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ABSTRACT

Older people are vulnerable to various diseases that have profound impact on overall health
and their quality of life and higher use of health services. Ageing is a period when person is
withdrawn from daily activities especially their work, and feel unwanted and burden to their
family. As a result, they suffer from different psycho-social problems such as depression,
anxiety, insomnia, dementia, and loneliness etc. These psychosocial problems can also have
an impact on physical health and disability. There is dearth of information in our country
regarding the psychosocial problems of elderly so there is need to address the issues based on
evidence. Hence, this study aimed to find out the psycho-social problems among elderly

people residing in Bharatpur, Chitwan

A cross-sectional study was adopted and 388 elderly residing in different wards of Bharatpur
Metropolitan city were selected using probability simple random sampling technique. Elderly
aged 65 years and above were included in the study. Data were collected using interview
schedule containing geriatric depression scale-15, Geriatric anxiety scale-10, University of
California Loss Angels Loneliness Scale (UCLA-20), and Mini-Cog Test. Obtained data
were analysed in SPSS version 20 for windows using descriptive and inferential statistics.
Chi-square test was applied to measure the association between psychosocial problems and

selected variables.

Findings of the study revealed that the mean age (x SD) of the elderly was 72.92 (£7.12)
years. Almost all (93.6%) elderly had full functioning of activity of daily living and two third
(66.5%) had other co-morbid conditions. More than two third (67.0%) of the elderly had
depression, 60.3% had anxiety, 53.6% had moderate to high level loneliness, 47.2% had
insomnia, and 33.3% had dementia. Age, functional dependency, sex, co-morbidity, financial
dependence, education, and occupation are significantly associated with the psychosocial

problems in the elderly.

In conclusion, psychosocial problems are common among elderly residing in Bharatpur,
Chitwan. Hence, there is need to develop and implement health care strategy by local health
care planner to prevent, treat and manage the psychosocial problems among this risk groups.
Further, health care providers working in geriatric problems or psychosocial health need to

conduct regular screening programs for the early diagnosis and treatment of these problems.
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CHAPTERI
INTRODUCTION
1.1 Background of the Study

The ageing population is increasing dramatically around the world, including in Nepal. In the last few decades,
the number of elderly people in the world has been consistently and proportionally increasing. In 2019, the
number of people aged 60 years and older was 1 billion and will increase to 1.4 billion by 2030 and 2.1 billion
by 2050.* The rate of growth of the elderly in developing countries is much higher than that of developed
countries’ including Nepal. According to the 2011 census of Nepal, there were 2.1 million elderly inhabitants,

which constitute 8.1 percent of the total population in the country.®

As people get older, there is increase in the number of risk factors and they face many problems such as
diminished mobility, persistent pain, age related fragility, or other health issues, and unpleasant life experiences
such as bereavement and financial dependency etc. These all may lead to isolation, loneliness, or emotional
distress.* They experience psychosocial problems such as stress, anxiety, depression, social isolation, poor
relationships, financial constraints, and a lack of social networks, which increase the risk of hypertension,
stroke, and cardiovascular disease among the elderly.>® Elderly people are at risk of developing chronic or
debilitating somatic or physical conditions such as cancer, diabetes, arthritis, cardiovascular and/or respiratory
diseases, and hearing loss, and all these conditions put the elderly at risk of loneliness and depression.”#

The prevalence of physical and psychological health problems is high among the elderly.*! Dementia and
depression are the most common disorders, which affect approximately 5% and 7% of the world’s older
population, respectively. Dementia is the seventh leading cause of death among all diseases and one of the
major causes of disability and dependency among older people globally.' Similarly, anxiety disorders affect
3.8% of the older population and around a quarter of deaths from self-harm.* In India, the overall prevalence of
psychosocial problems was 45.6% in which 34.8%, had psychosocial disorders followed by functional
impairment (12.4%), sad attitude towards life (13.4%), and low social adjustment (8.3%)."

Elderly people residing in Nepal are not far from psychosocial and physical health problems. The prevalence of
depressive and anxiety symptoms ranged from 4.4% (in community) to 53.2% (in hospital), and 21.7% to 32.3%

respectively.” Singh and colleges reported that 75.65% of senior citizens in geriatric homes had dementia
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symptoms.** Further, evidence™® showed that the severe psychosocial problems are higher in institutionalized

elderly compared to elderly living in a family.
1.2 Justification of the Study

Aging is one of the greatest social and economic challenges of the twenty-first century.'” Globally, increasing
levels of chronic illness and diminished wellbeing become major health challenges in the old.*® Research
evidences showed that older people suffer from different psycho-social problems such as depression, dementia,
agitation, anxiety, loneliness, social exclusion and burden to their family which have subsequent effects on their
physical health."®?®#* Common physical problems reported were hypertension, stroke, and cardiovascular

22,23

diseases > and higher levels of disability.”*

Nepal is experiencing a rapid increase in the number of elderly population. The traditional family support is
breaking down as family members are migrating out of country for the good opportunity, and the elderly people
are left at home. Psychosocial problems are common among the elderly but these conditions are usually under
diagnosed and undertreated due to their complex and multi factorial nature. In addition, there is a dearth of
information regarding these issues in our context. Hence, this study aimed to find out the psycho-social
problems among elderly people residing in Bharatpur, Chitwan which help to bridge the evidence gap for the

successful implementation of program for the elderly regarding the issues.

1.3 Research Question

What was the prevalence of psychosocial problems among elderly people residing in Bharatpur, Chitwan?
1.4 Research Objective
1.4.1 General Objective

The general objective of the study was to find out the psycho-social problems among elderly people residing in
Bharatpur, Chitwan
1.4.2 Specific Objectives
Specific objectives were:
e To find out the proportion of psychosocial problems among elderly people

e To measure the association between psychosocial problems and selected variables



1.5 Research Variables

1.5.1 Dependent Variable: Psychosocial problems (anxiety, depression, insomnia, dementia, and loneliness)
1.5.2 Independent Variables: Socio-demographic characteristics (age, sex, ethnicity, religion, educational
status, marital status, family type, occupation), income sources (pension, old age allowance), personal habit

(history of smoking and alcohol), history of co-morbidity, and activities of daily living (ADLS).
1.6 Operational Definitions

Psycho-social problems: It referred to emotional feelings or thoughts that an elderly people has reported at a
given point in time or over a given time period. It included anxiety, depression, insomnia, loneliness, and
dementia. It was measured using different tools such as Geriatric Anxiety Scale (GAS-10),”® Geriatric
Depression Scale (GDS),% Athens Insomnia Scale (AIS),?’ the revised UCLA Loneliness Scale? and Mini-Cog

Test ° respectively.

Depression: It referred to emotional feelings or thoughts that an individual experiences at a given point in
time or over a given time period i.e. over the past week. It was measured by using Geriatric Depression
Scale-15 (GDS-15) containing 15 items. Each item rated to 0 to 1 score. Total score were calculated and
further classified as: normal (0 to 4), mild depression (5-8); moderate depression (9-11) and severe
depression (12-15). It was further categorized into 2 categories for the further analysis depression absent
(0-4) and present (>4).

Anxiety: It referred to emotional feelings fear, dread, and uneasiness experienced by an elderly at a given
point in time or over a given time period i.e. during the past week, including today. It was measured by
Geriatric Anxiety Scale GAS-10)°, containing 10 items, ranged from 0 to 3 (0- Not at all, 1- Sometimes,
2- Most of the time and 3- All of the time). The total score was calculated and classified as: Minimal
anxiety (<6); Mild (7-9); Moderate (10-12); and Severe anxiety (>12). It was further classified into 2

categories for the analysis as no anxiety symptom (<6) and anxiety symptom (>6).

