect of quality of life
for the participants in this study was ability terfprm activities of daily living. Men
considered sex life to be more important than warRamtnered participants considered it
more important than non-partnered participants, ymehger participants found it more
important than older participants. Satisfactionhwigrsonal relationships, health status, and
sexual activity were found to be predictors of gyadf life in this sample, explaining 3 1% of the
variance. Satisfaction with personal relationstggplained the highest portion of the variance of
quality of life, 22%. Intimacy, marital status, gkm, and age were found to be predictors of sexual

activity, explaining 76% of the variance. The ponmtiof variance of sexual activity explained by

intimacy was 67.

Breeze et. al (2004)Association of quality of life in old age in Briain with

socioeconomic position: baseline data from a randoised controlled trial

Randomised controlledstudy was conducted 23 general practices in Britain to identify
socioeconomic differentials in quality of life angmwlder people and their explanatory
factors. Outcome measures were being in the waoiistilg of scores for, respectively, the
Philadelphia geriatric morale scale and four dinars of functioning from the sickness
impact profile (home management, mobility, selfegand social interaction). People aged
75 years and over on GP registers at the time avtitenent, excluding those in nursing
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homes or terminally ill. Of 9547 people eligibl€% provided full information on quality
of life and 6298 also did a brief assessment.

The results showedhat the excess risk of poor quality of life fodependent people

renting rather than owning their home ranged froffloXor morale to 62% for self care.
Self reported health problems plus smoking andralcoonsumption accounted for half or
more of the excess, depending on the outcome. Havilow socioeconomic position in
middle age as well as in old age exacerbated #ks of poor outcomes. Among people
living with someone other than spouse the excess from renting ranged from 24%
(95%CIl -10% to 70%) for poor home management to §3%86CI 30% to 180%) for

poor morale.

Ritchie et al ( 2004) Prevalence of DSM—IV psychiatric disorder in the Fench

elderly population

retrospective study was conducted by Ritchiealeh France to estimatairrent and
lifetime prevalence and age of onset of psychiakisorder. A study group of 1873 non-
institutionalized persons age®b years and over was randomly recruited from the
Montpellierdistrict electoral rolls. The Mini International N®psychiatridnterview was
used to assess current and lifetime sympt@uases identified by the application of DSM
— IV criteriawere re-examined by a clinical panel. The findifights study showed that
45.7% of the population sampled had experiencéeast ongsychiatric disorder in their
lifetime and 17.4% were currentlguffering from such a disorder. Lifetime . The
prevalence of current depressileess was 3.1% and the lifetinpgevalence of major
depression was 26.5%. Both lifetime andrent prevalence were twice as high in women
than in men . lifetime prevalence of anxiety dilgys was 29.4% . Current prevalence
rates werd4.2% for anxiety disorders, 10.7% for phobia, &rio for psychosis.

Sherina et af 2005): The prevalence of depression among elderly in an ban area of
Selangor,Malaysia.

A cross sectional was conducted in an urban aréaei District of Selangor, Malaysia. by
Sherina et al , the aim of this study was to mheitee the prevalence of depression and its
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associated factors among the elderly (60 yearsaottiabove). All the elderly in Bandar
Baru Bangian, an urban area of the state of Setaiplaysia were interviewed during a
two month period. A 30-item Geriatric Depressioml8qGDS) questionnaire was used as
the main screening instrument. Out of 316 eldeulyjects, 300 were interviewed giving a
response rate of 94.9%. The results showed th&b @Bthe elderly respondents were
found to have depression. Gender (p=0.015), etiyniGp=0.028), chronic illness
(p=0.028), functional disability (p=0.000) and caye impairment (p=0.000) were found
to be significantly associated with depression agnahe elderly respondents. The
prevalence of depression among the elderly respiwsde this study was 6.3% , the
prevalence of functional disability was 23.3% ahd prevalence of cognitive impairment
was 8.3%. Gender, ethnicity, presence of chronligcesk, functional disability and
cognitive impairment were statistically significaassociated with depression in the

elderly .

Butterworth , et al( 2006) Retirement and mental health: analysis of the Ausgalian

national survey of mental health and well-being.

A cross-sectional survey of 10,641 Australian aluMas conducted to explore the
relationship between retirement and mental heakthoss older adulthood, whilst
considering age and known risk factors for mentabrdlers. Data were from the 1997
National Survey of Mental Health and Well-beingheTprevalence of depression and
anxiety disorders was analysed in the sub-samplmerf (n = 1928) and women (n =
2261) aged 45-74 years. Mental health was assesseg the Composite International
Diagnostic Instrument. The finding of the studyiocaded that The prevalence of common
mental disorders diminished across increasing agapg of men and women. Women
aged 55-59, 65-69, and 70-74 had significantly lorvates of mental disorders than those
aged 45-49. In contrast, only men aged 65-69 andd7@emonstrated significantly lower
prevalence compared with men aged 45-49. Amongsing& men, retirees were
significantly more likely to have a common ment&adder relative to men still in the

labour force; however, this was not the case foree men of, or nearing, the traditional
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retirement age of 65. Men and women with poor ptatdnealth were also more likely to
have a diagnosable mental disorder. The findingshisfstudy indicate that, for men, the
relationship between retirement and mental headthes with age. The poorer mental

health of men who retire early is not explainedubyal risk factors.

Gill, etal. (2006) Mental health and the timing of men's retirement

This study was conducted by using data from theaiddbold, Income and Labour
Dynamics (HILDA) in Australia survey (2003). Theraof this analysis was to investigate
this pattern of results in a national sample of thalen men, and the mediating role of
socio-demographic factors. The analyses included aged 45-74 years who were active
in the labour force (n = 1309), or retired (n = B3Iental health was assessed using the

mental health scale from the Short-Form 36 Healibsfionnaire.

Results indicated that retirees were more likelypdoe mental health problems than their
working peers, however this difference was progvess smaller across age groups. For
retirees above, though not below, the age of 55 difference was explained by poorer
physical functioning. When age at retirement wassaered it was found that early
retirees who were now at or approaching the comnwealt retirement age did not display
the substantially elevated rates of mental healtbblpms seen in their younger
counterparts. Further, men who had retired at &yeréolder did not display an initially
elevated rate of mental health problems.

Borglin et al (2006 ).Older people in Sweden with various degrees of gsent quality

of life: their health, social support, everyday aavities and sense of coherence.

The aim of the study was to investigate the charetics of a sample of people (75+)
reporting various degrees of Quality of Life (QoAith respect to QoL in different areas,
as well as self-rated health, health problems,a$atipport, everyday activities and sense
of coherence. A postal questionnaire was sentrogpring 2001 to a randomly selected
population-based sample (h= 600) in the southerts pE Sweden. A two-step cluster
analysis was performed (n= 385, mean age 84.6, SI)=with 'present QoL' as clustering
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attribute. Three groups were disclosed, classifiedhigh, intermediate and low present
QoL, of which 33.8% could be regarded being at oklow QoL. Those with low present
QoL (18.4%) were the oldest and most vulnerableagority were women with ‘poor or
bad" self-rated health, high frequencies of hepltbblems, low total QoL, low social
support and sense of coherence and less physaxetilye. Those with high present QoL
(47.8%) reported more 'excellent or good' selfddtealth, physical activity, satisfactory
social support and higher sense of coherence aatl QoL than the other two groups.
Those with intermediate present QoL (33.8%) hadenudr'poor or bad' self-rated health,
more health problems were less physically active] lower total QoL and sense of
coherence, and less social support than thosehgthpresent QoL. The sample seemed to
reflect the ageing process in that the respondemi® at different stages of ageing.
However, the fact that the level of social suppsetise of coherence and self-rated health
followed the same curve as QoL may indicate thames@re more vulnerable to low
present QoL given the same health and these sheulargeted in preventive programmes

since they report low QoL.

Hewitt et al (2006 )Marriage dissolution and health amongst the elderlythe role of

social and economic resources

Survey study was conducted in Australia to exartiieeassociation between marital status
and self reported general health in a populationpa of Australian men and women aged
60 and over , The sample included 1195 women af8 tien. SF-36 scale was used to
measure health related quality of life . Resultssafdy showed strong association
between marital status and health among elderly emprwhere the divorced, widowed,

and never married report better health than theieshr By contrast study found a weak

association between marital status and health arelolegly men.

Cleary and Howell(2006) :Using the SF-36 to Determine Perceived H#aRelated

Quality of Life in Rural Idaho Seniors.

The purpose of this study was to establish thegded health-related quality of life
(HRQoL) in people aged 65 and older in rural soashern Idaho. Ninety-five people aged
65 and older completed the Short Form 36 version.
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Subject scores were then compared to establishedative values for the general U.S.
adult population and specifically to normative \edufor people aged 65 and older. In
general, the participant’'s HRQoL was lower thart tifahe general population. However,

females aged 75 and older had higher physical caemgsummary (PCS)

scores than their age- or gender-matched matesltRes$ a regression analysis indicated
that number of prescription medications taken (aG94) was the only variable predictive
of PCS scores. Results suggest that participard @§ and older have a higher HRQoL
than suspected, which could indicate that rurabdesge is not an immediate indicator of

decreased quality of life in the elderly.

Aris and Draman(2007 ): Physical and Mental Health Problems of the Eldeyl in

Nursing Homes in Kuantan, Pahang

A cross-sectional study design was carried lmptAznan and Draman among the The
elderly in two selected nursing homes in Kuantdihe aim of study was To describe the
residents of nursing home for the elderly in relatto their socio-demographic, physical
and mental profiles. The respondents were intemiewsing a structured questionnaire
which included the biodata, social background, aedlical illness, presence of cognition,
depression and ability to perform basic activibéslaily living (ADL). The Results of this
study found that most respondents (86.1%) suffémeoch chronic illness, 61.1% were
functional dependent, 33.3% have cognitive impammand 22.2% have depression
(according to GDS-14). The most common functiorggehdence was mobility on level
surface (47.2%), followed by climbing stairs (38)9%

Jeon et al , (2007) Gender differences in correlates of mental heaitamong elderly

Koreans.

Survey study was carried to examine the diffeeéntimpact of social roles and
socioeconomic resources on the mental health oé&omen and women aged 65 years or
older. The study sample was a weighted populatfdB6 people aged 65 years or older
who had responded to the health behavior survelgeoP001 Korean National Health and
Nutrition Examination Survey. The finding of thisudy showed remarkable gender
differences in the correlates of poor mental healtlving alone was significantly

associated with depressive symptoms and suicidadtioh in men but not in women.
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Living in a multigenerational family without a spsi and having a lower household
income were significantly associated with poor raghealth in both men and women.

Taqui et al ,( 2007: Depression in the elderly: Does family system pjaa role? A
cross-sectional study.

A cross-sectional study was carried out in the psesof a tertiary care hospital in

Karachi, Pakistan. All consenting subjects, agegeiss and above, and who were
permanent residents of Karachi (residing more thgears in the city) were included in
the study. The subjects comprised of both pati@ntsattendants and the sample size was

426 subject . Questionnaire based interviews wenelucted among the elderly people

visiting the hospital. Depression was assessedj tisen15-item Geriatric Depression

Scale.

The result of the study showed that the age gbmtyaof the subjects ranged from 65 to
74 years. Seventy eight percent of the subjecte weatle. The prevalence of depression
was found to be 19.8%. Multiple logistic regressamalysis revealed that the following

were significant independent predictors of depmssiuclear family system, female sex,

being single or divorced/widowed, unemployment hading a low level of

education. The elderly living in a nuclear famijgsem were 4.3 times more likely to

suffer from depression than those living in a jdarhily system

Ormel et al ( 2007 ) Mental disorders among persons with heart dise&s— results

from World Mental Health surveys.

Eighteen surveys were carried out in 17 countniethé Americas (Colombia, Mexico and
United States), Europe (Belgium, France, Germataly,| The Netherlands, Spain and
Ukraine), the Middle East/Africa (Israel, Lebandiigeria and South Africa), Asia (Japan
and China, and the South Pacific (New Zealandutbtental disorders among persons
with heart disease . the objectives of this stugsre to estimate the prevalence of specific
mood, anxiety and alcohol use disorders among psrsath and those without heart

disease and to assess whether these associatormnagistent across
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culturally and socioeconomic diverse countriesll sArveys were based on multistage and
clustered area probability household samples. Aérviews were carried out face to face
by trained lay interviewer . The World Health Ongation (WHO) translation protocol
was used to translate instruments and training nadge. All surveys used the World
Mental Health (WMH) . Survey Version 3.0 of the WHComposite International
Diagnostic Interview a fully structured diagnosimerview, to assess disorders and
treatments. Disorders considered in this studyuohelanxiety [generalized anxiety disorder
(GAD), panic disorder and/or agoraphobia, posttraticrstress disorder (PTSD) and social
phobia], mood (dysthymia and major depressive dmgrand alcohol use (alcohol abuse
and dependence) disorders. Disorders were assassgfithe definitions and criteria of
the Diagnostic and Statistical Manual of Menta Bisos, Fourth Edition In a series of
questions about chronic conditions adapted from Wh®. Health Interview Survey
respondents were asked about the presence of exklattronic conditions. More
specifically, respondents were asked if a medicakal or any other health professional

had ever told them that they had a heart disease.

Finding of this study indicated that Specific maot anxiety disorders occurred among
persons with heart disease at rates higher thase thmong persons without heart disease.
for alcohol abuse/dependence among persons wittusethose without heart disease.

These patterns were similar across countries.

The specific anxiety disorders (GAD, panic disofdgoraphobia, social phobia and
PTSD) were generally less prevalent as comparedd m#jor depression. Among persons
with heart disease, the prevalence rates of GAQednfrom approximately 0.3% in
Lebanon to approximately 5% in Ukraine, the Unigdtes and France, The prevalence of
agoraphobic/panic disorder among persons with liksetise typically fell in the range of
1-5% . The prevalence rates of social phobia @hrigem 1% (Spain) to 6% (United
States) among persons with heart disease in thaimarg surveys . PTSD was relatively
uncommon among persons with heart disease in miathe garticipating surveys but had
a prevalence of 2% or higher in the United Stakgance, Italy, The Netherlands and
Ukraine. association of depression with heartatisg was actually not stronger than the
association of anxiety disorders with heart disedgés held true for the total population

and for respondents aged 50 years or older.
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HSU ( 2007): Gender Differences in Health-related Quality of Lie among the Elderly

in Taiwan

The aime of This study was to examines the gender dispanitthe elderly’s health-
related quality of life in Taiwan. Data came fréine National Health Interview Survey, a
series of nation-representative face-to-face inegrs held in Taiwan in 2001. The samples
were chosen from those aged 65 or over, includimgulfations drawn from the Taiwan
area (with a numben=1845), remote mountain areas={69), and offshore islands
(n=179). Health-related quality of life (HQOL) was aseired by SF-36, including the
dimensions of physical functioning, role limitatidme to physical problems, bodily pain,
general health, vitality, social functioning, rdimitation due to emotional problems, and
mental health. Two-stage linear regression modelg wsed for analysis. Results of study
indicated that elderly women showed lower HQOLaimost every dimension in the
Taiwan area and offshore islands. After controlliiog age, education, marital status,
activities of daily living, and numbers of chronliseases, women elderly showed a lower
score in HQOL than men, and the difference wasrthst prominent in bodily pain which
had a 23.6% lower score. The elderly in offshotanids and mountain areas had a lower
HQOL than that in the Taiwan area. Other effectsewgreater than gender for the elderly

in remote mountain areas.

Weelel et al (2008) Co-occurrence of depression and anxiety in eldg subjects

aged 90 years and its relationship with functionastatus, quality of life and mortality.

A population based cohort study to examine tleadence of concurrent depression and
anxiety and its relationship with functional statuguality of life and mortality in

individuals at age 90.

Depression (15-item Geriatric Depression Scale) amXiety (Anxiety Screening
Questionnaire) were assessed in all 90-year olgtsisowith_19 points on the Mini Mental
State Examination (MMSE). Functional status inctiideognitive function (MMSE) and
disability in activities of daily living (GroningeActivity Restriction Scale). Quality of life
included: loneliness (Loneliness Scale of De Jormg\@ld) and life satisfaction (Cantril’'s

ladder). For all subjects mortality data were alag up to a maximum age of 95.3 years.
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Results Of the subjects aged 90 years with MMSE pdifits (56 men, 145 women), 50
subjects experienced depression and 25 subjects anxiety; of them 34 (17%) experienced

depression only,

9 (4%) anxiety only, and 16 (8%) both depressioth amxiety. Presence of depression was
associated with an overall decreased function&lstand quality of life and with increased
mortality.Within the depressed group, subjects vatixiety did not differ from subjects

without anxiety, except for higher loneliness seore
Ross and Zhang (200&ducation and Psychological Distress Among OldeChinese.

Suray study was conducted by Ross and Zhang taf seere highly educated older
Chinese have lower levels of distress than do tpeworly educated counterparts and
whether engaging in cognitively stimulating aciedt such as reading and playing
mahjong explains the association. The resulthefstudy founda significant negative
association between education and psychologicdteds Much of the association is
mediated by activities,. Reading, playing mahjoaggd watching television all negatively

correlate with distress.

Lulecia et al(2008)Assessing selected quality of life factors of nuirsg home residents

in Turkey .

The aim of this study was to investigate the refethip between socio-demographic
factors, health-related behaviors, residents’ feafiton, and functional disability levels
among elderly people living in nursing homes in Ky using the World Health
Organization's Quality of Life-BREF (WHOQOL-BREF)Data regarding socio-
demographic characteristics, chronic health prob|enealth-related behaviors (smoking,
alcohol consumption, physical activity, etc.) weodlected from the study groupl & 107)
by a structured questionnaire during face-to-faterviews. Dependencies in activities of
daily living (ADL) of the study group were also assed using Katz's ADL index. The
mean WHOQOL-BREF scores were significantly higher participants who had
independence in performing ADL (bathing, dressimngileting, transfer, continence,
feeding) . It was found that WHOQOL-BREF scores evpositively associated with
having physical exercise habits and residents’sfatiion with nursing homes; being

dependent in dressing were significant predictdréxdhe study. Residents’ satisfaction
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from living nursing homes and participation in pilogs exercise were significant
predictors of WHOQOL-BREF scores for those thatipigated in this study.

Ceremnych (2008) Quality of life by age in older women living inVilnius community

and their views on health and social care

The aim of this study was to assess, using the WED100 questionnaire, different
aspects of quality of life (QOL), overall QOL andtisfaction with health and social care

in a representative sample of older women livinth Vilnius community.

. Respondents (389 elderly females) were randogibcted from the Vilnius community

register. Information was obtained by interviewse Bample was stratified

according to age; The main outcome measures wenaéan scores of the WHOQOL-100
subscales (QOL domains and aspects) and the totae of overall quality of life.
WHOQOL-100 facet scores were calculated accordiogtie WHOQOL scoring
methodology . Comparison of the mean values of WBDQO0 subscales revealed
association with age. No significant differencetlie evaluation of the overall QOL was
found among the age groups of elderly females. &lsdowest QOL scores were reported
for the oldest females in three domains: physiapgbcity (p = 0.004), the level

of independence (p = 0.0001), environment (p = D.eéhd about 25% of females in all

age groups were dissatisfied with the availabditgare services.

Tajvar et al (2008)Determinants of health-related quality of life inelderly in Tehran,

Iran.

cross-sectional survey was conducted by Tajvaal about Determinants of health-related

quality of life in elderly in Tehran, The purposktiois study was

to measure health-related quality of life (HRQolf)etderly Iranians and to examine the
association between several important charactesisti elderly people in Tehran including
sex, age, education, living status, marital statu$ economic status with HRQoL. And to
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understand whether these variables are the signtfigredictors for HRQoL in the elderly
people or not. The sampling method was based oultastage

stratified sampling approach and 400 elderly Imasiaaged 65 years and over were
interviewed. HRQoL was measured using the ShonnRrdalth Survey (SF-36). The SF-
36 includes 8 subscales namely: Physical functopr{F), Role physical (RP), Bodily
pain (BP), General health (GH), Vitality (VT), Satifunctioning (SF), Role emotional
(RE), and Mental health (MH). It also provides taiammary scales, Physical Component
Summary (PCS) and Mental Component Summary (MCBg Study participants were
interviewed at their homes. Uni-variate analysis warformed for group comparison and
logistic regression analysis conducted to predietlity of life determinants. The finding of
this study indicated thahe majority of the participants were men (56.5%d almost half
of the participants were illiterate (n = 199, 49)8%ighty-five percent of the elderly were
living with their family or relatives and about 708ere married. Only 12% of participants
evaluated their economic status as being good avst of people had moderate or poor
economic status. The mean scores for the SF-3&alglssranged from 70.0 (SD = 25.9)
for physical functioning to 53.5 (SD = 29.1) fordiy pain and The mean (SD) of physical
and mental summary scores were 55.01 (25.66) and 63.86 (23.86) respectively; indicating
that the mental status of the participants was ifsigntly better than their physical
condition (P < 0.0001). The result found that wameported significantly poorer
HRQoL. Multiple logistic regression analysis showat for the physical component
summary score of the SF-36, age, gender, educatidreconomic status were significant
determinants of poorer physical health-related iguadf life; while for the mental
component summary score only gender and econoatigssivere significant determinants
of poorer mental health-related quality of life. eThnalysis suggested that the elderly

people's economic status was the most significadigtor of their HRQoL.

