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Abstract

Background: Quality of life is an important issue for determining successful
ageing. As an increasing elderly population in the world different services
system has been run to support the elderly people. Elderly care home or old
home is a big support system for elderly people in every country. Sometime
this service system affect badly on quality of life of elderly people that is
mostly in developing countries like Bangladesh, India. It is due to demographic
change of a person’s age and care home environment facility. There are service
lacking, poor social support, economic difficulties, poor health status, more
women without spouse at elderly care home determine bad quality of life that
refers the elder population in vulnerable situation in Bangladesh.

Objectives of the study: The objectives were to assess the quality of life
among the elder people at elderly care home and find out the association
between quality of life and socio-demographic factors among elder people at
elderly care home.

Methodology: This study was conducted by non-experimental quantitative
method with the design of cross-sectional study by using convenient sampling
among 60 participants at selected old home. Data were collected using face to
face interview with a structured questionnaire and data were analyzed by using
Statistical Package for Social Science (SPSS) 17.

Result and Discussion: After analyzing data, it was found that most of the
participants at elderly care home leads low quality of life that about 40.0%
(n=24), very bad 18.3% (n=11), moderate 38.3% (n= 23) and only 3.3% (n=2)
lead good quality of life. Among them most were 65-69 and >75 years age
group and they lead low quality of life than other group that showed a negative
association. Similarly there were widow and female participants are more in
elderly care home. The male and female ratio was 1:2(male: female). Among
them most were in rural areas, who were illiterate, have economic difficulties,
poor health status etc. There were significant association with quality of life
and demographic factors (age, marital status, health status, present income
source). Following these result in the perspective of elderly care home in
Bangladesh, quality of life of elder people were poor. It is due to increasing
more elderly people at care home without spouse, lack of service facilities,
poor contact with society, poor health status, and economic difficulties to meet
their needs.

Conclusion: Quality of life of elder people at elderly care home depends on
quality of care, social support, and good health status. It also depends on
economic status, but it is sorry to say that these facilities are very poor at
elderly care home in Bangladesh.

Key words: Elderly, The elderly people in Bangladesh, Quality of life at
elderly, elderly care home services
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CHAPTER 1
INTRODUCTION

1.1 Background
Bangladesh has a total population of more than 15 million of whom 6.90% are aged
60 years and over (BBS, 2012). It is estimated that elderly population is projected to
rise from 6.05% in 1970 to 9.30% by the year 2025 (Khan et al. 2014). According to
world population prospect 2009 the percentage of elderly population in Bangladesh
was 6.2 percent in 1950, 5.5 percent in 1975 and 4.9 percent in 2000, that may be
increased 8.4 percent in 2025 and 16 percent in 2050. That means life expectancy is
increasing in Bangladesh. The elderly population is one of the most important parts of
our national population. The term elderly also known as ‘old age’ or ‘older people’ is
used to describe the last period of time in human life. In Bangladesh persons aged 60
or above are considered to be elderly but People in this country become older before
the age of 60 because of poverty, physical hard working, malnutrition, geographical
condition, inability and illness (Rahman, 2011). Therefore, the number of elderly in
the developing world is increasing due to demographic transition such as geographical
change, socio-economic changes, and westernization at lifestyle. In Bangladesh the
elderly have to face different types of unexpected situation like avoidance, social
isolation, and insecurity in their social and family life due to their dependency,
physical limitation, lack of social mobility, poverty (Barkat et al.2003). These are
affecting the quality of life of the elders. Health status, available social support and
psychological well-being are considered as important factors in determining the
quality of life of elders. (Joshi, Avasthi and Kumar, 2003). “Quality of Life (QOL) is
the general well-being of individuals and societies”. According to WHO Quality of
Life means, individual’s perception of their position in life in the context of the
culture and value systems in which they live and in relation to their goals,
expectations, standards and concerns. It affect by the person's physical health,
psychological state, level of independence, Social relationships, personal beliefs and
their relationship to salient features of their environment (Barwais, 2011) . The elderly
population in the Asian developing countries, especially in Bangladesh reach aged 60
years or over, after a life time of poverty, deprivation, social insecurity, poor access in
health care system, poor diet that affect badly on their psychology and physical health

at old ages, as a result majority of the elder people depend on their family because
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family is a primary source of support for elders in the culture of Bangladesh.
Nowadays this support is decreasing due to rapid urbanization, modernization,
industrialization and globalization. In this situation rapid increase of elderly
population is challenging and creating a serious impact on the health status and
Quality of Life (Khan et al. 2014).

Quality of life is always changing for every person. It is one when a person as child,
one when as young, and another when she/he is an old age. About older age “Old men
are children for second time” (Aristophanes). Old age comprises the later part of life;
the period of life after youth and middle age (Dhamo and Kocollari, 2014). It is
measurable that most of the time these elder people become burden because of
financial demands, separation of big family, urbanization and poor health care
services. Living in this vulnerable situation problem of them is increasing day by day
(Farugue, Khan and Roy, 2006). For this reason to support these elder people
residential accommodation or care home is a big term, where describe the lives of
elder people. Living to an advanced old age may be a blessing, but it may also be a
curse, when a country cannot afford the adequate support to elder people. Elderly
people are the senior citizens of a country. Age long experience, skill, values,
traditions, heritage of the old age people may be a unique positive factor in making
healthy life style of the younger generation (Barkat et al.2003). They are guide to
follow a successful life way for younger generation but after passing the long period
of life they are tired. They suffer from various physical limitations. In this situation
they have rights to get special care and lead a healthy life style. Most of the time life
style of elderly people interrupted by environmental and physical factors. Many
limitations of elderly people resulting from aging are organic and functional changes
that can certainly be overcome or adapted to each person’s lifestyle (Martins et al.
2009) by living and caring from residential and nursing care homes where they spend
a large proportion of their time within the boundaries of the home. The quality of life
of residents may be strongly related to the quality of the care provided and the

physical environment of care home (Parker and Barnes, 2004).



Sometime institution or care home affects badly to elderly quality of life. Such as, in
the old home, people live communally with a minimum of privacy and yet their
relationships with each other are slender. Their mobility is restricted and they have
little access to society (Nyanguru, 2007). That is responsible for measurable quality of
life. When the World Health Organization defined health as being not only the
absence of disease and infirmity but also the presence of physical, mental, and social
well-being, quality-of-life issues have become steadily more important in health care
practice and research. Quality of-life assessment measures changes in physical,
functional, mental, and social health in order to evaluate the human and financial
costs and benefits of new programs and interventions. Quality of life depends on
different facilities of care home. Such as, personal relationships are important for
well-being at elderly care home. A European research has shown the high levels of
social contact between elder people and their families, despite the growth of
residential separation. Neighbors and friends are important contributors to quality of
life in old age. Neighbors give more emotional support and less instrumental support
than friends, and friends give more instrumental support. Friendships are more
important for women than men in advanced old age. Women tend to have more
contacts with friends (Walker, 2005). It is an issue for thinking about elderly care
home in developing country as like Bangladesh, Social connection or social network
IS very poor in this country but it is very important for well-being as well as quality of
life. It is because of urbanization, the children those who seek for better living and
migrated to the town, leave the old parents alone. It is affecting the rural aging badly
(Osman, 2004). In this circumstance, the elder people are facing different types of

problem to survive.