Insomnia: It referred to sleep difficulty among elderly people which was assessed in terms of sleep
induction, awakening during the night, final awakening earlier than desired, total sleep duration, overall
quality of sleep, sense of well-being during the day, functioning (physical and mental during the day),
sleepiness during the day by using Anthens Insomnia Scale (AlS).? Each item rated to 0 to 3. The status
of insomnia was assessed by calculating the score obtained from AIS scale and divided into 2 categories

as: Insomnia (>6) and Normal or Insomnia absent (<6).



Loneliness: It referred to subjective feelings of loneliness and isolation by elderly people which was
measured by Revised UCLA Loneliness Scale”® containing 20-items. Each item ranged from 1 (Never) to
4 (Often). The total score of loneliness was calculated and categorized as: Low (20-34), moderate (35-49),
moderately high (50-64) and high (65-80). Further analysis, 2 categories were formed as low (20-34) and
moderate to high (>35).

Dementia: It referred to cognitive impairment (impaired ability to remember, think, or make decisions)
which was measured by Mini-Cog Test in terms of ability to recall three words and draw a clock.”® The
recall test is graded on a scale of 0 to 3 and clock drawing test (CDT) scored O or 2. The total score

was calculated and classified as score of 0-2 dementia and score of 3-5 No dementia.

Elderly: It referred to those people who were 65 years of age or older and reside in Bharatpur municipality of

Chitwan district.

Activity of Daily Living: It referred to routine activities such as eating, bathing, dressing, toileting, transferring
and continence. It was measured by Katz Index of Independence in Activities of Daily Living,* containing 6
items. Each item rated as 0 to 1 score with possible score 6. Total score was calculated and further classified as
full functioning group (elderly who performed all routine activities were classified as full functioning group i.e.
6 score) and impaired group (those who were depended on caregivers/family members for any or all those tasks

were classified as impaired group i.e. <6 score).

Ethnicity: Ethnicity referred to the "state of belonging to a social group with regard to local cultural tradition
and classified into Dalit, Disadvantaged Janajatis, Relatively Advantaged Janajatis and Upper Caste. In this
study, Dalit ethnicity includes Kami (Bishwokarma), Disadvantaged Janajatis refers to those people, who
belonged to the ethnicities of Magar, Tamang, Rai, Limbu, and Tharu, Relatively Advantaged Janajatis included
to those people of the ethnicities of Newar, Thakali, and Gurung and Upper Caste included those people who

belonged to the ethnicities of Brahmin, Chhetri, and Thakuri.

Smoking status: Elderly were classified as never smoker (who had never smoked) ex-smoker (who ever
smoked any tobacco products in his or her lifetime but has not smoked in the last 28 days) and current smoker

(who smoked currently any tobacco products such as cigarettes, pipes or cigars).

Alcohol habit: Elderly were categorized as lifetime abstainer (never consumed alcohol in their lifetime), former
drinker (used to drink alcohol but have abstained for the last 12 months), current drinker (consumed alcohol at

least once during the last 12 months and who currently drink).



CHAPTER II
LITERATURE REVIEW

2.1 Introduction

This chapter deals with the review of related literature. Electronic sites such as PubMed, Google, Google
Scholar, and Research Gate have been searched to collect the latest related literature on psychosocial problems
among the elderly. The purpose of the literature review was to develop a thorough understanding and insight
into the previous research works that related to the present study, so it helps to gain deeper insight about the

subject matter and research methodology.

2.2 Literature Review

Psychosocial disorders are one of the major problems affecting the quality of life of the elderly. Over 20% of
adults over the age of 60 had mental and neurological impairments, accounting for 6.6% of all disabilities.* The
prevalence of mental illnesses was found to be significantly higher for people over the age of 75.3 Globally, the
most common psychosocial problems among older adults are dementia (5%) and depression (7%).* In China, the
prevalence of anxiety and depression was 32.74% and 37.34%, respectively.® In Ethiopia, a systematic review
and meta-analysis found that the overall prevalence of depression among older adults was 41.85%.% Similarly,
in Mysore India, anxiety and insomnia were detected in 3.4% of the elderly (males 2.4% and females 4.1%),

followed by somatic complaints 2.9%, social dysfunction 1.5% and severe depression 1.1%.%

Sisodia, Kumar and Kumar (2020) conducted a study on prevalence of various psychosocial problems of
geriatric population in urban area of district-Hapur, India reported that the overall psychosocial problems were
found in 45.6% of people. This includes 34.8% with psychosocial disorders, 12.4% with functional dependency,
13.4% with a depressed attitude toward life, and 8.3% with poor social adjustment. Further, study reported that
females had greater psychological issues than males, and significantly associated with functional dependency,
social adjustment, and attitude toward life.*? Similarly Boralingaiah et al. (2012) in India revealed that elderly

women in urban area had more psychological distress and somewhat higher functional impairment.*:

In context of Nepal, the overall prevalence of mental health problems among older adults was 60.91%.

Likewise, elderly people without land certificates had more than twice as many mental health issues as those
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who did. Elderly who did not participate in various social and religious organizations had twice as many mental
health problems as those who involved.®* The prevalence of depression varied from 25.5% to 60.6% in the
community, 53.2% to 57.1% in hospital settings, and 17.3% to 89.1% in aged-care facilities.’® A cross sectional
community survey in the Kavre district showed that the crude prevalence of geriatric depression was 56.0% and
the prevalence was higher among females than among males (59.2% vs. 52.2%), age above 75 years (66.9% vs.
51.3%) and among those from rural areas compared to those from urban areas (63.5% vs. 48.4%).% Moreover,
religion, a lack of physical activity, bodily pain, co-morbidities,** a BMI of less than 21.3, poor vision, and not

having somebody to talk to about personal issues were all shown to be significant predictors of depression.*

A systemic review on prevalence of mental disorders among older people in Nepal showed that the prevalence
of anxiety symptoms ranged between 21.7% and 32.3%."2 Poudel and Ojha (2019) conducted a study on level of
anxiety among the elderly adults at Western Regional Hospital, Pokhara, found an overall 68% had anxiety
where the highest 65.7% of elderly had moderate anxiety and 2.2% had high anxiety.*” Similarly, being female,
being unemployed, not engaging in physical activity, having physical pain, and co-morbidities,****3 having a
low level of education, having a BMI under 21.3, having poor dental health, not participating in social activities,
and having no one to talk to about personal issues were all significant predictors of anxiety. While utilizing help

and receiving subjective social support were important protective factors.*

Globally, dementia is the seventh leading cause of death and one of the major causes of disability and
dependency among the elderly.*® Dementia cases are expected to increase from 57.4 million in 2019 to 152.8
million by 2050. There were more women with dementia than men with dementia in 2019 (female-to-male ratio
of 1-69) and this trend will continue to 2050 (female-to-male ratio of 1-67). Likewise, there was geographical
variation across the countries and regions.* In Europe, the crude prevalence rates of dementia ranged from
5.9% to 9.4% among the elderly over the age of 65.° A study of Nepal also showed that prevalence of dementia
was 11.4%.*" Similarly, another study conducted among geriatric patients in outpatient department of Nepal
Medical College Teaching Hospital, Kathmandu showed 26.31% of patients had mild dementia, 45.26% had
moderate and 28.42% had severe dementia.* Old age, male gender, family history of dementia,*® illiteracy, lack

of physical activity and use of tobacco* are the risk factors for dementia.