Nejatil et al ( 2008) Quality of life in elderly people in Kashan, Iran.
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A cross-sectional study was conducted by Negiout Quality of life in elderly people in
Kashan, 389 elderly persons (age@0 years) was selected randomly from 120 zones of
Kashan city. Data for this study were collectedasstn April 2005 and

April 2006. The sample was restricted to peoplmévn non-institutional settings

The objective of this study was to identify detamamts of quality of life and investigate
their association with physical and social funcsiophysical and emotional roles, and
physical and mental health among older people ishia, Iran. structured interview
consisted of 36 questions including sub-questi@tated to different aspects of life by
using on SF-36 health survey. SF-36 is a generestipnnaire for the measurement of
quality of life, and covers 8 dimensions of healthtus and 2 summary areas, one physical
and one mental. The result of the study showetl theean age of participants was
69.8+7.74 years. There were no significant diffeemnin the mean age (P=0.465) and
marriage condition (P=0.125) between the two ges)dart illiteracy was more frequent in
women (P<0.0001). Literacy was found in 31.2% ofnnaad only 8.5% of women,
whereas only 1.4% of men and 0.5% of women hadsggpeduate degree.The mean score
of aspects of physical function (P<0.0001), genkealth perception (P<0.0001), physical
role (P<0.0001), vitality (P=0.0007), mental hegf*0.003),

and bodily pain (P<0.0001) in men was higher thafemales, whereas social function
(P=0.844) and emotional role (P=0.397) were sinbktwveen the two genders. llliteracy is

common in elderly people, and quality of life inm&as higher than women in all aspects.

Martins, et al (2009) Quality of life among elderly people receiving bme care
services

cross-sectional studyas conductedo assess and describe the quality of life of &der
people receiving home health care services. .nlom sample of 50 elderly people who
were registered in the Family Health Program of fidealthcare Units participated in the
study. Data were collected with the WHOQOL-100 goesaire. The finding of the
study indicated thatparticipants were having difficulties to perforratigities of daily
living and needing assistance with medication ws®jronment safety, and access to

healthcare. The participants also had difficultyhviheir sexuality and financial resources
CXV



Lima at el (2009) :Impact of chronic disease on quality of life amonghe elderly in

the state of Sdo Paulo, Brazil: a population-basestudy

A cross-sectional and population-based study \@ased out by Lima , Barros and others
about Impact of chronic disease on quality of Afmaong the elderlyn the state of Sao
Paulo, Brazil from 2001-2002. The aims of studyeMer to assess the impact of chronic
disease( arthritis, back-pain, depression/anxiighetes, hypertension, osteoporosis, and
stroke ) on the various aspects of health-relatedlity of life (HRQOL) among the
elderly. Sampling for this study was carried dutotigh a two-stage stratified cluster
procedure , sample size was 1 958 individuals whre 60 years of age or more. Data
were collected by the SF-36 Health Survey whichue 8 scales( physical functioning,
role-physical, bodily pain, vitality, general hédglrole-emotional, social functioning, and
mental health) that was administered directly te gsampled individuals by trained
interviewers. The result of the study showed th&6% reported not having any of the
ilinesses, whereas 45.7% presented three or moomichconditions. the presence of any
of the seven chronic illnesses studied had a sogmf effect on the scores of nearly all the

SF-36 scales. HRQOL achieved lower scores in

role-physical and role-emotional for those witlalmbtes; role-emotional for back-pain;
social functioning for stroke; social functioningdarole-emotional for osteoporosis; social
functioning for arthritis/ rheumatism/arthrosis;darole-physical for depression/anxiety .

guality of life achieved lower scores when relai@depression/

anxiety, osteoporosis, and stroke . The highernhmber of diseases, the greater the
negative effect on the SF-36 dimensions. The poesesf three or more diseases
significantly affected HRQOL in all areas. The Hgdvain, general health, and vitality

scales were the most affected by diseases.

Lena et al (2009 ) Health and Social Problems of the Elderly: A Coss-Sectional
Study in Udupi Taluk, Karnataka.
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Descriptive study carried out in the Departmen€Cofmmunity Medicine in South India by
Lena A aboutHealth and Social Problems of the Elderly in Indieer a period of 1 year

from January to December 2003he aim of thestudy was to identify health and social
problems of the elderly and their attitude towdif#s . A total of 213

elderly patients (60 years old and above) who d#dnthe outreach clinics were
interviewed using a pre-tested schedule. Findirfgh® study showed that 73% of the
sample belonged to the age group of 60-69 whaenall fraction (2.8%) were 80 years

old or older years old Only 12.1% of the elderlymweere

widowed while 67.7% of the women were widows. Thenarried group of 2.3% was
comprised of only men. . Nearly half of the respamd were illiterate. 98% of the
respondents felt that old age had affected thejrtdalay life. Among these, 86.4% felt
that age had partially affected their daily actest Half of the people interviewed felt
neglected by their family members, while 47% felhappy in life and 36.2% felt they
were a burden to the family. A majority of them Heahlth problems such as hypertension
followed by arthritis, diabetes, asthma, cataraot] anemia. About 68% of the elderly
said that the attitude of people towards the eyderds that of neglect. 40% of the
respondents interviewed had feelings of insecwrityle around 56.3% were deprived of
financial security, 48% of the respondents fett sainly because of poverty followed by
illness (41.3%). 68.5% of the respondents had diseand social contacts outside the home.
In case of a conflict with family members, nearblftof the respondents (45%) preferred
to sleep in order to get over it, 33% preferrediisruss it with others, and 20% preferred

to find a solution.

52% of the respondents felt that old age affedted trole in the family. A total of 35% of

the respondents felt they were not consulted byahely members for making decisions.
They felt they were ignored by family members beeaof their physical illness and
economic dependence. In spite of being unhappyaltieese problems, they still preferred

their home to an old age home for their residence

Etemadiand Ahmadi( 2009): Psychological Disorders of Elderly Home Residés.
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a descriptive study was conducted by Etenaadti Ahmadi on the elderly living at
nurseries in Tehran, Iran The aims of this studg teaasses old age problems especially
for those living at elderly homes and extendingnsmling services to the vast and new
field of geriatrics in Iran. In this study 120 opeople who lived at governmental and
private elderly homes in Tehran, Iran were randosdlected and studied using SCL90
and Beck Depression Inventory. The results showat 62% of the residents of nurseries
had at least one symptom of psychological disordene most frequent symptoms were,
in decreasing order, seen in the following scatlefression 32.5%, somatization 27.5%,
obsessive-compulsive 19.1%, anxiety 18.3%, inteqeal sensitivity 15.8%, hostility
12.5%, psychoticism 9.1%, paranoid ideation 8.3% imobic anxiety 5.9% . The most
worrying issues for the elderly were economic &afb5.8%), lack of social relations
(55%), dissatisfaction with old age (45.8%) andklatfavorite activities (45%) .

In all studied clinical scales, the rate of psyogidal symptoms was more among women
than men. The most important worries of the eldestye economic status, social relations,
dissatisfaction with old age, lack of favorite &ities and their family members’ treatment.
Since living at an elderly home means staying aWwasn family support and that it is

considered reproachable, attending to psychologiodl emotional needs of the elderly

home residents is essential.

Glasser et al (2009%eriatric depression assessment by rural primarycare physicians

A survey study was carried out among 162 runaliffaphysicians and general internists
to assess rural primary care physicians’ practiaggudes, barriers and perceived needs
in the diagnosis and treatment of geriatric depoessThe survey focused on current
practices, attitudes and perceptions regardingugridepression, barriers to and needs for

improvement in depression care and physician aactipe characteristics.

The finding of the study indicated tha¥?6 physicians (47%) responded. The rural
physicians indicated that over one-third of theatignts aged 60 years and older were
depressed. All reported routine screening for cegpom, with 24% using the Beck
Depression Inventory. Overall, physicians expresgesitive attitudes about their

involvement in treating older depressed patientsvéler, 45% indicated a ‘gap’ between
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ideal and available care in their rural practicBlysicians with higher proportions of
elderly patients in their panels were more likayfeel that more training in residency in
geriatric care would be helpful in improving carand that better availability of
psychologists and counselors would be importantifmprovement of care for older,

depressed patients.

Kirmizioglu , et al. (2009) Prevalence of anxiety disorders among elderly pele.

The objectives of this study were to determine eniriand lifetime prevalence of anxiety
disorders and also to explore the relationshi@ny, between possible risk factors and
anxiety disorders, amongst elderly people livingthe Sivas province of Turkey. The

research sample consisted of 462 persons. A Seciwgraphic Data Form was given to
the participants and the Anxiety Module of SCIDdswapplied. The current prevalence for
all types of anxiety disorder was found to be 17d#rall and the lifetime prevalence was
found to be 18.6%. The current prevalence ratepdoticular disorders were found to be
0.4% for panic disorder, 3.2% for obsessive-compeldisorder, 1.9% for post-traumatic

stress disorder, 2.8% for social phobia, 11.5%sfoecific phobia, 6.9% for generalized
anxiety disorder (GAD). Lifetime prevalence rates these disorders (except GAD) were
1.1%, 3.2%, 3.0%, 2.85%, 11.5% respectively. Anxidisorders are more common
among elderly people than was previously thouglhie Tifetime prevalence of specific

phobia amongst the elderly is higher than that ehegal population; the lifetime

prevalence ratios of obsessive-compulsive discaddrsocial phobia are similar to that of

the general population in Sivas.

Akyol et al. ( 2010) Quality of Life and Level of Depressive Symptomsn the

Geriatric Population.

This study was conducted to investigate the effeftthe general state of health and
personal characteristics on quality of life in elgepatients, and to evaluate the

relationship between the level of depressive sympi@ain intensity, and quality of life.
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One hundred twenty individuatt5 years of age were included in the study. Alljscts

were evaluated using a questionnaire form, inclyudems about demographic and clinical
information ,the intensity of pain was assessed bigual analogue scale (VAS), quality of
life was assessed by the Short Form-36 (SF-36)ttemtevel of depressive symptoms was

assessed by the Geriatric Depression Scale (GDS).

Results of this study showed that th€hronic diseases were present in 80.8% of the
subjects (n=97) and hypertension was the most |emevaisease (49.7%). There was a
significant negative correlation between quality liéé and pain intensity and level of
depression. When evaluated according to educat&tagls, significant differences were
found between the groups in some quality of lifeapzeters (physical functioning, social
functioning, mental health, and bodily pain) an@& t6DS (p<0.05). When evaluated
according to the presence of chronic diseasesjfisgmt differences were also found
between the groups in physical functioning, sotugctioning, vitality, and bodily pain

subscales of quality of life measures and the Gi3®.05).

Paskuliret al. (2010)Elders' perception of quality of life

cross-sectional descriptive study was condudteéxplore the perception of quality of life
of elders from a health care district in Porto Akgand to identify the most common
dimensions of voice by the elders. The followingomuestion was used : What quality of
life means to you? and Portuguese version of theO®BL-100 and the module
WHOQOL-OLD.

Participants consisted of 260 elders who wereleeds of Porto Alegre,. Results showed
that the majority of participants reported that quabfylife was synonym of good health.
The most common dimensions of quality of life wepesitive feelings, personal

relationships, and access to food.

Thomopoulou et al (20)0rhe differences at quality of life and lonelinessbetween

elderly people
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The purpose of the present study was to examinalifferences at quality of life and

loneliness between elderly people. Data were deiteédrom 180 persons aged 60 - 93
years old from Greece. Quality life was estimaterbugh the Quality of Life Index,

loneliness through the UCLA Loneliness Scale, aatharaphic characteristics with a
guestionnaire. The finding of the study indicatbdtt males had higher scores of QOL
than females, older than oldest old and finally nmedr than divorced and widows/ers
respectively. Concerning loneliness, males scare@i than females, older than oldest old
and married than divorced and widows/ers respdgtividhe internal consistency of the

Quiality of life .

2.7.4 Comments on previous studies:

Through the educational literature, reviewed by thsearcher, she noticed the lack of
Palestinian and Arab studies on the subject ofetderly compared to foreign studies. It
should be noted that the first study of the eldenlyPalestine was in (1998), and this
indicates that ,scientific interests in studyindegly conditions in Palestinian is very new .
The researcher also noticed that there are onlyRalestinian studies that deals with the
elderly quality of life .

As for the Foreign Studies, she noticed the diweisi foreign studies that deals with the
issues of the elderly ,these studies have examtiheddifferent variables and their
relationship to mental health and quality of liée them ,and these are what local and Arab
studies lack of.

For these reasons we can consider this study aefdhe few local and Arab studies that
deals with the elderly quality of life in our commity .

It also studied the mental health of the eldeyfrmore than one side, and the results that
this study have, may give some more indicationgHerresearcher or other researchers to

carry out more specialized studies in this field.
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Chapter Three

Methodology

3.1 Study design

A cross-sectional correlational study, was cdrieait in 2010 and 2011, and was
conducted on a convenience sample of elderly pdagies 65 and above) residing in
Bethlehem district in Palestine. In this studytraictured questionnaire on quality of
life ( WHOQOL-Bref) as well as the scale of BSI faurrent psychological status and

distress was used for data collection .

Cross sectional methodology was chosen becausejitick and cheap in terms of the
design. In addition, the cross sectional studies #@re best way to determine
prevalence of mental disordersand are useful in identifying associations between

many factors and quality of life (Sorli, 1995) .
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3.2 Setting

Bethlehem is a Palestinian city in the center thed West Bank, approximately
10 kilometers south to Jerusalem, with a populatbabout 131433 people, which
composes 7.5% of the total population of the west bank; 67286 are males and 64174

are females.

Bethlehem has a Muslim majority, but it is also @amle to one of the largest
Palestinian Christian communities. The Bethleheglwgpation includes the towns of
Beit Jala, Beit Sahour, and Duha as well as thegesd camps of 'Aida, Azza ; and
Dhesha in addition to 64 villages (PCBS , 2007 ).

According to PCBS's 2007 census Bethlehem district had a population of 131433 ;
50076 person live in ruralarea ,accounting for( 38% ), 10554 ; persons are
refugees, accounting for( 8 %) of the districtpplation and the remain population
live urban area . In 2007, the age distributiorBethlehem's inhabitants was (57.4%
)are children(0-18) ,37.1 % from 18- 64 , and % Bbove the age of 65 which is the
highest percent in the west bank . The total remolb elderly in Bethlehem district is
5439 , (45.4 % )of them are males and (54.6 %) are females ;( 89%) of them are
economically dependent on others (PCBS, 2007).

3.3 Target population

The population base for the survey comes from @€ 2census of elderly whose ages are 65
and above in Bethlehem district a total of 54389 (%)of elderly. Two thousand four
hundred and seventy (45.4%) are males and 29%b)are females (PCBS, 2007) .

3.4 Sample size

The independent variables of the study: (age,disijct, educational level, marital
status, economic situation and physical healthjeuweken into consideration to

calculate the sample of the study. The followingatpn was used to calculate the
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sample size, by considering that elderly whageia 65 year and above is 4.1 %,
with a significant error of 10% , level of comnitynis 3 ( city , camp , village )

t? [0S

n= = (c

N: samplesize

t? : Value of selected alpha level
S’ : Variance of a sample

E?: Significant error

LC: level of community

So the total sample size was 300 people distriblkddeen urban, rural and camp

locations as shown in table (3.1)

Table 3.1 sample distribution according to localites

Location Sample size Percentage
Bethlehem 90 30%
Beit Sahor 60 20%

Dehesha Camp 35 11.6%
Al-khader 20 6.6%

Zatara 20 6.6%
Beit Fjar 20 6.6%
Obedieh 20 6.6%

Tigoua 20 6.6%

Husan 15 6%

3.5 Sampling technique

Sampling was performed through stratified coneroé of old adults in different levels and
it was used as follows:
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1. Athreefold geographical divisions of city, villagyand refugee camps were selected as
the main population groups that were surveyedhlBbém district was divided to 4

cities, 3 camps and 64 villages .

2. From the four cities, two cities were randomsBlected and from the three
camps, one camp was randomly selected and froensixtty four villages , six

villages were randomly selected.

3. Based on the natural population distribution etlBehem district, 54% of the
survey sample were from urban sides , 38 % wem fiural areas and 8% were

from refugee camps.

4. In each site (city , villages and camps ) thelgtsubjects were chosen according

to age( 65years and obove ) .

From each site, households were selected in aeocognvce way based on the
following question that was asked to the resideiteach house: do you have an
elderly person above 65 years? If the answer was tgen the interview was

conducted.

These three different settings were chosen bedhegepose different challenges for
old people. For example, those in villages livetreditional houses and have some
opportunities to form close social networks of suppwhereas those residing in the
city live in residential multi-storey flats whichogt various problems regarding
mobility. Old people living in refugee camps sufférom the problem of
overcrowding. On the other hand, those living itiesi have better opportunities of
receiving better health and publicly organized alocare than those living in villages
(Zanoon, 2003). Proportionate allocation sampiwvas used to identify a sampling
fraction for the three localities. Stratified cemence sample was selected because it

Is economical, easy and not time consuming.

All participants were interviewed at their hometer identifying eligible subjects,
WHO QOL Bref and BSI 50 scale were administeredh\aiface-to-face interviews by

the researcher.
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3.5.1 Inclusion criteria:

The following are the criteria for inclusion of the participant:

* Age > 65 years at the time of the visit.

» Elderly who live innon-institutional settings (e.g. in their own hame with

their families)

3.5.2 Exclusion criteria:

» Elderly people who live in institutions , becatisey usually have more health
Problems and lower functional capacity and theyhmigave difficulties in

completing a long interview.

* Individuals who are very ill or hospitalized, an@ amentally ill patients.

3.6 Sample description

Originally the sample includes 300 elderly who evabove 65 years, however nine
elderly could not complete the questionnaire beesaigheir bad health situation, so
the sample size was 291 person and the resporesesr@7% . The mean age of
participants is 72.8 years.; 59. % ( 172 persons ) of the sample were females with
mean age 71.6 years and 41 % (119 personsre) weales with mean age 74.5

years . (See figure 3.1)
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Figure (3.1) sample distribution according to sex.

Fifty two and half percentage of the survey samy@ee from urban sides, 39 % from rural

areas, and 8.5% from refugee camps, see figure 3.2

Ovillage
Bcamp
Ocity

o .
O city 52_50%'\____ O village 39%

\\'---__

B camp 8.50%

figure (3.2) : elderly distribution according todistrict

The analysis of the marital status of the eldenigidate that 59.1 % of elderly are married
while 32.6 are widowed, only 5.5% of them are dieal and only very few 2.7% of them are
single . See figure 3.3
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Omarried
Bwidowed

Osingle

Odivorced

single ; 2.70%

widowed; 32.60%

divorced; 5.50%

married;59.10%

Figure 3.3 sample distribution according to maritalstatus .

There was a variation of marital status in relatmthe gender of participants. Forty-two and

four tenths percent ofemale participants were married compared to 83.2% of men ; 45.3 %

of female participants were widowed compared to 14.3 % of men ; 0.8% of men are single

compared to 4.1% of women are single .See figutand table 3.2 .

Figure 3.4 sample distribution according to sociasituation and its relation to gender
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Nuclear family system was the most common withrétte of (84.1%) among the sample and

the remaining comes from the extended family.

Data related to the educational status of thegipatits highlighted that 59.1% of them were
illiterate( 33.7% were males and 66.3 % were females) , 28.2 % had primary education ; 8.9
% of them were secondary educated while 3.8 %&tie bachelor degree (90.9% of them

were male and 9.1 % of them were female ).figaee 3.5

illiterate, 39.10%,

60.00%

50.00%
Dillterate -
Eprimary education 4Q005f

: secondary 30.00% frequancy

Osecondary education education, 8.909
Obachelor degree | bachelor degree; 20.00%

10.00%

+ 0.00%

education

Figure 3.4 sample distribution according to educatin

Also there was a difference in the education lemetelation to the gender of the
subjects. Forty-eight and seven tenths percentaigesles were illiterate compared
to 66.3 % of females. Eight and four tenths artipipant males had bachelor degree
while only 0.6% of the participant females had dohdegrees.

The results based on where the participants liegvel that 21.6 % of them live alone
while 45.7% of them live with their spouse and dteh and the remaining live with

their children who are married.

80.8%of the respondents were economically inactive and did not have work; 71.8%
were economically depdent on their children and their relatives ; 15.3 % of them
were economically independent and have enoughmactrom their work, small

fraction which is about 3.8 % were dependentthenPension salary.

Table 3.3 shows that 77 % of the respondents hatthhproblems; 43.4% of them

were males and 65.6 % were females.
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The most common illness was hypertension with o&t84.6 %, diabetes with rate of
21.5%; osteoarthritis with rate of 20.5 % heart disease with rate of 10.5%. Others
include Asthma with rate of 4.6%Jrinary incontinence with rate of 2.5 %and peptic
ulcer 5.9%. It is seen that some respondents hae than one health problem. All
health problems were found to be more common anfemgles except Peptic ulcer
which was more common among males.

Table (3.2): sample distribution according to physial illness .

Physical illness Male Female Total
Hypertension 35% 65% 34.6%
Diabetes 30% 70% 21.5%
Osteoarthritis 37.4% 62.6% 20.5%
Heart diseases 44.3% 55.7% 14.4%
Asthma 15% 85% 7.6%
_ Urin_ary 71.4% 28.6% 2.5%
incontinence
Stomach ulcer 76.5% 23.5% 6.3%

3.7 Variables

The dependent variables are

» Scores of the WHOQOL-BREF scales: physical heaklychological, social and
environmental.