In Bangladesh, some steps have already taken to support the senior citizens. Due to
lack of proper implementation of these steps, it is not effective for the elderly. Some
steps which have been already taken and also will be taken in the future by the
governmental and non-governmental organizations are - Pension, Old Age Allowance
Programmed (Boyoshko Bhata Karmashuchi), National Elderly Policy under the
Ministry of Social Welfare of Bangladesh .These policies include their social security,
health care services, financial security, national awareness program, coordination
between elder persons and new generation but there is not enough strategy for caring

support for the elders in the future plan (Billah, 2012).



Some NGOs are directly and indirectly involved with the elderly issues to improve
quality of life but, their activities are not so strong to mention (Rahman, 2011). In
Bangladesh, some steps such as Pension, Old Age Allowance Programmed
(Boyoshko Bhata Karmashuchi) have already been taken by the government, NGOs,
welfare societies. Lack of carefulness and willingness to implement these policies,

elderly are deprived from their basic needs that hamper in their quality of life.

1.2. Significance

Long term care or long term stay in care home environment mostly affect the elder
people psychology such as depression is very common in these elderly people that
affect the activities of daily living (ADL) ability in elderly people. Sometimes
depression in the elders is more influenced by disease. A social network is an
important factor in the quality of life level of the elderly and decreased depression, at
elderly care home there are poor connection between elderly people and society.
(Demura and Sato, 2003). Many factors influence the well-being as well as quality of
life of elder adults, including social connectedness, housing, income security, activity
or occupational engagement, health status, and the safety of their environments
(CAOT, 2011). Quality of life is an important issue that gives information about a
person lifestyle at any situation or environment. Quality of life assessment is a key
indicator for every health care professional for implementing their service
appropriately and focuses the service quality of a profession. According to American
Occupational Therapy Association (AOTA) Occupational therapists help elder adults
overcome physical challenges and enable them to return to home life. They teach self-
care skills including homemaking, cooking, eating, dressing and grooming among
other activities. Occupational therapy also aids in emotional and social adjustment
following injury or illness (wilding, 2012). Now a days, occupational therapist don’t
work any elderly care home in Bangladesh. As a health care professional it is so much
essential to know the quality of life of elder people at elderly care home in
Bangladesh for comparing the care system, quality of life with other country that
emphasis for improving quality of life. This information will help to trigger out the
limitation, demands, recommendation of old home. When occupational therapist and
as well as other health care professional will work in elderly care home, this
information will act as evidence to provide service for addressing a standard quality

of life for elderly and also promoting occupational therapy profession. The



government and non-government organizations in Bangladesh are increasing their
awareness about the elderly issues. So by this study, these organizations will

concentrate on the elderly and attempt to improve quality of life at elderly.

1.3. Aim of the Study

To know the quality of life among elder people at elderly care home in Bangladesh.

1.4. Objectives of the Study
> To assess the quality of life among the elder people at elderly care home.

» To find out the association between quality of life and socio-demographic

factors among elder people at elderly care home.



CHAPTER 2
LITERATURE REVIEW

2.1. Introduction

This section provides an outline about elderly population around the world as well as
specifically in Bangladesh. Outline about the elderly care home and care homes
services for elderly people in Bangladesh. It will be discussed about how range
elderly have to count in world wise and Bangladesh and which type of quality of life
at elderly lead in another country that means describe quality of life at elderly in
developed and developing country and the facility of service for elderly in
Bangladesh. Finally quality of life among elder people at elderly care home in

Bangladesh.

2.2. Elderly

Elderly is the later part of life, the period of life after youth and middle age.
According to United Nation 60+ years may be the old age, WHO recognized that the
developing world often defines old age, not by years, but by new roles, loss of
previous roles, or inability to make active contribution to society (Dhamo and
Kocollari, 2014). Elderly is defined as “Older people” are generally defined according
to a range of characteristics including: chronological age, change in social role and
changes in functional abilities. In most developed countries older age is defined in
relation to retirement from paid employment and receipt of a pension, at 60 or 65
years (World Health Organization, 2015).

Ageing is an inevitable developmental phenomenon which brings along a number of
changes in physical, psychological, hormonal and social conditions. Naturally these
changes occurs due to slow down of functioning of body organs, illness that is mostly
responsible for changing their appearance, decreasing day to day interest, change in
life style and attitude. These changes are affecting the quality of life of the elderly
people (Hameed et al.2014).

Most countries have accepted the chronological age of 65 years as a definition of
‘elderly’ or elder persons. In the context of Bangladesh, people aged 60 years or above
are considered as elderly people. Elderly population is increasing over time (Khan et
al.2014).



Age classification varied between countries and over time. In this study, researcher
accepts 60 years or above as elderly people. Researcher considered use of a

combination of chronological, functional and social definitions.

2.3. The elderly people in Bangladesh

Population aging is a global issue that is affecting or will soon affect virtually every
country around the world. It is common all over the world that elderly age range is
increasing rapidly (Lee, Mason and Cotlear, 2010). According to the WHO report,
there are more than 600 million elderly individuals worldwide. It is estimated this rate
will be double by 2025 and 2 billion by 2050 (Bishak et al.2014)

Ageing of population is a natural and unavoidable demographic process. All countries
around the world have to face this reality in course of time (Kalamand khan, 2006).
The government of India adopted a national policy on elder people in 1999. This
policy reported that there has been a progressive increase in proportion of elderly
population in India from 6.8% in 1991 to 8.6% in 2011 and projected to increase to
19% in 1950 (Hameed et al. 2014). Similarly Bangladesh is considered one of the
least developed nations. Bangladesh has the highest population density in the world.
In 2015 population of Bangladesh is 160,411,249. According to 2001 census, 6.2% of
the population is aged 60> years, the absolute number being more than 8.5 million.
Approximately 80,000 people move into this age group every year. Compare with
high income countries, population ageing will take place over a short period of time in
Bangladesh and the country will have much less time to deal with its consequences.
Increasingly landlines, rural to urban migration and change in lifestyles that are
leading to smaller families have put the elderly population of Bangladesh in a
vulnerable situation. Poverty and social exclusion are the greatest threats to their well-
being (Ahmed et al. 2005).