The prevalence of loneliness among community-dwelling older adults differs between countries. According to
national surveys, 7.68-9.88% of older individuals (aged 70 years) felt lonely in Sweden®® 64% in Indonesia*®
and 11.6% of home-dwelling older persons (aged > 65 years) often felt lonely in Norway.*” Similarly, the
prevalence of loneliness in community-dwelling older adults in Nepal was high where 38.7% (moderate level of

loneliness) and 16.9% (severe level of loneliness).*® Being female, lived with family, had fewer children, had a



poor health status, a poor oral status, no hearing problems, and had depression,*® poor health status and more

chronic diseases,* had poor cognitive function,*®°

51, 46

were predictors of loneliness in older adults. In addition,
activities of daily living, cognitive functions, and depression were significantly associated with loneliness

among older adults.*®

Insomnia is another common sleep disorder among elderly. A study of Poland found that more than half of the
respondents (52.76%) had insomnia.>* In Nepal, a study conducted in Banepa municipality found the prevalence
of insomnia was 71.1% in the older population and advanced age, not working, financially dependent on others,
presence of co-morbid disease and taking regular medicine at present were factors associated with insomnia.>®
Chhantyal and Timalsina (2017) revealed 40.6% of the elderly had insomnia in community of Lalitpur.>*
Similarly, another study of Nepal showed insomnia was prevalent in 56.4% of older adults with night

awakenings as the most common symptom.*

2.3 Summary of Reviewed Literature

The prevalence of psychosocial problems rises with increasing age. Unemployment before retirement age,
lacking physical activity, having physical pain, co-morbidities, low education level, family history, no social
support, and no social participation are all risk factors for psychosocial problems. The occurrence of
psychosocial difficulties among the elderly has a negative impact on both physical and mental health, lowering
an individual's quality of life. Therefore, assessment of psychosocial problems is needed for raising community
awareness of mental health, encouraging social participation, and providing supportive counselling for
combating psychosocial problems among the elderly, which ultimately improves the quality of life among older
adults. Limited studies are conducted in Nepal and they address the anxiety, depression and dementia separately
and none of the studies included all psychosocial problems in detail. Hence, this study bridges the gap in the

literatures.



CHAPTER 111
RESEARCH METHODOLOGY

3.1 Research Design

A cross-sectional survey was carried out to find out about psychosocial problems among elderly people residing
in Chitwan. A cross-sectional study is a type of observational research that analyses data on variables collected
at one given point in time across a sample population. It measures the prevalence and is therefore suitable for
examining psychosocial problems among the elderly and is useful for planning health care services. Further,
outcomes and exposure data are assessed at the same time; hence, there was no sample mortality, and our

objectives were easily met.

3.2 Study Setting

This study was conducted in Chitwan district, which consists of seven municipalities. Out of which one is a
metropolitan city, five are urban municipalities, and one is a rural municipality. Bharatpur metropolitan city is
one of the fastest-growing cities in Nepal, consisting of 29 wards. People from different geographical areas
shifted here for different purposes, so we found a mixture of people from different districts and cultures. Hence,

this site was appropriate to assess the psychosocial problems among the elderly.

3.3 Study Population

Population of the study was 65 years and older people who were residing in Bharatpur Metropolitan City of
Chitwan, Nepal.

3.4 Inclusion and Exclusion Criteria

This study included those people who were 65 years of age or older, willing to participate in the study, able to
give consent and residing in Bharatpur, Chitwan. Those elderly people who were already diagnosed with mental

illness and/or were chronically ill and who were unable to communicate were excluded from the study.



3.5 Sample Size and Sampling Technique
3.5.1 Sample Size

A needed sample size was calculated considering a confidence level of 95%, an allowable error of 5%, and
45.6% prevalence of various psycho-social problems among the elderly (Sisodia et al., 2020). The following

formula was used to calculate the desired sample.

Sample Size (ng) = (2)*pq/e?
no=(1.96)%x(0.45) (0.55)/(0.05)>
ng =380.31=381

Where p is estimated prevalence rate=45.6%, d = 5% allowable error and z= confidence level standard value
1.96 at 5% level of significant, g=1-0.45=0.55

Now, there were total 4570 elderly people, where in ward no. 5 =938, ward no. 10=1707, ward no. 12=961 and
ward no. 27=964°°

For definite population, where total population (N) =4570

R

=

(1)
1+

Sample (n) =352

Considering 10% non-response error=35.2=<36

Total required sample=352+36=388

388 Sample was chosen proportionately from each Ward.
From Ward No 5=938/4570x388=79.6=80

From Ward No 10 = 1707/4570x388=144.9=145

From Ward No 12 =961/4570x388=81.5=81

From Ward No 27 = 964/4570x388=81.8=82

3.5.2 Sampling Technique

Two-stage sampling techniques were applied. Firstly, out of 29 wards in Bharatpur Metropolitan City, 4 wards
were selected randomly (ward no 5, 10, 12, and 27). Secondly, a list of the elderly residing in those selected



wards was obtained. Thirdly, the desired sample was selected proportionately using simple random sampling

techniques with random table method.

3.6 Research Instrument

For this study, structured interview schedule was used to collect socio-demographic information, behavior and
lifestyle characteristics (alcohol consumption, smoking habit) and health related information. Physical
measurement was done for height, weight, and blood pressure. Katz Index of Independence in Activities of Daily
Living®® was used to assess the participant’s ability to perform activities of daily living independently. The Index
ranks adequacy of performance in the six functions of bathing, dressing, toileting, transferring, continence, and
feeding. A score of 4 to 6 indicates full function, 2.1 to 4 indicate moderate impairment, and 2 or less indicates
severe functional impairment. For the assessment of psycho-social problems among elderly people five types of

tools were used.

Geriatric Depression Scale-15 (GDS-15)% was used to measure the depression among elderly. GDS-15 is a
valid and reliable screening tool for geriatric depression, the Cronbach alpha coefficient was0.920.>” The Short
Form GDS scale consist of 15 questions in which participants were asked to respond by answering yes or no in
reference to how they felt over the past week. Of the 15 items, 10 indicated the presence of depression when
answered positively, while the rest (question numbers 1, 5, 7, 11, 13) indicated depression when answered
negatively. Scores of 0-4 are considered normal, 5-8 indicate mild depression; 9-11 indicate moderate

depression; and 12-15 indicate severe depression.

Geriatric Anxiety Scale —10 Item versions (GAS-10) was used to measure the anxiety in elderly people. The
Geriatric Anxiety Scale is a self-report measure of anxiety that was designed to address unique issues associated
with anxiety assessment in older adults and GAS-10 had strong psychometric properties among older adults.?
GAS-10 is 10 items scale ranged from 0 to 3 (0- Not at all, 1- Sometimes, 2- Most of the time and 3- All of the

time). Items 1 through 10 were summed to provide a total score.

Revised UCLA Loneliness Scale % was used to measure the loneliness and social isolation among elderly. It
was highly reliable, both in terms of internal consistency (coefficient alpha = .96) and test-retest reliability (r =
.73). There were total 20-items including 10 positively worded and 10 negatively worded items designed to
measure one’s subjective feelings of loneliness as well as feelings of social isolation. Each item on a scale
ranged from 1 (never) to 4 (often).The range of potential scores was 20 to 80. Negative items scores were

reversed.

