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Abstract

Ageing is happening in different regions and in countries at various levels
of development . Ageing is the natural process which happens gradually and
continuously from the beginning of early adulthood . Multiple chronic
medical disorders are connected with a loss in life quality, impaired
functioning, and mobility decline. Chronic illness is linked to an increased risk
of mental illness as well as hospitalizations and death. The purpose of this
study was to assess the Psychological status for older people, determine the
differences in Psychological status with regards socio-demographical data and
find out the association between Psychological status and types of chronic
disease. A descriptive analytical study using assessment technique to assess
the psychosocial status among elderly with chronic diseases. The period of
the study was from 9" of February 2022 to the 6™ of July 2022 conducted in
Hilla city center .Using purposive (non-probability) sample of 100 elderly
suffering from chronic diseases were selected from health centers. This
sample is distributed throughout( oncology centers, health centers and
hospitals )in Hilla city center. The questionnaire consists of ( 21 ) items The
findings revealed that most of the sample the mean age is 69, the age 60-69
years were records highest percentage. In regard gender, a fifty percent for
male and female. There were a severe psychological status of elderly with
chronic diseases. In addition, the study showed association between
psychological status and elderly age with p.value <0.05, and indicates that
association between chronic disease, depression and anxiety. Providing special
programs in health centers to support the psychological status for the elderly
with chronic diseases. Special agencies responsible for caring of elderly

people as follow- up in application of activity daily living elderly People.
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Chapter One

1.1. Introduction:
Ageing is occurring in different locations and in societies at varied
stages of development . Ageing is the normal process that occurs gradually

and continually from the beginnings of young adulthood (Shree & S, 2021).

Old age was inevitable that aging would bring about a range of

physical, mental, endocrine, and changes in society (Nations, 2011).

One of the fastest-growing communities is that of the elderly, and this
trend is occurring in every country on earth. There are approximately (600
)million people in this world above 60 years of age and it is expected to grow
four times by the year 2050(Maheshwari et al., 2021).

Elderly can now live longer Because to better diet, cleanliness, medical
advancements, universal healthcare, learning, and financial well-being. The
old age are now able to live longer. Individuals and society alike gain when
can continue to have active and meaningful lives well into our senior years.
due to an increase in the percentage of the elderly population that outpaces
that of every other age group and is occurring in an increasingly wide variety

of countries (Thompson, 2017).

Population aging rapidly due to longer lifespans and lower mortality
rates (Tarakci et al., 2015).

Many physical processes begin to decline in early middle age. In order
to become old, a person does not have to reach a certain age. In the past, the
age of (65 )has traditionally been considered the beginnings of old age
(Richard & Besdine , 2015).

With rapid population ageing, knowledge of income related inequalities
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in chronic disease and associated physical and mental health problems in later
life will be important for designing appropriate health and welfare programs
(Korda et al., 2014).

Chronic illnesses (NCDs) are become a serious public health problem
as a result of environmental degradation. Chronic diseases such as diabetes,
heart disease, and cancer are becoming more prevalent as people become more
urbanized and adopt harmful lifestyle habits (such as smoking)(Feng et al.,
2014).

Age-related degeneration in all of the body's systems causes humerous
chronic diseases to develop, including CVA , HTN , CAD, musculoskeletal
disease (e.g. arthritis and osteoporosis) and psychiatric illnesses (such as
anxiety and depression). The patient's mental health might have a negative
impact on all of these disorders, preventing him or her from taking the
necessary steps to enhance their health. Proper care, on the other hand, can
significantly lessen the negative consequences of growing older. When the
patient is encouraged to be more physically, cognitively, and socially active,

the greatest improvement frequently occurs (Kazeminia et al.,2020).

The elderly are the primary victims of these debilitating conditions. As
a result, it has a significant impact on senior people's quality of life and is the
leading cause of death worldwide, particularly when the illness is not caught

and managed early on (Vathesatogkit et al.,2012).

However the health conditions and the impact of chronic diseases
experienced by the elderly become one of the risk factors for increased
psychosocial health problems in the elderly, such as anxiety, feeling of
worthlessness, depression, despair, social isolation and loneliness (Kozier et
al.,2010).
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Once some behaviors are identified as being indicative of old age, it is
important to view aging as a whole because it is both a biological and a
psychological process. Old age has an ontological aspect that alters people's
relationships with time and their relationships with the universe and their own
stories, as in every individual scenario. As a result, the term "old age" must be

taken as a complete, as well as a cultural truth (Meaning et al., 2010) .

1.2. Importance of the study:

Life expectancy has increased over the world. Most people nowadays
can life expectancy well into their sixties or even seventies. As the world's
population ages, the population of elderly people in the population grows as
well(Kasai,2021).

The human body changes in many noticeable ways with age, and aging
is often accompanied by decline in bodily functions. However, a decline in
function is different from loss of function that results from disease(Chalise,
2019).

According to the Iraqi Ministry of Health's annual national bureau of
statistics, old individuals over (60) years of age are anticipated to rise from(
3.40 percent in( 2010) to( 5) percent in (2015) and (7.2) percent in (2050) (Al-
Abedi et al,.2020) .

Physiologically aging is distinguished by decreasing of bodily functions
, Increased risk of chronic disease and care reliance for older adults occurs as
physiological changes occur with aging. Aging-related hearing, sighting and
movement loss, as well as illnesses like dementia, heart illness and CVA and
severe respiratory disease, diabetes or osteoarthritis are the leading causes of

disability or death in those over (60) ( Agyemang-Duah et al,.2019).
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In general, many elderly people experience a variety of health and
mobility issues in their latter years. If the structural, economic, and social
factors of ill health are managed at an early stage, chronic condition, mental
health disorders, disability, and impairment can be decreased (Debén et al.,
2014).

Multiple chronic medical disorders are connected with a loss in life
quality, impaired functioning, and mobility decline. People with mental illness
or cardiovascular disease, as well as those who have numerous chronic health
disorders, tend to have worse health and much more difficulty doing the
activities of daily living. Chronic illness is linked to an increased risk of
mental illness as well as hospitalizations and death. Three to four medical
ilinesses have a 25% increased death risk, whereas individuals with five or
more chronic health conditions have an 80% increased mortality risk(
Caughey et al.,2013).

People who suffer from a number of long-term health issues have very
high and intricate medical care requirements. They are heavy users of
healthcare and see a wide variety of health care professionals, indicating that
aged care becomes a significant social, financial, and governmental issue
(Roughead et al,.2011).

As the world's population ages, the proportion and total number of
people in need of long-term care will rise rapidly. Since women have
traditionally provided most of the care for their families, this will happen at a
time when younger individuals are less likely to be available to do so. To
improve global health responses to the aging population, an approach to
preventing and reversing functional disability and care dependency is

essential. An essential need exists for this type of strategy. Several studies
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have been conducted by researchers to examine the health and relevant issues
associated with aging, which necessitates more investigation, with the current
study focusing on Psychological state among seniors with chronic
conditions(De Vries et al., 2011).

1.3. Statement of the problem:

Psychological Status among Elderly with Chronic Diseases.

Older people face a variety of challenges as a result of physical and
psychological changes that occur as a result of the aging process. Although
many people regard these changes in the elderly as normal and acceptable,
there are some aspects of mental health that are pathological and must be
recognized and addressed early, particularly those that lead to emotional
instability and various degrees of depression. It should also be noted that

mental health affects physical health and vice versa.