The elderly of Bangladesh are generally taken care of by family and society. In
Bangladesh, adult children, particularly sons are considered to be the main source of
security and economic support to their parents particularly in the time of disaster,
sickness and in old age. As an Asian country, Bangladesh has a long cultural and
religious tradition of looking after the elderly and it is expected that families and
communities take responsibilities for caring their own elderly members. Rapid

socioeconomic and demographic transitions, mass poverty, changing social and



religious values, influence of western culture, and other factors have broken down the
traditional extended family and community care system. Most of the elderly people in
Bangladesh suffer from some basic human problems, such as poor financial support,
senile diseases, and absence of proper health and medicine facilities, exclusion and
negligence, deprivation, and socioeconomic insecurity (Islam and Nath, 2012).
However this traditional support system is weakening day by day. Reduction of the
family size is the most significant reason for decreasing the support of the elderly
people. Decline in the ability and willingness of the families to support the elderly are
responsible issues to this (Khan et al. 2014).

There are majority of elder population live in the rural areas in Bangladesh. Income
earning opportunities are more difficult for elder people due to various barriers
including physical limitations/poor health, age discrimination and lack of access to
capital due to lack of land and other assets, lack of decision making authority in the
household, social constraints on freedom of movement, Lack of skill development. It
is more difficult for the elder women than elder men to work outside the home. Elder
women face both age and gender barriers in finding income generating opportunities.
They are limited by social and cultural constraints in their activities and lack
opportunities for employment/income generating activities which is not cause in the
urban areas (Barkat et al. 2003). In the rural areas these needy elder people who
cannot meet their basic needs and neglected by their family and society are seek to go
old home. Similarly the elder people in urban areas are more measurable situation.
Most of the time they feel loneliness because their child cannot spend time with their
parents due to workload and cannot take care of their older parents. Most of the time
they left away from their older parents for living in abroad with their family. In this

situation the elder people are depressed and feel need to take care of old home.

2.4. Quality of life at elderly

Aging as a natural process of life is due to gradual changes in metabolic activity of
organs and disability in regeneration capacity of cells. Worldwide, the average life
span of people has been increasing. Several factors including heredity, life style and
healthy diet, avoiding smoking and physical activity can effect on the longevity of
life. Sometime, elderly people have higher probability of suffering from multiple

health disorders due to reduced physical and mental functions. Loneliness, impaired



sexual activity and chronic metabolic disorders are some of causes can result in
emotional disturbances. These problems can decrease life quality of elderly.
According to WHO statements, quality of life defined as an individual’s perception of
their position in life in the context of the culture and values systems in which they live
and in relation to their goals, expectations, standards and concerns. In addition,
quality of life is described as a wellness resulting from a combination of physical,
functional, emotional and social factors. Poor economic, cultural, educational, health
care conditions and also inadequate social interactions can result in poor quality of
life in elderly people (Bishak et al. 2014). However, quality of life have been viewed
as essential dimensions of Material well-being (income, level of housing, availability
of services, environment), close relationships (social relationships, social well-being,
support, societal involvement), health (physical health, fitness, ability to move,
symptoms of illness, ability to work), emotional well-being (emotions, self-esteem,
spirituality, cognitive functions) and productivity (satisfaction with ability to work,

competence, autonomy, meaningful roles) (Huusko, Strandberg and Pitkala, 2006).

To examine the quality of life in elder people physical, social, psychological, financial
factor is a key indicator. Bowling (2013) stated that the key QOL themes or
dimensions depends on psychological well-being and positive outlook, having health
and functioning, social relationships, leisure activities, neighborhood resources,

adequate financial circumstances and independence.

Ageing the older person perspective of defining QOL in different literature is vary
according to health status, Environment, Psychology, and social aspect (Browning
and Thomas, 2013).Such as, Physical Challenge is an important issue for determining
the quality of life. Health is mostly related with this. Health-related quality of life
(HRQOL) is used to imply an individual’s experience of his or her health status and
health-related well-being, diseases or illness (Huusko, Strandberg and Pitkala, 2006).
Circumstances and environment influence quality of life. For elder residents in elderly
care settings, QOL mostly depends on physical comfort, functional competence,
privacy, autonomy, dignity, meaningful activity, meaningful relationships and safety
in that environment. Quality of life mostly depends on psychological and social
wellbeing. For example, while chronic illnesses often drive the quality of life in elder
people, behavioral, psychological and social support can moderate their impact. For

example, health promoting behaviors can assist with the management of chronic
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illnesses and personal control over one’s life activities can influence perceptions of
wellbeing in the face of illness. Social resources, including social activities and social
support, are key influences on QOL. Also financial resources are important in
providing a living standard that allows the elder persons to live an independent and
socially connected life and to access appropriate health care (Browning and Thomas,
2013)

However, Quality of Life (QOL) is the general well-being of individuals and
societies. Quality of Life is a one kind of product or outcome that can found by
interplaying among social, health, financial and environmental conditions which

affect human and social development.

2.5. Elderly care home services

The worldwide population is progressively ageing, as a result various physical,
psychological environmental problems of old ages increasing day by day. It is
essential to minimize this problem and ensure better quality of life. In the world there
are many developed and developing countries. They have taken different steps for
providing opportunity at elderly age group. There have many programs and services
to support the healthy aging in different countries. Such as, rehabilitation for elder
people has acquired an increasingly important profile for both service providers
within health and social care agencies. This has increased interest in the use of
alternative care environments, including care home environments .When an elder
person cannot manage living in their own home, due to frailty, disability, dementia or
a combination of these, alternative living arrangements need to be considered. In
high-income countries, care-home placement is the main option for ongoing support,
for example, in the UK, approximately 5% of people aged 65 and over, and 20% of
people aged 85 and over, live in communal care establishments (Wiley and Sons,
2011).

Some countries provide residential care home services. Residential care is one of the
long-term care services provided for elder people who cannot be adequately taken
care of at home due to various health and social reasons. There are numerous forms of
residential care services with an aim to meeting the diverse care needs of elder people
in long-term care as well as different social welfare policies. For example, in the

United States, nursing homes are provided for elder people who are physically frail
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and dependent while assisted living facilities are provided for those elder people who
have higher degree of physical dependence and self-care abilities. Generally quality of
life in residential care home or old home may be determined by independency,
individuality and autonomy of the older people. The quality of life of elder people at
elderly care home also influenced by quality of residential care and facilities. Such as,
environmental modification appears to be a way to get access to move independently
and ensure safety from falling and other issues that focuses standard care facilities for
improving the quality of life of residential care home for elders (Lee, 2009).