Anthens Insomnia Scale (AIS) % was used to find out the prevalence of insomnia. The Cronbach's alpha value

was 0. 90. It consisted of eight sleep factors such as sleep induction, awakening during the night, final

10



awakening earlier than desired, total sleep duration, overall quality of sleep, sense of well-being during the day,
functioning (physical and mental during the day) and sleepiness during the day. Each item was rated on a 0-3
scale. Total score was calculated and further classified into two groups as insomnia (6 or more than 6) and no

insomnia group (0 to 6).

Mini-Cog Test, a brief cognitive test *° was used to assess dementia which assesses the older person’s ability to
recall three words and draw a clock. The recall test was graded on a scale of 0 to 3 and Clock Drawing Test
(CDT) scored 0 or 2. A score of 0-2 indicated a positive dementia screen and score of 3-5 indicates a

negative dementia screening.

Content validity of the instruments was established by consulting subject expert and extensive review of the
literature. Anthropometric and laboratory measurement was taken using standard protocol. Standard tools were
used for the data collection. Pre-testing of the instrument was done among elderly of similar characteristics
residing in ward number 7 and they were excluded from the final study. Reliability of the instrument was tested
using data obtained from pre-test. Cronbach's alpha value >0.75 was considered as valid instrument for the final

study.
3.7 Data Collection Procedure

This study was carried out over six-month periods, where data were collected in two months period from 15"
March 2023 to 15" May 2023.After obtaining data collection permission, researchers with enumerators went to
selected wards. Selected participants were identified with the help of social workers/community health
volunteers. Objective of the study was explained to them and written informed consent was obtained from them.
Those participate who gave consent were recruited in the study. Information related to socio-demographic,
health related information and psychosocial problems were collected from the participants through face to face
interview method using Nepalese version instruments. Each interview was taken 40-45 minutes and interview

was done in separate room or corner of house with convenience of participants.
3.8 Data Management and Statistical Analysis

The collected filled forms were checked daily for completeness and accuracy. Some information was coded and
collected information from participants was entered into Epi data 3.1 and exported to IBM SPSS (Statistical
Package for Social Sciences) version 20 for window. The data were analyzed in terms of descriptive statistics
such as frequency percentage, mean, standard deviation for the categorical data. Inferential statistics i.e. Chi-
square test was applied to find out the association between psychosocial problems of elderly and selected

variables.



3.9 Ethical and Safety Issues

Ethical clearance was taken from Chitwan Medical College, Institutional Review Committee (CMC-IRC, Ref
no- CMC-IRC/079/080/095). Data collection permission was obtained from each ward office of 5, 7, 10 and 12,
Bharatpur Municipality. Written Informed consent was taken from each respondent prior to data collection.
There was no any type of physical and psychological harm to the participants during research. Dignity was
maintained by giving option to discontinue from the research study at any time without any penalty. Privacy was
maintained during data collection by interviewing them in room or corner of house. Confidentiality was

maintained by not disclosing the information to others and using code number instead of name of participants.
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CHAPTER IV

FINDINGS OF STUDY

This chapter deals with the analysis and interpretation of findings from the obtained data concerning
psychosocial problem among 388 elderly residing in Bharatpur, Chitwan. All the data obtained were analyzed in
terms of the objectives of the study. Findings are presented in tables and highlights of the table are described in
the text.

Table 1: Socio-demographic Characteristics of Elderly

n=388
Variables Number Percent
Age groups in years
Young old (65-74) 240 61.9
Middle old (75-84) 121 31.2
Old old (85 and above) 27 7.0
Mean £ SD=72.92 (+ 7.12) year = Min age:65 year Max age: 99 year
Sex
Male 204 52.6
Female 184 47.4
Caste
Upper caste (Brahmin & Chhetri) 309 79.6
Relatively advantaged Janajati 40 10.3
Disadvantaged Janajati 37 9.5
Dalit 2 0.5
Religion
Hindu 358 92.3
Christian 2 0.5
Buddhist 18 4.6
Kirat 10 2.6
Family type
Nuclear 72 18.6
Joint 316 81.4
Marital status
Married and living with spouse 285 735
Single (widow, widower) 103 26.5
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Majority of the elderly were young old (61.9%), male (52.6%), and belonged to upper caste (79.6%), followed
Hindu religion (92.3%), lived in joint family (81.4%), and married and living with spouse (73.5%) (Table 1).

Table 2: Education, Occupation and Sources of Income of Elderly

n=388
Variables Number Percent
Educational status
Iliterate 187 48.2
Literate 201 51.8
Occupation
Farmer 174 44.8
Homemaker 98 25.3
Service 72 18.6
Business 31 8.0
Others (Labour, daily wages) 13 8
Currently working
No 106 27.7
Yes 282 72.7
Received pension
No 329 84.8
Yes 59 15.2
Received old aged allowance
No 173 44.6
Yes 215 55.4

In table 2, more than half (51.8%) of the elderly were literate, more than two third were farmer and home maker

(70.1%) and 72.7% were involved in the work currently. Few elderly had pension (15.2%) whereas 55.4%

received old aged allowance.
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Table 3: Health Problems and Personal Habit of Elderly

n=388
Variables Number Percent
Presence of co-morbidity
No 130 335
Yes 258 66.5
Type of co-morbidity**
DM 87 22.4
HTN 157 40.5
COPD 44 11.3
Joint pain 42 10.8
Heart problem 40 10.3
Others (Hyper-lipidemia, CKD) 29 7.5
Smoking habit
Never smoker 210 54.1
Ex-smoker 130 33.5
Current smoker 48 124
Alcohol habit
Abstainer 353 91.0
Former drinker 26 6.7
Current drinker 9 2.3
Activity of Daily Living (ADLYS)
Impaired 25 6.4
Full functioning 363 93.6

Two third (66.5%) of the elderly had other co-morbid conditions and most common conditions were HTN
(40.5%) followed by DM (22.4%). Few elderly were current smoker (12.4%) and current drinker (2.3%).
Almost all (93.6%) elderly had full functioning activity of daily living (Table 3).
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Table 4: Psychosocial Problems among Elderly

n=388
Psychosocial Problems Number Percent
Depression
Normal (0-4) 128 33.0
Mild (5-8) 148 38.1
Moderate (9-11) 65 16.8
Severe (12-15) 47 12.1
Insomnia
Normal (<6) 205 52.8
Insomnia (>6) 183 47.2
Loneliness
Low (20-34) 95 24.5
Moderate (35-49) 212 54.6
Moderately high (50-64) 75 19.3
High (65-80) 6 1.5
Dementia
No dementia (3-5) 258 66.5
Dementia (0-2) 130 33.5
Anxiety
Minimal (<6) 154 39.7
Mild (7-9) 68 17.5
Moderate (10-12) 52 13.4
Severe (>12) 114 29.4