Multiple underlying physiological changes as people age, raising the
chances of getting chronic disease and becoming dependent on others. People
who have several chronic health issues have extensive and complex care
requirements. The primary causes of impairment and death in adults over 60
are age-related hearing, vision, and mobility losses, as well as illnesses such as
dementia, heart disease, stroke, chronic respiratory disorder, diabetes, and

osteoarthritis .

The rising prevalence of chronic diseases among the elderly will be one
of the most significant concerns confronting global health systems in the
twenty-first century. Greater longevity, "modernization” of lifestyles with
increased exposure to many chronic disease risk factors, and the expanding
ability to intervene to keep people alive who would otherwise have perished
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have all contributed to a shift in the disease burden confronting health-care

systems.

In most places, socioeconomic improvement has been accompanied by
substantial declines in fertility and equally dramatic increases in life expectancy
over the last 50 years. This process has resulted in fast aging populations around
the world, with the number of individuals over 60 anticipated to more than
triple, from 46 million in 2015 to 147 million in 2050.

1.4. Objectives of the study are to:
1. To assess the severity of Psychological status for older people.
2. To determine the differences in Psychological status with regards
socio-demographical data.
3. To find out the association between Psychological status and types

of chronic disease.

1.5. Definition of Terms:

1.5.1. Chronic disease :

Theoretical Definition:

Chronic diseases are defined as long-term conditions that can usually be
managed but not cured (WHO,2014).

Operational Definition:
Chronic diseases are long-term health conditions or problems that may
last for several years and limit daily activities, and they share characteristics

and symptoms that cannot usually be treated.
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1.5.2. Psychological statue:

Theoretical Definition:
Psychological statue (psychology) a psychiatric disorder where the
characteristics of a state are approximately unchanged although the state on

its own could be lively; "a manic state” (Free Dictionary,2022).

Operational Definition:
Psychological statue is a state of mind in which the attributes of the

state are relatively static, despite the fact that the state itself may be dynamic.

1.5.3 Elderly:

Theoretical Definition:
Elderly are individuals over 65 years old who have functional

impairments(Free Dictionary,2022).

Operational Definition:

Persons who are 65 years old and older; who suffers from chronic

disease and attending hospitals and centers.
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Chapter Two

Review of Literatures
2.1.Concept of Elderly

Aging is defined as progressive decline in homeostasis following the
reproductive phase of life, resulting in increased risk of disease or death(Lee et
al.,2012).

The older society implies significant changes at multiple levels. From of
the ancient period to the19™ generation, human average lifespan trebled from
20 years to 40 years. But even so, this average lifespan trebled fast to 80 years
from of the 19" century to the 20™ century as well as increased steadily in the
21% ( Estapé,2017) .

The World Health Organization (WHO) defines old age (old age)
starting after retirement, Those from 65 and 75 years old. WHO classifies of
the age of the elderly into 4 groups, namely: middle age is 45-59 years, elderly
(elderly) is 60-74 years, old age is 75-90 years and very old age over 90
years(Kirca & Pasinlioglu, 2019).

Healthy ageing is a concept promoted by WHO, that considers the
ability of people of all ages to live a healthy, safe and socially inclusive
lifestyle(Age UK, 2010).

According to the (WHO) old age is fixed at (60) years old for
developing countries and the third world, and at 65 for developed countries, a
classification that involves the economic and social situation in each

country(Meaning et al., 2010).

Today, because of advancements in education, technology, medicine,

food distribution circumstances, and health, there are more old people than
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ever before. As a result, meeting folks in their 70s, 80s, 90s, and even close to

(100) years old is not uncommon nowadays(Chalise, 2019).

However, their demand for the care and helping grows. Indeed, almost
(20) percent of male and (30) percent of female in the age category now
requires assisting an everyday activity is a must functions, In the near future,
it is expected that there will be an increase in the numbers, and projections
indicate that by the year (2035) the total number of elderly people who suffer
from the consequences of aging will increase to a 3™, posing a significant
defiance to meet their support and care needs; this fact implies significant

socioeconomic and health implications(Kingston & Jagger, 2018).

Gerontology, in general survey of the process of aging, and geriatrics, a
specialization focusing on the medicinal concerns connected with growing of
elderly, are two academic studies of the aging process. In an effort to
comprehend all elements of the complicated process of ageing, gerontology
includes interdisciplinary concepts and methodologies. Three academic fields
have typically made significant contributions to gerontology. Biological aging,
which is concerned with lifespan and how (and why) the body changes as it
ages; psychological aging, which is concerned with adaptive qualities
,memory, intelligence, and how individuals cope with their own aging are
examples of perceptual aging; and social aging The roles in society and
preconceptions for older individuals in a particular society or culture are
addressed by aging(Touhy, 2012).

With rapid aging population, understanding of income related
disparities in chronic illness and related psychiatric conditions of the quality of
life will be crucial in developing health care plans that are effective. and

wellbeing projects. so far, whereas many research findings on Social and
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economic disparities in the incidence of chronic illness involve elderly adults,
Usually the data accumulated for the elderly respondents more than (65) year,
(with the some exceptions, and there is very little guide of disparities
particularly between the elderly age more than (80) year. moreover, few

finding provide data on the absolute imbalances(Korda et al., 2014).

The growing prevalence of chronic diseases in the elderly will be one of
the most significant concerns confronting global health systems in the twenty-
first century. Greater longevity, "modernization” of lifestyles with greater
exposure to many chronic illnesses, and the expanding capacity to intervene to
keep individuals alive who would otherwise have perished have all
contributed to a shift in the disease burden confronting health systems (Nolte
& McKee,. 2008).

Therefore, an approach to prevent and reverse functional decline and
care dependency in older age is critical to improving public health responses

to population ageing. Such an approach is needed urgently(WHO,2017).
2.1.1. The Aging Process and Ageism:

As Humans go through different phases or stages of life as they age.
Understanding aging in the perspective of these stages is beneficial since aging
IS more than just a physiological functions. A life It is the period from an
individual's birth until his death, which includes several stages of life that can be
predicted including physical growth and progression to age-related roles such as
child , parents , adults ,adolescents, the elderly, etc. At each point in life, as an
individual sheds previous roles and assumes new ones, new institutions or
situations are involved, which require both learning and a revised self-

definition. The fact that age-related roles and identities vary according to social
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determinations mean that the process of aging is much more significantly a

social phenomenon than a biological phenomenon ( Little, 2014).

Aging caused by the combination of processes that happen throughout
time, such as period, genes, illness, and behavioral and environmental variables.
It is also linked to a slew of physiological, physiologic, psychological, and
intellectual changes and declines, though there is no set order in which they
manifest(Matud & Concepci, 2019).

Understanding mechanisms of healthy aging in humans is important
because early detection of deviations from a healthy aging trajectory could be
used to promote longevity by delaying, avoiding, or preventing the development

of age-related diseases (Alpert et al., 2019).

Ageism is a set of concepts and beliefs connected with discriminatory

attitudes against older persons (Quadagno, 2011).

Despite social and professional demographics, ageism manifests as social
and interpersonal discrimination and as stereotypes based on advancing age.
(Kagan et al.,2015).