Many developed countries prefer housing for maintaining standard quality of life at
elderly. Such as, In Western Europe it is usually a place or location where elder
people spend much of their time. For example, in Germany, the Berlin Ageing Study
shows that, between the ages of 70 and 103, 80 per cent of activities are carried out
within a person’s home. In Sweden elder people spend 80 to 85 per cent of the day at
home. Sometimes it cannot ensure their safety and security for example in Italy, lack
of basic housing security is a key factor in determining the QOL of elder people
(Walker, 2005)

In the developed countries, there are a lot of elderly care services to support the elder
people. These are old homes, day-care centers, residential care home, Nursing home,
and elderly societies for elderly people. But in the developing countries these facilities
are not available. In Bangladesh, majority of the elderly people are suffering from
some basic problems, such as lack of sufficient income, employment opportunities,
malnutrition, chronic diseases, absence of proper health care facilities and lack of
adequate family support. Socioeconomic solvency and residence are important to
minimize problems of elderly in our country. In Bangladesh some steps have already
been taken by the government, NGOs, welfare societies. At present there are about
12,000 NGOs working in Bangladesh. A very few of them have programs that is
directed towards elderly population and they have access to Micro-credit and low
interest loans from NGOs and Government programs along with other financial
opportunities (Barkat et al. 2003). The government of Bangladesh is also taking
various steps to solve these problems such as-make a national policy for elderly
people. Very recently Government has set up six aged homes (Santi Nibas) in six
divisions for rendering shelter, lifelong health care, Medicare and recreational

services for the aged people. In parallel with government programs, some non-
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government organizations are working for the welfare of our senior citizen.
Bangladesh Association for the Aged and Institute of Geriatric Medicine (BAAIGM)
is the pioneer national organization that takes a comprehensive care services including
residential and health care facilities for the welfare of the elderly people in
Bangladesh. Retired officers Welfare Association (Dhaka), Retired Police Officers
Welfare Association (Dhaka), Rehabilitation Center for Aged and Child, Service
Center for Elderly People (Rajshahi), Elderly Development Initiative (Manikganj),
Senakalyan Sangstha are also undertaking some programs towards the elderly people
in Bangladesh. There also some private organizations are providing the
accommodation facility for elderly people. The elderly care homes provide population
shelter, Health care, foods, Entertainment and clothes for the residents living there but
all these existing services are unable to meet the demands of large number of aged
people in Bangladesh for some constraints and limitations. Such as, elderly people
mostly suffer from various complicated physical diseases and the number is
increasing day to day but they cannot get proper and adequate services. There are
some private institutions that are working for elder people are most often proprietary
that is run for profit, they hold high amount of service charge that make the people far
from these institutions. These institutions also experience the shortage of skilled
manpower to care for the aged. Professional knowledge is mostly unavailable among
them (Hossain, Akhter and Uddin, 2006). On the other hand there are some non-profit
organization that working for elderly but they cannot provide services accurately
according to the demands of elderly people. These organizations think that only
shelter, foods, and cloth can meet their needs. They have not award about other health
care services that work at elderly issue. There are many needy elderly people of rural
area in Bangladesh who cannot meet their basic needs are motivated to live these
elderly care home although, there have no enough service facility to change their life

quality.
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CHAPTER 3
METHODOLOGY

This section outlines the method of the study designed by the Researcher to meet the
study aims and objectives. The aim was to find out the quality of life among elder
people at elderly care home which vary according to age, sex, marital status,
educational level, living area, previous occupation, present physical status, social
connection, economical condition and present income source. To fulfill the quarries of

Researcher in this issues methodology is a path way to reach the aim.

3.1. Study design

The non-experimental quantitative research with the design of cross-sectional study
was selected to conduct the research because quantitative methods are appropriate for
this study as the issue is known about and is relatively simple and clear-cut and takes
up little time to conduct (Levin, 2006). Also cross sectional study design is used when
the purpose of the study is descriptive, often in the form of a survey. The aim is to
describe a population or a subgroup within the population with respect to an outcome
and a set of risk factors. Otherwise, cross-sectional study provides a “snapshot” of the
outcome and the characteristics associated with it, at a specific point in time. This
study also called prevalence study and provide information about existing situation”
(Levin, 2006). It is wanted to know the quality of life of elder people at elderly care
home in the study. The aim is to describe a population or subgroup within the
population based on overall quality of life that is established in the context of
physical, psychological, social, financial and environmental. It also give some
information about outcome of elderly care home services. Data can also be collected
on individual characteristics. The objective of the study has demanded the association
between demographic factors and quality of life for this reason cross sectional study is
the best way to find out the relation between those. In this way cross-sectional studies
provide a ‘snapshot’ of the outcome and the characteristics associated with it, at a
specific point in time as well as measurement occurs at a single point in time or over a
short period of time that helps to investigate to find out quality of life of elder people
at elderly care home. Also it is very quick and easy to gather information from a large
group of population. In this cross-sectional study, less resource is needed because
there is no follow-up. Otherwise as an academic research following this study was

cost effective.
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3.2. Study settings

This study was conducted at two old homes. Those are TMSS-Masuda Probin Nibash
and Suberta trust. TMSS- Masuda Probin Nibash situated about 4 km North from
Bogra district beside the Rangpur road in Bangladesh. It is a Non-Government and
non-profitable organization. This old home is directed under the Religious Complex
of TMSS (Thangamara Mohila Shabuz Shanngho). There are about 80(Male 20 and
female 60) elderly people caring under the care home. There have some rules and
regulation of this old home e.g. 60 to 60+ years older people who are physically and
mentally healthy are allow to admit and cost of food, cloth, Accommodation,
treatment at this old home are full free for those elder people. The building of the old
home has 4 floors. There have separate floors for male and female elder people.
Suberta trust old home is situated at Bank town, Saver, Dhaka. It is also a non-
government organization. About 20 elderly people both male and female live under
the care home. Elderly people have to bear their cost of this old home.

3.3. Participants of the study
Sample has taken from elderly care home of Bogra and Dhaka district in Bangladesh.
Investigator was convinced about 60 participants who live in elderly care home. Both

male and female (1:2 male: female) participant were selected from elderly care home.

3.4. Inclusion criteria
e Elder people age of 60 to 60 up because in the context of Bangladesh people
who have 60 years and above is considered as elderly people (Rahman, 2011).
o Elder people who are caring under the selected elderly care home because study
aim was to know quality of life among elderly people who live in elderly care

home.

3.5. Exclusion criteria

e The elderly people at elderly care homes who have been any recent diagnosed
mental and severe physical illness that will hamper the ability of the

participant to communicate with the researcher in the time of data collection.
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3.6. Participants’ selection procedure

The convenient sampling procedure is used throughout the process of participant’s
selection (Crossman, 2014). Participants for this study were selected conveniently
from two elderly care homes. Convenient sampling is a process in which a sample is
draw from the subjects conveniently available (Bailey, 1997). Convenient sampling
can be used in the study because of mostly easier, cheaper and quickly and also it
might be used for considering the financial or temporal reasons (Bailey, 1997). A
convenience sample is simply one in which the researcher uses any subjects that are
available to participate in the research study (Crossman, 2014). It always gets from
clients interest in conducting a survey. The Researcher selected the elder people as a
participant from elderly care home. For this group, 60 participants were selected as

sample group from the selected area.

3.7. Data Collection instrument

e Structured questionnaire by using Older People’s Quality of Life
Questionnaire (OPQOL-35)
e Paper, pen, pencil, and writing board.

e Consent form.