Table 4 shows that out of 388 respondents,12.1% of elderly people had severe depression, less than half (47.2%)
had insomnia, 1.5% had felt severe loneliness whereas more than half (54.6%) of elderly people felt moderate

level of loneliness. Likewise, 33.5% of elderly had dementia and 29.4% of elderly had severe anxiety.
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Table 5: Association between Depression with Selected Variablesof Elderly

n=388

: Depression Status 12 p value
Variables Absent Present
Age groups in years
Young old (65-74) 80 (33.3) 160 (66.7) 0.666 0.717
Middle old (75-84) 41 (33.9) 80 (66.1)
Old old (85 and above) 7 (25.9) 20 (74.1)
Sex
Male 76 (37.3) 128 (62.7) 3.540 0.060
Female 52 (28.3) 132 (71.7)
Marital status
Married and living with spouse 102 (35.8) 183 (64.2)
Single (widow and widower) 26 (25.2) 77 (74.8) 3.807 0.051
Family type
Nuclear 23 (31.9) 49 (68.1) 0.044 0.834
Joint 105 (33.2) 211 (66.6)
Education status
Iliterate 50 (26.7) 137 (73.3) 6.382 0.012
Literate 78 (38.8) 123 (61.2)
Previous occupation
Farmer 58 (33.3) 116 (66.7) 10.495 0.033
Homemaker 24 (24.5) 74 (75.5)
Service 33 (45.8) 39 (54.2)
Business 11 (35.5) 20 (64.5)
Others (Labour, daily wages) 2 (15.4) 11 (84.6)
Receive pension
No 98 (29.8) 231 (70.2) 10.037 0.002
Yes 30 (50.8) 29 (49.2)
Receive old age allowance
No 62 (35.8) 111 (64.2) 1.146 0.284
Yes 66 (30.7) 149 (69.3)
Presence of co-morbidity
No 50 (38.5) 80 (61.5) 2.648 0.104
Yes 78 (30.2) 180 (69.8)
Activity of daily living
Impaired (<6) 5 (20.0) 20 (80.0) 2.040 0.153
Full functioning (6) 123 (33.9) 240 (66.1)
Smoking status
Never smoker 74 (35.2) 136 (64.8) 2.572 0.276
Past smoker 36 (27.7) 94 (72.3)
Current smoker 18 (37.5) 30 (62.5)
Alcohol Drinker
Abstainer 117 (33.1) 236 (66.9) 0.540 0.763
Former drinker 2(22.2) 7(77.8)
Current drinker 9 (34.6) 17 (65.4)
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Educational status, occupation and receive pension were significantly associated with the presence of depression

among elderly (Table 5).

Table 6: Association between Anxiety and Selected Variables of Elderly

n=388
. Anxiety Status %2 p value

Variable Absent Present
Age groups in years
Young old (65-74) 90 (37.5) 150 (62.5) 1.793 0.408
Middle old (75-84) 54 (44.6) 67 (55.4)
Old old (85 and above) 10 (37.0) 17 (63.0)
Sex
Male 83 (40.7) 121 (59.3) 0.178 0.673
Female 71 (38.6) 113 (61.4)
Marital status
Single (widow and widower) 37 (35.9) 66 (64.1) 0.832 0.362
Married and living with spouse 117 (41.1) 168 (58.9)
Family type
Nuclear 28 (38.9) 44 (61.1) 0.024 0.878
Joint 126 (39.9) 190 (60.1)
Education status
Illiterate 65 (34.8) 122 (65.2) 3.667 0.055
Literate 89 (44.3) 112 (55.7)
Previous occupation
Farmer 69 (39.7) 105 (60.3) 8.047 0.090
Homemaker 31 (31.6) 67 (68/4)
Service 38 (52.8) 34 (47.2)
Business 11 (35.5) 20 (64.5)
Others (Labour, daily wages) 5(38.5) 8 (61.5)
Receive pension
No 125 (38.0) 204 (62.0) 2.602 0.107
Yes 29 (49.2) 30 (50.8)
Receive old age allowance
No 71 (41.0) 102 (59.0) 0.238 0.626
Yes 83 (38.6) 132 (61.4)
Presence of co-morbidity
No 54 (41.5) 76 (58.5) 0.279 0.597
Yes 100 (38.8) 158(61.2)
Activity of daily living
Impaired (<6) 8 (32.0) 17 (68.0) 0.660 0.416
Full functioning (6) 146 (40.2) 217 (59.8)
Smoking status
Never smoker 83 (39,5) 127 (60.5) 0.415 0.813
Past smoker 50 (38.5) 80 (61.5)
Current smoker 21 (43.8) 27 (56.2)
Alcohol Drinker
Abstainer 139 (39.4) 214 (60.6) 0.617 0.735
Former drinker 3(33.3) 6 (66.7)
Current drinker 12 (46.2) 14 (53.8)

Table 6 shows that none of variables were significantly associated with the presence of anxiety among elderly.
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Table 7: Association between Insomnia and Selected Variablesof Elderly

n=388
. Insomnia Status 12 p value

Variable Absent Present
Age groups in years
Young old (65-74) 129 (53.8) 111 (46.2) 2.927 0.231
Middle old (75-84) 66 (54.5) 55 (45.5)
Old old (85 and above) 10 (37.0) 17 (63.0)
Sex
Male 107 (52.5) 97 (47.5) 0.025 0.873
Female 98 (53.3) 86 (46.7)
Marital status
Single (widow and widower) 49 (47.6) 54 (52.4) 1.558 0.212
Married and living with spouse 156 (54.7) 129 (45.3)
Family type
Nuclear 43 (59.7) 29 (40.3) 1.683 0.195
Joint 162 (51.3) 154 (48.7)
Education status
Iliterate 104 (55.6) 83 (44.4) 1.119 0.290
Literate 101 (50.2) 100 (49.8)
Previous occupation
Farmer 96 (55.2) 78 (44.8) 4.470 0.346
Homemaker 43 (43.9) 55 (56.1)
Service 41 (56.9) 31 (43.1)
Business 17 (54.8) 14 (45.2)
Others (Labour, daily wages) 8 (61.5) 5 (38.5)
Receive pension
No 171 (52.0) 158 (48.0) 0.641 0.423
Yes 34 (57.6) 25 (42.4)
Receive old age allowance
No 96 (55.5) 77 (44.5) 0.884 0.347
Yes 109 (50.7) 106 (49.3)
Presence of co-morbidity
No 82 (63.1) 48 (36.9) 8.229 0.004
Yes 123 (47.7) 135 (52.3)
Activity of daily living
Impaired (<6) 4 (16.0) 21 (84.0) 14.549 <0.001
Full functioning (6) 201 (55.4) 162 (44.6)
Smoking status
Never smoker 109 (51.9) 101 (48.1) 1.113 0.573
Past smoker 73 (56.2) 57 (43.8)
Current smoker 23 (47.9) 25 (52.1)
Alcohol Drinker
Abstainer 185 (52.4) 168 (47.6) 1.070 0.586
Former drinker 4 (44.4) 5 (55.6)
Current drinker 16 (61.5) 10 (38.5)
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Presence of co-morbidity and activity of daily living were significantly associated with the insomnia among

elderly (Table 7).