< Types of Age:
e Chronologic age
Chronological age is expressed in units of time (months and years)
since birth. Although only an indicator of time, chronological age is by far the
most commonly used metric of later return. Age, on the other hand, can be
defined biologically, physiologically, psychologically, and socially.
Chronological age often does not precisely predict where a person falls on

each of these aspects (Séguy et al.,2019).
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e .Biological age

The biological age of a person is determined by the systems of organs

and the external appearance of the body. The different components of
biological functions and personality traits must be evaluated independently
even within the same person because they can vary. In terms of blood pressure,
and most likely cardiovascular function, Marge is physiologically older than
her peers. On the other hand, her gray curls are an indication of physical aging,

which puts her in line with the age of other (Rose, 2013).

e Functional age

Functional age refers to a person's ability to perform specified duties.
Functional age, like biological age, entails compassion for chronological age
peers. When an individual's competency in some aspect of functioning
compares to that of chronological age peers, he or she is deemed functionally
youthful. For instance, an 85-year-old guy who drives at night is functionally
young than his chronologically younger peers who have stopped driving at
night (Soto-Perez-de-Celis et al.,2018).

e Psychological age
Psychological age is often defined as how effectively an individual
adapts to changing circumstances. To what extent may an individual use
cognitive, personal, or social abilities to adapt to new situations or engage in
new activities or experiences? Individuals who can adjust to new conditions
are deemed mentally younger than others who find it difficult to do so and

prefer to repeat the same actions (Mitina et al.,2020).

% Social age
The majority of a society's ideas on what persons in a given

chronological age category should be doing and how they ought to act are
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referred to as social age. People may be expected to finish their schooling by
their early twenties, marry by their late twenties or early thirties, have children
by their early to mid-thirties, and be established in their careers by the age of
40. Individuals who do not marry until the age of 40 and live with their parents
until then are considered socially younger than those who leave their parents'
house at the age of 22 and married at the age of 25 ( Erber,2012).

2.1.2. Category of older individual:

During the increased the average life expectancy and the number of
persons in the (60+) group growing by the day, age (60) and above is further
segmented for demographic data gathering and other uses. In Western and
affluent countries, (65) years is considered the start of aging, and aging can be
characterized as follows:
a-Young old: year (65 to 74).

b- Middle old year (from 75 year to 84 year) .
c-Old-old years ( more than 85year) (Chalise, 2019).

2.1.3. Changes related to Aging:

People change biologically, emotionally, and culturally as they age. The
changing are normal, and the many objects that could be done to assist old

age persons in adjusting to and compensating for them.

+ Biological Changing
External Alterations: External changes are among the most visible effects

of aging. Changes to one's hair, nails, and skin are examples of this.
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% Changes in the Sensory
Alterations in taste, odor, sight, and perception are examples of sensory

changes.

% Psychological Changing
People get slower in "recalling” facts as they age. It takes them longer
to "respond” to events. They may, however, be quite functional if given enough
time. Learning might be difficult for seniors who have hearing or vision
difficulties. If the setting is noisy, inconvenient, or unpleasant, learning and
memory can suffer. Iliness, overmedication, depression, and stress can all affect

learning and memory( Farley et al.,2006).

+ Social Changes
Many losses befall the elderly. They retire after their children have left
the house. from employment, they are suffer bodily deterioration, and Losing
their oldest best friend. The majority of the elderly are on fixed incomes. When
elderly people are unable live alone, they must live with others, like family,
friends, or in a nursing home. Lonely and vulnerable elderly people can become

victims of deception and abuse (Chalise, 2019).

2.1.4. Theories of Aging:

There is no agreement on quite why aging process occurs, and while
various hypotheses have been offered, no single hypothesis is suitable for
explaining the complicated of the aging. Because the majority of the existing
research in this field has featured nonhuman creatures, extrapolation to humans
are tricky (Jett, 2012).
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2.1.4.a Random Theories

Consider aging to be produced by a sequence of negative alterations in
the cells that result in replicative mistakes. These changes happen at random and
build up over time. In this theory, This type of theory includes the error theory,
the cross-linking, or connective, theory, and the free radical theory( Davidovic
et al .,2010).

s Wear and tear theory.

The first tries to explain physiological aging process was the wear and
tear idea. It is predicated on the premise that continual use results in worn out or
damaged body organs. It is apparently influenced moreover as a result of
accumulation of byproducts that are harmful to the normal functioning of cells

and tissues over time (Jin, 2010).
¢ Error theory.

This theory is largely concerned with the accumulation of errors in DNA
(deoxyribonucleic) and RNA as we age. When arbitrary errors occur in RNA's
"copying" capabilities, erroneous genetic information gets copied and conveyed,
compromising cell function. The causes of aging and mortality are thought to be

faults that arise and are propagated at the molecular level (Tiedt, 2015).

%+ Cross-linking, or connective tissue, theory.

Cross-linking, or connective tissue, The hypothesis asserts that elastin and
collagen (the two connective tissue proteins that support and connect the body's
organs and structures). Cross-linking can be seen in age-related alterations in
skin tissue. Cross-linking research is ongoing, although it is unclear how to
prevent it and what effect it has on aging (Jin, 2010).
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¢ Free radical theory .

They are biochemical byproduct of regular oxygen-based cellular
metabolism.. They may also be produced by ozone, pesticides, radiation, and
possibly gasoline and byproducts of plastic production. They are incredibly
unstable and barely last the second or minimal however they are capable of
reacting biologically in conjunction with the other molecules, particularly
unsaturated fatty acids. The body is trying to neutralize free radicals declines
with age (Saxon et al., 2015).

2.1.4.b Non- random Theories
This category includes theories such as programmed aging hypothesis

and immunologic or resistance theory.

% The Programmed of aging theory.

Hayflick and Moorehead proposed that aging process could be governed
by a biological or genetic clock. They determined that it is a sort of controlled
At the molecular level, aging after observing that human embryonic fibroblastic
cells grown in cultured cells out of the body may divided about fifty times
before degrading( Cui et al.,2013).

 Immunological theory, or immunity theory.

Because the Immunity system is a complicated physical system that is
interconnected It may be a cause of ageing in other complex structures. Immune
changes can determine survival/mortality either alone or in comparison to less
inflammatory process to the chronic illness although they do not appear to
influence all elements of the process of aging universally. The immune system,
Which is associated with neuro-endocrine system, is the one causes that behind

aging, as evidenced by lifespan. If we consider inflammatory response as the
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causes of aging in relation to the theory of evolution and the oxidative theory of
aging, The immunity may be the primary cause of getting older once more
(Robert,2014).

2.1.4.c Psychosocial Theories.
+» Maslow( Human Needs).
Maslow established a basic human needs that human behavior
leadership. The most fundamental require are those required for survival,

according to the hierarchy. The following are:

1- Survival demands that must be addressed in order to live (food, water, and

oxygen).

2. Safety and security needs. Once physiological needs are met, the individual is

motivated to seek safety and security.

3. Demands for connection or affiliation become significant once physiological

and security needs are addressed..

4. The hierarchy continues with esteem requirements. Individuals must build a

feeling of self, or self-worth, after their basic needs have been addressed.

5. The urge for self-actualization is the last and greatest level in Maslow's
hierarchy. This means realizing one's full potential and being the best one can
be.

Maslow's hierarchy of needs could be effective in developing services and

programs for older individuals (Heinz et al.,2017).