 Score of The BSIs 53- scale : somatization, obgessimpulsive behavior,
interpersonal sensitivity, depression, anxiety,tiitys phobic anxiety, paranoid
ideation, and psychoticism.

The independent variables of this study were theadgaphic and socioeconomic

characteristics which were:

« Gender
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* Age: it has four categories (65 to 69, 70 to B 79 and 80 years or more).

e Marital status: it has two categories: with alwsge and without spouse.

« Economic situation: if there is a source of mpoenot and the type of this
source.

e Education: it has four categories: illiteratgsic education, secondary
education , diploma and university education guost education.

* The living status was represented by 3 main categ; living alone, with
their partner in their home, living in the hometlo¢ir children.

» Living area: it has three categories city, villagesl camps.

« Physical health: the presence of any type of iBreasd handicaps.

3.8 Instrument

3.8.1 WHO QOL BREF:

The WHOQOL-BREF was developed from the WHOQOL-180¢ross-cultural QOL
Instrument developed by the World Health OrganoratiWHO) for assessing the
Individual’s subjective perception and feelingslitd. The WHOQOL-100 contains 100
items for 25 facets (The WHOQQOL Group 1994).

However, the WHOQOL-100 is too lengthy for somesysend the participants may not
have enough time or ability to complete all itemi$us, the WHOQOL- 100 was
simplified into a brief version, called the WHO Q®REF, by selecting 24 items from 24
facets of the WHOQOL100 scale (one item per faget) two items from the general facet
(Skevington et al, 2003). These 24 items cover fbamains, including physical health,
psychological state, social relations, and envirenin(look Appendix 4 ). These four
domain scores were used to indicate an individual_ (Skevington et al, 2003). Since
then, the WHOQOL- BREF was commonly applied to acaid research, clinical
evaluation, cross culture comparison, and so oe. @drticipants rated each item on a 5-
point scale ranging from (1) not at all satisfied (5) very satisfied. The first
transformation method converts scores to range dmtwl -20, comparable with the
WHOQOL-100. The second transformation method cdevdomain scores to a 0-100

scale.
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Values between Zero and 39 indicate poor qualityfef while the values between 40 and
59 show the average evaluation of quality of Ifat values higher than 60 indicate to the

evaluation of good and excellent quality of life

The WHOQOL-BREF is self administered if respondeh&se sufficient ability:

otherwise, interviewer-assisted or interview-adstigried forms should be used.

The brief version of the World Health OrganizatiQuality of Life instrument
(WHOQOL-BREF), including four domains, has beentunallly adapted into Arab
populations of elderly people. Also it has beennfibuo be valid (discrimination
validity) and reliable in a Palestinian epidemiotad study (Mataria et al ,, 2008,
Thabet et al ..2008)

Previous Palestinian studies showed that The WHO®REF has high internal
consistency (Cronbach's alpha: 0.80 -0.91), téssteeliability (0.7 to .89), splitting half
was(0.87 to 0.89)Eljedi, et al ., 2006Mataria,et al., 2007, Thabet et al., 2008 ) . In this
study, the split half reliability of the scale wlaigh (r = .84). The internal consistency of
the scale was calculated using Chronbach’s alptthyas also higho(= .93).

Domains and Facets incorporated within domains are:
1. Physical health:

* Dependence on medicinal substances and medical aids
* Energy and fatigue.
* Mobility.
» Pain and discomfort.
* Sleep and rest.
* Work Capacity.
2. Psychological health and Body image and appearan

* Negative feelings.

» Positive feelings.

» Self-esteem.

e Spirituality / Religion / Personal beliefs.

* Thinking, learning, memory and concentration.
3. Social relationships:
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» Social support.
» Sexual activity.
4. Environment and financial resources:

* Freedom, physical safety and security.

» Health and social care: accessibility and quality.

* Home environment.

* Opportunities for acquiring new information andllski

e Participation in and opportunities for recreatideigure activities.
* Physical environment (pollution / noise / trafficlimate).
Transport (WHOQOI Group, 94, P: 45). Look appen@ix

3.8.2 Symptom checklist (Brief symptom inventory 58

The BSI was developed from its longer parent imsgnt, the SCL-90-R, and
psychometric evaluation reveals it to be an actdptahort alternative to the complete
scale. Both test--retest and internal consistertiglilities are shown to be very good for
the primary symptom dimensions of the BSI, andcisrelations with the comparable
dimensions of the SCL-90-R are quite high ( Derggatd Melisaratos,1983) .

The BSl is a 53-item self-report scale used to mm@asine primary symptom dimensions

include somatization (7 items), obsession (6 itenrgerpersonal sensitivity (4 items),
depression (6 items), anxiety (6 items), hosti(yitems), phobia (5 items), paranoid (5
items), psychoticism (5 items), and addition (4@ symptom, and three global indices
Global Severity Index (GSI), Positive Symptom Dess Index (PSDI), and Positive
Symptom Total (PST). Look appendix (3)

Each item of the scale was scored from 0 to 4; a higher score represents a more severe
case. The BSl is a widely used scale assessingritiypsychological distress and symptoms
in both patient and non-patient populations. Thé m&8asures the experience of symptoms
in the past seven days including the day the BSleeanpleted. There are no cut-off points
in the original scale. The GSI scoring comes fromtbtal mean scores of the 9 subscales (
Derogatis and Melisaratos,1983) . Previous Falaststudies showed that the BSI has
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high internal consistency (Cronbach's alpha: 0834 ), test retest reliability( 0.7 to .91),
splitting half (0.87 to 0.89) (Al-Krenawi et &Q09, Sloneet al , 1998) .

In this study, the split half reliability of theale was high (r = .86). The internal consistency

of the scale was calculated using Chronbach’s akofchwas also higlu = .91).

Socio-demographic data included age, sex, livimgrayement, living area, marital status,
education, work status, source of money and phlysezlth was also collected.

3.9 Pilot Study

A pilot study was conducted before starting theadailection to test the acceptability of questjons
clarity of language used, reliability of the questiaire, the desire of population to participate] a
how much time is needed to conduct and completgulstionnaire. For this purpose, 15 elderly
persons were selected for the pilot study , changes done to the questionnaire as necessary. A

second pilot study was conducted on 6 elderly petigpensure that there were no vague questions.

* Some changes were done to the questionnaire hsrtadefinition of quality of life
was added because many elderly persons did notsiadd what quality of life is.
Some sentences were clarified in more simple waytha following: Do you have
enough energy for everyday life, the term enengfrabic (taga) changed into
Himmeh or Heil .

The modified questionnaire is attached in the agp€ni ).

3.10 Recruitment and training of the interviewers
Seven students were selected to do the interviasedon the following criteria:

1. Resident in Bethlehem district.
2. A student in human science related field.

3. Expresses high responsibility.
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4. Cooperative.
5. Possesses friendly personality.

Training

Three informal sessions were conducted by the relseato provide information and

guidelines to the interviewers about their task theludes the following items:

Introduction about mental health and quality o liff the elderly.
Objectives of the study.

Methodology on how to select the sample.

The approach to conduct the interview and completejuestionnaire.

How they must introduce themselves.

S o

The questionnaire items were carefully discussel thie interviewer, after that
a role play about the interviewing process was dong¢he interviewer with a
supervision from the researcher to ensure thatvietes will be conducted as
planned.

Finally the interviewer was instructed to stay idigect contact with the researcher for
further clarification and information concerningetprocess of data collection.

3.11 Data collection

A personal interview of the subjects were condiigtiich is the oldest data
collection technique that involves oral questionifighe respondent, and it is very
suitable to use with illiterate people and leadsiteh higher response rate
compared to obtaining written answers to questimagaData collection was
started in the middle of May 2010 and ended in Atgu

3.12 Ethical consideration

A consent form about the research was providedl teuljects before the interview was
conducted, and it is attached in (appendix 2). fohm included the following information
and explanation:

CXXXV



1. Who is conducted in the research?
2. Objectives of the research.
3. Confidentiality of the collected information.

All subjects verbally agreed to participate in sthedy.

3.13 Data analysis

Data was analyzed by using SP&% .16 for data entry and analysideans , standard

deviation (SD.) , frequencies was calculatedi®ager research questions

ANOVA and T tests were calculated to test hypothegihen data normally distributed.
Mann — Whitneyand Kruskal-Wallis non-parametests were conduct to test hypothesis
when data not normally distributed .

In order to investigate the relationship betweenglobal severity index scores and quality
of life, and its domains, Pearson coefficient etation test was done
A stepwise regression analysis investigated whioh the demographic variable were

independently predictor for the dependent variél@&| and QOL scores)

3.14 Limitation of the study
The following are the main limitations of the study

1. The researcher bias.

2. Bad health situations of some of elderly inhibitd®m from answer the
guestionnaire accurately .

3. Elderly found difficulty in ranking their answerg some questions; they use
the phrase “thanks god” as an answer of many questand the interviewer
had to repeat and use the needed explanation wutkstion to get the nearest
answer.

4. Using convenience sample technique so the reseacoldd not generalized

the results of the study to the total population .
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Chapter Four

Results

a. Introduction
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Data of this study was collected by two tools.e Brief Symptom Inventory Scale that
was used to asses mental health and the QOL-BRIEBtionnaire was used to assess
quality of life. Statistical analysis was performed using the Steatil Package for Social
Sciences (SPSS) version 1Blean (SD) and percentages were used for descriptive
purpose. To examine the differences in dependerdbla ( mental health state and quality
of life ) in relation to independent variables(smdemographic) , T test and ANOVA tests
were used if distribution was normal alkcuskall-Wallis test was useatidistribution was

not normal. On the other hand to examine theioglship between independent variables
(socio demographic) and dependent variable (mdrgalth state and QOL), Pearson's
product correlation (if distribution was normal)daBpearman’s teat (if distribution was

not normal) was completed.

4.2 Research question one

What is the mental health status among elderly iBethlehem ?

This question was answered through the result df BS , a mean score of 1.5 or above
which represent a moderate level of symptoms wieesntas a base for diagnosis , after
coding of the data obtained from the 291 resporsdersimple calculations of the severity
of symptom of the GSI and 9 diminutions were maderder to identify the prevalence of

psychological complaint among the respondentsetthrent study .

The global severity index (GSI ) is the main intliicaof the mental health state of the
respondents . The mean score of the respondenthdoGSI was 1.35 with standard
deviation of 0.67 . Fifty two percent of the 2&bpondent met the criteria of not present
at all or mild GSI . Forty two percent had moderatgnptom and 5.5% had severe

symptom (see table 4.1).

As can be observed in table( 4.1) and (4.2) oftlsgmptom diminutions ,the mean score
of somatization was (2.044) . Twenty nine peragnmespondents had “ not at all” or mild
level of somatization ,( 36.1% ) the respondeimmained of moderate symptom ,and

(34.7 %) complained of “ sever” and “ very seVégvel of somatization . In regards to
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obsessive compulsive symptoms , the mean scord Wwaswith standard deviation of 0.78.
Forty-six point seven percent of respondents ‘mad at all” and “ mild “ level of
obsessive compulsive symptoms , (39.9%) complagie¢doderate “ level of obsessive
compulsive symptoms and (13.4 %) had “sever” amnry sever “ level of obsessive
compulsive symptoms. However , the mean sore tefpersonal sensitivity symptoms
was 1. 1 with Sd. 0.76(66%) of the respondents had “not at all” or” mild “ level of
interpersonal sensitivity symptoms , (27.8 %)l tespondents had moderate level of
interpersonal sensitivity symptoms and (6.2 %}t respondent had sever level of

interpersonal sensitivity symptoms .

On the other hand , the mean score of anxietypsym was 1.31 with SD. 0.84 . Thirty
two percent of the respondents complained afd ntevel of anxiety symptom and

9.3% of the respondents complained of “sever” amgry sever “ level of anxiety

symptom. Nevertheless , in regards to depressidh.7(%) of participants report moderate
level of depression symptom compared to ( 12.7 Bay sever and very sever level of
depression. However when looking at phobic anxjehyean = 1.07 , SD=0.84 ), ( 20.3%)
of the 291 respondents complained of “moderateglle¥ phobic symptoms compared to
8.9 % complained of “sever” and “very sever” lewd#l phobic symptoms. Concerning
hostility ( mean score =1.06, SD= 0.90 ),16.2 %hef respondents reported having mild
level of hostility compared to 4.5 % who had selesel of hostility symptoms .On the

other hand 22.3 % of respondents reported havind revels of paranoid ideation and
14.1 % had sever and very sever level of paramedtion . As for the last symptom
dimension psychoticism, 33.3% of the respondergerted having moderate level of

psychoticism and 10.3% of participants reportedritasever level of psychticism .

The data indicated that (52.2%) of the respondditsnot have psychological symptom
that are diagnostic however the rates of those edmoplained of moderate psychological
distress were still high . The participants whoortégd moderate levels of distress in any of
the nine symptom dimensions might need psychiateatment or interventions if their
state did not improve by itself . On the other htimete were low rates of those who had
severe level of psychological distress . Nevee®l, those who had sever symptom

may need professional help because they haveriidtia for psychopathology
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Table (4.1): descriptive statistics of the 9 dimemsns and the GSI of the BSI-50.

The 9 symptom Mean S.D
dimensions and the GSI

GSlI 1.3564 67225
Somatization 2.0440 97641
Obsessive compulsive 1.5355 .78019
Interpersonal sensitivity 1.1057 . 76042
Depression 1.3417 .80853
Anxiety 1.3121 84284
Hostility 1.0679 90253
Phobic anxiety 1.0742 .84998
Paranoid ideation 1.2002 94760
Psychoticism 1.2664 .81638

Table (4.2): frequencies and rates of the GSI and @mensions

As classified to severity of complaint for 291 rgmndents.

L Not at all Mild Moderate Sever Very sever
Index diminution
present symptom symptom symptom symptom
GSI
Frequency 71 81 122 16
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Percent 24 .2 27.¢ 41.¢ 5E

Somatization
Frequency 43 42 105 62 39
Percent 14.8 14.4 36.1 21.3 134

Obsessive compulsive
Frequency 49 87 116 33 6
Percent 16.8 29.9 39.9 11.3 2.1

Interpersonal sensitivity

Frequency 122 70 81 15 3
Percent 41.9 24.1 27.8 5.2 1
Depression

Frequency 80 73 101 32 5
Percent 275 25.1 34.7 11. 1.7
Anxiety

Frequency 86 93 85 23 4
Percent 29.6 32 29.2 7.9 1.4
Hostility

Frequency 148 47 73 13 10
Percent 50.9 16.2 25.1 4.5 3.4

Phobic anxiey
Frequency 141 65 59 19 7
Percent 48.5 22.3 20.3 6.5 2.4

Paranoid ideation
Frequency 124 65 62 32 9
Percent 42.6 22.3 21 11 3.1

Psychoticism
Frequency 106 57 97 30 0
Percent 36.4 19.6 33.3 10.3

4.3 Research question two

How do elderly people evaluate their quality ofite?
This question was answered through the resultef @OL- Bref , which measured the
individual's perceptions of quality of life and Iftkeavia two items ("How would you rate

your quality of life?' and 'How satisfied are yoitlwyour health?") .
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The results showed that (46.2 %) of the Partidgpamated their quality of life as being
good or very good compared to (22.1%) of paréinis who rated their quality of life as
being poor or very poor . On the other hand (45.b¥%2espondents were satisfied and
very satisfied with their general health compared24.1 % )of the respondents who

were very dissatisfied or dissatisfied with thgeneral health .

Table 4.3 shows the mean and standard deviatieaaf domains of the QOL . As can be
observed , participants were having lower QOL ssan Physical health domain of WHO
QOL-BREF scale ( mean 50.9 , S.D 21.4) ,(35.5 %dhef participants perceived their
physical health as being good and very good wiie5%0) of the participants perceived
their physical health as being poor or very pdéifty two percent of the participant were
satisfied with their ability to perform their iflaliving activities compared to 7.2% of the

participant who were very dissatisfied with théeep .

In regard to social relationship domain ( mean855.D 22.7 ) , (32.6 %) of the

participants evaluated their social life as vegod or good compared to( 22%) of
participants who evaluated their social life asipor very poor . In this regard , ( 64.6 %)
of the participant were satisfied with their gmral relationships. However when looking
at environment domain ( mean = 53.01, S.D= 1740,(4 %) of the respondents were
satisfied and very satisfied with their environmemtile (16.5 %) of the respondents were
either dissatisfied or very dissatisfied with themvironment . In this regard (63.9%) of
the participant were satisfied with the condisiaf their living place . However ( 2.4%)

of the participant had complete access to thermmétion that they need in their day-to-
day life . Nevertheless, the participants had high€L@cores in Psychological health

(mean =55.3, S.D=16.7) , (40.9%) of the pgoéict saw that their Psychological health
was good and very good however (16.4%) of partidigaw that their Psychological

health was poor or very poor ; (47.1 % ) were satisfied with their bodily appearance while

only 4.5 % of participant said that they enjogitHife.

Table (4.3): Means and S.D of QOL-Bref domains

QOL-Bref domains Mean S.D
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Physical health domain 50.9606 21.47283
Psychological health domain 55.3694 16.79860
Social relationship domain 51.8045 22.73495
Environment domain 53.0172 17.79736

Table (4.4): Frequency responses (%) for domains dhe WHOQOL (N = 291).

QOL-Bref domains Very Poor Neither Good Very

Poot Poor nor good
good

Physical health domain

Frequency 25 55 107 79 24

% 8.6 18.9 36.9 27.2 8.3

Psychological health domain

Frequency 8 40 124 90 29

% 2.7 13.7 42.6 30.9 10

Social relationship domain

Frequency 27 37 95 71 24

% 9.3 12.7 32.6 24.4 8.2

Environment domain

Frequency 13 35 125 102 15

% 4.5 12 43 35.2 5.2

4.4 hypotheses testing
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4.3.1 Hypotheses one : there is no significant ddifence in mental health state of the
respondents of the present study in relation to stly variable : gender , age , living
area , marital status , economic situation , educen level , living arrangement , and

physical health .

In the following section a comparison among thespomdents of the current study was
done based on eight independent variables thasables were gender , age , marital
status , economic situation , education levelingvarrangement , living area and physical
health . The dependent variables that were tegamhst the nine independent variables
were : Global Severity Index (GSI) , somatizatiambsession , interpersonal sensitivity ,

depression , anxiety , hostility , phobia , pardremid psychoticism .

Because of the distributions of the GSI and thme miiminutions of BSI were not normal ,
Kruskall- Wallis test and Man-whitney was usedetamine relationship between the
more than 2 groups of the independent and dependeaables and Man-whitney was used

to examine relationship between 2 groups of thepeddent and dependent variables .

4.3.1 .1 mental health state among elderly in relain to gender:

A statistically significant difference was obserdaetween male and female for GSI (p
=0.026 ) . The mean rank of females was highed(7lbthan males who had a mean rank

0f(132.3) ; therefore females had higher psychological symptoms or GSI than males.

In regards to the 9 symptom diminutions of BSiere was significant difference between
females and males for somatization symptom ( @43.) , depression symptoms (p=

0.011) , interpersonal sensitivity (p= 0.003) arfblpc anxiety ( p= 0.013) as shown in

table (4.5) . Therefore data indicate that femaéspondents of the present study had
higher psychological complains in the 4 dimensithree mentioned above and the GSI
than males ( table, 4.5).

However there were no significant differences leev males and females for anxiety (p=
0.27) , obsessive compulsive symptom ( p= 0.1%ramoid ideation ( p=0.76 ) , hostility
(p=0.9) and psychoticism ( p=0.51).
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Table (4.5): Man — Whitney Test result for GSI ad 9 diminutions pf BSI according to sex.

GSI and 9 diminutions Sex Mean Rank P Value

somatization male 131.23 .013
female 156.22

Anxiety male 139.48 271
female 150.51

Obsessive compulsive male 137.51 151
female 151.87

Depression male 130.90 .011
female 156.44

Psychoticism male 141.67 515
female 148.17

Hostility male 146.68 .908
female 145.53

Phobic anxiety male 131.33 .013
female 156.15

Paranoid ideation male 147.74 .768
female 144.79

Interpersonal male 128.23 .003

sensitivity
female 158.29

Gsl male 132.37 .026
female 154.64

4.3.1.2There is no significant difference in mentahealth state of the respondents of

the present study in relation to age

cxlv



There were no statistically significant differencasiong four age groups for global
severity index at an 0.05 level significance ( P06 ) . In addition there were no
statistically significant differences among age groups for anxiety (p= 0.78 ) ; psychoticism
(P=0.42) ; paranoid ideation (P= 0.57 ) and interpersonal sensitivity (P=0.38) . Therefore,
age was not significantly related to the above meaet diminutions and GSI and the nul
hypotheses were retained for the relationship éetwage group and symptomatology .

However the age groups differed significantly for somatization (P< 0.001) ; obsessive
compulsive (P= 0.017) ; depression (P= 0.031) ; hostility (P=0.01) and phobic anxiety
(P= 0.005) . Therefore the null hypotheses werected for these diminutions . Mean
ranks scores decreased with advancing age ; table 4.6  revealed that group 4 ( above 80
year ) had highest mean ranks for somatization(189.34) ; obsessive compulsive ( 175.28) ;
depression( 171.43) and phobia( 179.8) ,

more psychological symptom in relation to the abawentioned dimensions than

thezefioe respondents of this group had

respondent of the other three groups of age .larcedo hostility, age group two ( 70- 74 )
scored the highest mean ranks (166.9) .