Table 8: Association between Dementia and Selected Variables of Elderly

n=388
. Dementia Status %2 p value

Variable No dementia Dementia
Age groups in years
Young old (65-74) 170 (70.8) 70 (29.2) 6.174 0.046
Middle old (75-84) 74 (61.2) 47 (38.8)
Old old (85 and above) 14 (15.9) 13 (48.1)
Sex
Male 155 (76.0) 49 (24.0) 17.373 <0.001
Female 103 (56.0) 81 (44.0)
Marital status
Single (widow and widower) 57 (55.3) 46 (44.7) 7.832 0.005
Married and living with spouse 201 (70.5) 84 (29.5)
Family type
Nuclear 54 (75.0) 18 (25.0) 2.870 0.090
Joint 204 (64.6) 112 (35.4)
Education status
Iliterate 97 (51.9) 90 (48.1) 34.647 <0.001
Literate 161 (80.1) 40 (19.9)
Previous occupation
Farmer 102 (58.6) 72 (41.4) 27.673 <0.001
Homemaker 58 (59.2) 40 (40.8)
Service 62 (86.1) 10 (13.9)
Business 28 (90.3) 3(9.7)
Others (Labour, daily wages) 8 (61.5) 5 (38.5)
Receive pension
No 208 (63.2) 121 (36.8) 10.403 0.001
Yes 50 (84.7) 9 (15.3)
Receive old age allowance
No 129 (74.6) 129 (60.0) 9.130 0.003
Yes 44 (25.4) 86 (40.0)
Presence of co-morbidity
No 85 (65.4) 45 (34.6) 0.108 0.742
Yes 173 (67.1) 85 (32.9)
Activity of daily living
Impaired (<6) 11 (44.0) 14 (56.0) 6.069 0.014
Full functioning (6) 247 (68.0) 116 (32.0)
Smoking status
Never smoker 147 (70.0) 63 (30.0) 2.636 0.268
Past smoker 82 (63.1) 48 (36.9)
Current smoker 29 (60.4) 19 (39.6)
Alcohol Drinker
Abstainer 234 (66.3) 119 (33.7) 0.095 0.953
Former drinker 6 (66.7) 3(33.3)
Current drinker 18 (69.2) 8 (30.8)
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Age, sex, marital status, educational status, occupation, receive pension, receive old age allowance and activity

of daily living were significantly associated with the presence of dementia among elderly (Table 8).

Table 9: Association between Loneliness and Selected Variables of Elderly

n=388
. Loneliness Status %2 p value

Variable Low Moderate to high
Age groups in years
Young old (65-74) 65 (27.1) 175 (72.9) 2.830 0.243
Middle old (75-84) 26 (21.5) 95 (78.5)
Old old (85 and above) 4 (14.8) 23 (85.2)
Sex
Male 53 (26.0) 151 (74.0) 0.521 0.471
Female 42 (22.8) 142 (77.2)
Marital status
Single (widow and widower) 18 (17.5) 85 (82.5) 3.726 0.054
Married and living with spouse 77 (27.0) 208 (73.0)
Family type
Nuclear 21 (29.2) 51 (70.8) 1.048 0.306
Joint 74 (23.4) 242 (76.6)
Education status
Iliterate 36 (19.3) 151 (80.7) 5.347 0.021
Literate 59 (29.4) 142 (70.6)
Previous occupation
Farmer 39 (22.4) 135 (77.6) 5.724 0.221
Homemaker 23 (23.5) 75 (76.5)
Service 25 (34.5) 47 (65.3)
Business 5(16.1) 26 (83.9)
Others (Labour, daily wages) 3(23.1) 10 (76.9)
Receive pension
No 76 (23.1) 253 (76.9) 2.242 0.134
Yes 19 (32,2) 40 (67.8)
Receive old age allowance
No 47 (27.2) 126 (72.8) 1.216 0.270
Yes 48 (22.3) 167 (77.7)
Presence of co-morbidity
No 29 (22.3) 101 (77.7) 0.501 0.479
Yes 66 (25.6) 192 (74.4)
Activity of daily living
Impaired (<6) 6 (24.0) 19 (76.0) 0.003 0.954
Full functioning (6) 89 (24.5) 274 (75.5)
Smoking status
Never smoker 56 (26.7) 154 (73.3) 2.156 0.340
Past smoker 31 (23.8) 99 (76.2)
Current smoker 8 (16.7) 40 (83.3)
Alcohol Drinker
Abstainer 89 (25.2) 264 (74.8) 1.360 0.507
Former drinker 1(11.1) 8 (88.9)
Current drinker 5(19.2) 21 (80.8)

Table 9 shows that education status was significantly associated with the loneliness among elderly.
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CHAPTER YV

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

This chapter deals with the discussion of findings followed by conclusion, limitations, implications and
recommendations of the study. Findings are discussed in comparison with published studies. Conclusions and

recommendations were drawn based on the findings of study.
5.1 DISCUSSION

This study aimed to explore the psychosocial problems among the elderly in a community setting. A descriptive
cross-sectional design was adopted and the study populations consisted of 388 elderly people residing in
Bharatpur Metropolitan City, Chitwan.

In this study, prevalence of depression was 66.8% among older adults where 38.1%, 16.8% and 12.1% were
mild, moderate and severe depression respectively. This finding is closely approximates to the previous studies
conducted in Nepal, which reported that 53.1% and 55.8% older adults were experienced depression in the
community of Kavre district and Morang district respectively.**® Similarly, systematic review reported 25.5%
to 60.6% prevalence of depression in the elderly in the community setting of Nepal.*® Our finding is higher than
the studies in China,® Ethiopia,® Sri Lanka,” and Pakistan® which showed 37.34%, 41.85%, 27.8%, 40.6%
depression respectively. It indicates that elderly depression is still high among older adults in our context than

the global mean. This variation might be due to depression measurement tool variation and study population.

Our study revealed that 60.3% of older adults experienced anxiety symptoms where 17.5% mild, 13.4%
moderate and 29.4% severe anxiety. This finding is higher than the studies conducted in Nepal, > Germany, ®
Turkey,®? China,** and Myanmar,*® which revealed 13.9%, 17.1%, 32.74%, and 39.4% of anxiety respectively.
Similarly, a systematic review and meta-analysis showed that the anxiety ranged from 0.2% to 32.2% among
older adults in low and middle income nations in Africa, Asia, and South America.®® Another review found that
the prevalence of anxiety disorders in late life ranged from 3.2% to 14.2% in Western countries.®* These
variations in anxiety prevalence may be attributable to various studied populations, study methodologies and
attributed to different time frame.

Insomnia is one of the most frequent sleep disorders among elderly. Nearly half (47.2%) of elderly of this study
had insomnia. This finding is consistent with the result of the reviewed article of Patel et al. (2018) which

reported 30 to 48% of prevalence of insomnia among of elderly.®® However, our finding is lower than the
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studies conducted in Nepal,>*® India® and Egypt®® and higher than the study done in Taiwan.®® These
differences might be due to lack of consistency in the concept of insomnia and variation in measurement of tool.
Furthermore, the observed variation in prevalence could be attributed to a variety of factors such as interviewing
methodologies, lifestyle, physical activities, and food; however, the current study did not account for those

aspects.

Our study found the prevalence of dementia among 33.5% older adults. This finding is comparable with a study
conducted in Indonesia, which showed dementia among 39.42% elderly people in rural areas and 29.15% in
suburban areas.”® Similarly, 36.6% of Iranians had dementia to some extent. However, lower prevalence of
dementia was reported in other studies done in Nepal *+"®"*"2 and Jordan.** Another meta-analysis reported that
a substantial percentage of dementia were undiagnosed; more than 60% of those with dementia are not detected
in the general population.™

Loneliness frequency among community-dwelling older people varies by country to country due to their nature
of family structure and support system. Our study showed that the 75.5% older adult experienced moderate to
high level of loneliness (moderate-54.6%, moderate tohigh-19.3% and high-1.5).The finding is quite similar to
study conducted in Nepal which revealed 38.7% and 16.9% of elderly experienced moderate to severe level of
loneliness.*® Almost similar finding is also reported in the study done in Indonesia which showed 64%
prevalence of loneliness among elderly.*® However, studies reported lower prevalence of loneliness among

" and China.”* The difference in findings might be due to breakdown of

elderly in Sweden,® Norway *
conventional family structures, insufficient social welfare, and a lack of mental health care which may

contribute to loneliness among elderly.