¢ Erikson’s Theory
Erik Erikson was a pioneer in proposing a psychological process take

to the full life span . He hypothesized a succession of developmental crises
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that the person solves at a primarily good or primarily negative path.

= Ego Integrity vs. Despair in Late Later life.

The basic growth goal in old age is to reflect on one's life, reconcile

triumphs and disappointments, and bring it all into context( Agronin ,2014).
% Peck’s Tasks of Old Age.

Erikson's final two stages were broken into seven distinct tasks by Peck.
Erikson and Peck's viewpoints diverge in that Peck offered four particular
activities for middle age and three for later adults. The tasks for every age group
can be completed concurrently rather than sequentially. Sequencing is not
required (Rathus, 2011).

The three tasks are follows:

A. Ego Differentiation vs. Work Role Preoccupation.

If the old age are removed from certain lifestyle duties or are unable to
fulfill them adequately, older persons who are clinging to former lives or the
job responsibilities as indicators of their self-respect consider these standard
unsatisfactory. However, older persons who regard themselves as valuable can
boost their self-respect out of with a group of ongoing pleasant contacts with the
others (Craig & Dunn, 2007).

B. Body Spirituality vs. Body Obsession.

Those older individuals who can rise above preoccupations with their
health or the body effects associated with their own aging process are more
likely to retain an attention in and derive self- satisfaction from living in their
later years than those who become preoccupied with or infatuated with evidence

of poor wellbeing or body changes.
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C. Self-Transcendence vs. Self-Preoccupation.
Senior citizens who see beyond oneself and have an invested role in
society. culture are more impressive to have a positive outlook on themselves
and their lives (Eliopoulos, 2014).

2.2. Chronic diseases.

Chronic diseases are ailments that persist another year or more and
necessitate continuing medical treatment or impede everyday activities.
Hypertension, cardiovascular disease, and diabetic are examples of common
chronic diseases. Most chronic diseases can be treated, but they can be
managed in methods that lessen the disease's daily burden and/or the
likelihood that it will develop to more severe symptoms. (Aspen Health
Strategy Group, 2019).

Chronic diseases, also known as non-communicable diseases, are the
leading cause of mortality and disability globally, and include Alzheimer's
disease, arthritis, cancer, heart disease , diabetes, and Parkinson's disease
(Prasad et al.,2012).

The main risk factors for these diseases include unhealthy lifestyle choices
such as a lack of exercise, a poor diet, stress, and excess tobacco and alcohol
intake ( Kunnumakkara et al.,2018).

Health conditions and the impact of chronic diseases on the elderly
become risk factors for increased psycho - social health problems in the older
adults, such as anxiety, unworthiness, depressed mood, despair, social loneliness
and isolation, alcoholism, fear of becoming a burden to family and society, and

even suicidal behavior (Zulfitri et al.,2019).
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2.2.1. Age-related changes in Cardiovascular system:

Cardiovascular disease are the overall leading causes of death, and they

are especially high reasons for death in middle and late adults(Xu et al.,2016).

The heart changes with age, and some of these changes may increase a
person's risk of cardiovascular disease. These include blood vessel and valve
stiffness, which can lead to leaks or difficulty pushing blood from the heart
(NIA, 2012).

5 Heart disease .

It is the leading cause of mortality among the elderly. Age-related
changes diminish cardiac efficiency and contribute to lower heart muscle
compliance. Myocardial enlargement, which affects left ventricle strength and
function; increasing fibro and calcification tissues that infiltrate muscle and
conductive tissues, creating valve stenosis; and reduced pacemaker cells are

among the changes (Capriotti & Frizzell, 2015).

Many people, however, are unaware that they have cardiovascular
disease. A sudden heart condition, properly known as a myocardial infarction, is
often the first sign of a problem in middle life. Sudden heart attacks are
frequently caused by the rupture of an accumulation of plague that provide
oxygen to the heart muscles over time (a disease condition known as

atherosclerosis)(Kalyanasundaram & Shirani, 2010).

% Hypertension

The American Hypertension Association (ASH) and the International
Association of Hypertension (ISH) determine the presence of hypertension
based on (SBP) of the ( 140 mm Hg) or greater and (DBP) of (90 mm Hg). or
greater , based on the mean of (1-2) or more CBPs that it takes health care
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providers (1-4) weeks to complete (weber et al., 2014).

o Contributing factors.

o Advance in adulthood.

o Drink a lot of alcohol (more than two drinks per day for men and
more than one drink per day for women).

o The history of family.

o Gender:

o Men are at a higher risk till the age of 45.

o Gender hazards are roughly equal between the ages of 45 and 64.

o Women are at a higher risk at 65 years of age and later .

o Overweight.

o Poor dietary habits, especially if they include an excessive amount

of salt (American Heart Association, 2016).

2.2.2. Cancer

Cancer is a huge public health issue around the world, and the burden

cause of cancer - related is increasing (Hong et al., 2015).

Age is a risk factor for cancer, with more than half of cancer patients
over the age of (65) year (Brighi et al.,2014).

Older people with cancer often suffer from comorbidities, geriatric
syndromes, social isolation, and functional disability (Soto-Perez-de-Celis et
al.,2018).

According to the Worldwide World cancer Research fund (IARC), the
world had (11) million cases of cancer in (2002), with people (65) and older
accounting for (45) percent of cases. This number has increased to (14) million
in (2012), with the elderly accounting for (47) percent of all cases. According to
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predictions, three out of every five cancer cases will occur among elderly by
(2050) (Esdras,2019).

2.2.3. Age-related changes in Musculoskeletal System.

The major and most significant age-related skeletal system alteration is
the steady loss of calcium from bone. Bone mass peaks around the age of 35,
followed by a steady decline of bone density and density (osteopenia).
Genetics, smoking, excessive drinking, and hormonal factors are all factors

that influence bone loss(Linton, 2007).

In aging, the balance between new bone formation and bone resorption
is disturbed and bone resorption begins to exceed bone formation, resulting in
a loss of both bone mass and bone density. Consequently, bone strength
declines with age. Loss of bone mass varies both between and within
individuals, These changes also contribute to decreased strength and mobility
in the skeletal system (Marieb & Hoehn, 2013).

2.2.4 Respiratory changes with age

This changes that occurs in the respiratory are frequently
indistinguishable from changes in the system caused by variables including such
air quality, ergonomic accidents, smoking, and other lifestyle and environment.

However, respiratory efficiency declines with aging (Tabloski, 2014).

The quantity of alveoli does not vary greatly as we get older, but their
structure does. The number of capillaries available for gas exchange decreases
with age. Overall, the functional alveolar area decreases when alveoli walls thin,
alveoli increase, and the surface available for oxygen-carbon dioxide exchange
diminishes. Overall, with age, less oxygen is given to body cells, resulting in a

reduced spare capacity in the respiratory when facing high conditions. Most
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older people are more fatigable as a result of these changes (Davies & Bolton,
2010).

% Asthma
Asthma is a heterogeneous disease, usually characterized by chronic

airway inflammation (Global Initiative for Asthma, 2015).

According to the World Health Organization, the number of people over
the age of 65 is predicted to rise to up to 17% of the total global population
between 2000 and 2050. Asthma has a significant prevalence in the elderly,
affecting more than 10% of people over the age of 60 (WHO,2007) .