3.8. Data collection procedure

During data collection investigators have taken permission from the participants. A
form was developed based on inclusion and a written consent form was used for each
participant. Data was collected by using a structured Questionnaire. Questionnaire
was close ended that is “Older People’s Quality of Life Questionnaire (OPQOL-35)”
used to know the quality of life of elder people at elderly care home. It helps to reflect
the participants actual opinion and time was fixed. A short translated Bengali
demographic questionnaire was used to identify demographic characteristics of elder
people. The face to face interview provide opportunity to observed the facial
expression that was help the investigator to determine whether the participant
understand the questions or not. Data was collected within 25-30 minutes from each

participant.
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3.9.1. Dependent variable

Quality of life is measured by standard questionnaire OPQOL-35. The questionnaire
has 5 point scored strongly agree to strongly disagree (1-5). This scale is scoring by
reverse scoring of positive worded item. Finally total score determine the whole
quality of life for every data which is worked as a dependent variable for association
with demographic factor.

3.9.2. Independent variable

In this study, researcher used ten variables. These are Age, sex, previous occupation,
educational status, living area, marital status, present physical status, social
connection, economic difficulties, and present income source. These categories will

act as independent variables.

3.10. Field test

The aim of field test was to test the effectiveness of the interviewing techniques and
materials. In order to accomplish this aims of field test and administration of the
interview guideline of elder people quality of life scoring form to measure the quality
of life and information checklist was used before the actual data collection. Field
testing has performed with 3 elderly people who met the inclusion criteria. These 3
elderly persons who were participate in this field test they were not selected in the
main study.

3.11. Data analysis

Data entry and analysis was done by using the Statistical Package for Social Science
(SPSS), version 17. Information was collected and gathered for data analysis. Firstly,
every variables of the questionnaire has defined in the means of variables name, type,
width, decimals, label, values, missing, and column, align and measure in variable
view of SPSS spread sheet. Then it is ready to input raw data in the data view of
spread sheet. After that the data of every participant has inputted in data view and
checked for missing values. The investigator used frequencies in SPSS for finding the
percentage of socio-demographic factors and whole quality of life level according to
older people quality of life questionnaire by reverse scoring of positively worded
item. The extended chi-square (X?) test was used to find out the relationship of quality

of life with demographic factor of the elderly people at care home. Descriptive
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statistic was used to find out the relation between quality of life with age, sex, marital

status, educational level, social support and contact, economical condition etc.

3.12. Ethical Consideration

The researcher was fully aware about the ethical issues. The researcher got permission
from the authority of elderly care home to conduct the research. Written consent was
gained from the study participant. All participants were informed about the aim of the
study. Confidentiality of personal information has strictly maintained. The researcher
was available to answer any study related questions or inquiries from the participants.

Participants were right to withdraw from this study at any time.

17



years age group.
them 33.3% (n=20) were male and 66.7 % (n=40) were female.

CHAPTER 4
RESULT

4.1. Socio demographic characteristics of older people at elderly care home
Demographic data of older people at elderly care home are listed in table 1. Table 1
shows that among 60 participants about 38.3% (n=23) are 65-69 age group, 20.0%
(n=12) are 70-74, 25.0% (n=15) are >75 age group and about 16.7% (n=10) are 60-64

In this study male and female ratio was 1:2 (Male: Female). Among

Table 1: Socio-demographic Characteristics of the Respondents

Characteristics

Age (years)
60-64
65-69
70-74

>75

Sex

Male

Female
Educational level
Iliterate

<primary/signature
Primary completed

Graduation

Previous occupation
House wife
Service holder
Day laborer
Others

Living area
Urban

Semi urban

Rural

Present physical
status(if have any
diseases)

Yes

No

Social connection
Have

Have not

Number of
participant (N)

10
23
12
15

20
40

33
21

34
26

45
15

18

Percentage (%)

16.7%
38.3%
20.0%
25.0%

33.3%
66.7%

55.0%
35.0%
5.0%
5.0%

61.7%
6.7%
26.7%
5.0%

13.3%
8.3%
78.3%

56.7%
43.3%

75.0%
25.0%



Marital status

Married 27 45.0%
Widow/widower 30 50.0%
Divorced 3 5.0%
Economic difficulties

Have 54 90.0%
Have not 6 10.0%
Present income source

Have 8 13.3%
Have not 52 86.7%

In case of educational status of the participant, it is found about 55.0% (n=33) are
illiterate, only 35.0% (n=21) participant are under primary level or can sign, 5.0%
(n=3) completed primary education and 5.0% (n=3) are graduated.

It shows that the previous occupations among the participants were housewife 61.7%
(n=37), service holder 6.7% (n=4), day laborer 26.7% (n=16), others profession 5.0 %
(n=3).

Previous Occupation
70.00%

61.70%

60.00% -

50.00% -

40.00% -

30.00% - 26.70%

20.00% -

10.00% -

0.00% -

House wife Service holder Day laborer  others profession

Figure 4.1: Previous Occupation of older people
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It is evident from the table 1 most of the Participant 78.3% (n=47) were in rural area,

8.3% (n=5) were in semi-rural area and 13.3% (n=8) came from urban area.

Living Area

M Urban area

M Semi Urban area

Rural area
78.30%

Figure 4.2: Living area of older people

In this study about 50.0 % (n=30) participants were widow/ widower, 5.0 % (n=3)
were divorce, and 45.0% (n=27) were married.

There are about 43.3 % (n=26) participants had no any diseases and most of the
participants 56.7 % (n=34) were suffered from various diseases.

In this study participant about 75.0% (n=45) has connection with family and society
and 25.0% (n=15) have no contact with family and society.

Table 1 show that 90% (n=54) participants have economic difficulties and 10% (n=6)
have no difficulties. It also shows that 86.7% (n=52) participants have no any income

source and 13.3% (n=8) among the participant have income source.

Table 2: Quality of life as a whole

Score Number of Percentage (%)
participant

Very bad (1-99) 11 18.3%

Bad (100-119) 24 40.0%

Moderate (120-139) 23 38.3%

Good (140-159) 2 3.3%
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By assessing the elder people Quality of life questionnaire every data was scored and
find out the whole quality of life that is showed in table 2. As most of the participant
leads bad quality of life 40.0% (n=24), very bad 18.3% (n=11), moderate 38.3%
(n=23) and only 3.3% (n=2) lead good quality of life. Most of the participant’s quality
of life score was (100-119) that identified bad. There were more participants who
scored was (120-139) that identified moderate QOL and very little participant whose
QOL score was ( 1-99) that identified very bad . There were 2 participants who scored
was (140-159). The total score was coded by manually by following reverse scoring

of positively worded item of the questionnaire.