Regarding associated factors of psychosocial problems, present study found that education, occupation and
pension were all significantly associated with depression among elderly. Being illiterate is more prone to have
depression than literate elderly people. This evidence agreed with the evidence of Thailand, ”° Ethiopia,” and
Ezypt.”” Similarly, low income generating occupation and not receiving pension (financial dependent) are the
associated risk factors for depression among elderly of this study. This is similar to study done in Ethiopia
which found that low income older adults were nearly 2 times more likely to have depression as compared to

high income older adults.”® Likewise, other studies in Asia (Myanmar) *®, North India,”® and Portugal *°

reported
similar result. Low-income elderly persons had a more difficult time accessing health services and care, which

may have been linked to higher levels of depression.”

Insomnia has been linked to a number of chronic disorders, including coronary artery disease, chronic
obstructive pulmonary disease, and brain hemorrhage.®*® In our study, co-morbidity and activity of daily living

were significantly associated with the insomnia of elderly. The older adult who had co-morbid diseases has
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higher chance for insomnia compared to elderly without co morbidity. This finding is agreed with other studies
done in Northern Taiwan®® and Nepal.> It has also been noted that medications have a deleterious effect on

sleep among the elderly.

5.2 Conclusions

Based on the findings, it is concluded that psychosocial problems such as anxiety, depression, loneliness,
insomnia and dementia are common among the elderly. Among them, higher proportions of elderly suffer from
depression, loneliness and anxiety. Age, functional dependency, sex, co-morbidity, financial dependence,
education, and occupation are risk factors for psychosocial issues in the elderly. Therefore, local health care
provider must organize and carry out routine screening, counselling, and awareness programs for the elderly in
the community. Further, there is need to develop and implement health care strategy by local health care planner

to prevent, treat and manage the psychosocial problems among this risk groups.

5.3 Implications

The finding of this study would be used as supporting document for better planning and delivering services to
the elderly people for the prevention, early diagnosis and treatment of psychosocial problems which is important
in reduction of the burden of psychosocial problems in elderly. Further, findings would be helpful to local health
care planner and policy makers for planning and implementation of preventive and curative strategies on

psychosocial problems for elderly people.
3.4 Limitations

This is a cross-sectional study, it cannot definitively any causal pathway; it can only determine the links
between psychosocial problems and the associated factors. All the psychosocial assessment tools were self -
reported tool and some of the reports were from the past, which is subject to recall bias. This study is conducted
in community dwelling older adults' psychosocial problems, so results cannot be generalized to other setting

such as hospital.
5.5 Recommendations

Psychosocial problems such as depression, anxiety, dementia, insomnia and loneliness are very common among
elderly people. Hence, regular screening, counselling and awareness programs are needed to promote their

health and wellbeing of elderly adult.

Similar study need to be conducted in a large scale to make the generalizations of the findings.
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Appendix A

Participants Information Sheet

Namaskar,

We are working in Chitwan Medical College, Bharatpur, Chitwan. The purpose of this study is to find out to
find out the psycho-social problems among elderly people residing in Bharatpur, Chitwan. For this, we selected
people who were 65years and above and residing in Bharatpur- Chitwan. We would like to give you some
information of this study and we humbly request you to participate in this study. If in any place you find it

difficult to understand, please stop us so that we can explain in detail.

Title: Psycho-Social Problems among Elderly Residing in Chitwan.

Purpose of the Study: Find out the psycho-social problems among elderly people residing in Bharatpur,

Chitwan.

Methods: Researchers will ask few questions related to your socio-demographic and disease related information
as well as lifestyle factors. Further, they will ask your psychosocial problems. After that they will request you to

word registration, word recall and to draw clock to measure your cognitive impairment.

Expected duration of the participation and frequency of contact: Researcher will ask your information for
40-45 minutes through structured interview schedule in separate room or corner of house with your convenience

in one point of time.

Benefits: You are selected as a potential participant for this particular study. There will not be direct benefit for
you but the information obtained will be helpful to health care provider to plan regular screening, counseling
and awareness program for the elderly in the community. Therefore, we would like to request you to take active

participation in the study and provide the accurate and reliable information.

Risk: There will not be any risk to you during and after participation. If any problem arises, you will refer for

the immediate management.

Payment: Your participation in this study is voluntarily and you have the full right to withdraw from this study

at any time, without any penalty.

Use of Data: All the information provided by you will be kept confidential and use only for this study purpose.

Privacy will be maintained by conducting an interview separately in corner /room.
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Contact Details: If you need further information, please feel free to express your feeling and you can contact
Sunita Poudyal (Principal Investigator), Associate Professor of Chitwan Medical College, Bharatpur on
9845199152 if necessary. The researchers will be obliged to the each respondent for giving your valuable time

and information for this study.

This study is funded by NHRC Provincial Research Grant 2079/2080.

Contact detail
Nepal Health Research Council, Ramshah Path, Kathmandu
Tel no: 977-4254220

Thank You Very Much!!!!

Informed Consent
Title of this Study: Psycho-Social Problems among Elderly Residing in Chitwan

Background and Purpose: Find out the psycho-social problems among elderly people residing in Bharatpur,

Chitwan.

The general nature of this study entitled “find out the psycho-social problems among elderly people residing in
Bharatpur, Chitwan™ conducted by Assoc. Prof. Sunita Poudyal and team has been well explained to me. I
understand that my responses will be confidential and there is no any potential risks resulting from my
participation in this study. I know that I may refuse to answer any question asked and that I may discontinue

participation at any time. | have also been informed that | need not have to pay in this study participation.

I confirm that the purpose of the research, the study procedures, the possible risks and discomforts as well as

benefits is well explained to me and | agree to participate in the study.

Signature Date
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Appendix B
Interview Schedule on Psycho-social Problems among Elderly People

Direction for Interviewer: This interview schedule has three major parts. Part | is related to socio-demographic
information. Part 1l consisted of Katz Index to assess functional status of the participant. Part Il consists of
psychosocial problems of respondents. There is only one appropriate response which needs to be ticked (V) in

the provided box.

Part 1: Socio-demographic Information

1.AgE o, (in years)

2. Sex: [ Male 3 Female

3. Residence: ..........cooeviiiiiinin.

4. Ethnicity:......ccooviiiiiiiinnn.. 5. Religion:................

6. Marital Status: [JMarried [CJUnmarried [ Widow 1 widower
7. Type of Family: [J Nuclear [ Joint

o

. Currently living with: O Single [jFamily []Others...........
9. Educational Status: 3 Illiterate [ Literate
If Literate,
Coust read and write
[ Basic level
[JSecondary level
[CJBachelor and above
10. Occupation Previous Current Remarks
CO Farming
[ Home Maker e e
0 Service
CO Business
[ Labour/daily Wages — .....ooiviiiiiiiiii e
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11. Economic Status:
C Not enough to eat for one year
[ Just enough to eat for one year
3 surplus for future

12. Do you receive a pension?

[ Yes [ No
13. Do you receive an old age allowance?
CJYes ] No
14. Do you have any other health problems?
CJYes ] No
14.1 If yes, which of the following conditions do you have?
S. N. | Types of Diseases Yes No
1. | High blood pressure
2. | High cholesterol level
3. | Heart disease
4. | Asthma
5. | Others (ifspecify)

15. Who takes care of you when you are Sick?..........cccceeviieniinciienieeieenieeieesie e

16. Do you currently smoke any tobacco products such as cigarettes, pipes or cigars?

CJYes ] No
17. Do you currently smoke tobacco products daily?
[ Yes [ No
18. In the past, did you ever smoke any tobacco products?
CJYes ] No
19. In the past, did you ever smoke daily?
[ Yes [ No

20. Alcohol status:
[ Current drinker (last 30 days)
[] Drank alcohol in last 12 months, not current (within 12 months)

[ Abstainer (have not consumed alcohol in the last 12 months)

I Never drink
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Part 2: Katz Index of Independence in Activities of Daily Living

Activities
Points (1 or 0)

Independence (1 Point)
NO supervision, direction or personal
assistance.