Asthma in the old age is not an uncommon condition. Furthermore, due
to unusual presentation, age-related decline in dyspnea perception, and
concomitant comorbidities, it is commonly underdiagnosed or misdiagnosed.
Asthma, in particular, may overlap and converge in the elderly; many older
persons with asthma exhibit persistent blockage on pulmonary function testing,
making it difficult to distinguish asthma from COPD.(Diaz-Guzman &
Mannino,2010).

2.2.5. Changes related to age in the endocrine system.

Changes related to age in glands can result in critical health problems
associated with metabolism of electrolytes, glucose, water, and minerals, but
this is highly individualized and the concentrations of major hormones
necessary for homeostatic equilibrium are not universally changed with aging. It
does appear that aging in the endocrine system contributes to increased
difficulties in regulating various mechanisms that ultimately result in lessened
vitality in older adults (Hill, 2006).
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Older adults’ symptoms of endocrine disorders are often atypical,
nonspecific, or muted, or they may mimic other disorders such as depression
or fatigue. Sometimes in this age group there are no presenting symptoms
even when disease is present. In addition, signs or symptoms of endocrine
disease may be changed or masked by concomitant illnesses or medications.
Endocrine pathologies are classified as those based on hyposecretion

hypersecretion, and hyporesponsiveness of various glands( Tabloski, 2014).

¢ Diabetes mellitus

It is a class of metabolic illnesses defined by elevated blood glucose
levels (hyperglycemia) caused by abnormalities in insulin production, insulin
action, or both (American Diabetes Association , 2016).

Diabetes was estimated to affect 422 million people worldwide in 2014,
and this figure is anticipated to rise to even more than 642 million by 2040 (WH
O, 2015).

Age is one of the most important risk factors in the development of
prediabetes and diabetes (Mordarska & Godziejewska,2017)

Diabetes is predicted to become more prevalent as the population ages
and lifestyles change, particularly among people aged 75 and up. Diabetes is a
debilitating disease in elderly adults due to its vascular consequences and
associated morbidities. Diabetes triples the likelihood of nursing home
admission. Diabetes management and care to elderly persons are especially
complex of the illness in old age and the heterogeneity of this age group (
Abdelhafiz et al.,2019).

¢ Risk factors of Diabetes
¢ The history of Family to diabetes
% Obesity .
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% Race/ethnicity (e.g., African Americans, Hispanic Americans, Native
Americans, Asian Americans, Pacific Islanders).

s Age greater than 45 years .

A history of impaired glucose tolerance or poor glucose tolerance.

% Hypertension more than (>140/90 mm Hg).

% The antecedents of gestational diabetes(American Diabetes

Association,2016).
2.2.6 Changes related to age in the gastrointestinal system.

Changes related to age have been identified of the various components
of the GI system, they evidently exert relatively little effect on overall
functioning of the Gl tract. The process of digestion slows with age and may
become somewhat less efficient, but marked changes are not common and the
system usually remains adequate to meet most reasonable demands imposed
on it. In spite of this resilience, many older adults’ complaints center around
various gastrointestinal problems. Over the years, folklore and misconceptions
about digestive functioning and age have played a considerable part in
encouraging older adults to attribute various signs and symptoms of digestive
malfunctions to age alone. It is much more likely that lifestyle factors such as
poor dietary choices, lack of adequate fluid intake, lack of bulk in the diet,
excessive straining when defecating, and lack of exercise are more responsible

for many of the common GI complaints than age( Tabloski, 2014).
¢ Irritable bowel syndrome .

Irritable Bowel Syndrome(IBS) is a chronic functional condition
characterized by recurring stomach pain and irregular bowel movements, which

can include (diarrhea, constipation), or both(Skrastins & Fletcher, 2016).

Irritable Bowel Syndrome caused by a functional defect in intestinal
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motility. Motility alterations may be caused by neuroendocrine dysregulation,
particularly changes in serotonin transmission, infection, inflammation, or a
vascular or metabolic imbalance. The intensity with which the peristaltic waves
move the fecal matter forward is modified at particular parts of the gut. The gut
mucosa shows no signs of irritation or tissue alterations (Grossman & Porth,
2014).

%+ The main symptom

e Constipation.

e Diarrhea.

e Abdominal distention.

e Changes in bowel pattern.
e Abdominal pain.

e Chronic fatigue syndrome.
e Chronic pelvic pain.

e Migraine headaches.

e Anxiety.

e Depression (Lacy et al., 2016)

The age at which IBS manifests itself varies. An start after the age of 65
year (elderly) is highly rare, as most cases increase throughout youth and early
adulthood. However, because aging is connected with a higher risk of having
any physical abnormalities, managing IBS in the elderly people is more
difficult and complex than managing IBS in younger populations(Kurniawan &
Kolopaking,2016).
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2.3. Psychological status.

An individual who is mentally healthy may make and maintain close
friendships with other people, participate in the societal standards of their
community, and notice pleasant thoughts but also control emotions like despair.
A person's internal and external functioning can be more understood and valued

when they have good mental health ( Bhugra & Sartorius,2013).

Mental state has several elements and is affected by a combination of
factors. The individual's psychological health is a complex, or ever-changing,
condition as a consequence of these interactions. A person's mental health is
motivated by individual, interpersonal, and social/cultural factors. Individual
characteristics include a ’s genetic make-up, autonomy and independence, self-
esteem, growth potential, vitality, capacity to achieve long - term goals, moral
fortitude or hardiness, feeling of connection, accurate solution, and coping or

stress management skills (Wortzel, 2013).

In the elderly a good psychological aging shown in their ability to adapt
to physiological, social and Psychological casualties that achieve life
gratification. In order to variations in lifestyles are unavoidable over the course
of a life span , elderly require resilience and acclimatization abilities when
faced with stress ,and changing . A positive self-concept encourages risk -

taking and trying something new, unproven positions (Pender& Parsons, 2014).

If older people are allowed to engage and appropriate society support
facilities are offered, they are more likely to preserve good functional capacity
independence(Miller, 2015).
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2.3.1 Depression.

It usually consists of two or more weeks of sadness or lack of interest in
living activities. Depression affects twice as many women as men and is (1.5 —
3) times more likely in first-degree relatives than in the overall population. In
women, the prevalence of depression decreases with age while it rises in
men(Black & Anreasen, 2014).

Depression is one of main ailments among the elderly. Chronic illness ,
limited movement , disinheritance, senior addict, loneliness, and decrease the
source of income are of contributed factors for depression among the elderly,

and the major contributed factors seen in all age categories(Pilania et al.,2019).

In the elderly the depression can manifest in a variety of ways and can be
difficult to identify( Mehra et al.,2017).

It is linked to an increased illness risk, decreased physical, cognitive, and

social performance, and increase in self (Sozeri-Varma, 2012).

s Symptoms of Depression:
o Sad mood.
o Sleep pattern disturbances.
o Increased fatigue.
o Increased agitation.
o Feelings of guilt or worthlessness.
o Weight loss or gain .
o Decreased interest in pleasurable activities (anhedonia).
o Decreased ability to think, remember, or concentrate.
o Having frequent thoughts of death and suicide (Townsend &
Morgan,2017).
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e Causes of depression in elderly.

The fact that at least half of older persons who come with depression
have no prior history suggests that different pathogenic mechanisms may
be at work than in those who have previously had depression (Ortman et
al., 2014).