Whole Quality of life

45.00%
40.00%
35.00%
30.00%
25.00%
20.00%
15.00%
10.00%

5.00%

0.00%

40.00%

38.30%

Very bad (1-99) Bad (100-119) Moderate (120-139)  Good (140-159)

Figure 4.3: Older people quality of life as a whole

Table 3: Association between socio- demographic factor and quality of life

Chi? test
Socio- Quiality of life as a whole ,
hi hi -
?aeg?gg raphic Very Bad Moderate  Good \?alllje vzlic:ue
bad (100- (120- (140-

(1-99) 119) 139) 159)
Age
60-64 0% 6.7% 10.0% 0%
65-69 1.7% 18.3% 15.0% 33% 21151 .012
70-74 3.3% 8.3% 8.3% 0%
>75 13.3% 6.7% 5.0% 0%
Sex
Male 10.0% 10.0% 13.3% 0%
Female 8.3% 30.0% 25.0% 3.3% 3.999 262
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Educational level

Illiterate 11.7% 20.0% 21.7% 1.7%

primary/signature 5.0% 15.0% 13.3% 1.7%

Primary 0% 5.0% 0% 0% 8.rrr 722
completed

Graduation 1.7% 0% 3.4% 0%

Previous

occupation

House wife 8.3% 28.3% 21.7% 3.3%

Service holder 0% 0% 6.7% 0% 12.256  .199
Day laborer 8.3% 8.3% 10.0% 0%

others 1.7% 3.3% 0% 0%

Living area

Urban 3.3% 3.3% 6.7% 0%

Semi urban 0% 3.3% 5.0% 0% 3.330 .766
Rural 15.0% 33.3% 26.7% 3.3%

Present physical
status(if have any

diseases)

Yes 18.3% 21.7% 16.7% 0% 12.717 .005
No 0% 18.3% 21.7% 3.3%

Marital status

Married 0% 15.0% 26.7% 3.3%

Widow/widower 18.3% 21.7% 10.0% 0% 20.095 .003
divorced 0% 3.3% 1.7% 0%

Social connection

Have 11.7% 26.7% 33.3% 3.3% 4.067 .254
Have not 6.7% 13.3% 5.0% 0%

Economic

difficulties

Have 15.0% 40.0% 31.7% 3.3% 5.103 164
Have not 3.3% 0% 6.7% 0%

Present income

source

Have 3.3% 0% 8.3% 1.7% 7.649 .054
Have not 15.0% 40.0% 30.0% 1.7%

4.2: Association between quality of life and demographic factor of older
people at elderly care home

Table 3 shows that quality of life level is categorized and shows the association with
demographic factor. It shows that most 10.0% participant of (60-64) age group lead
moderate QOL. Most 18.3% participant of (65-69) age group leads bad QOL. Most
8.3% of (70-74) age group lead moderate and 8.3% bad QOL. The most 13.3%
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participants of >75 years lead very bad QOL. That means it showed that negative
association of age and QOL that by increasing the age QOL is decreased. Two
variables have a positive association when the values of one variable tend to increase
as the values of the other variable increase. On the other hand, two variables have a
negative association when the values of one variable tend to decrease as the values of
the other variable increases. The p value is 012 that is <0.05. It proves that strong

association between age and QOL.

According to gender among the female, 30% participants lead bad QOL, 25%
moderate, 8.3% very bad and 3.3% were good Where among the male 10% very bad,
10% bad, and 13.3% moderate QOL . It showed that QOL of female participant is bad
than male and QOL is very bad of male participant than female. There is no strong

association between gender and QOL in this study.

Most of the participants in the study are illiterate. Among them 11.7% are very bad,
20% bad, 21.7% are moderate, 1.7% are good QOL. The participant who are less than
primary educated or can sign among them 5% are very bad, 15% bad, 13.3%
moderate, 1.7% good QOL. The participants who are primary completed 5% are bad
QOL. The participants who are graduated among them 1.7% are very bad and 3.4%

are moderate.

In previous occupation the participants who were house wife among them 8.3% are
very bad, 28.3% are bad, 21.7% are moderate, and 3.3% are good. The participants
who were service holder 6.7% are moderate QOL. The participants who were day
laborers among 8.3% are very bad, 8.35 are bad, 10 % are moderate and among others
occupation 1.7% are very bad, 3.3% are bad QOL. It shows that the participants who
were service holder lead better QOL than house wife, day laborer, and others

occupation.

Most of the participant came from in rural area. Among them 15% lead vary bad,
33.3% bad, 26.7% moderate, 3.3% good. Who were came from urban among them
3.3% are very bad, 3.3% are bad, 6.7% are moderate QOL and who were in semi

urban among 3.3% bad , 5% are moderate QOL.

According to physical status the participant who have no physical illness among them
18.3% are bad QOL, 21.7% are moderate QOL, 3.3% are good QOL. The participant
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with physical illness among them 18.3% are very bad QOL, 21.7% are bad, 16.7%
moderate QOL. It shows that who suffer from various diseases lead bad QOL than
who have no any disease. The p value is 0.005<0.05. It shows significant association
between health and QOL.

According to marital status the participant who are married among them 15% are bad
QOL, 26.7% are moderate, 3.3% are good. The participants who are widow/widower
among them 18.3% are very bad QOL, 21.7% are bad QOL, and 10% are moderate
QOL. The participant who are divorced among them 3.3% bad QOL and 1.7% are
moderate QOL. The p value is 0.003<0.05 that shows strong association between
marital status and QOL.

The participants who have connection with family and society among them 11.7 %
are very bad QOL, 26.7% are bad, 33.3% are moderate and 3.3% are good QOL. The
participants who have no connection with family and society among them 6.7% are
very bad QOL, 13.3% are bad QOL and 5% are moderate QOL.

According to economic difficulties the participant who have economical problem
among them 15% lead very bad QOL, 40% bad QOL, 31.7% moderate QOL, 3.3%
good QOL and who have no problem among them 3.3% very bad and 6.7% moderate
QOL and p value 0 .164 > 0.05.The participants who have no present income source
among them 15% very bad QOL, 40% bad QOL, 30% moderate QOL, 1.7% good
QOL and who have present income source among them 3.3% very bad QOL, 8.3%
moderate QOL and 1.7% are good QOL. The p value is 0.054<0.05. It shows strong

association.
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CHAPTER5
DISCUSSION

Quality of life assessment is a key indicator of successful ageing, and it works as a
monitored for measuring the effectiveness of social policies, welfare programmed,
and health care. For this reason, quality of life is increasingly assessed in population
surveys of elder people, and findings have been encouraging (McGee et al. nd). In
this study, it is showed that most of the elder people at elderly care home, 40.0%
among the all participant scored bad quality of life, 18.3% scored very bad, 38.3%
scored moderate quality of life, very little 3.3% scored good quality of life. It suggests
that most of the elder people lead bad quality of life at elderly care home. In 2011, a
study on measuring quality of life of elder people by the same questionnaire
(OPQOL) survey on British sample, elderly follow-up sample and the Ethnibus
sample in the community. The study reported that 36% of the British sample scored
higher quality of life, about 12% of the elder follow-up sample scored higher QOL ,
and only 2% of the Ethnibus sample Scored poor or bad QOL than other respondents,
Similarly by using CASPE-19(Control, Autonomy, Self-realization, pleasure) and
WHOQOL-old scale on ethnically diverse elder population. They respond worse
quality of life (International Longevity Centre, 2011).