Dependence (0 Points)
WITH supervision, direction,
personal assistance or total care.

without help.

BATHING (1 POINT) Bathes self completely or (0 POINTS) Need help with
Points: needs help in bathing only a single part | bathing more than one part of the
of the body such as the back, genital body, getting in or out of the tub or
area or disabled extremity shower. Requires total bathing.
DRESSING (1 POINT) Get clothes from closets (0 POINTS) Needs help with
Points: and drawers and puts on clothes and dressing self or needs to be
outer garments complete with fasteners. | completely dressed
May have help tying shoes.
TOILETING (1 POINT) Goes to toilet, getsonand | (0 POINTS) Needs help
Points: off, arranges clothes, cleans genital area | transferring to the toilet, cleaning

self or uses bedpan or commode

TRANSFERRING
Points:

(1 POINT) Moves in and out of bed or
chair unassisted. Mechanical transfer
aids are acceptable.

(0 POINTS) Needs help in moving
from bed to chair or requires a
complete transfer.

food may be done by another person.

CONTINENCE (1 POINT) Exercises complete self (0 POINTY) Is partially or totally
Points: : control over urination and defecation. incontinent of bowel or bladder
FEEDING (1 POINT) Gets food from plate into (0 POINTS) Needs partial or total
Points: mouth without help. Preparation of help with feeding or requires

parenteral feeding.

TOTAL POINTS:

SCORING:

Part 3: Psychosocial Problems
A. Geriatric Depression Scale - Short Form (GDS-15)

Instructions: Choose the best answer for how elderly felt over the past week.

No. Questions Answer
1. Are you basically satisfied with your life? Yes No
2 Have you dropped many of your activities and interests? Yes | No
3 Do you feel that your life is empty? Yes | No
4. Do you often get bored? Yes | No
5. Are you in good spirits most of the time? Yes No
6 Are you afraid that something bad is going to happen to you? Yes | No
7 Do you feel happy most of the time? Yes No
8. Do you often feel helpless? Yes No
0. Do you prefer to stay at home, rather than going out and doing new things? | Yes No
10. Do you feel you have more problems with memory than most? Yes | No
11. Do you think it is wonderful to be alive? Yes No
12. Do you feel pretty worthless the way you are now? Yes | No
13. Do you feel full of energy? Yes No
14. Do you feel that your situation is hopeless? Yes | No
15. Do you think that most people are better off than you are? Yes | No
Total Score
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B. Geriatric Anxiety Scale — 10 Item Versions (GAS-10)
Instructions: Please indicate how often you have experienced each symptom during the PAST WEEK,
INCLUDING TODAY by checking under the corresponding answer.

Statements Not at all | Sometimes | Most of the | All of the
(0) (1) time (2) time (3)

| was irritable.

| felt detached or isolated from others.
| felt like 1 was in a daze (confused).

I had a hard time sitting still.

I could not control my worry.

| felt restless, keyed up, or on edge

| felt tired.

My muscles were tense.

| felt like I had no control over my life.
0 | I felt like something terrible was going to
happen to me.

PO NOOTAIWIN -

C. Revised UCLA Loneliness Scale

Instructions: Indicate how often each of the statements below is descriptive of you.

Statement Never | Rarely | Sometimes | Often

1) ) ©) (4)

| feel in tune with the people around me

I lack companionship

There is no one | can turn to

I do not feel alone

| feel part of a group of friends

I have a lot in common with the people around me
I am no longer close to anyone

My interests and ideas are not shared by those around
me

9 | I am an outgoing person

10 | There are people | feel close to

11 | | feel left out

12 | My social relationships arc superficial

13 | No one really knows me well

14 | | feel isolated from others

15 | I can find companionship when | want it
16 | There are people who really understand me
17 | I am unhappy being so withdrawn

18 | People are around me but not with me

19 | There are people | can talk to

20 | There are people | can turn to

O NOOOTPD|WIN -
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D. Athens Insomnia Scale (AlS):
Instructions: This scale is intended to record your own assessment of any sleep difficulty you might have
experienced. Please circle the appropriate number below to indicate your estimate of any difficulty, provided

that it occurred at least three times per week during the last month.

1. Sleep induction_(time it takes you to fall asleep after turning off the light)
0 1 2 3
No problem slightly delayed markedly Very or didn’t sleep at all

2. Awakening during the night
0 1 2 3

No problem Minor Considerable serious or did not sleep at all
3. Final awakening earlier than desired
0 1 2 3

Not earlier A little earlier
4. Total sleep duration

0 1 2 3

markedly Much earlier or didn’t sleep at all

Sufficient Slightly Markedly Very insufficient or didn’t sleep at all
5. Quality of sleep_(no matter how long you slept)
0 1 2 3
Satisfactory Slightly Markedly Very unsatisfactory or didn’t sleep all
6. Sense of well-being during the day
0 1 2 3
Normal Slightly Markedly Very decreased
7. Functioning (physical and mental)during the day
0 1 2 3
Normal Slightly decreased markedly decreased Very decreased
8. Sleepiness during the day
0 1 2 3
None Mild Considerable Intense

E. Mini-Cog Test

Instructions for Administration & Scoring

Step 1: Three Word Registrations: Look directly at person and say, “Please listen carefully. I am going to say
three words that | want you to repeat back to me now and try to remember. The words are [select a list of words
from the versions below]. Please say them for me now.” If the person is unable to repeat the words after three

attempts, move on to Step 2 (clock drawing).

Version1l | Version2 | Version 3 Version4 | Version5 | Version 6
Banana Leader Village River Captain Daughter
Sunrise Season Kitchen Nation Garden Heaven

Chair Table Baby Finger Picture Mountain
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Step 2: Clock Drawing: Say: “Next, I want you to draw a clock for me. First, put in all of the numbers where
they go.” When that is completed, say: “Now, set the hands to 10 past 11.” Use preprinted circle for this
exercise. Repeat instructions as needed as this is not a memory test. Move to Step 3 if the clock is not complete

within three minutes.

Step 3: Three Word Recall: Ask the person to recall the three words you stated in Step 1. Say: “What were the

three words I asked you to remember?”” Record the word list version number and the person’s answers below.

Word List Version: Person’s Answers:

Word Recall: (0-3 points) 1 point for each word spontaneously recalled without cueing.

Normal clock = 2 points. A normal clock has all numbers
Clock Draw: (O or 2 points) | placed in the correct sequence and approximately correct
position (e.g., 12, 3, 6 and 9 are in anchor positions) with no
missing or duplicate numbers. Hands are pointing to the 11
and 2 (11:10). Hand length is not scored.

Inability or refusal to draw a clock (abnormal) = 0 points

Total Score: (0-5 points) Total score = Word Recall score + Clock Draw score

Thank you!!
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