«» Contributed factors.

The etiology of depression is sometimes ambiguous, making it
difficult to establish which symptoms are caused by depression but which
are caused by other factors, these include:

» Long-term medical conditions.

Multi-pharmacy.

Several losses.

Functional deterioration (physical, cognitive, or both).

A family or personal history of depression.

Societal exclusion.
Drug abuse or addiction (Wilkinson et al., 2018).
2.3.2Anxiety.

Anxiety is defined as a mysterious feeling of fear or dread; the reaction of
anxiety to environmental stimuli that can manifest as behavioral,
psychological, and physical symptoms. Anxiety differs from fear in that fear is
caused by obviously identified outside triggers to implies a risk for the
individual (Bandelow et al., 2014).

Anxiety affects people of all ages; the prevalent of anxiety during the
aging , particularly severe in the old age society .Anxiety symptoms are

prevalent in 15-52 percent of the elderly, while anxiety disorders affect 3-15
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percent of adults, with chronic conditions being the most common(Ryan et al.,
2011).

In elderly decline of self-respect, loss of activity and stimulation, loss of
friends and relatives, loss of physical independence and chronic illnesses,
changes in daily life or living environment, fear of death, and lack of social

support make them more vulnerable to stress and anxiety( Alipour et al., 2009).
2.3.2.a Causes of anxiety in older adults:

e Long-term medical conditions.

A general sense of ill health.

Sleep deprivation.

* Medication side effects .

e Misuse or abuse of alcohol or prescription medications.

» Physical restrictions in daily activities.

e Upsetting life events.

e Negative or traumatic childhood experiences.

* Excessive concern or obsession with physical health issues ( Pary et al.,
2019).

2.3.2.b Signs and symptoms of anxiety in older adults.

» Feelings of restlessness.

« Difficulty concentrating.

» Decrease in memory.

* Insomnia.

 Fatigue and Nausea.

» Changes in appetite.

* Irritability.

 Social withdrawal .
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 Chest pain, palpitations and Shortness of breath .
» Headaches (Yarze & Rounds, 2021).
2.3.3 Stress.

s Overview of Stress.

Every person operates at a particular degree of adaptation and is
subjected to a certain number of changes on a regular basis. Such change is to
be expected; it promotes growth and improves quality of life. This homeostasis
can be disturbed by a stressor. A stressor is an internal or external event or
scenario that can cause physical, psychological, or behavioral alterations
(Greenberg et al., 2014).

Stress is defined as an uncomfortable state of mental and physiological
arousal that people have experienced when they believe a situation to be
harmful or threatening to their well-being. Some people define stress as an
incident or scenario that makes people feel tense, pressured, or negative
emotions like anxiety or rage. Stress is the exhilaration, worry, and/or physical
strain that comes when an individual's demands are perceived to surpass his
capacity to adapt. This most typical interpretation of stress is referred to as

anguish or negative stress (Tandon, 2017).

Stress in the elderly can cause health problems, the higher the stress level
of the elderly the more often they experience recurrence of the disease(

Keramane et al.,2019).

It is also one of the psychological elements that influence the overall
health of the aged. They are subjected to numerous types of stress as a result of
changes in the family hierarchy, physiological condition, and physical health
degradation. Retired, the loss of friends, and fewer social activities are all

common sources of additional stress(Gholamzadeh et al., 2019).
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2.3.3.a Types of Stressors

Stressors come in a variety of shapes and sizes. They might be classified
as physical, physiological, or psychological. Cold, heat, and chemical agents are
examples of physical stressors; pain and exhaustion are examples of physiologic
stressors. Fear is An instance of a stressful event (e.g., fear of not passing the
test, losing work, or waiting for a result to diagnose an illness). also can the
Stressors develop as a result of typical life transitions, such as transitioning from

childhood to adolescence, getting married, or birthing ( Greenberg et al., 2014).

Frustration or everyday troubles, significant complicated repetitions
including big numbers, and stressors that happen fewer frequently and impact
fewer people have all been classed as stressors. Day-to-day stressors include
everyday occurrences such as getting stuck in traffic, experiencing computer
outages, and arguing with a spouse or roommate. The impact of these
encounters varies. For example, witnessing a downpour while on vacation will
be at the beach almost certainly elicit a more passive reaction from would at
next time. Due to the obvious cumulative effect they have over time, these
minor inconveniences It has been found to has a bigger health effects of life

calamities(Schonfels et al., 2015).
e Duration can also be used to classify stresses, as seen below:
1- Acute, time-limited stress factor, such as final test preparation.

2- Stressor sequential series of traumatic situations that follow a single stressful

event, such as job loss or divorce.
3- Intermittent chronic stressors, such as daily annoyances.

4- A long-term lasting stressor, such as serious disease, a disability, or poverty.
(Gallo et al., 2014).
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2.3.3.b Sources of stress in old age :
1. Change in lifestyle and financial situation following retirement.
2. Taking care of grandchildren.
3. Taking care of a sick spouse.
4. Death of relatives, loved ones, or close friends
5. Physical abilities deterioration and chronic illness
6. Concerns about being not able to be independent.
7. Concerns about institutionalization (Okoye, 2015).

2.3.3.c Common signs and symptoms of stress:
A- Physiological symptoms:

1. inability to sleep, nightmares, loss of appetite, palpitation, and
frequent urine.
2. muscular aches and fatigue.

B- Emotional and psychological:
1. Anxiety, fear, irritability, and sadness.
2. agitation, poor concentration, and forgetfulness ( Aldwin, 2018).

2.4. Previous studies.

The first study: A study conducted by Lotfy et al., 2021 which was
titled as (Depression and Generalized Anxiety disorders among Middle and
Older Adults with Chronically Il in Saudi Arabia ) the study aimed to assess
the severity of depression and anxiety. In this study the findings highlight the
significance of offering suitable customized therapies to support the

psychological health of older persons with chronic conditions.

The second study: A study conducted by Azam et al.,2021 which was

titled as ( Prevalence of Mental Health Disorders among Elderly Diabetics and
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Associated Risk Factors in Indonesia) This study's goal was to identify the
prevalence for the mental disorders (MHD) between many elderly diabetes
patients in Indonesia. In this study the researcher suggested the MHD incidence
between old diabetic in Indonesia was (19.3) percent, indicating the importance
of screening for psychological issues and teaching elderly diabetic patients.
MHD was more common among unmarried female senior diabetics with less

educational and a history of stroke.

The third study: A study conducted by Ibrahim et al.,2019 which was
titled as (Mental disorders among elderly people in Baghdad, Irag, 2017) The
purpose of this study was to evaluate the frequency and predictors of
psychological illnesses (MDs) among older persons living in care homes also
with their relatives in Baghdad, Irag, in 2017A cross-sectional study has been
undertaken on all elderly people living in Baghdad's NHs and an equal number
of old people living in WF. In this study the multivariate revealed numerous
factors linked to MD. Low income, reliance on others, and neglect were higher
predictors of MD among older individuals living in WF. The incidence of MDs
in the NH is much more than double the incidence in the population. We
advocated for improved aged mental health care services, comprising curative,

prevention, and promotional initiatives.