Table (4.6-a): Kruskal Wallis Test result for GSland diminutions

of BSI according to age.

BSI-50 Age groups Frequency Mean rank P value
somatization 65— 69 116 132.28 000
70-74 72 136.90
75-79 44 139.09
Above 80 59 189.34
obsessive 65 — 69 116 134.11 0.017
compulsive
70-74 72 147.45%
75-79 44 135.7(
Above 80 59 175.28
depression 65 — 69 116 131.62 0.031
70-74 72 148.1%
75-79 44 146.2T
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Above 80 59 171.43
hostility 65 — 69 116 130.44 0.01
70-74 72 166.90
75-79 44 133.23
Above 80 59 160.61
phobia 65 — 69 116 136.42 0.005
70-74 72 143.68
75-79 44 129.73
Above 80 59 179.8(

On the other hand group one (65- 69 years )esctihe lowest mean ranks for
somatization (132 .23); obsessive compulsive ( 134.11) ; depression( 131.62) and hostility

(130.44) , therefore the respondents of this groad lower psychological symptom in
relation to the above mentioned dimensions thaporegent of the other three groups of
age. In relation to phobia, age group three (7%s¢8red the lowest mean rank (129.73).

4.3.1.3 There is no significant difference in mentdealth state of the respondents of

the present study in relation to living area:

The Kruskal Wallis Test indicated that there watiaically significant differences among
respondents who lived in cities , villages and gef camps for the Global severity index
and the nine symptom dimensions . P value for G8lal symptom dimensions < 0.001 ,
thus the null hypotheses was rejected . The highean ranks scores of respondents were
obtained in villages for GSI( 189) and the nine symptom dimensions; Somatization(
175.53) ; Obsessive compulsive ( 184.26) ; Interpersonal sensitivity ; Depression
(181.19) ; Anxiety (186.97) ; Hostility (127.29) ; Phobic anxiety (173.22)Paranoid
ideation ( 189.22) and Psychoticism(172 .03) .

This result indicated that the respondents whe liv vilages had more psychological
symptoms than respondents who live in refugee camggities .
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However respondents who live in cities scotked lowest in mean ranks for GSI(113);
somatization ( 114.52) ; depression ( 107.49) ; psychoticism ( 108.16) ; hostility (115.36),
paranoid ideation (113.97) and interpersonal seitgit(126.53 ) , therefore this group

had lowest psychological symptom for the dimensitias mentioned above .

While respondents who live in refugee camps sttre lowest in mean ranks for anxiety
(199.43) ; obsessive compulsive (106.55) and phobia ( 108.16) , therefore this group had
lowest psychological symptom for these two dimensi .

Table 4.7 Kruskal Wallis Test result for GSI and 9diminutions

of BSI according to living area.

District
GSI and 9 BSI dimensions Mean rank
somatization village 175.53
city 114.52
camp 148.71
Anxiety village 186.97
city 127.15
camp 93.43
Obsessive compulsive village 184.26
city 124.16
camp 106.55
Depression village 181.19
city 107.49
camp 151.52
village 186.77
Psychoticism city 108.16
camp 133.47
village 177.29
Hostility city 115.36
camp 142.71
village 173.22
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Phobic anxiety city 134.76
camp 108.16
village 189.22
Paranoid ideation city 113.97
camp 118.13
village 172.03
Interpersonal sensitivity city 126.53
camp 129.61
village 189.29
GSl city 113.00
camp 116.73

4.3.1.4 There is no significant difference in mentdealth state the elderly respondent

of the present study in relation to level of edudan:

A statistically significant difference was obsenemongst the four groups of education
for global severity index ( p < 0.001); mean rank scores decreased steadily with higher
education level .The mean ranks for GSI decreased(f171.66) in group 1 (illiterate )
to (124.69) in group 2 ( primary educated ) to 023.in group 3 ( secondary educated )
and the lowest mean rank were obtained from group (diploma and bachelor educated)
. It seems that the higher level of education ofdedy , the less the psychological

complaint .

Also there were statistically significant diffecnamongst the four groups of education
for all the 9 dimensions of the BSI 53 ( p < 0.00therefore the null hypotheses was
rejected for groups of education for all the 9 disiens of the BSI 53 . As demonstrated
in table 4.8, group four ( diploma and bachelducated )had the lowest mean ranks for
all symptom dimension , group three ( secondarycaitha ) scored second in mean ranks
for all symptom dimensions, group two of educatigrimary educated ) scored third in

mean ranks for all symptom dimensions ; group oheducation ( illiterate ) had the

highest mean ranks for all symptom dimensions .
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The above data indicated that the respondents valdotliee highest level of education
manifested the lowest scores on the global sevemigx and all the nine symptom

dimensions . These result indicate that educatoutdcprotect elderly from psychological

distress .
Table (4.8): Kruskal Wallis Test result for GSI ard 9 diminutions
of BSI according to education level .
GSl and 9 BSI Education level Mean ranks P
dimensions

somatization llliterate 169.83| < 0.001
Primary education 125.55
Secondary education 99.60
Diploma and bachelors education 35/41

Anxiety llliterate 162.56| < 0.001
Primary education 131.17
Secondary education 117.60
Diploma and bachelors education 64,73

Obsessive compulsive llliterate 164.20| < 0.001
Primary education 138.29
Secondary education 88.88
Diploma and bachelors education 53/91

Depression llliterate 175.24| <0.001
Primary education 118.65
Secondary education 79.50
Diploma and bachelors education 49,86

Psychoticism llliterate 170.51| <0.001
Primary education 123.27
Secondary education 84.86
Diploma and bachelors education 57191
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Hostility llliterate 165.87| < 0.001
Primary education 131.76
Secondary education 80.02
Diploma and bachelors education 97,41

Phobic anxiety llliterate 162.99| < 0.001
Primary education 129.69
Secondary education 113.60
Diploma and bachelors education 78159

Paranoid ideation llliterate 170.06| < 0.001
Primary education 120.57
Secondary education 68.00
Diploma and bachelors education 14368

Interp'er.sonal llliterate <0.001

sensitivity
Primary education 161.58
Secondary education 143.08
Diploma and bachelors education 8590

GSI llliterate 66.18| < 0.001
Primary education 171.66
Secondary education 124.69
Diploma and bachelors education 78,02

45.00

4.3.1.5 There is no significant difference in mentdealth state the elderly respondent of the

present study in relation to marital status

there were statistically difference among the gsoofomarital status for the global severity index
(GSI) (p =0.031) at the 0.05 level of significatherefore the null hypotheses was rejected for

social situation .group one ( single ) had the ktwaean ranks(86.14) , there fore they had the
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lowest psychological distress . group two( marjiedored the second mean rank for GSI (
136.94) , on the other hand the respondentsoofpgthree (divorced ) and group four ( widowed )
had higher mean ranks than the other groups andats no significant difference in mean ranks

(170.93, 162.28) there for these groups had Iegshplogical complain tan the other two groups

In regards the nine symptom dimension of BSI §0cjal situation group differed significantly in
somatization ( p=0.001), obsessive — compulsjye0.013 ) depression( P=0.001) and
psycoticism (P=0.023) . however social situatioougs did not differ significantly in anxiety (P=
346) , phobia (P=0.112), paranoia (P=0.165) , hiystP=0.407) and interpersonal sensitivity ( P=

0.346).

A through examination of the groups of social gitwrain relation to the 4 dimensions that were
found to be statistically significant was mad .ugy@ne ( single ) had lowest ranks for
somatization symptom (69.69) , obsessive —compm($it.44) , depression( 103 ) and psycoticism
(69.14) than the other groups of social sibrattherefore single elderly scored the lowestlleve
of psychological complain for the mentioned sympsgo, group two ( married ) scored the second
for somatization symptom (136.12) , obsessivenmdsive( 141.29) , depression( 132.12 ) and

psycoticism (140. 43)

Group three ( divorced) and group four ( widowdnyl relatively no significant difference mean
ranks and also highest mean ranks for somatizayimptom (165.86, 168.88) , obsessive —
compulsive( 170.79, 159 .05 ) , depression( 164L32 . 93 ) and psycoticism (181.21, 156.15 )

therefore they score highest level of psycholdgioanplain .

Table 4.9 Kruskal Wallis Test result for GSI and diminutions pf BSI according to

marital status .

social situation Mean Rank P value

Somatization single 69.69 .001

married 136.12
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devoiced 165.86
widowed 168.88

Obsessive — single 71.44 .013
compulsive married 141.29
divorced 170.79
widowed 159.05

Depression single 103.00 .001
married 132.12
divorced 164.57
widowed 172.93

Psychoticism single 69.14 .023
married 140.43
divorced 181.21
widowed 156.15

GSI single 86.14 .031
married 136.94
divorced 170.93
widowed 162.28

4.3.1.6 There is no significant difference in mentdealth state the respondents of the

present study in relation to employment status :

There were statistically significant differencearg respondent in relation to employment
status for the global severity index (GSI) ( @001 ) at the 0.05 level of significant ,
therefore the null hypotheses was rejected in ioglato work . The mean rank of
respondents who did not work was higher ( 152.5 ) than working respondents (106.47 ) ;
therefore the respondents who did not engage ieh wark had higher psychological
symptoms or GSI than respondents who continueddage in paid work.

In regards to the 9 symptom diminutions of B3iere was significant difference among
respondents in relation to work for somatizatioomptom ( p= 0.001 ) , obsessive
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compulsive symptom ( p< 0.001 ) ;anxiety ( p< 0.001 ) ; depression symptoms (p= 0.002)

, interpersonal sensitivity (p= 0.017 ); phobic anxiety ( p= 0.01) and psychoticism ( p=
0.003) . Therefore work was significantly retht® the above mentioned diminutions
and GSI and the nul hypotheses were rejectedthforelationship between work and
symptomatology . However there were no significdiffierences among respondents in
relation to work for, paranoid ideation ( p=0.6dnd hostility ( p= 0.07) .

Further examination of the differences accordingvtwsk revealed that respondents who
did not engage in paid work had the higher memarks for somatization symptom
(152.19) , obsessive compulsive symptom ( 156.33 ) ;depression symptoms (151.65) ,
interpersonal sensitivity (150.05) ;anxiety (152.61 ;phobic anxiety (150.48) and
psychoticism ( 150.95) . On the other hand redpats who work had lower ranks for
somatization symptom ( 110.39) , obsessive compulsive symptom ( 92.03 ) ;depression
symptoms (112.81) , interpersonal sensitivity (119.19) ;anxiety ( 108.54);phobic anxiety
(118) and psychoticism (113.33).

Above data indicated that respondents who didemgage in paid work had higher
psychological complains in the 7 dimensions thmaéntioned above and the GSI than
respondent who continued to engage in paid waoaklét4.10)

Table (4.10): Mann-Whitney Test result for GSI ad 9 diminutions pf BSI
according to employment status .

GSl and Work Mean rank P value
diminutions
of BSI
Somatization Yes 110.39 0.001
No 152.19
Anxiety Yes 108.54 0.000
No 152.61
Obsessive- Yes 92.03 0.000
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compulsive No 156.33
Depression Yes 112.81 0.002
No 151.65
Psychoticism Yes 113.33 0.003
No 150.95
Hostility Yes 125.86 0.07
No 148.70
Phobic anxiety Yes 118.00 0.01
No 150.48
Paranoid ideation Yes 139.80 0.648
No 145.56
Interpersonal Yes 119.91 0.017
sensitivity 5 5008
GSlI Yes 106.47 0.000
No 152.50

4.3.1.7 There is no significant difference in mentdnealth state of the respondents in

relation to source of money:

There were statistically significant difference arg respondent in relation to source of
money for the global severity index (GSI) ( p =G ) at the 0.05 level of significant ,

therefore the null hypotheses was rejected inioglab source of money . The mean rank
for GSI was the lowest for respondent who had penéi71.32) while respondents who
earn salary from their work scored the second 8t (G109.82) . Those who are taking
their money from their children or relatives scothd third mean ranks(149.82) among
the 4 groups of source of money , while resporgleso take their money from charities

and institutions scored the hgiest mean rank( 59.7
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Also there were statistically significant differenamong the four groups in relation to
source of money for 7 dimensions of BSI-50, somaditbn symptom ( p= 0.004 ) ,
obsessive compulsive symptom ( p< 0.001 ) ;anxiety ( p< 0.001 ) ; depression (p<0.001) ,
interpersonal sensitivity (p= 0.002 ); phobic anxiety ( p= 0.006) and psychoticism ( p=
0.004) . Therefore source of money was signifigarelated to the above mentioned
diminutions and GSI and the nul hypotheses weexted for the relationship between

source of money and symptomatology .

However there were no significant differences aghmspondents in relation to source of
money for, paranoid ideation ( p=0.14) and hdgt{lip=0.157) . Further examination of
the differences according to source of money algkthat respondents who take their
money from pension  had the lower mean rankssdéonatization symptom (83.27) ,
obsessive compulsive symptom (93.32) ;depressiompwyms (76.09) , interpersonal
sensitivity (103.05) ; ;anxiety (73.00);phobic astyi (82.36) and psychoticism (94.27) .
On the other hand respondents who earn salary tinemwork scored the second mean
ranks for somatization symptom ( 119.22) , obsessompulsive symptom ( 95.81 )
;depression symptasm (115.65) , interpersonal sensitivity (139.74) ;anxiety ( 111.91) ;
phobic anxiety ( 118.74) and psychoticism ( 133.3

The third group ( the respondent who is takingrtmeoney from their relative and
children ) scored the third mean ranks for somatimasymptom ( 150.12) , obsessive
compulsive symptom ( 152.88 ) ;depression symptoms (147.09) , interpersonal sensitivity
(144.44) ; ;anxiety ( 150.23);phobic anxiety ( 153.14) and psychoticism 144.64 ). While
respondents who take their money from charities iantitutions scored the hgiest mean
rank for somatization symptom ( 176.50) , obsessiumpulsive symptom ( 180.71 )
;depression symptoms  (206.86) , interpersonal sensitivity (203.02) ; ;anxiety (
180.40);phobic anxiety ( 150.71) and psychoticism (196.45).

Table (4.11) Kruskal Wallis Test result for GSI ard 9 diminutions of BSI

according to source of money.

GSl and 9 BSI Source of money Mean P
dimensions ranks
Somatization Pension 83.27 0.004
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Paid work 119.22
Support from children or relatives 150.12
?(lllti);itli;ns from charitable organizations or 176.50
Anxiety Pension 73.00 0.000
Paid work 111.91
Support from children or relatives 150.23
;r:l;llci)g;ztlijzns from charitable organizations or 180.40
Obsessive compulsive Pension 93.32 0.000
Paid work 95.81
Support from children or relatives 152.88
;r:l;llci)g;ztlijzns from charitable organizations or 180.71
Depression Pension 76.09 <0.001
Paid work 115.65
Support from children or relatives 147.09
ilﬁg;ztlljzns from charitable organizations or 206.26
Psychoticism Pension 94.27 .004
Paid work 123.53
Support from children or relatives 144.61
ilﬁg;ztlljzns from charitable organizations or 196.45
Hostility Pension 93.64 157
Paid work 128.84
Support from children or relatives 149.75
allocations from charitable organizations or 147.10

religious
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Phobic anxiety Pension 82.36 .006
Paid work 118.74
Support from children or relatives 153.14
allggatlons from charitable organizations or 150.71
religious

Paranoid ideation Pension 95.09 142
Paid work 139.47
Support from children or relatives 144.14
allggatlons from charitable organizations or 173.38
religious

Interpersonal Pension 103.05 .002

sensitivity
Paid work 121.73
Support from children or relatives 144.44
allggatlons from charitable organizations or 203.02
religious

GSI Pension 71.32 0.000
Paid work 109.82
Support from children or relatives 149.82
allocations from charitable organizations or 189.75

religious

4.3.1.8 There is no significant difference in mentdnealth state of the respondents in

relation to physical health:

A statistically significant difference was observsgtween respondents who had physical
illness and respondents did not complain from a@mysjzal problems for GSI (p <0.001)

. The mean rank of respondents who had physicaési ( 154.22) was higher than
respondents who did not complain from any physmablems with a mean rank
of(111.15) ; therefore respondents who had physical illness had higher psychological
symptoms or GSI .
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In regards to the 9 symptom diminutions of BSlere was significant difference between
the two groups of respondents for somatization $gmp ( p<0.001), obsession
compulsion, ( p<0.001) ,anxiety ( P= 0.012) , rdspion symptoms (p= 0.008)
,psychoticism (0.009) interpersonal sensitivity (0809) and phobic anxiety ( p= 0.027) ,.

Table (4.12): Mann- Whitney Test result for GSI ad 9 diminutions

of BSI according to physical health.

GSl and 9 BSI | Physical illness Mean ranks P value
dimensions

somatization Yes 159.70 0.000

symptom
No 94.34
Yes 151.62 0.012

Anxiety No 122.19

Obsession Yes 154.81 0.000

compulsion
No 111.18

Depression Yes 152.00 0.008
No 120.86

Psychoticism Yes 151.44 0.009
No 120.70

Hostility Yes 150.05 0.055
No 127.58

Phobic anxiety Yes 150.83 0.027
No 124.90

Paranoid Yes 150.80 0.028
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ideation No 125.02
Interpersonal Yes 151.86 0.009
sensitivity
No 121.36
GSlI Yes 154.22 0.000
No 111.15

4.3.1.9 There is no significant difference in mentdnealth state of the respondents in

relation to living arrangement:

A statistically significant difference was observathongst the three groups of living
arrangement for global severity index and the 9 gm dimensions of BSI except
interpersonal sensitivity ( p = 0.199), at the 0.0#vel of significant , therefore the null
hypotheses was rejected for living arrangemente. diserved value of P was <0.001 for
GSI ; somatization ; depression ; paranoid ideation and psychoticism , 0.002 for phobic
anxiety; ( 0.011) for obsession compulsion; 0.001 for anxiety and 0.003 for hostility .
Group three ( respondents who live with their ignji had the lowest mean ranks for GSI
(123.36 ) in the mentioned dimensions , somatization symptom (124.56); depression
symptoms( 117.32) ; paranoid ideation (124.29) ;psychoticism (123.66) , phobic anxiety;

( 131.39) ; obsession compulsion( 131.11) ; anxiety ( 128.06) and hostility (128.22) ,
there fore they had the lowest psychological déstreGroup one ( respondents who living
alone ) scored the second mean ranks for GS2.08%, somatization symptom (169);
depression symptoms( 165.92) ; paranoid ideation (146.98) ;psychoticism (142.98) ,
phobic anxiety; ( 139) ; obsession compulsion( 149.06) ; anxiety ( 144.68) and hostility
(155,65) , on the other hand the respondengsonip three (respondents who living with
children family ) had higher mean ranks than the other groups for GSI ( 172.73) ;
somatization symptom (166.96); depression symptoms( 172.94) ; paranoid ideation
(175.75) ;psychoticism (177.51) , phobic anxiety; ( 170,35) ; obsession compulsion(
164.83) ; anxiety ( 171.99) and hostility (164.49) .There for this group had higher
psychological complain than the other two groups .
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Table (4.13): Kruskal Wallis Test result for GSI and 9 diminutions of BSI

according to living arrangement.

GSl and 9 BSI Living arrangement Mean ranks P
dimensions
somatization Living Alone 159.64| <0.001
Living with their child family 166.96
Living with their family 124.56
Anxiety Living Alone 144.68 .001
Living with their child family 171.99
Living with their family 128.06
Obsessive compulsive Living Alone 149.06| .011
Living with their child family 164.83
Living with their family 131.11
Depression Living Alone 165.92 0.000
Living with their child family 172.94
Living with their family 117.32
Psychoticism Living Alone 142.980.000
Living with their child family 177.51
Living with their family 123.66
Hostility Living Alone 155.65| .003
Living with their child family 164.49
Living with their family 128.22
Phobic anxiety Living Alone 139.00| .002
Living with their child family 170.35
Living with their family 131.92
Paranoid ideation Living Alone 146.98.000
Living with their child family 175.75
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Living with their family 124.29
Interpersonal Living Alone 150.56| .199
sensitivity

Living with their child family 156.06

Living with their family 136.65
GSI Living Alone 152.93 0.000

Living with their child family 172.73

Living with their family 122.36

4.3.2 Hypotheses two:

There is no significant difference in quality of Ife among the respondents of the
present study in relation to study variable : gende, age , living area , marital status ,

economic situation , education level , living stati, and physical health

In the following section a comparison among thespomdents of the current study was
done based on eight independent variables. Thasgbles were gender , age , marital
status , economic situation , education leveling\status , living area and physical health .
The dependent variables were : physical health ntahehealth , social life and

environmental conditions .

Because of the distributions of the 4 diminutioh€QOL- BREF were normal . T test and
one way ANOVA were used to examine the relatigmoetween the independent and

dependent variables .

4.3.2.1 There is no significant difference in quay of life among the respondents in

relation to gender:

In order to find differences in gender and quatityife, T independent test was conducted
in which total quality of life (24 items) and 4 damms were entered separately as the

dependent variable and sex as independent varidhke.results showed no statistically
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significant sex differences in mean general qguaitt life (Male vs. Female) (68.4 vs.
65.1) (t = 1.8, p = 0.068), psychological (57vs1j4,t = 1.4 ,p = 0.15), And environmental
domain ( 53.9vs 52.3) (t = 0.75, p= 0.45). Thtige,null hypotheses was retained .