Another study An England on elder quality of life by follow up survey among 80
participant showed that most 35 rated their overall QOL as so good while 28 rated it
as good 10 as moderate and 7 as bad QOL but it could not be worse (Gabriel and
bowling, 2004). Following these study Researcher found that most of the participant
responds good QOL, Some are moderate and very few of the participant responds bad
QOL, although they were community living elder people but in the study among
elderly people of old home researcher found most 40% bad QOL. According to
bowling very bad or bad could not be worse. In the study bad may be result of
geographical contexts, care home environment over all demographic factors.

Many factors influence the quality of life of elder people. A study on elder people in
rural Tanzania reported that Aging process has significant impacts on quality of life.
Poor quality of life and well-being, and poor health status in elder people are
significantly associated with marital status, age, sex, social contact and level of

education (Mwanyangala et al. 2010).
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In this study it is found that most of the elderly people at old home were 65-69 and
75+ year’s age group and also found that QOL is bad to very bad of this age group
than others group. A study said that, Aging is perceived to decrease quality of life.
The elder age groups (6574 and 75+ years) suffer from longstanding illness and lack
of support with limitations in everyday activities. When in 65-74 years elder people
have no contacts with children and family significantly reduced quality of life in this

group only.

The impact of age on quality of life was seen only in the people 75 or up to this year.
It also found that improvement in quality of life from 50 to 65 years old possible
when they treated properly but it is only beyond 85 years. Otherwise up to these years
of age quality of life starts to decline (Netuveli et al. 2006). In this study Researcher
found that who are age of 65-75 or up to 75 years lead very bad QOL that is similar to
other studies. It suggests that according to increasing age QOL is decreasing that

focus the negative association.

Sex is a factor for determining quality of life. In this study male and female ratio is
1:2(male: female). There are more female live in elderly care home than male. It
found that QOL of female participants is poor than male. A study on quality of life at
elderly people in Iran showed that male lead better quality of life than female from the
perspective of functional capacity, perceived health, good housing conditions, an

active life style, economical status, and good social relationships (Nejati et al. 2008).

Another study said, women had significantly higher quality of life than men it might
be because of the longer life expectancy of women (Netuveli et al. 2006). There is no
significant association between sex and QOL in this study. Female are more neglected
in our society. As they cannot meet their basic need for poor economic status. In this
situation they search for non-paid elderly care home. As a result female are more at
elderly care home and due to poor economic status, poor health condition, and poor
social connection female are living in more vulnerable situation at elderly care home
that affect their QOL badly.

Marital status also plays an important role for determining the QOL of the elderly
population. In this study it is showed that widow and widower elder people are more
live in elderly care home than married and divorced. It is also found that elder people

who are widow or widower lead bad quality of life than married. A study said that the
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elderly with having the life partner are able to share their mental agony and can have
passed the better more enjoyable and better QOL. They showed a significance
relationship between the marital status and QOL. They found that married participants
had a higher score of QOL than the single, divorced, widows and widowers (Khan et
al. 2014). Similarly in this study, it is found that QOL is poor of widow and widower
than married. In Bangladesh there are more female without spouse. As male are only
earning member in our country and also a support for a female in conjugal life. But it
becomes measurable for a woman when spouse is died. Socioeconomic problem is
more common in this time also they have no any scope to sharing their emotion and
feelings. In this situation they motivated to elderly care home and here they lead bad

quality of life than other groups. It is due to more female elderly without spouse.

In this study, it is showed that house wife, and day laborers are high in percentage in
non-paid old home because of economic difficulties. Old age is a critical stage of an
individual life. The participants who are house wife and day laborer due to physical
limitation, lack of economical source they are burden in their family. In this situation
they search a shelter that is non-paid. In this old home they can get all facility of basic
needs but they feel needs to social support or social contact.

In the study shows that elder people who have social contact lead better quality of life
than who have no connection with family and society. It is about 75% elder people at
elderly care home have contact with society or family and 25% have no connection
with family and society. But in the study there was no strong association between

Social connection and QOL.

A study found among people aged 65 and over in the USA that lower social support
was an important reason for decreased life satisfaction that determines poor quality of
life of these people. (Hellstro, Perssong & Hallberg, 2004). A study said that, the
quality of life was improved by trusting relationships with family, friends, and
frequent contacts with friends, living in good neighborhoods or greater frequency of
contacts with friends significantly raised quality of life. (Netuveli et al.2006). Another
study said that, Regular face-to-face contact with families such as their children,
spouse or other relatives helps to maintain a good quality of life (Gabriel and bowling,
2004).
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Comparatively who are illiterate and less than primary educated had lower scored of
QOL in this study. There is no significant association between educational level and
QOL in this study. Another study said that People with no educational qualifications
had significantly lower score of QOL than those with some qualification (Netuveli et
al. 2006). Educated people are more aware about their health, living condition as well
as their life style is comparatively better than illiterate person. But in this study most

of participants are illiterate at these elderly care home.

In this study most of the participant came from rural area. Rahman (2011) stated that,
due to urbanization join family is decreasing day by day. Reduction of the family size
is the most significant reason for decreasing the support of the elderly people. Elder
people who come from rural area lead poor quality of life in old home than urban and
semi urban. But there have no significant association between QOL and living area in
this study.

Most of the elderly people in old home have economic difficulties, mostly who are in
non-paid elderly care home. Among all participants about 90% have economic
difficulties, and only 10% have no economic difficulties. Most of the times economic
difficulties depend on present income source of the elderly persons who have any
present income source have no economic difficulties. It is strongly associated with
quality of life. In this study most of the elderly people at care home have no present
income source. The elder people who have an income source and no financial
difficulties lead better QOL than others.

A study said that, Economical solvency proved to have a positive impact on the QOL
of the elderly population. Elderly with more financial solvency are able to more
expense for their treatment and recreational facilities and enjoy the better life (Khan et
al. 2014). The elder people who have no income source suffer from financial crisis.
They cannot buy their essential needs due to economic difficulties. Sometime care
home cannot fulfill their needs according to their demands. As a result they think they
have no ability to buy things that they like. It is one kind of dependents that emphasis
the poor quality of life.

Health is a key determinant for quality of life. It is significantly associated with
quality of life. In this study the elder person who has no any diseases and present

physical status is good leading better QOL than who have suffer from various
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physical illness. The p value is .005 that is strongly associated with quality of life. UN
(2011) stated that, People who living in developing countries not only have lower life
expectancies than those in developed countries, but also live a greater proportion of
their lives in poor health. For all age groups, levels of moderate and severe
impairment are higher in low- and middle-income countries than in high-income
countries. A study on health related quality of life at elderly said that Health and
quality of life (QOL) are inter-linked. Most elderly persons in the rural area, as most
of them had a poor family background and lived in poverty, they continued working
as long as they can for the need to generate money to support their family. Continuous
long hours of work of long period of their life effect on the health status. It causes
physical and psychological distress that associated with decline in the HRQOL of
elderly (Joshi, Avasthi and Kumar, 2003).