The fourth study: A study conducted by Zhu et al., 2018 which was
titled as (Chronic Disease, Disability, Psychological Distress and Suicide
Ideation among Rural Elderly: Results from a Population Survey in Shandong)
The goal of this study was to look at the impact of chronic illness and physical
impairment on suicide ideation in rural old people in Shandong Province, China,
while accounting for mental trauma. In this study the researcher suggested that

the Psychological anguish was the most influential factor in rural elderly suicide
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ideation, followed by chronic sickness and disability. Effective intervention
methods should be implemented in medical care among the rural elderly to

allow the early diagnosis of mental distress).

The fifth study: A study conducted by Hong et al ., 2015 which was
titled (Psychological distress in elderly cancer patients) The goal of this study is
to look at the frequency and particular symptoms of psychological discomfort in
older cancer patients. A number of 67 individuals (43.8 percent) reported some
level of mental disturbance.The researcher concluded that compared to single
patients, those who have lower education monthly income, marriage
respondents, those with higher education, and those with greater monthly salary
had substantially lower subjective stress scores (p 0.05).In the study the
researcher suggested Psychological distress is common among older cancer
patients and should be recognized by healthcare workers serving these

individuals
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Chapter Three

Methodology

This chapter discusses the components and strategies employed in this
study include the study's design, managerial and ethical considerations, the
study's setting, the target group, the sample of the study, the study's a tool, the
accuracy of the questionnaire, the pilot study, the questionnaire accuracy, data

collection Techniques, and data process.

3.1. Study Design:
A descriptive analytical study using assessment technique to assess
the psychosocial status among elderly with chronic diseases. The period of

the study was from 9" of February 2022 to the 6™ of July 2022.
3.2.Administrative Arrangements:

Administrative arrangements procedure for conducting the present
study an official permission is obtained before collecting data from relevant

authorities in Appendix( B) as follow:

e Approval from the higher studies scientific committee and Research

Ethical Committee at the College of Nursing, University of Babylon.

e Official permissions were obtained from the Babylon Health Directorate

in order to access the Hospitals and Health Centers formally.

e The permission was presented to hospitals and Health centers , which
includes:
-Babylon Oncology Center.
-Imam AL-Sadig Teaching Hospital .

-The first sector of Hilla and The Second Sector of Hilla .
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3.3. Setting of the study:

The study was conducted in Hilla city center ( oncology centers, health
centers and hospitals ). The hospital is Imam Al-Sadiq Teaching Hospital, Al-
Murjan Teaching Hospital (Babylon Oncology Center ) and health centers It

includes the first and second sectors of Hilla.

3.3.1. Babylon Oncology Center

It is a center that provides health services to people with malignant
diseases. Its located at Marjan City Hospital. It contains several beds with a
private ward at a capacity of four beds as well as specialized medical and
nursing staff. The center receives patients from different regions of Irag and is

not restricting to residents of Babylon province.

3.3.2. Imam AL-Sadig Hospital:

The hospital is considered the master hospitals of Babylon province. It
follows the Iragi Ministry of Health. The hospital Capacity (492) beds, several
clinics and centers, and (18) operating halls. The hospital can accommodate
(400) beds on the land of (40) dunums, and it's six floors to provide

preventive, medical, and therapeutic services to citizens.

3.3.3. The First sector of Hilla:

It is includes several Health centers in the Hilla city , the researcher
select the four health centers (Shahid AL-Islam Health center, Mohandessin
Health Center, AL-Nahda Health Center, AL-Quds Health Center) these
centers located in the center of Hilla city.
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3.3.4.The Second Sector of Hilla:

The second sector, which includes many health centers located in the
city of Hilla, and health centers located in center of Hilla city these were(AL-
Qazia Health Center, Morgan Health Center, Babylon Health Center and AL-
Imam Quarter Health Center. The first and second sectors of Hilla contain
many centers that provide primary health care, , for all age groups not for the

elderly only.

3.4.Study Sample:

A purposeful and non-probability sample of 100 elderly suffering from
chronic diseases were selected from health centers, Imam Al-Sadiq Hospital
and Babel Cancer Center in Hilla city center, Iraq.

Table (3-1) The distribution of study sample according to the setting

Setting Number of the sample
Imam AL-Sadiq Teaching Hospital
40 patients
Babylon Oncology Center 5 patients
Health centers 55 patients
Total(n) 100 patients

n: size of sample

3.4.1. Inclusion Criteria:

Choosing the sample based on this consideration:
1- Elderly people who visit health centers and suffer from chronic diseases in

the city center of Hilla. They were diagnosed by doctors they have chronic

disease.

2-The age of elderly was more than 60 year and more of age.

3- Elderly who are free from psychological problems.
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3.5.Study Instruments:

For the purpose of the present study; a questionnaire was developed
based on the study objectives. The questionnaire elements for this study were

based on ( Appendix A) :

1-Thorough review of related research and publications.
2- The following are the scales:the DAS-scale (21)( Depression, Anxiety and
Stress) It is a well-established measurement tool for emotional states of

depression, anxiety and stress( Oei et al.,2013).

The final questionnaire consist of four parts as follows :

Part 1. covering letters to acquire caregivers' permission to participate in a

study .

Part 2: This section is composed of demographical characteristics, which

include "age, gender, Residence, Type of Occupation, Past working Status,

Educational level, marital status, Monthly income ,Source for income, Having

children, and Living ".

Part 3: This section is composed of chronic diseases, which includes

"cardiovascular diseases, diabetes, cancer, arthritis , asthma, irreparable bowel

syndrome".

Part 4: The section is divided into three sections, each of which comprises

twenty-one items, which are distributed as follows.:

1- Anxiety: This section was including (7) items using three Likert rating
level (‘always), (sometimes) and (neve r), this scale have been rating and
scoring (3) to always( 2) to sometimes and (1) to (never) the total sum of

all scoring (21).



Chapter Three :Methodology 41

2- Depression: This section was including (7) items using three Likert
rating level scale (always), (sometimes) and (never), this scale have been
rating and scoring (3) to( always), (2) to( sometimes) and (1) to (never) the
total sum of all scoring (21).

3- Stress: This section was including (7) items using three Likert rating
level scale (always), (sometimes) and (never), this scale have been rating
and scoring (3) to( always), (2) to( sometimes) and (1) to (never) the total
sum of all scoring (21).

Each section using three - Likert rating level scale [(always),( sometime),
never)] they were have been rating and scoring always = (3), sometimes =
(2), and never =( 1), To each one of psychological statues ( depression,

anxiety , stress )score was (21).

3.6.Validity of the Questionnaire:

Validity (content)is considered from the main aspects of the research
because of that the researcher want to examine the accuracy of the
questionnaire, A group of experts was shown the tool. from various disciplines
related to the field of study to make it more valid . The questionnaire
contents was show on a panel of 11 experts from different disciplines who
specialized in related field and have years of experience in their specialty
these experts were(Appendix C):

e From the University of Baghdad (College of Nursing ) (2) (Psychiatry
specialty) .

e From the University of Babylon (College of Nursing ) (2)
(Community Health Nursing specialty).

e From the University of Kufa(College of ) (1) (Psychiatry Medicine
specialty)
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e From the University of Kufa( College of Nursing) (2) ( Psychiatry
specialty )

e From the University of Karbala( College of Nursing). (2) (Psychiatry
and Mental Health specialty)

e From the University of Babylon (College of Nursing ) (1) (Psychiatry
specialty )

The experts' observations implicitly included that they all agreed that
(21) items of the DAS _ scale questionnaire were clear and sufficient to
measure the phenomena underlying the study. Amendments were made to
some items as stated in the experts' suggestions.
3.7.Pilot Study:

After making the administrative arrangements and before starting data
collection a pilot study was conducted on 10 patients ( n =10) from both
genders were selected from Babylon Oncology Center, Imam AL-Sadiq
Hospital and Health center in Hilla City(10%from total sample). The pilot
study was conducted from March 1st to March 16th, 2022, and the elderly

were eliminated from the study's main group.
3.7.A The following objectives were set for a pilot study:

1- Determine the assessment tool's clarity and content adequacy.