On the other hand there were statistically difieee between males and females for
physical domain( 54.5vs 48.4)( t= 2.3, p= 0.01®) aocial domain ( 55.7 vs 48.8) (t =
2.4, p =0..017) and the null hypotheses was regeidtr these domains

Table (4.14) : T independent test of differences beeen sex and quality of life.

QOL-BREF Gender Mean SD P value
General total male 68.4526 14.29380 0.068
quality of life
female 65.1852 13.81667
Physical domain male 54.5018 21.77615 0.019
female 48.4962 20.97146
Psychological male 57.0728 17.26124 0.151
domain
female 54.1909 16.41808
Social domain male 55.7339 22.70022 .017
female 48.8506 22.38699
Environmental male 53.9725 17.77495 0.450
domain
female 52.3619 17.83486

4.3.2.2 There is no significant difference in qualy of life among the respondents of

the present study in relation to age:

There were statistically significant differencesaag age groups for psychological
domain (P= 0.045) and physical domain (P= 0,@®2he 0.05 level of significance.
There was a steady decrease in mean scores ofcalhgsd psychological domains with
increasing age; higher mean scores in QOL meaterlepiality of life . Tukey test shows
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that the differences in physical health were betwagge groups one ( 65-69) and the
oldest age group( above 80 year) in favor of age65-69 . and the differences between
age groups two ( 70 - 74) and the oldest age gralgoyve 80 year) were in favor of age
group two ( 70- 74) . Similar result was obserf@dohysical domain , these results
indicated that the respondents evaluated theiitguadllife as worst with older age .
Nevertheless no significant differences were olestamong the four groups of age for the
total quality of life ( p = 0.55) environmentabmain (p=0.174) and social domain
(p=0.172 ). Therefore , age was not significant tmal quality of life and these two

domains and the null hypothesis were retained.

Table (4.15): ANOVA test result for general qualiy of life

and its 4 domains according to age.

QOL-BREF Age group Mean SD P value
General quality of | 1( 65- 69) 69.3504 12.46907 0.055
life
2(70-74) 66.6667 13.81425
3(75-79) 66.3303 13.07797
4 (>80) 60.7222 16.87560
Physical domain 1( 65- 69) 55.1724 22.24802 .002
2 (70-74) 52.6660 19.62400
3(75-79) 49.2695 19.57031
4 (>80) 41.8886 21.03320
Psychological 1( 65- 69) 58.4052 14.82571 .045
domain
2 (70-74) 55.9028 16.41163
3(75-79) 46.8409 15.37570
4 (>80) 50.6356 20.58492
Social domain 1( 65- 69) 55.8494 21.87539 172
2 (70-74) 49.6154 22.50727
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3(75-79) 50.9009 22.97205

4 ( >80) 46.7014 23.86549
Environmental 1( 65- 69) 55.6304 16.05770 174
domain

2 (70-74) 52.2135 16.80359

3(75-79) 53.0540 16.55638

4 (>80) 48.7608 22.22804

4.3.2.3 There is no significant difference in qualy of life among the respondents of

the present study in relation to living area:

The ANOVA test indicated that there were stalycsignificant differences among
respondents who lived in cities , villages and geficamps for the social relation domain
with P value = 0.014 , environmental domain vidtlhalue = 0,002 and psychological
domain with P value = 0.02 , thus the null hypsts was rejected for these domains . In
regards to the environmental domain Tukey tesivsttbat the differences were between
respondents who live in villages and respondehts live in camps in favor of
respondents who live in villages . Moreover, ¢hare differences between respondents

who live in city and respondents who live campgvor of respondents who live in city

Tukey test shows that the differences in soci@ti@h and psychological health were
between respondents who live in villages andaedents who live in city in favor of

respondents who live in cities .

This result indicated that the respondents whoihiveities evaluated their quality of life as

being better than either respondents who livechimps or villages .

Table (4 .16): ANOVA test result for general qualiy of life and its 4 domains

According to living area.
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QOL-BREF Mean Sd P value
General quality | villages 65.0330 14.52533 0.138
of life

Cities 68.7320 12.76541

Camps 65.4667 15.66674

villages 48.5119 20.17429 .187
Physical domain| Cities 53.6017 22.54662

Camps 50.6181 21.59970

villages 53.0992 16.57552 .020

Psychological Cities 58.6864 15.95318

domain
Camps 53.1250 18.20654

Social domain villages 47.1726 23.264
Cities 55.8824 19.57287 .014
Camps 54.3750 26.62039

Environmental | villages 53.7190 18.79038 0.002
domain

Cities 55.6144 16.03136
Camps 45.3431 17.45947

4.3.2.4 There is no significant difference in qualy of life among the respondents of

the present study in relation to level of educatio.

A statistically significant difference was obsenadongst the four groups of educational
level for total quality of life( p=0.000) and itsur domain; environmental domain (p
=0.002); social , psychological and physical domains ( p = 0.001) . Tukey test shows that
the differences in environmental condition werenaen diploma and bachelor educated
respondents and illiterate in favor of diploma &achelor educated respondents .
Moreover, there are differences between diplomabauatielor educated respondents and
primary educted respondents in favor of diplomd lbachelor educated respondents.
Tukey test shows that the differences in soci@ti@h condition were between illiterate

respondents and primary educted in favor of prneglucted respondents , there were
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differences between illiterate and secondry eddcagspondents in favor of secondry
educated respondents , there were differences bptilgerate and diploma and bachelor
educated respondents in favor of diploma and backelucated , there were differences
between primary educated respondents in favor @idgrioma and bachelor educated
respondents in favor of diploma and bachelor eséuatcaand , there were differences
between secondary educated respondents in fawrdofliploma and bachelor educated

respondents in favor of diploma and bachelor echacat

On the other hand Tukey test shows that the éifiees in psychological health were
between illiterate and diploma and bachelor eduacegspondents in favor of diploma and
bachelor educated ,and there were differences deetvlliterate respondents and primary
educted in favor of primary educted respondents .

Tukey test shows that the differences in physiealth were between illiterate and
diploma and bachelor educated respondents in favdiploma and bachelor educated
,and there were differences between illiteratpardents and primary educted in favor of
primary educted respondents , there were diffeehetnveen primary educated
respondents in favor of and diploma and bacheloca#d and , there were differences
between secondary educated respondents in fawrdofliploma and bachelor educated

respondents in favor of diploma and bachelor echatcat

The above data indicated that the respondents valdotlie highest level of education
satisfied with their life and had positive evalaatfor all domains of quality of life .

Table (4.17): ANOVA test result for general qualiy of life and its 4 domains

According to education level.

QOL-BREF Education level Mean SD. P value
General quality | llliterate 63.5 13.4 0.000
of life

Primary education 69.3 14.14
Secondary education 67.2 12.05
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Diploma and bachelors educati¢ 83.3 7.1

Physical domain| llliterate 46.6165 19.62762 0.000
Primary education 56.0105 20.83147
Secondary education 52.0604 26.42226

Diploma and bachelors educati¢ 78.2468 12.72297

Psychological llliterate 51.1143 16.12074 0.000
domain
Primary education 60.8740 16.81717
Secondary education 59.1346 13.38631

Diploma and bachelors educatiq 71.9697 10.05038

Social domain llliterate 45,7207 21.72386

Primary education 59.7032 21.20109

0.000

Secondary education 58.7121 24.05314

Diploma and bachelors edumat | §7.4242 17.65980
Environmental | llliterate 50.7675 17.06202 0.002
domain

Primary education 54.6113 19.11442

Secondary education 55.4087 16.23936

Diploma and bachelors educati¢ 70. 45 11.38

4.3.2.5 There is no significant difference in qudly of life the respondents of the
present study in relation to marital status:

Anova test showed statistically significant differences in quality of life ( p <0.001) ;
environmental domain ( 0.032) ; social domain ( p < 0.001) ; psychological domain ( p < 0.001)
and physical domain ( p < 0.001) in relation taitahstatus., therefore the null hypotheses was

rejected for marital status .
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Tukey test shows that the differences in physiealth , psychological health , social
relation and environmental condition were betweangls respondents and divorced
respondents in favor of single respondents ane there differences between single
respondents and widowed respondents in favor giesiespondents . More over Tukey
test shows that the differences in physical heghgychological health , social relation and
environmental condition were between married redpats and divorced respondents in
favor of married respondents and there were diffees between married respondents and

widowed respondents in favor of married respondents

table 4.18 ANOVA test result for general quality 6life and its 4 domains according

to marital status .

QOL-BREF Marital status Mean SD P value
General quality Single 70.5 15.3 <0.001
of life
Married 69.3 12.9
Divorced 60.5 12.4
Widowed 60.1 14.6
Physical domain Single 71.8750 21.1 0.000
Married 55.0125 20.6
Divorced 38.7755 22.3
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Widowed 43.2331 19.5
Psychological Single 65.6250 14.562 0.000
domain _
Married 58.3576 15.36391
Divorced 47.9167 14.95631
Widowed 49.6491 17.64277
Social domain Single 44.4444 25.63996
Married 57.4297 15.36391
.000
Divorced 29.7619 20.33751
Widowed 42.2980 20.99606
Environmental Single 56.6406 19.58252 .032
domain _
Married 54.9055 16.89158
Divorced 56.6964 19.60614
Widowed 48.4043 18.06398

4.3.2.6There is no significant difference in qualt of life among the respondents in

relation to employment status .

There were statistically significant differencea@ng respondent in relation to working
status  for the general quality of life ( p =0.001 ) ; social domain ( p =0.016) ;
psychological domain ( p =0.001) and physical donf{g = 0.000) , therefore work was
significantly related to the above mentioned domaind the general quality of life and
the null hypotheses was rejected for these domalit@wever, there were no significant
differences among respondents in relation to waykstatus for the environmental
domain (p=0.105).
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The mean QOL scores were higher for respondentaghtinued to engage in paid work
than respondent who did not engaged in paid wdrke results for respondents who
continued to engage in paid wokkre as follows : 72.6 for the general quality of life ; 59
for social domain ; 61.9 for psychological domain and 61,2 for physical domain.
However respondents who did not engaged in waik scored 65.6 for the general
quality of life; 50 for social domain; 53.7 for psychological domain and 48.4 for physical

domain .

Therefore respondent who continued to engageithwark had positive evaluation and

were more satisfied in their life than respondemho did not work

Table (4. 19): ANOVA test result for general qualy of life and its 4 domains
according to employment status .

QOL-BREF Work Mean P value
General quality of Yes 72.6619 0.001
life

NO 65.1590
Yes 61.2534 0.000
Physical domain NO 18,4585
Yes 61.9497 0.001
Psychological
do%ain g No 53.7766
Social domain Yes 59.0426 0.016
No 50.2033
Environmental Yes 56.6038 0.105
domain
NO 52.2302

4.3.2.7 There is no significant difference in qualy of life among the respondents of

the present study in relation to source of money:
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There were statistically difference among respotedenrelation to source of money for
the general quality of life( p = 0.000 ) , social domain (P = 0.023) ; psychological domain

( p= 0.001); physical domain (p< 0.001 ) and environmental domain ( p= 0.043 ) at the
0.05 level of significant. Therefore the sourcar@ney was significantly related to the
general quality of life and its four domains ahe nul hypothesis was rejected in
relation to source of money . Tuky test of thdetégnces according to source of money
revealed that thelifferences in psychological health , physical treakocial relation and environmental
condition were betweethose who had pension and those who take theireypé&om their
children or relatives in favor of respondents wizal [pension and threre wetfiéerences
between respondents who had pension and thos¢akbdheir money from charities and
institutions in favor of respondents who had pemsidlso tukey test showslifferences in
psychological health , physical health , sociahtieh and environmental condition were betwd&@
respondents who earn salary from their work ams$de¢hwvho take their money from their
children or relatives in favor of respondents wlaonesalary from their workand threre
weredifferencesbetween respondents who earn salary from theik wanrd those who take
their money from charities and institutions in fawd respondents who earn salary from

their work .

Table (4.20): ANOVA test result for general qualiy of life and its 4 domains

according to source of money .

QOL-BREF Source of money Mean SD P value
General quality | Pension 77.7374 11.9 .000
of life

Paid work 71.4530 15.78361
Support from children or 65.5196 13.24832
relatives
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allocations from charitable 56.2778 14.74848
organizations or religious
Physical domain| Pension 71.4286 13.83208 . 000
Paid work 60.5 13.9
Support from children or 48.3877 20.8
relatives
allocations from charitable 40.7143 20.9
organizations or religious
Psychological Pension 68.1818 17.10595 .001
domain
Paid work 59.9432 17.36000
Support from children or 54.3487 16.1
relatives
allocations from charitable 46.0317 18.3
organizations or religious
Social domain Pension 62.8788 13.10409 .042
Paid work 58.5470 26.45525
Support from children or 50.3724 21.93832
relatives
allocations from charitable 42.1569 25.25402
organizations or religious
Environmental | Pension 61.0795 18.76893 .023
domain
Paid work 55.1847 20.65145
Support from children or 53.1250 17.31653
relatives
allocations from charitable 41.8155 15.48299

organizations or religious
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4.3.2.8 There is no significant difference in qualy of life among the respondents of
the present study in relation to physical health:

A statistically significant difference was obserdggtween respondents who had physical
iliness and respondents who did not complain femm physical problems for the general
quality of life ( p =0.015 ) ; psychological domain(p = 0.004) and physical domain (
p=0.000) , and the nul hypotheses was rejedtmdthe relationship between physical
health and quality of life .

The mean scores of respondents who had physinaksl was lower than respondents
who did not complain from any physical problems tfoe general quality of life (65.3 vs
70.2) ; physical domain ( 47.5 vs 61.7)and psychological domain ( 53.6 vs 60.8 ) ;
therefore respondents who had physical illness Vemesatisfied with the quality of their

lives and their psychological and physical health .

On the other hand, there were no statisticallgiigant differences in social domain ( p =

0.96)and environmental domain ( p= 0.19) in relato physical health .

Table (4.21): ANOVA test result for general qualiy of life and its 4 domains

according to physical health.

QOL-BREF Physical illness Mean P value
General quality of Yes 65.3425 0.015
life

NO 70.2534
Yes 47.5176 0,000
Physical domain NO 61.7033
Yes 53.6272 0.004
Psych_ological No 60.8974
domain
Social domain Yes 51.6239 0.963
No 52.4854
Environmental Yes 52.3262 0.198
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domain NO 54.8077

4.3.2.9 There is no significant difference in qualy of life among the respondents of

the present study in relation to living arrangemeit

A statistically significant difference was obsenadongst the three groups of living
arrangement for total quality of life and its falomain ( p 0.000) , at the 0.05 level of
significant , therefore the null hypotheses wasateid for living arrangement . tukey test
shows that the differences in physical health chelpgical health social relation and
environmental comdition were between respondentslivk with their family and
respondents who live alone in favor of respondesits live with their family . Moreover
there were differences between respondents whaviivetheir family and respondents

who living with children's family in favor of respdents who live with their family .

Table (4.22): ANOVA test result for general qualiy of life and its 4 domains

according to living arrangements.

QOL-BREF Living Mean Sd P value
arrangement

General quality | Living Alone 63.0355 17.43223 0.000
of life

Living with their | 61.5172 13.36990

child family

Living with their | 71.7087 11.17083

family

Living Alone 46.6553 23.12659 0.000
Physical domain | Living with their | 45.1504 20.77209

child family

Living with their | 57.1970 19.54152

family
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Living Alone 51.4550 19.63144
Psychological Living with their | 49.1667 14.85748
domain child family
0.000
Living with their | 61.6541 14.38592
family
Social domain Living Alone 46.2766 23.93937 0.000
Living with their | 42.2414 22.58322
child family
Living with their | 60.9028 18.61183
family
Environmental | Living Alone 50.2520 23.56471 0.000
domain
Living with their | 48.5197 16.64766
child family
Living with their | 57.5188 14.17536
family

4.4 Relationship between the independent variablegdemographic
characteristics) and mental health status of the spondents

In order to investigate the relationship betweenitidependent demographic variable and
mental health status, spearman coefficient cdroelatest was done. Only age and
educational level were used in correlation analy&cause the remaining independent
variables were nominal . The results showed thatet were statistically significant

negative correlation between educational level &l (r = -0.418, p < 0.001).

With regards to the 9 —symptom dimensions , thezeevetatistically significant negative
correlation between educational level and soraatim ( r = - 0.375 , p < 0.001) ,
obsessive-compulsive( r = - .307 , p < 0.001pterpersonal sensitivity (r =-.273 , p <
0.001), depression (r = -.449, p < 0.001), aykie= - .259 , p < 0.001) , hostility( r = .-
315, p < 0.001) , phobic anxiety ( r = -.262, #.801), paranoid ideation ( r = -.355, p <
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0.001), psychoticism (r = -.393 , p < 0.001). Tmessults indicated that the higher level
of educational of the respondents , the leastgbeew of the psychological complaint .

However there were statistically significant pagticorrelation between age and GSI

(r =.134, p =.022) , somatization (r=.24% p.001) , obsessive-compulsive(r = .157 ,
p =.007) , depression (r = .173, p = .003xtitity( r = .137, p = .020) and phobic
anxiety (r = .140, p =.017 ) . The data indicatteat the older age of the respondents the

higher prevalence of the mentioned symptoms .

Table (4.23): Spearman correlation of educationaklvel and age variables with the
GSI and 9 symptom diminutions.

GSl and 9 BSI dimensions Age by group Education level

somatization

Correlation Coefficient .245(*%) -.375(*%)
Sig. (2-tailed) <0.001 <0.001
Anxiety

Correlation Coefficient .042 -.259(**)
Sig. (2-tailed) 474 <0.001

Obsessive compulsive

Correlation Coefficient A57(*%) -.307(*%)
Sig. (2-tailed) .007 <0.001
Depression

Correlation Coefficient A73(%%) -.449(**)
Sig. (2-tailed) .003 <0.001

Psychoticism

Correlation Coefficient .094 -.393(**)
Sig. (2-tailed) 111 <0.001
Hostility

Correlation Coefficient A37(%) -.315(**)
Sig. (2-tailed) .020 <0.001
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Phobic anxiety

Correlation Coefficient .140(%) -.262(**)
Sig. (2-tailed) .017 <0.001
Paranoid ideation

Correlation Coefficient .006 -.355(**)
Sig. (2-tailed) 919 <0.001
Interpersonal sensitivity

Correlation Coefficient .020 -.273(*%)
Sig. (2-tailed) 737 <0.001
GSlI

Correlation Coefficient 134(%) -.418(**)
Sig. (2-tailed) .022 <0.001

** Correlation is significant at the 0.01 level (@ied).

* Correlation is significant at the 0.05 level @ked).

A stepwise regression analysis of the demograpdni@ble indicated that only educational
level , district of living , source of money ,caphysical health significantly predicted the

global severity index .

Education level was negatively correlated with t6&]) (r =-.344, p < 0.001 ) . Variance
in education alone accounted for 17.1% of the wagan GSI . When all the independent
variables were held constant , the correlation vatmegative( r) indicated an inverse
relationship between educational level and GSlsTheans that the higher

education of the respondent , the less GSI orljdggical distress they had.

Variance in district

alone accounted for 13.7 %tloé variance in GSI . Together

education and district accounted for 25.5 % of whdance in the GSI.

distress (GSI) is more prevalent among poorly egacaespondents who live in non

urban areas .

clxxviii

Psychological



Also physical health was negatively correlated wité global severity index ( r = -.355, p
< 0.001 ) . Variance in physical health accounted 5.7% of the variance in GSI .

Together education , district, physical healttcoainted for 30.7 % of the variance in the
GSI. On the other hand source of money was pobkijticerrelated with the global severity

index (r =0.250, p < 0.001 ) . Variance in phgsigealth for 5.5% of the variance GSI .
together education , district , physical health andrce of money accounted for 32.2 %
of the variance in the GSI. Thus , participants whwee less education , live in rural areas,
have bad physical health and are dependent ontglsend others for money are are the

most psychologically distressed

Table (4.24): stepwise regression analysis for glabseverity index and education level.

Coefficients B Std. Error t value Sig.
(Constant) | 1.897 079 24.101 000
Education
-.344 .045 -7.731 .000
level
Source of variation Anadysf variance ANOVA
Sum of Squares Degree of Mean Sig. F R
freedom Square Square
< 59.774
Regression 22.396 1 22.396 | 0.001 171
Residual 108.282 289 375

Table (4.25): Stepwise regression analysis for glabseverity index and district.
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Coefficients B Std. Error t value Sig.
(ST 1.951 095 20.472 000
IS -338 050 6.772 000
Source of variation Anadysf variance ANOVA

Sum of Squares Degree of Mean Sig. F R

freedom Square Square
< 45.862

Regression 17.897 1 17.897 0.001 137
esieiel 112.781 289 390

Table (4.26): Stepwise regression analysis for glabseverity index and source of

money.
Coefficients B Std. Error t value Sig.
(Canstany 637 171 3.719 000
Source of
.250 .058 4.303 .000
money
Source of variation Anadysf variance ANOVA
Sum of Squares Degree of Mean Sig. F R
freedom Square Square
< 18.519
Regression 7909 1 7909 0.001 .061
Residual 122.580 287 427

Table (4.27): stepwise regression analysis for glabseverity index and physical health.
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Coefficients B Std. Error t value Sig.
(Constant) 1.794 114 15.723 .000
Pl 355 087 4,083 000
health
Source of variation Anadysf variance ANOVA

Sum of Squares Degree of Mean Sig. F R

freedom Square Square
< 16.673

Regression 7.128 1 7.128| 0.001 .055
Residual 123.550 289 428

Table (4.28) stepwise regression analysis for glaseverity index and physical health

, district , source of money and educational level.