Following these result in the perspective of elderly care home in Bangladesh, quality
of life of elder people are poor. It is due to increasing more elderly people at care
home without spouse, lack of many service facilities, poor contact with society, poor

health status, and economical difficulties to meet their needs.

Limitation of the Study

The study sample was collected only from two elderly cares homes in Dhaka and
Bogra district. The study sample was few, about 60 that cannot generalize the all elder
people quality of life at elderly care home. It affects the result of the study. Most of
the elder people were not interested to give actual information because of their ego
problem that was very challenging to the investigator to collect data.

This was an undergraduate study. So time was very limited to collect data from huge
number of population at elderly care home from different districts in Bangladesh.
Also it would be richer if the researcher could include others elder homes. As it was a
new area of research in Bangladesh, so it was hard for researcher to include whole
country. There are no available studies about quality of life at elderly care home in
Bangladesh. There have some studies about geriatric mental health and activities of
daily living. It was difficult to discuss the finding in the context of Bangladesh.

However researcher found literatures form different international primary sources.
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CHAPTER 6
CONCLUSION

Quality of life is a big term that shows a person or a group of population position or
life position in a country as well as in the world. It also determines the service quality
and environment for life leading. From the perspective of Bangladesh old age is
currently a big social issue. In new millennium, elder people find themselves rejected
by family and community once they are unable to earn an income and cannot arrange
the most basic requirements. Elderly people’s feeling of isolation is reflected in a
sense of insecurity, exposure and lack of protection. In this situation they select a
shelter where they want to spend their last period of life happily. But it is a real
situation that ( QOL) in these old care settings is hampered by different factors such
as service lacking, poor access of information with other old care setting within the
country and abroad.

For ensuring physical and mental wellbeing and over all healthy life of elderly people
in community and elderly care homes, Quality of life assessment is necessary to
ensure the effective treatment of elderly people at old homes. The government of
Bangladesh should take policy to ensure treatment facilities, economical solvency as
well as other opportunity to elder people. The government, NGOs and others private
hospital should provide available service not only medication, but also therapeutic
treatment, psychological support, and have to be well known about this service, such

as occupational therapy, physiotherapy and speech and language therapy.

The NGOs (Bangladesh Association for the Aged and institute of Geriatric Medicine,
Resource integration center, Service center for elderly people , Bangladesh Retired
Government Employees Welfare Association and others) Who are working for the
elderly people they should encourage and provide support for the keeping up the
sustainability and strengthening of family and community-based care for the elderly,
paying special attention to the needs of elders by starting Occupational therapy (OT)
services are strongly recommended.

It is also necessary to educate elderly to view aging in a positive light, keep a sound
health status, educated at all level on how to detail with old aged problems and how to
live a satisfactory life and maintain a standard quality of life by starting various
program. It is important to start the occupational therapy service in elderly care homes
in Bangladesh. This study provides the information about the quality of life among

30



elderly people at old home. Future study should on specific service based that
improves quality of life in both community and old care homes. Also recommend to
extend the current study in old care homes of whole Bangladesh.

Everybody should be remembering that elderly populations are the asset of any
nation. They have experience, wisdom and knowledge which can be used for the
national reconstruction. It is the responsibility of everyone to take care of our national
asset and utilized their experience. Elderly is a serious reality and last step of our life
cycle. We become elder if we live long. If we elder, we want to live in peace and
harmony. Let the nation come forward for the wellbeing of our respected senior

citizen of Bangladesh.
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Appendix 4

English Demographic Questionnaire

Title: To know the quality of life among older people at elderly care home in
Bangladesh.

Data collection instrument: Questionnaire

ID NO: Date of Interview

Name of Interviewer:

Name of Respondent:

Contact number:

Place of Data collection: 0
1
Address:
Vill: P.O
P.S Dist
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Part-A (Socio-demographic questions)

Serial
No.

Question

Coding category

What is your current age?

0 = 60-64 years
1 =65-69 years
2 =70-74 years

3 =>75 years.
2. Sex 0 =Male
1 =Female
0 = Married
3. What is your Marital status? 1 = Never married
2 = Widow
3= Divorced
0 = No formal schooling.
4. What is your educational qualification? 1 = signature/ less than primary.
2 = primary completed.
3 = High school.
4 = S.S.C completed.
5 =H.S.C completed.
6 = > Graduation.
0 = Muslim
5. What is your religion? 1 =Hindu
2 = Christian
3 =Buddhist. 4= others
0 = Housewife

6. What was your previous Occupation? 1 =Service holder
(If you have any present income 2 =Day laborer
source)Yes/No 3 =Business

4 =others

7. Have you any economic difficulties? 0 = Little

(Yes/ NO) if its positive asked for how much. | 1 = moderate
2 = Very much/Extreme

8. Where you spent most of the time in your 0 =Urban

life? 1 =semi urban area
2 = Rural area

9. Have you any contact or support from 0 = financial support by
family/society? spouse/Child/ Sibling
(Yes/ NO) if its positive asked for what kind | 1 = others material support(food,
of support by whom? cloth) from family

2 = Support from others(relatives,
neighbor)

10 Do you live with spouse in this old home? 0 = live with spouse in a single room
Yes/No. if positive asks for how this 1 = live in separated room
arranged.

11. Do you suffer from any physical 0= Physical
illness?(yes/no) 1= Mental

If it’s positive asked for which type of illness
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Appendix 5

Bengali Questionnaire
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Appendix 6

Informed Consent for Participants in English

The researcher —-------m-mmmm oo is a student of 4™
year B.Sc. in Occupational Therapy Department of Bangladesh Health Professions
Institute (BHPI) want to conduct a research about “Quality of life among older people at
elderly care home”. The aim is to know the quality of life among older people at elderly
care home. Researcher will receive permission from participant to take part in the
interview. Their information will not share with others. Participant of the study will not
benefit or harm from this study. They are free to decline answering any question during
interview. All the information that is collected from the interview would be kept safety
and maintained confidentiality. Participants can withdraw from the study at any time.

In this study I am........................ a participant and I have been clearly informed
about the purpose of the study . I am willing to participant in this study and I will have
the right to refuse in taking part any time at any stage of the study. For this reason | will
not to be bounded to answer to anybody. The researcher will be available to answer any
study related question or inquiry to the participant. So with my best knowledge | agree to
participate willingly with my full satisfaction in this study.

Signature/Finger print of the Participant:

Date:

Signature of researcher:

Date:

Signature/Finger print of the witness:

Date:
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