Coefficients B Std. Error t value Sig.
(Constant) 2.279 .220 10.348 .000
el -.253 042 -5.975 .000
level
District -.280 046 -6.045 0.000
Physical 331 076 -4.365 0.000
health
Sl 132 051 2.586 0.000
money
Source of variation Analysis of \aarte ANOVA
Sum of Squares Degree of Mean Sig. F R
freedom Square Square
< 33.737
Regression 42.03p 4 10.508| 0.001 .322
Residual 88.457 284 311

4.5 Relationship between the independent variablegdemographic

characteristics) and quality of life of the responénts
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In order to investigate the relationship betweean thdependent demographic variable and
quality of life, and its domains, Pearson coeéiinti correlation test was done. Only age
and educational level was used in the correlatmalysis because the remaining
independent variables were nominal . The resuitsved that there were statistically
significant negative correlation between age amality of life in which people who were

older had lower general quality of life (r = -0.282< 0.001).

However , in relation to the various domains of lquaf life , the results indicated that
there were significant negative correlation betwage and physical domain (r =-0.292, p
<0.000);

psychological domain (r 9230, p <0.001); social domain (r =-0.145, p = 0.021), and
environmental domain (r =-0.195, p < 0.001).

On other hand, there were statistically significgositive correlation between
educational level and quality of life in which é® who had higher education level had

better general quality of life (r = 0.278, p 9Q1).

In regards to psychological domain , there wastppescorrelation with educational level
(r =0.304, p <0.001). As well , there was positoorrelation between social domain and
educational level (r =0.295, p <0.001),as whlgcal domain (r = 0.273, p < 0.001),and

environmental domain (r = 0.200 p < 0.001).

Table (4.29): Pearson correlation of educational \eel and age variables

With quality of life.
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Age by group

Education level

Total quality of life

Pearson correlation -.282(**) .278(*%)
Sig. (2-tailed ) .000 .000

Physical domain
Pearson correlation -.202(**) 273(*%)
Sig. (2-tailed) 000 .000
Psychological domain
Pearson correlation -.230(**) .304(**)
Sig. (2-tailed) .000 .000
Social domain
Pearson correlation -.145(*) .295(**)
Sig. (2-tailed) .021 .000
Environmental domain
Pearson correlation -.195(**) .200(**)
Sig. (2-tailed ) .001 .001

A stepwise regression analysis of the demographitable indicated that educational

level, source of money , age and living arrangersgmtificantly predicted the total quality

of life.

Education level was positively correlated with theality of life (r=4.7, p < 0.001) .
Variance in education alone accounted for 7.7 %hefvariance in the general quality of
life . This means that the higher

general quality of life they had.
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Variance in age alone accounted for 8 % of théamae of the general quality of life .
Together education, district, and age accourted 2.9 % of the variance in the general
quality of life. Quality of life decreased betweeaspondents who were poorly educated,

who live in rural area and older .

The source of money was negatively correlatdd thie total quality of life (r =-5.141,
p < 0.001) . Source of money accounted for 503%he variance of the general quality
of life . Together education , age and source ohaey accounted for 15.8 % of the
variance in the total quality of life . On the atheand, living arrangement was positively
correlated with the total quality of life (r =3, p < 0.001 ) . variance in living
arrangement accounting for 8.3 % of the variaotéhe general quality of life
Together education , age , living arrangement samulce of money accounted for 20.5 %

of the variance in the general quality of life .

Table (4.30): Stepwise regression analysis for tligeneral quality of life

and educational level.

Coefficients B Std. Error t value Sig.
(Constant) 59.032 1.859 31.756 .000
Education
4.746 1.037 4.577 .000
level
Source of variation Anadysf variance ANOVA
Sum of Squares Degree of Mean Sig. F R
freedom Square Square
< 20.950
Regression 3853.881 1 3853.88[10.001 077
Residual 46172.988 289 183.956

Table (4.31): stepwise regression analysis for tdtquality of life and age.
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Coefficients B Std. Error t value Sig.
(ST 104.601 8.191 12.770 000
R -524 112 -4.665 000
Source of variation Anadysf variance ANOVA
Sum of Squares Degree of Mean Sig. F R
freedom Square Square
< 21.767

Regression 3853 881 1 3853.881 0.001 .08
Residual 46034.749 289 183.405

Table (4.32): stepwise regression analysis for tdtquality of life and source of money.

Coefficients B Std. Error t value Sig.
(Constant) 81.185 3.813 21.293 .000
Source of 5.141 1.305 3.939 000
money
Source of variation Anadysf variance ANOVA
Sum of Squares Degree of Mean Sig. F R
freedom Square Square
< 15.516
Regression 2932.362 1 2932.3620.001 .059
Residual 47057.496 289 188.98¢

Table (4.33): stepwise regression analysis for tdtquality of life and living
arrangement.
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Coefficients B Std. Error t value Sig.
(Constant) 54.410 2.698 20.165 .000
living 5.333 1.121 4.758 .000
arrangement
Source of variation Anadysf variance ANOVA
Sum of Squares Degree of Mean Sig. F R
freedom Square Square
< 22.635
Regression 4138.161 1 4138.16/10.001 .083
Residual 45888.709 289 182.824

Table (4.34): stepwise regression analysis for tdtquality of life and age , living
arrangement , source of money and educational lelve

Coefficients B Std. Error t value Sig.
(Constant) 89.582 9.200 9.737 .000
el 2.567 1.037 2.475 014
level
Age -.354 110 -3.215 .001
Living 4.185 1.095 3.822 000
arrangement
Sl -3.873 1.241 -3.121 .002
money
Source of variation Analysis of \warte ANOVA
Sum of Squares Degree of Mean Sig. F R
freedom Square Square
< 15.848
Regression 10242.488 4 2560.6220.001 .205
Residual 39747.371 284 161.575
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4.6 Association between mental health scores aqgdality of life

In order to investigate the relationship betweengdlobal severity index scores and quality
of life, and its domains, Pearson coefficient etation test was done. The results showed
that there was statistically significant negatieerelation between global severity index (
GSI) scores and quality of life in which people wdomred more in global severity index (
GSl)had less total quality of life (r = -0.596, p0<001), physical domain (r = -0.524, p <
0.001), psychological domain (r = -0. 620, p < @)9Gocial domain (r = -0. 480, p <
0.001), and environmental domain (r = -0. 440,(@G01).

The data indicated that the respondents who haukehigvel of psychological complains

were dissatisfied with their quality of life and ilomains .

Table (4.35): person correlation quality of life aml its four domain with the GSI.

Quality of life domain By global severity index

Total quality of life
Pearson correlation -0.596 (**)

Sig. (2-tailed) <0.001

Physical domain
Pearson correlation -0.524 (**)

Sig. (2-tailed) <0.001

Psychological domain
Pearson correlation -0. 620 (**)

Sig. (2-tailed) <0.001

Social domain
Pearson correlation -0. 480 (**)

Sig. (2-tailed) <0.001

Environmental domain
Pearson correlation -0. 440 (**)

Sig. (2-tailed) <0.001

** Correlation is significant at the 0.01 level {@iled
clxxxvii



Chapter 5

Discussion

5.1 Introduction

This chapter presents the interpretation and dssonsof the results of the existing study.

It also presents critical analysis of the respotiderharacteristics in comparison to total
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population. Mental health state, and quality & bf the respondents are explained and
discussed in light of the Palestinian context mn@ference to the international literature.

5.2 Discussion of the research’s question one
What is the mental health status among elderly in 8hlehem?

Findings of this study indicate that the mean scdi@SI was (1.35). Forty two percent of
the participants had moderate symptom and 5.5%séaere symptoms. The data indicates
that more than half of the respondents did not lsyehological symptoms , however the
number of those who complained of having modepstgchological distress was still
high. This result is relatively close to the resulf some other Palestinian Studies. Alissly
(2005) found that the first problem that faces thderly in Palestine was the
psychological problem, Hijazi and Abu Ghali (03) found that (57.5%) of the elderly

in Gaza strip had psychological problems.

The findings of this study shows less psycholalggymptoms in comparison with the
results of Ja‘far's( 2008) who found that 100f4he elderly who live in residential
homes in Palestine had neurotic symptoms. Eteraadi Ahmadi( 2009) found that 62%
of the elderly residents in nurseries homes im Ilad at least one symptom of
psychological disorders. The above mentioned figunelicate that elderly people who
live in institutions, usually have more health dewbs, lower functional capacity, and

more social isolation .

It seems that several factors play significant roleleading to high psychological
complaints among the participants. Older peopled tém deal with worse objective
conditions than the young. However, research sgjgethat health is a much more
important factor for older people as comparedHheirtyounger counterparts. The onset of
chronic disease tends to increase with age, andoa ngsearch found that people with

physical diseases are more likely to experiesgelplogical complaintOfmel , 2007 ).

In regards to the elderly in Palestine, 65.5% a@nthsuffer from one or more chronic
diseases. In addition, the political situation ahe severe restrictions on travel and
movement that are imposed on Palestinians dueetdstaeli checkpoints, make travelling

between some towns and cities virtually very diffi . These factors have significant
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impact on the ability of elderly people to accesangn health services.,which leads to
deterioration of their physical and psychologitcaalth status .

Other factors that increased the psychologicatpgiaint among the respondents are the
socio economical factors. Some researchers staghygat losing work is an important
social factor which contributes to poor mental tieah older people (Maimaris et al ,
2010) . Itis a believed that loss of respaitisibloss of role and loss of social contact
that follows the loss of work can lead to psycdgadal complaints. Rosow (1967), states
that the later years of adulthood are a time of tokses .In later life, many older adults(
above 80 year s) have few assigned roles, aidsem are no longer employed and few
of them are responsible for young children ; thesl lbroad implications on their self-

concept and social integration.

The researcher seethat there are other factaretplain occurrence of mental disorder
among elderly in Palestine, which are consideresgeai®us threats, such as conflicts, and
disasters which may affect the mental healtlhefalderly people. Poverty , low levels of
education, insecurity , hopelessness ,and thks raf violence explain the great

vulnerability of the elderly in Palestine to commmental disorders. In addition , it has
been observed that the accumulation of life evéioéseavement, defeats, demolition of
houses, displacement, humiliation etc.) that ejdte during their lifetime often cause

mental and physical disorders.

On the other hand , The data indicate that mwae half of the respondents did not have
psychological symptoms, this can be explained lyirgl the fact that there are many
positive demographic characteristics of the Palesti population ,which should have a
positive and protective effect on the mental heaftlits citizens. These include the high
levels of social support for example a supportax¢ended family , the importance of
religion, and a strong sense of the national ientin addition to the high level of

psychological hardiness among the Palestinian lgl@dijazi and Abu Ghali , 2008).

In Palestine, as in most Arab countries, socioucaltvalues still promote the protection of
older people ,and meet their needs. Other opinaygsed that aging is associated with
intrinsic reduction in the susceptibility to anxietnd depression, and this was attributed to
the possibility of reducing the emotional respoasess, increasing the emotional control

and psychological immunization to stressful lifeets in old age (Jorm, 2000) .

CXC



In regards to the nine symptom diminutions , tinghér proportion of participant had
somatization symptoms. The finding of this studdicates that the mean score of
somatization is 2.04 and (36.1% ) of the respohdemplained from moderate symptom,

(34.7 %) complained from “ sever” and “ very eeVlevel of somatization .

Somaization in elderly, is frequently an adaptiesponse to an unfamiliar, serious social
stress, like partial isolation, socioeconomidrieBons, and the deterioration in marital
satisfaction due to prolonged disability, and lokspartner, in addition to the deterioration
of physical health that accompanies the ageinggsocElderly in the Arab culture (as all
population) do not deal with these stressors dyrestt they unconsciously shift in to the
body and thus into physical symptoms. On therdtla@d, somatization among elderly is
a way to gain secondary advantages such as wmigfaspport both in practical and

financial terms and gaining sympathy, understagpndamd attention .

The rate of soamtization in this study is higtitean what Etemadi, and Ahmadi(2009)
found. They found that 27.5% of the elderly rasyd in nursery homes in Iran had

somatization symptoms.

In regards to depression, 34.7 % of the particpaaport moderate level of depression

symptoms, compared to 12.7 % who had severe anydsegere levels of depression.

Depression is the most common mental health disondter life (Sherina et al , 2005).
The etiology of this psychiatric disorder in elgerhay include physiological changes,
which play a major role in the frequency of depi@ssn the elderly . The ilinesses that
particularly cause depression in the elderly ineludchemic heart disease, Stroke, Cancer,
chronic lung disease, Arthritis, Alzheimer's diseasd Parkinson's disease ( Weintraub et
al ,2002 , Blazer , 2003 ). High incidence of cheatiseases among the participants of this
study (77% of the participant in this study had bal disorders) which may be one of

the reasons that explain the high rate of depressio

Depression in late life is frequently combined watimer elderly mental disorders such as
dementia and this increases the prevalence ofltbisder among the elderly ( Gellis et al

, 2009 ) Another factor that increases the pgemce of depression especially in younger
and middle-aged elderly is the environmental changech as unemployment, the increase

in stress, and the reduction of social support@asal with modern living .In Palestine,
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there is a shift in the pattern of Palestinian fasj from the extended family pattern that
prevailed decades ago, to the nuclear family pattBluclear families increased from
73.3% of total households in 1997 to 80.7% in 2Q@ich indicates a higher probability
for some of the elderly to live on their own withdbeir children or grandchildren. This
means, on a general level, a reduction in the aimaulevel of care by children because
they live in separate households and an increadeifeeling of loneliness, This issue has
been exacerbated with the ongoing emigration of yenger generation outside of

Palestine.

The violence of the Israeli occupation, the detation of the economic conditions due
to embargo policy, the social insecurity and wdetation in many values due to the
absence of law; all these increase the riska#rél to be depressed.

Palestinian studies of elderly showed differentultssof the prevalence of depression
among elderly. The result of the current studynisgreement with other local studies.
Sansur ( 1999 ), found that 50.1% of the eldamlythe West Bank had depression
symptoms, Hijazi and Abu Ghali ( 2008) found t84t8% of elderly in Gaza had feeling
of depression As well, Imam (2010) found that 36#4he elderly women she studied
were unhappy, 28% were unsatisfied, 18% wererpit@d 20% of them were waiting for
death to come . Other studies showed lower prewalexi depression among elderly.
Ibrahim (2009) found that(19.1%) of elderly in tiigtional homes had feeling of
depression, Ja‘far( 2008) found that 28% of d&ddéwving in residential homes in
Palestine had depression symptoms . Abdel Ral{g@i6), found that 22.0% of lone
elderly participants in geriatric clubs had degren compared to 23.8% of( lone) elderly
participants from geriatric homes in Cairo city ouésef (2005), found that one quarter of
participants (24.3%) of elderly in Al Karak cityfér from depression. Abolfotouh (2001),
found that 17.5% of the subjects in Saudi Arab&menscored as depressing , Etemadi and
Ahmadi (2009), found that 32.5% of the elderly ideg®y in nursery homes in Iran had
depression symptoms. Sherina et al (2005), shohadt3% of the elderly respondents in
Malaysia were found to have depression . Lobo €395) found that depressive disorders
were found in 4.8% of the elderly in southern BéroTaqui(2007), found that the
prevalence of depression among elderly in Karaads 19.8% and Ritchie et al ( 2004),

found that the prevalence of depression amonglgldeFrance was 3% . . The reason of
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these differences may be due to the different cestiand scales that are used to measure

depression among the elderly

However the result of the current study indicdled the mean score of anxiety symptom
is (1.31) . Thirty two percent of respondents camed from moderate level of anxiety
symptoms, 9.3% of respondents complained from ‘8vand “ very severe “ levels of

anxiety symptoms. Whereas ,it had been previousligwed that anxiety disorders decline
in prevalence to age. The current study indicatgh prevalence of anxiety and anxiety

related disorders among elderly .

The high occurrence of anxiety among elderly loara result of inadequate coping, and
inadequate support during stress time; therefmsestress is high and support is low in
elderly subjects, the prevalence and magnitudenwiety disorders in the elderly may be
higher. Elderly in Palestine face high level oess as well as high level of poverty ,which
reached (34.1%), besides the inappropriate andnofioctable housing conditions, and
changing place of residence as a result of displaoé On the other side, support, and
services provided by the government agencies arsaisfying to 75% of the elderly. In
addition to that, elders at this age start to chathgir lives; they retire and suffer from
shrinkage of their social activities and their el&his represents a sort of stress on the

elderly resulting into anxiety (PCBS).

Other factors that increase the prevalencengiedy among elderly may be associated
with common medical conditions such as asthmapttydisease, coronary artery disease,
and dementia, as well as adjustment disorders wihithws significant late life stress, a
thing that is common among the elderly . On theeotmand, fear of death is another
factor that cause anxiety among elderly speciéltipey failed to accept death as the final
stage of growth.

The elderly people in Palestine, who suffer framnoaic sicknesses are always in stress,
they think to secure their medication and treatnm&wever, only 54% of the elderly in
the West Bank are covered by health insurancecganand the PNA Ministry of Social
Affairs gives senior citizens a monthly stipend9@f NIS which is not enough even to
cover a small part of their daily expenses, needks eedications. These factors increase
the stress of the elderly concerning their heatthdd@ions. As well, past experiences of
wars such as the war in 1948,1956 and 1967, depeerdon others, frequesnt illnesses,
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financial insecurity and long periods of unreste aonsidered risk factors for anxiety
among the Palestinian elderly. This may explain lifgh prevalence of anxiety and its

related disorder.

This finding is congruent with other local studidsahim (2009), found that (23.5%) of

elderly in institutions homes in Palestine haveietyx Ja‘far( 2008), found that 29% of

elderly living in residential homes in the North Bfalestine had anxiety disorder.
International studies such as Le Roux et al. (20f@k)nd that approximately 25% of their

subjects reported onset of anxiety after the agé0of/ears. Other local studies showed
higher prevalence of anxiety. For example, Hijam &bu Ghali (2008) found that 64.3%

of elderly in Gaza strip suffered from anxiety.

However some studies conducted in other counshesved lower prevalence of anxiety.

For instance, Abdel Rahman ( 2006 ), found thatplevalence of anxiety among lone

elderly living at their own homes and going reglyl to geriatric clubs is 2.4% compared

to 10.8 % among elderly living at geriatric honre€airo .The same results were reported
by Etemadi, and Ahmadi( 2009) , Ritchie et al (2084d Schaub and Linden (2000) .

Previous epidemiologic studies of anxiety showefledinces in their results .These
differences are probably due to the differencewéen communities and cultures, may be
an artifact of measurement error, or it could be do differences in the way older
individuals report anxiety. In addition, the diféeiIces may be due to limitation in
participation of the community-dwelling older adultthe use of other measurement to

assess anxiety level for elderly populations.

Regarding the anxiety related disorders such asssiive compulsive symptoms , (39.9%)
complained of having “moderate “ level of obsessieenpulsive symptoms and (13.4 %)
had “severe” and “ very severe “ levels of obs@ssompulsive symptoms. However
when looking at phobic anxiety,( 20.3%) of the 2864pondents complained of “moderate”
levels of phobic symptoms compared to (8.9 %) wbimplained of “severe” and “very

severe” levels of phobic symptoms.

One of the explanations of Phobic anxiety ( spsciagoraphobia) in the elderly is the
maladaptive reaction to some forms of medical dlexperiences that renders the fearful

individual from being unable to function safely awfaom home (Stein and Lang, 2002)
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.The results of the current study indicated tlatipipants had higher rates of phobia than
what reported by other researchers in the wortit gkample, Ritchie et al (2004), found
that the occurrence rates for phobia among irtgtitalized persons aged 65 years and
above in France were (10.7%) . On the other hama Hpidemiologic Catchment Area
(ECA) study reported that the overall prevalence pbiobic disorder in the non-
institutionalized elderly people was 4.8%; Beekman (1998) found that the prevalence of
social phobia was (3.1%); the National Comorbidity Survey Replication in America
indicated that the occurrence of agoraphobia w@%olin the elderly, 7.5% for specific
phobia, and 6.6% for social phobia (Kessler eaiadl 2005).

In regards to obsessive compulsive disorder ( OCDihe data reflects recurrence or
worsening of an anxiety disorder that had its oeselier in life. The finding of this study
matches the findings of other local studies . FFstance, Ja‘far( 2008) found that 18% of
the elderly living in residential homes in the Norof Palestine had obsessive -
compulsive disorder ; Etemadi, and Ahmadi( 2009pund that19.1% of the elderly
residing at nursery homes in Iran had obsesswvepclsive symptoms,which is somehow
higher than the rate in the present study .

To the contrary, all international studies (whiche avery few) indicated very low
prevalence of OCD. For example, the EpidemioloGatchment Area (ECA) study
reported that the overall prevalence of obsessivepulsive disorder in the non-
institutionalized elderly people was 0.8% ; Beekman(1998) indicated that the prevalence
of OCD among elderly was (0.6%); the National Comorbidity Survey Replication in
America indicated that the prevalence of obsessbrepulsive disorder among elderly was
0.7%. (Kessler et al, 2005).

On the other hand, (14.1 %) of the respondemisrted having severe and very severe
levels of paranoid ideation (The term paranoid lidearefers to a suspicious or delusional
disorder that is non schizophrenic) and ( 10.3%ef participants reported having severe
levels of psychotics. Limited epidemiological seglof paranoid ideation and psychotics
among elderly people were available. Bazargan é€2G@01) found that the prevalence of
paranoid ideation among African American elderly was (10%); Etemadi, and Ahmadi(
2009), found that 8.3% of the elderly residingnatsery homes in Iran had paranoid
ideation and 9.1% of them had psychotics symptoms
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New-onset paranoid symptoms among elderly are bmiostly secondary to identifiable
medical causes however, the psychotic symptomsngnetderly may be due to the
general medical condition such as the central nenaystem disease, substance-induced
psychosis, withdrawal from pharmacological or toxgents, and delirium (Neno &.al,

2007).

Bazargan ,M., Bazargan, S., and King, L. (2001ueadgthat vulnerable individuals who
are unable to respond effectively to the challengieadvancing age, owing to lack of
personal and social resources, often feel incrgbsisolated, helpless, and misunderstood
and experience a lack of acknowledgment or contionaOver time, their sensitivity may
increase to the point that they become suspicidugther’'s intentions towards them. A
Swedish study of Forsell and Henderson ( 199§pnted that paranoia symptoms were
found among individuals with higher levels of degzien, lower levels of social support

and poorer physical health (Bazargan ,M et al ;1200

5.3 Discussion of the Research’s question two

How do elderly people evaluate their quality of fie?

The results show that (46.2 %) of the Participaated their quality of life as being good
or very good compared to (22.1%) of the participamho rated their quality of life as

being poor or very poor .

The findings of this study are in agreement wthile findings of other local studies .
Mataria et al (2008) found that the total Patesh population reported significantly
worse QOL than the WHO IFT pooled population ( vthicomposed from11049
respondents from 17 countries ) . Almost (11%) led WHO IFT population reported

‘poor’ or ‘very poor QOL compared to almost( 26%f)the Palestinian population.

The results clearly indicate that nearly there &nailar quality of life evaluation among
the participants of the current study when compaiedhe Palestinians population.
However, there is a lower quality of life of thearipants on this sytudy when compared
to most of the other countries as reported in Mater al study. This can be explained by

the fact that elderly people in Palestine live iarske conditions and they are exposed to
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violence. Poor quality of life among elderly inl&sine demonstrates the negative impact
of exposure to long-life conflicts violence andeanarity.

Despite the high psychological symptoms among @pdnts , the increase of
dependency , loss of control and deterioratiorhedlth, still the proportion of older

people who rated their life as good and very goedewnearly twice the elderly who rated
their life as poor and very poor. This means that participants subjectively rated their
quality of life higher than what might be describeith objective measurement. Objective
economic and socio-demographic indicators arepesgerful in explaining the quality of

life variances than the subjective ratings of thell\weing and health for older adults
(Robinson,2004 ).

One explanation for the above results is that [geo@y use adaptive strategies as they
age in order to maintain a strong sense of subgatiell-being, and that is done by
changing goals, changing social comparators orldpvey alternative selves (Murphy et
al , 2007, p: 60) . This adaptive strategy isezhlaccommodation. Individuals may, for
example, compare their health and well-being t@isthwho are in their view, worse off
than themselves (Murphy et al , 2007, p :60 ). luadd Nolan (1996) found that "...older
individuals who are able to employ 'accommodatitavve a good subjective quality of
life". Many people with chronic disease and pomri@ economic situations describe their

quality of life as good or even excellent (Bowliagd Gabriel, 2005).

Consciously or unconsciously, people may accomneodat adjust to deteriorating
circumstances whether in relation to health, smowoemic status or other factors, because
they want to feel good about themselves. O’'Boyl@97) suggests that an individual’'s
ability to cope and adapt to deteriorating circuanses, can contribute to successful
ageing. But simply, individuals, even in difficudircumstances, may choose to ‘look on
the bright side’ of things (Lawton, 1983).

On the other hand, spirituality plays a part inigividual’s ability to cope with illness
and stress, and maintain his or her well-beingritgplity plays a powerful force that
guides elderly during periods when they may beliooehave negative feeling ( Molinatti
, 2005) . Unsurprisingly, many participants coesithese poor conditions as acts of God
" Qada' and Qadar " and they must be satisfied thith condition because they believe

that God wants the best for them and they always S8hanks God ".
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Nevertheless (45.1%) of the respondents ardfisdtisnd very satisfied with their general
health compared to( 24.1 %) of the respondents widn@ very dissatisfied or dissatisfied
with their general health. This result is in agreaitwith PCBS(2007 ) showed that about
(28%) of the elderly people are not satisfied wfibir health conditions.

This result indicates that the participants whoemegry dissatisfied or dissatisfied with
their general health were higher than Matarial €2008) results who found that almost
14% of the Palestinian population reported beingsatisfied’ or ‘very dissatisfied’ with

their health. This is due to the prevalence of slradiseases and disabilities among
participants, which could transform them fromngeindependent to being dependent

within a short period.

Health status has an important influence on thaityuof life (Murphy, 2005). Older
people frequently nominate health as an importdetent of quality of life. Indeed,
Bowling et al. (2003) concluded that health is th@st important factor that influences the
quality of life. It is possible that, for the eldera negative quality of life would be
equivalent to a loss of health and the positiveityuaf life would be equivalent to Good
health. Borglin et al. (2006) found that( 48 %)tlmbse who reported a high quality of life
also had ‘excellent’ or ‘good’ self-rated healthrof this we can conclude that the
participants who were dissatisfied with their hedlad moderate and poor quality of life.
This can explain the similarity in satisfaction tife general health and the positive

evaluation of quality of life among the participsuaf the current study.

The impact of health on quality of life will be disssed in details through the discussion of

quality of life domains.

In regards to the quality of life domains, partamps were having lower QOL scores in
Physical health domain of WHO QOL-BREF scale (m&a@&5 S.D 21.4) , The mean
score of the physical domain indicates that there moderate satisfaction among
participants about their health ; (35.5 %) of participants perceived their physical health as

being good and very good while (27.6%) of partioiggperceived their physical health as
being poor or very poor. Fifty two percent of tharticipants were satisfied with their
ability to perform their daily living activities ah(7.2%) of the participants were very

dissatisfied with their sleep.
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The score of physical domain of QOL (50.9) was lowWwean Mataria et al (2008) result
who found that the Palestinian population scotesirtquality of physical health to be

(60). This may be due to high frequencies of clirdiseases among the participants.

Although many chronic diseases are not fatal, doroonditions affect the QOL of elderly
people and contribute to their disability and thaecline of being independent in livings
and increase the need for long-term care and résslt in limiting elderly people daily

activities of life. Chronic disease also resultimiting the mobility and with the presence
of the environmental disabling barriers, for exaenptairs, this cause the inability to

perform daily tasks .

Poor physical health, pain and fatigue were alntbstreasons of the inability of the
participants to undertake some or all of the aiéigiof living. These people were totally
dependent on others for help in all activities iging, which they found frustrating and
depressing. On the other hand, being healthy allegigondents to participate in activities,
thus contributing to feelings of enjoyment and hgva role in life (Grewal et al., 2006).
This explains the low percentage of participant® wrere satisfied with their ability to

perform their daily living activities.

Canbaz et al (2202). reported that the points lo$whgroups of SF- 36 were higher for
participants without a chronic disease than foséhwith a chronic disease. While Sabbah
( 2003) showed that SF-36 domains scores areffeated by diabetes and hypertension,

which could be explained by psychological adaptatechronic disease.

Accordingly, the dissatisfaction with the qualiti deeping has numerous psychological
and social factors contributing to quality and ditsirof sleep. With age, several changes
occur that can place one at risk for sleep disturbancluding increased prevalence of
medical conditions, increased medication use and@mmental and lifestyle changes. For
example, elderly spend more time in bed becausearéased spare time available to
retired or bereaved people (WHO, 2004). Foleylet9®5 found that 42% of dwelling

adults over age 65 years reported having difficityinitiating and maintaining sleep.

Between 23% and 34% had symptoms of insomnia atdeba 7% and 15% percent
rarely or never felt rest after waking up in thermiog. Sleep disturbances have significant
and serious consequences, As the risk of fallshen élderly and deficit in attention

increase, this causes poorer overall qualityfef (Ancoli-Israel and Ayalon, 2009) .
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In regards to the social relationship domain (méar8, S.D 22.7) The mean of this
domain indicates that the social relation amongigpants is relatively good. Thirty two

pecent of participants evaluated their social disevery good or good compared to (22%)
of participants who evaluated their social lilegor or very poor. In this concern,(64.6

% ) of participants were satisfied with their pergbrelationships.

The reasons of personal relationships satisfa@mang participants are connectedness to
family, friends and neighbors who are still strognglresent in the Palestinian society.
Families provide not only practical support but ¢iomal support also, which may be
essential in helping the individual cope with thelranges and losses. Participants in
Palestine remain in contact with children and gcaildren who provide them with the
emotional and practical support. On the other hatind participants were able to play a
reciprocal role by taking care of and helping tlggandchildren, which is associated with
giving meaning and value to life; participants tapkat satisfaction in the achievements of

their children and grand children.

While aspects of social relationships detractemnfiquality of life among participants

may be due to the death of a spouse, relativeslase friends, participants reduce social
contacts and feel that they are alone , familyutisp or not having enough time to visit
them , the decline of contacting with neighbord &rends as communities change makes

them more insular.

Disability among elderly however made it more idifft to engage in recreational
activities because of their limited physical ca@pa sensory problems, transportation
iIssues and motivation. Elderly may find that gragtivities are too difficult for them and
this may lead them to withdraw from social life.s8] if the surrounding environment
that helps people relate to their neighborhoodsnaten place, then this may affect their
quality of life. For example, check points, the reggtion wall, lack of transportation

facilities, and lack of money may prevent an addspn from leaving his/her home.

Social interaction is usually beneficial and havpositive influence on quality of life.
People who do not have relations with others oégperience loneliness, which detracts
from quality of life. (Borglin et al.( 2006) ,Murphet al ( 2005) and Bowling et al. (2003)
reported that good social relationships among bideere critical to quality of life, and

those with the highest self-rated quality of lidhiexcellent’ or ‘good’ social support.
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However when looking at the environmental domame@n = 53.01, S.D= 17.7), 40 .4 %
of respondents were satisfied and very satisfigtt Wieir environment while 16.5 % of
respondents were dissatisfied and very dissatisfigld their environment. In this regard
63.9% of participants were satisfied with theditions of their living place while( 2.4%)
of participant had complete access to the inforomathat they need in their day-to-day
life. This result fits with PCBS, 2007 that falabout (74.4%) of the elderly in Palestine

are satisfied with their homes and environments.

Satisfaction of participants with their living pacan be explained by the results of PCBS,
2007 which found that about( 90%) of the elderlypgle in the West Bank own their
houses, and most of these houses are connecteel pallic electricity and water network.
In this manner, elderly can adapt their own homes order to maximize their
independence. This is easier for those who own ti@nes than it is for those living in
rented accommodations. Adjustments could includer stils, reorganization of the
kitchen, improving wheelchair accessibility, andtailling showers, ramps and raised toilet
seats (PCBS, 2007).

According to PCBS, 2007 about (80 %) of elderlyPialestine believe that their housing
conditions are appropriate and comfortable and8%0.of the elderly in the Palestinian
territories can move easily and safely between rnbghborhood and their place of
residence. On the other hand, some studies sudbast even if the surrounding
environment is not ideal, quality of life is morikdly to be determined by how the
individual relates to his or her environment. Thwsuld suggest that individuals are

flexible and can adapt to different environmentsi(phy et al, 2005) .

The reasons of dissatisfaction of the participavith their environments may be due to
less access to public services. The capacity tcsipally access local amenities and
networks, and the ability to interact with the Ibead regional environments depend on
where the participant live, and wither he or she hea car or the availabllity of public
transportation. Participants who are living imatucommunities who find difficulty in
public transportation had the biggest problemsaddition to that, only 16.1% of elderly
in Palestine own a car which reduces their qualityife. Also and according to PCBS(
2007) half of the elderly people live in small hesis,one third of them are not connected

to the public sanitation network, and they depemavood for heating.
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Lake of access to information that they need @irtday-to-day life may be due to the
high percentage of illiterate participants who aatmead books and news paper. However,
only 13.7 % of elderly in Palestine have a librarytheir homes and 3.3 % of them have
computers. Borglin et al.’s research (2006) aneéwal et al. (2006) found that
individuals with the highest quality of life alsadh the highest satisfaction with their

residential environment .

Nevertheless, the participants had higher QOLlescan psychological health domain,
(Mean = 55.3, S.D= 16.7). Thirty-seven and seveptent of the participants said that
their Psychological health was good and very gbadvever( 17.4%) of the participants
said thatheir psychological health was poor and very poor ;(47.1 %) were satisfied with

their body appearance while only (4.5 %) of pagticipants said that they enjoy their

life.

The reasons of poor or good psychological wellb@mpng participants were discussed in
the first question. However the positive relatiaivireen quality of life and psychological
well-being was supported by a number of studi€sr example, Grewal et al. (2006)
found that 38 % of the respondents spoke of psyghcdl outlook and well-being as
contributing to quality of life. .. In addition, Xera et al (2003 ) found that (18%) of
elderly had a negative assessment of their cucneality of life and dissatisfied subjects ,

had more health problems and more depressive symgpto

There are marked changes in appearance acrosduhdife span ( mentioned in chapter
2), which lead to expectation of concomitant changehe body image and a decrease in
the attractiveness of the participants and thisseau dissatisfaction of the body
appearance. On the other hand, many elderly hatiygobody attitude ( men more than
women ) . They believed so due to the decreaspdrtance of weight-related issues
and the changes in the beauty standards amondyeldezn compared to young adults .
Franzoi and Koehler 1998 found that elderly womgpressed greater satisfaction than
young women towards their appetite, and weightw&d, Janelli (1992) found that old
men (older than 60) are fairly satisfied with thieady parts . Tiggemann, ( 2004) found
that the body dissatisfaction was remarkablylstabross the adult life span for women,

at least until they are quite old. In contrast, ihgportance of body shape, weight and
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appearance decreased as women get older, undagseorimportant distinction between
evaluation and importance of the body.

5.3 Discussion of research’s question three:
How do demographic data affect mental health and caality of life of the

participants?

The finding of this study revealed that there agmiicant differences in psychological
symptoms according to the following factors: genddistrict, education, marital status,
work , source of money , living arrangement andspdgt health. A stepwise regression
analysis of the demographic variables indicated ¢dacation level , district , source of
money , and physical health were independent ifgignt predictors of global severity
index. In the same manner, education level, soofeceoney, age and living arrangement

significantly predicted the total quality of life.

5.3.1 Gender:

A statistically significant difference was observsgtween male and female for GSI. On
the other hand, the results showed no statisticatipificant sex differences in general

guality of life. In the present study, there is association between gender and mental
health symptoms. This association, disappeared whgression analysis were done for
other demographic factors. Regression analysis esigthat the increased level of

psychological symptom among female respondentsbeaexplained by other factors, for

example ,the lack of education , single statusromic disease and poor physical health
were significantly higher among females than mateaddition to that, most females did

not have an independent income .

This result is in agreement with the resultothfer studies as Abolfotouh et al (2001)
who found that female geriatric subjects weretRr@s more likely to suffer depression
than males respondents in Abha Cityof Saudi AraMMaussef (2005) found that
depression was significantly more likely among waneéderly in Al-Karak city, Ghubas

et al ( 2004) found that depression, anxiety angbobhondriacs were greater among
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females when compared to males in the Arab Ensir&bdel Rahman( 2005) found that

being male is an independent risk factor for dego.

As well, Demura and Sato (2003) , Taqui et aP0Q7 ): studies Found that being a
female was a significant independent predictoregrdssion.. Etemadi andAhmadi found
that the rate of the psychological symptoms ame@amen were more than in men in all
diminution of the scale. and Beekman et al (20@@nd that being a female was a
significant independent predictor of anxietyodders in later life

Some studies supported the notion that there isffarehce in quality of life among
genders. Thomopoulou et al (2010 )found that ejdenales in Greece had higher scores
for quality of life than females aad Tajvar et(aD08 ) found that women reported
significantly poorer HR QOL and for the mental goonent summary score (only gender
were significant determinants of poorer mental the@lated quality of life). And Nejatil;

et al (2008) found that the mean score of asp#cphysical function , general health
perception , physical role , vitality , mental hbaland bodily pain in men was higher than

in females.

Hui-Chuanhsu, (2007 )found that elderly women stibadower health-related quality of
life in every dimension, especially in bodily paphysical functioning, and mental health.
On the other hand, the findings of the current wtwere not in consistency with other
studies. Hijazi and Abu Ghali ( 2008) found thia¢re were no statistically significant
differences between the two sexes in psychologwablems. The report that was
conducted in the occupied Palestinian Territorigghe Steering Committee for Mental
Health, Palestinian Ministry of Health (2004),shao\vikat the overall prevalence of mental
and behavioral disorders do not seem to be diffeaemong men and women. However,
anxiety and depressive disorders are more commangwomen, while substance use
disorders and anti-social personality disordersnamee common among men. Xavier and
Ferraz (2003) found that the presence or absehsatisfaction among the subjects was
not associated with the gender. Robinson et alD@4p found that no significant

relationship was found between gender and quaiiliyeo
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5.3.2 Age:

There were no statistically significant differena@song the four age groups for global
severity index; while there were statisticallgrsficant differences among groups of age
for psychological domain and physical domain of Iquaof life . There was a steady

decrease in mean scores of physical and psychaladpenains with increasing age; higher

mean scores in QOL mean better quality of life.

People may use adaptive strategies as they ageder to maintain a strong sense of
subjective well-being, by changing goals and exgemts (Murphy et al., 2006).. People
may adjust to deteriorating circumstances that ammbined with aging whether in

relation to health, socioeconomic status or othetdrs . On the other hand, elderly who
live longer to a very old age where multiple heagltbblems and disability are common,
consequently, they spend more time in a disablate sind this explains the poor physical

and psychological domains of quality of life witicreasing age.

There are conflicting reports about the relatiopshetween age and quality of life and
mental health. The finding of the current studynissgreement with Tajvar et al (2008)
who found that the age was not a significant detteenof poorer mental health. Beekman
et al (2000) found that ageing did not have anyaotpon the prevalence of anxiety
disorders in later life. However , Abolfotouh et( &001), found that Psychosocial
symptoms were significantly higher among very gétiatrics (75 years and more) in
Abha City, Saudi Arabia . Abdel Rahman (2006)fotimat a group aged from 60 to 70 are

vulnerable to independent risk factors for anxiegpression or mixed anxiety in Cairo.

On the other hand, Demura and Sato (2003), fobatthe mean values of depression
score were greater in the old-old groups than ényibung-old groups. In addition, Tajvar
et al (2008) found that age was a significant aeiteer of poorer physical health-related
quality of life. Thomopoulou et al ( 2010) fourttat elderly in Greece had higher scores
for quality of life than oldest old. . Neverthese, Imam (2010) found that the physical
health of participants aged 65 to 69 years wagb#tan the participants aged 70 years and
older and participants aged seventy years andeabave better mental health than those
aged 65 to 69.
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5.3.3 District:

There were statically significant differences amamgpondents who lived in cities,
villages and refugee camps for GSI and all othempggms. The highest mean scores of
respondents were obtained in villages for GSI. sTesult indicated that the respondents
who live in villages had more psychological sympsothan respondents who live in
refugee camps and cities. However respondents whkoirl cities scored the lowest in

mean ranks for GSI.

According to quality of life, there were statigallsignificant differences among
respondents who lived in cities, villages and rekigamps for the social relation domain,
environmental domain and psychological domain. Thesult indicated that the
respondents who lived in cities evaluated theirliguaf life as being better than either
respondents who lived in camps or villages in r@fato social domain and psychological
domain . In regards to environmental domain, refugamps respondents had the lowest

mean Scores.

Quality of life and mental health were the besuiban areas and the worst in rural areas
because most mental health services are locatéekinrban areas while fewer specialists
serve in rural areas. On one hand, participamtsrban areas had access to shops and
recreational facilities due to the availability public transportation . In rural areas,
hospitals, clinics, shops and recreational faesitwere often far from the participant's
home, while public transportation was far away amdrequent. Checkpoints and the
segregation wall made transportation inflexibleir@ccessible to; which may prevent an
old persons from leaving their homes and reduchmgrtability to interact with their

relatives and friends and reduce their qualitifef

Life style in rural areas moves towards modern nidzion that reduces social support
(which was a feature of rural areas) and have negabnsequences on mental health
among participants. Also the Israeli oppressivectras, including the Wall, prevented

participants from reaching their agricultural landsich are considered the main source of

work and activity, and disconnected the participaftom their relationship with the
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landscape which had moral value for them and retitioe satisfaction of participants who

lived in villages.

In relation to refugee camps, the respondentghmatbwest mean scores in environmental
domain, but better mental health and quality o liian other participants. People in
refugee camps are lacking of pleasant landscadese overcrowded unhealthy

surroundings ; and do not have sanitation servicékis explains the lowest score of
environmental domain in quality of life. But on tla¢her hand participants in refugee
camps have health insurance and they receivearegigds by UN and this made them less
anxious about their health and their basic needshmmay explain why they had better

mental health and quality of life than participamtsillages.

There are some studies that support this findieg the Mental Health Council of
Australia, (2009) who found that the prevalentenental health conditions in rural areas
in Australia is probably equivalent to the levalscities . However, there is evidence that
rural Australians face greater challenges in atecgs®rvices to obtain timely help, so that
the burden of associated disease is proportiondiiglyer. While the report that was
conducted in the occupied Palestinian Territorigghe Steering Committee for Mental
Health, (2004) , showed that living in urban Pafesh areas have negative consequences
on mental health through the influence of life stes and adverse life events such as the
overcrowded and polluted environments and reduoetlssupport. However , Xavier et
al (2003) found that elderly in rural areas had dpgortunity to continue their roles and
work and participate in rural activities, and pb$sithis continuity is the source of
pleasure while elderly people from industrial conmitigs, are unlikely to continue their

work , which can cuase dissatisfaction.

5.3.4 Education level:

The findings of this study show significant diface amongst the four groups of education
for global severity index and quality of life. Pigtogical complain decreased steadily with
higher educational level. Also higher level of ealian of the respondents means higher
total quality of life. A stepwise regression arsadyof the demographic variable indicated
that education was the strongest predictor forglobal severity index (GSl);variance in
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education alone accounted for (17.1%) of the vaga@SI. On the other hand variance in
education alone accounted for( 7.7 %) of the vagasf the total quality of life.

In mental health studies, education has been itkhtas a significant factor associated
with insight into symptoms of mental disorders attitudes towards treatmerstéeleet

al. 2007). Lower levels of insight into the sigo#nce of emotional symptoms and social
problems may make less well-educated individualsentigely than educated individuals
to develop psychological complains and mental die@. Also highly educated
individuals are more likely to seek help and treatinwhen they face any psychological
complaint and this prevents them from deterioratamgl help individuals to cure. In
addition to that, elderly who are educated engagmgnitively stimulating activities, have
better economic circumstances, and engage monehysical activities.

The above mentioned finding is in agreement witbséh of other studies particularly
Sansur ( 1999) , Ja‘far( 2008) and Yousef (2008ho found that depression was
significantly more likely among the uneducated jvaa et al. (2008) found that higher

education was associated with better physical aedtah health (HRQol)., Abolfotouh et

al( 2001) found that Uneducated and unemployegestgowere 5 times and 1.7 times
more likely to have depression than those who wetecated and employed respectively,
Lobo (1995) found that psychiatric morbidity, spgeeilly depression, was associated with
lower educational levels. As well, the PCBS (20@sults showed that elderly people
with the lowest education become victims to abudegher rates than elderly people who

are more educated .

Although Imam ( 2010) found that illiterate womeavl better mental health on the
contrary (Ghubas, 2004) found that there was noifsignt correlation between the level
of education and the occurrence of mental disardetd age and Robinson ( 2004) found

that education and quality of life are not sigrafitly related.

5.3.5 Health:

There was astatisticaly significant correlation wesn participants according to the
presence of physical illness and GSI and qualityf@f The respondents who had physical

illness had higher psychological symptoms and loyuedity of life.
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Chronic diseases are characteristics of old agetaydare the prime cause of deterioration
of physical health. There is a close connectionvbeh physical and mental well-being.
Older people with physical illness had higher lsvelf mental illness, particularly
depression ( Neno et al , 2007 ). Chronic diseasesconditions that tend to stay with
individuals for a long period of time and ofterquée prolonged periods of treatment.
Such situations lead to incapacity and limit théejpendence among elderly individuals.
Consequences and impairments of chronic diseasesregative effect on autonomy of
the elderly and make them more dependent on timdyfasociety and health services.
This loss of autonomy could be one of the reasdndepression and anxiety among
elderly.

On the other hand, physical illness or disabilitypairs elderly ability to perform certain
activities in their life. They are unable to fiktain roles and there is a disruption in their
occupation. This disruption will lead to a disragptiin the sense of self. This can lead to a
diminishing sense of personal competence and dweell-being (Lee , 2009) . Also,
physical health is a factor that affects the pgrditon of elderly in social life and leisure
activities. Elderly who have good physical hedhb chronic disease) and few physical
limitations seem to participate more in leisurengieés, community organizations, social
life and reported better mental health and qualityife. Lima ( 2009) said that mental,
social, and emotional aspects among elderly peoplg be affected by Osteoporosis and
musculoskeletal diseases due to insecurity, fedialbhg, and consequently, decreased

mobility and increased social impairment.

Other factor that may explain the effect of phyksitaess on mental health of elderly is
medications; Some medications have side effectd,canse symptoms of depression or
make a pre-existing depression get worse. For lgldedividuals with multiple
prescriptions, the risk of medication-induced depi@n is particularly high.

http://helpguide.org/mental/depression_elderly.htm.

Also chronic disease among elderly does not oalyeha profound impact on patients, but
also on their spouses. Women may be more straaffggted by the health condition of
their spouse, in terms of psychological distrdssntmen (Hagedoorn, 2001) .
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The result of this study is in agreement with otsteidies. Lindeman et al. (2001), showed
that elderly with type 2 diabetes had significaritigher GDS scores than those without
diabetes. Abolfotouh et al (2001), found that thevalence of depression was
significantly higher among geriatric subjects wathie or more chronic medical conditions
than among those without any such conditions. Thdse rated their health as average or
poor had a 5 - 8 times increased risk of depressaspectively compared to those who

rated their health as good.

Several studies supported the positive correlatietween physical health and mental
health. For example, Beekman (1998), postulates dheonic physical illness is a risk
factor for anxiety among elderly ; Youssef (2005) found that a higher risk of depression
was also associated with poor physical health ;Lima et al ,( 2009 ) found that the higher

the number of diseases, the greater the negatiget @n the SB6 dimensions ; Sherina

et al (2005), found that chronic and functiodisiability were found to be significantly
associated with depression among the elderly relpus; Ormel et al (2007 ) found that
specific mood and anxiety disorders occurred aneddgrly persons with heart disease at
rates higher than those among persons without heart disease; Widar et al.( 2004) and
Canbaz et al ( 2002 ) found that the health of rope®ple with a chronic disease obtained

lower scores of quality of life

5.3.6 Source of money:

The results show that mental health was better gnioose who had pension than who
were still engaged in paid work. The two groups hegllar and steady income also they
are independent in securing their income and lessi®d about securing their needs; they
have more choices in the type of lifestyle they eajoy (this depends on the value of

pension or salary) .

Lowest psychological complaints among participamho receive pension may be
understood as the benefits of the removal of weatahds and work induced stress, also
they may spend more time with their families . M@t al( 2003) found that mental
functioning declined among those who continued ¢okwand improved among those who
had retired. On the other hand Sugisawa (1997)Iteeshowed that there was no

significant effect of retirement on mental health.
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Elderly who take their money from their childrenrefatives may suffer from economic
insecurity and they are always in stress and ywabout the financial stability of the
future. Being dependent on others to obtain thetome had a negative effect on the
feeling of dignity among elderly and had negatieasequences on their mental health and
quality of life. On the other hand, high proportiohPalestinian population are considered
poor, so many families can't save adequate foothiolg, or shelter for elderly people who
depend on them and this condition puts them in liglss. The rapid urbanization and
societal modernization has brought in a breakdaowiamily values and the framework of
family economic support makes elderly have low ecoic status. Persons with low socio-

economic status have poorer mental health (Molatiwed, 2009) .

Local studies showed that elderly face financigdleitation and economic abuse by their
children and relatives with rate of (5.8%) ( Dkaidek,2006; PCBC , 2006 ).

In regards to the respondents who take their jnémmen charities and institutions they
had the highest psychological symptom and thislresylained by the poor economic
and social support they received. Most of the sinthey don’t have children or relatives
who care about them and empower them with sochlemonomic support. Social support
Is a protecting factor that acts a buffer in psywdual crisis situations and strain. On the
other hand , this group, usually live under plbang conditions and irregular income.
Common mental disorders are most prevalent amoogethvith poor living condition
(Weich and Lewis 1998) .

In addition, personal economy had a strong aasoni with mental health symptoms.
Subjects with economic problems had a higher pemca of anxiety/depression than
subjects without economic problems (Molarius, 200&@hubas( 2004), found that
depression, anxiety and hypochondriasis were greatk insufficient income. Etemadi
and. Ahmadi ( 2009 ), found that, the most commarrries of the elderly were related to

economic status.

5.3.7 Work:
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There were statistical significant differences amoespondents in relation to work for the
global severity index (GSI) and quality of lifegsal domain; psychological domain and
physical domain. Respondents who continued to mgaged in paid work had lower
psychological symptoms or GSI and better qualityifefthan respondents who were not

engaged in paid work.

Elderly who work regularly or volunteer enjoy legttmental health and live longer,
because they maintained continued income and exgresed to stimulating environments
that increase cognitive activity ( Sheila et alp2Q. Elderly who work had greater access
to social, psychological, and material resourceschviplay a role in improving their
wellbeing. On the other hand, work helps olderladdevelop knowledge and skills that
boost their self-images and mental outlooks. Alseork helps older adults mitigate the

loss of the sense of purpose.

However, elderly who did not engage in any work madre psychological symptoms
because they are no longer able to view themsalvg@soductive, contributing members of
society. Also, they cannot avoid boredom from lthreg free time they have (Zedlewski
and Butrica, 2007; Charles, 2002) .

Activity theory, emphasizes that well-being ane Ifatisfaction is reflected in old age by
the extent to which the individual is able to rema&volved in the social context and

maintain work which makes elderly remain active.

This finding is reinforced by the finding of othkercal studies such as Sansour (1998),
who found that the mean depression scores werer [tavethose respondents who are

engaged in paid work where retired respondentdfargk who never engaged in paid work

scored highest mean score. In addition, PCBS, (20&ults showed that elderly people

outside the labor force have been subjected tkiradls of abuse at higher rates than those
taking part in the labor force. Alissly (2005), falithat elderly people outside the labor

force suffered from different types of problems mdinan those taking part in the labor

force and Tajvar et al (2008), suggested that ltherly people's economic status was the
most significant predictor of elderly HRQoL.

A number of crossectional studies (Aquino et al, 1996; Christ et al;2007; Gill et al, 2006;

Butterworth et al, 2006) reported an improvemerthamental health in people who work
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beyond retirement age. for instance, Molarius (8006und elderly who were not engaged
in work, had a higher level of anxiety/depressivantthe employed elderly. Also a number
of longitudinal studies (Lum and Lightfoot, 2005ubick and Wilson, 2003 ) measured the
effect of paid or voluntary work on depressionrssp and the result of these studies
reported significantly lower depression scores ardpor voluntary workers compared to
retirees. As well Hunter and Linn (1980) foundttlederly who are engaged in work had
significantly higher degree of life satisfactiotramger will to live, and fewer symptoms of
depression, anxiety, and somatization comparedtarlg who did not engage in any type

of work .

The finding of this study did not agree with otlstudies which showed the negative
aspects of work and that elderly prefer to relad apend time with family, friends, and
hobbies after long stressful years at the workkutla et al (2008) found that workers had
lower overall mental health scores than retireat @harles (2002) found that retirement

improves mental health.
5.3.8 Marital status:

Results indicated that there were statisticallgnigicant differences in psychological
symptoms, quality of life and its 4 domains in tigla to marital status. Participants who
were divorced and widowed were more dissatisfigtl their quality of life and had more

psychological symptoms than participants whowergigdor single respondents.

The elderly who were divorced or widows/ers who hast suppose, interpersonal
relationships and social activities, depended firadly most of the times on their children
and felt lonely. Losing a partner, either by divaror death, show social inactivity or
humiliating conditions of living while in marriedderly couple, the presence of a partner
gives a feeling of secure and social support, &eg exhibit better psychological health

and lower loneliness (Thomopoulou et al , 2010)

Loss of a spouse is generally considered to beobriee most serious threats to health,
well being, and productivity during the middle dater years. Studies in the United States

have also noted that the single most importantecatisocial disengagement( Lee, 2009 ).

Thomopoulou et al ( 2010) found that, Greek mdreklerly had better quality of life and

lower loneliness than divorced and widows. Ghubasal ( 2004) found that the
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prevalence of depression, anxiety and hypochorgiraagnptoms were higher among
single, separated, divorced or widowed when congprenarried ones .

Widar et al ( 2004) found that married participalngng at home were more likely to

experience poor mental and physical health thanaarned patients who live with a family.

Bennett ( 1998 ) found that men who had recentigome widowed showed declines in
mental health, morale and social functioning. Alsocshows that men reduce their
participation in social activities following beresament.

However, Lima et al ( 2009 ) , found that the owatf life scores differences between
elderly individuals with and without spouse werd smnificant. Hewitt et al ( 2006) |,

results showed a strong association between maitalis and health among elderly
women, where the divorced, widowed, and never marreport better health than the
married, which contradicts previous research aboatriage as a protective factor for

emotional conditions

5.3.9 Living arrangement:

A statistically significant difference was observathongst the three groups of living
arrangement for global severity Index, total qyadit life and its four domains. Respondents
who live with their family had the lowest mean rari@r GSI and higher score for quality of
life, respondents who live alone scored the seenadn ranks for GSI and quality of life.
On the other hand the respondents who live wighr thildren and family had higher mean

ranks than the other groups for GSI and lower scorguality of life.

Family is an important factor for older people taimain their autonomy and maintain
their health, it provides not only practical sugpout emotional support also, which may
be essential in helping the individuals cope wiikit changes and losses. Family contacts
were associated with giving meaning to life foreglg; also children provide important
opportunities for the development of intimate relaships. Living with family promotes
and supports the healthy behavior, and the supmycansumption of economic resources.

On other hand in the Arab society, especiallyuralr communities, children assume full
responsibility of their elderly parents whetheryttae living with them or in their own

homes. When the elderly live with their childreamilly they rely on them even if they
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have no strong need for their help and this mayhletn be completely dependent on their
children. So elderly who live in their own homegiwiheir supposes and children are more
independent than elderly who live with their chddrin one home. This support the
finding of this study, that the respondents wive within their own families had the
lowest psychological symptoms and highest quahtyfe than respondents who live alone
and the respondents who live with children family.

To the contrast , there is a belief that says elderly who live in their child family did
not have social support then their quality of ifeuld not be better than elderly who live
alone and may be worse. Loneliness can occurtim the presence and absence of social

contact . So the concept is in the quality of dosigport not in the living arrangement.

Tohome et al( 2010) postulated that of all thaotes living arrangements, living alone is
a controversial issue with respect to older aduBslitary living may signify financial and
psychological independence; while on the other hanmdight indicate social isolation and
social deprivation. However , living alone pron®tedependence, individualism and the
purchase of privacy among older adults specialiigafy had high income, this explains the
result of this study that indicates that elderlyowlive alone had lower psychological
symptom and better quality of life than who liveghwchildren family .

This result is in consistency with other local anternational studies, Youssef (2005)
results demonstrated that old people living aloeeevat a much higher risk of depression
although they are able to maintain independencedtition Lee (2009) found that the
elderly living with spouse are more active thanedll who live with their children's
family, but older adults uniformly felt a deep net keep in close touch with their
children. Thomopoulou et al ( 2010) found that éhgerly who live with their family are
able to adapt to their new reality more easilyntthose who live alone with health

problems, low income and dissatisfaction for thiéax

The elderly who live close to their family have sbsupport, exhibit better psychological
health and less feeling of loneliness. Widar et(2004) also found that health-related
quality of life for people with stroke can be impea by support from family members.,
patients said that family support was the most ngm influence on their quality of life.

Grewal et al. (2006), found that all of the swlbge who are interviewed spoke of how

important relationships and family were to them.

CCXv



To the contrary, Gee (2000) in her study of (€k& Canadian) indicated that living
arrangements are not a significant predictor & $#tisfaction or well-being for married
men and women. For widows, living arrangements rdete well-being but not life

satisfaction.

5.4 Recommendations

Depending on the study’s results, and taking imos@eration the importance of the

elderly in our society, t | recommends the follogin

Specific recommendations for decision makers in gevnment and private

institutions

1. The elderly should have the right to choose, whethecontinue , or retire from
their work, when they reach the age of sixty . Téme should not be the age of
retirement, because they could be given a chanbave a part time job, that fits
their health status. This procedure supports théirancial status , provides them

with an independent life and sustains their cadus role in society.

2. Provide special psychological assistance for therly, especially in rural areas
,where they can’t reach the services provided wwnt This can be done by
establishing a psychological clinic, which will bevisited by a specialized
psychologist, and a specialized counselor, at lzast a week.

3. entertainment clubs must be available for therbldm they can interact with the
local society.

4. Involve the media especially the radio and TV clesin presenting programs to
raise awareness of the elderly problems , concantshow to satisfy their needs
and solve their problems, besides offering progrdinag promotes the idea of

taking care of the elderly.
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5. Develop special programs with relevant authait@ diminish illiteracy among
the elderly, as illiteracy is so high among elderhd has negative consequences
on their mental health and quality of life .

6. Urging the Palestinian universities to develop aoaid courses related to elderly
care. Also, include geriatrics and aging issuesoime of the academic courses at
the universities, in addition to developing matsriabout the elderly (their role in
society, how to care about them, etc.) in partthe educational curriculum.

7. Allocate part of the governmental budget to suppbe elderly, through the
ministry of health’s budget to follow up the chronnealth conditions among
elderly. Besides assigning some budget to guarathe provision of the basic
needs of the elderly.

8. Clear policies are also needed in relation to hedihancing and insurance
coverage for elderly people.

9. Establishing specialized health care centers dsdar elderly care, and providing
them with free health insurance.

10. Establishing more advanced and specialized inistitsl to provide services to the
aged, through residential homes for those in needay care centers along with
home visits for the aged living in their own homes$iether alone or within family
members.

11.Improve the environmental conditions in the campd improve the services
provided by UNRWA .

Special recommendations to the local society anddtelderly relatives :

1. Support the social role of elderly people in pubife and take advantage of their
abilities, and energies in the developmental pmogtaThis can be done through
community service centers, and day care centepsograms, which allow the aged to
contribute or offer their experiences to the comityun

2. Spread the culture of voluntary work (in the domainelderly care) to reach the
elderly in their households, and to help their fieasi Volunteers can be recruited from
universities or youth centers whose members cay frpguent visits to the homes of
the elderly, and can recruits specialized psyabtatto follow up their conditions.
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3. Strengthen the role of the Palestinian familiesl imgrease their ability to take care of
their elderly , and support those families by hajpthem in taking care of those
elderly. Relatives, neighbors and friends who taleee of the elderly should
understand the elderly emotional and mental diffies. Teaching or additional
programs should be provided by community healthsaouial agencies .

4. Involve the elderly in the familydecisions and niottake over the role they used to
play as the head of their families

5. The elderly have to take their health problemsosesty and not to deal with them as
being a result of their advanced age, so they havget the appropriate needed
treatment. Also they have to make use of the sujpygomedical tools when they suffer

from disabilities such as wearing glasses whenw lla&e optical problems .

Special recommendations to the psychiatric counseky mental health specialists and
students of mental health:

1. Encourage mental health students, community he#tlithents and research centers to
study everything related to the elderly and comaeviip practical recommendations to

increase the mental health level and quality effidfr the elderly.

2. Periodic selection of psychological and social iajec people via home visits with
special emphasis on the more vulnerable groupd) ascwomen and uneducated
persons, whether they are single or living aldrtes could be performed by mental

health students.

3. Due to the high proportion of elderly people whffesufrom somatization symptoms,
and in the absence of local and Arabic researthis regard , the researcher
recommends that somatization must be studiedderstand the reasons of the high

percentage of somatization symptoms and the teagieal with it.
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4. Provide the psychiatric counselors who work wita giderly with ways and tools that
help the elderly to adapt with the changes in theés such as losing life partners ,

jobs and social roles.

5. Training programs should be developed for all staffgeriatric health care, with
special emphasis on psycho geriatrics. Moreoveaterpsychosocial support programs
for those working in the elderly care centers, Bain how to deal with them. The
focus in these programs would be on the psychadbgispects, rather than focusing on
the physical and health services only.

6. Mental health practitioner have to make sure thait physical complains of elderly is a
result of physical illness and not due to somatmatwhich is a psychological disorder

that needs special attention.
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Appendix 2

BSIs-53 items
The items comprising each of the 9 primary symptiomensions are as follows:

Somatization: ltems 2, 7, 23, 29, 30, 33, and 37
Obsession-Compulsion: Items 5, 15, 26, 27, 32,3&nd
Interpersonal Sensitivity: Items 20, 21, 22, and 42
Depression: Items 9, 16, 17, 18, 35, and 50
Anxiety: Items 1, 12, 19, 38, 45, and 49

Hostility: Iltems 6, 13, 40, 41, and 46

Phobic Anxiety: Items 8, 28, 31, 43, and 47
Paranoid Ideation: Items 4, 10, 24, 48, and 51

Psychoticism: Items 3, 14, 34, 44, and 53.
Items 11, 25, 39, and 52 do not factor into anthefdimensions, but are included because
they are clinically important. These items areunded when calculatingslobal Severity

Index (GSI)
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Appendix 3

QOL-BERF Items

Physical domain :Q3 ,Q4, Q10,Q15, Q16, Q17 , Q18
Psychological Domain Q5 , Q6 ,Q7 ,Q11 ,Q19 ,Q26

Social Domain Q20,021 , Q22

Enviromental Domain : Q8, Q9, Q12 ,Q13, Q14 , Q23 , Q24 ,Q25

General quality of life : Q1

General physical health Q2
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