2- To calculate the mean time required for data gathering for each participant
throughout the study interviews

3- To assess questionnaire reliability by evaluating internal consistency
among items.

4- To identify any roadblocks that may arise during the process of data

collection.
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5- Data collection period.

3.7.C The finding of the pilot study including that:
1. The questionnaire items were clear and understandable

2. Each respondent needs between( 15 — 25) minutes to complete the
instrument.

3.7.D. Reliability of the Questionnaire:

The dependability of the research instrument entails ensuring that the
result will be almost identical if it is administered repeatedly to the same
persons at different periods. After establishing the apparent validity of the
research tool, the researcher used it to a randomized exploratory sample of 10
older persons, roughly equal to 10% of the original population. Members of
this group were later excluded from the initial sample on which the ultimate
research was undertaken out. The reliability coefficient is calculated using the

Alpha Cronbach test coefficient, as shown below.

Table3-2:Reliability of the Studied Questionnaire (n=10)

Reliability
DAS-21 0.86

The questionnaire's items were reliable. The time required for answering
the questionnaire ranged from (15-25) minutes. In addition, the instrument
items were clarified and understood the psychological status of elderly people

with chronic diseases in the center of Hilla city.
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3.8.Data Collection Methods:

After permission were obtained from all centers and hospitals, and
completed Piot study The data was collected by using the questionnaire from
April 23", 2022 to May 15", 2022.

For gathered data personally administered the questionnaire to the

elderly. after explaining the purpose of the study to respondents.

Been questioned each old person individually after asking if he or she
was available for questions and assist in this research; the majority of them
were agreeable with the interviewer. The average amount of time necessary
for each responder to the elderly interview was around (15-25) minutes. The
data was gathered through daily visits to the health centers between the hours

of( 8 a.m.),(12:30 p.m.), five days a week.

3.9.Methods of Statistics Data Analysis:

Data were prepared, organized, and input into a computer file before
being analyzed using a statistical tool for he data processing that follows the
social sciences (Microsoft Excel 2010 with spss Version 26). The next data
analysis methodologies are utilized to examine and evaluation the Study

findings.
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3.9.1.Descriptive approach:

Descriptive statistics includes a set of mathematical and statistical
methods that are adopted to describe the main features of a data quantitatively
by using tables and charts. Descriptive statistics always aim to present and
describe the data which is required to be processed, organized, summarized
and categorized, as well as presenting them in a simple and clear manner that
makes it easier for the recipient to recognize and understand its content. The
analysis performed through use:
3.9.1.a. Statistical tables Frequency and percentage .
3.10.1.b.Mean of scores Mx=.

The overall responses of Psychological Status according to total mean

of score which follow:

Maximum total sores — munimum total sores

total mean of scores = 3

63 —21

Psychological Status = 3

_63-21 _

3 14

M= 21-35 refers to High Psychological Status.
M=36-49 refers to Moderate Psychological Status.

M=50-63 refers to Psychological Status.

3.10.1.c. Standard Deviation test +SD.
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3.10.2.Inferential approach:

3.10.2.a. One Way ANOVA:
For equality of Means, is use (ANOVA test when the mean's

parameter is different).

3.10.2.b. Sample Independent t-test:
The t Test examines the mean of two independent groups to see if the
related population means differ significantly statistically.

The level:

(1) NS: Non significantly at probability-value>0.05.
(2) S: Significantly at probability-value <0.05.
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Chapter Four

Results of the Study

Under the objectives of current study findings, the descriptive and

inferential statistic approach organized in tables and figures that including:

4-1.Descriptive Statistic of Socio-Demographic Variables (n:100)

SDVs Classification Freq. %

(60-69) years 49 49.0
(Ahﬁﬁfﬁgf 6957.20) (70-79) years 33 33.0
B T (80 ) years and more 18 18.0
Gender Male 50 50.0
Female 50 50.0
i Urban 48 48.0
Residents Rural 52 52.0
Occupation Retired 47 47.0
Unemployment 53 53.0
Employed 29 29.0
Past working Status Free business 51 51.0
Unemployed 20 20.0
Iliterate 36 36.0

Read and write 8 8.0
. Elementary school 20 20.0

Level of Education Middle school 9 9.0
Secondary education 10 10.0
College degree 17 17.0
Married 52 52.0
Marital status Divorced 10 10.0
Widower 38 38.0
Adequate 24 24.0
Income/month Barely adequate 44 44.0
Inadequate 32 32.0
Pension 52 52.0
Sources of income Social Insurance 18 18.0
Relatives 30 30.0

Not have 5 5.0

Number of sons 1-2 7 7.0
>2 88 88.0
With family 68 68.0
Living status With son 20 20.0
Live alone 12 12.0




Chapter Four :Results of the Study 48

e ————————____________________________——— ]

Finding show participants demographic information, the mean age is
(69), the age 60-69 years were records highest percentage (49%). In regard
gender, a fifty percent for male and female. Concerning residents, most of
elderly (52%) from rural areas. Occupation related findings, elderly expressed
unemployment with previously a free business (53% and 51) respectively.
Education associated findings, a thirty-six percent were illiterate. In terms of
income and its sources, forty-four percent were barely adequate and mostly
depends on pension. Eighty-eight percent were have >2 sons and (68%) of

them live within their families.

4-2.Descriptive Statistic of Chronic Diseases

Variables Classification Freq. %
HTN 24 24.0
DM 11 11.0
Asthma 2 2.0
IBS 2 2.0
Cancer 7 7.0
HTN & DM 7 7.0
DM, Asthma 4 4.0
Chronic Diseases Asthma, IBS 1 1.0
HTN,DM,IBS 4 4.0
HTN,DM, Arthritis 3 3.0
DM, Arthritis 15 15.0
HTN,IBS, Cancer 8 8.0
IBS, Cancer 6 6.0
HTN, IBS 3 3.0
HTN, Arthritis 3 3.0
1 year 8 8.0
. . 2-5years 35 35.0
Duration of Diseases 6-10 years 30 30.0
>10 years 27 27.0

Finding show participants Chronic diseases and its associated. Out of 100
elderly included in current study were have hypertension (HTN) (24%) as a
mostly. Most of participants on chronic diseases for 2-5 years as a duration of

chronic diseases.
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4.3.Psychological Status among Elderly with Chronic Diseases

Table 4-3-1.Psychological Status in terms of Depression

+ [Depression ltems Class Freg. % M.s = SD
-
Always 31 31.0
I was unable to become enthusiastic aboutSometime 49 49.0
1 anything Never 20 20.0 1.89+0.709
Total 100 100.0
Always 24 24.0
. . Sometime 45 45.0
2 |l felt that life was meaningless Never 31 31.0 2.07+0.742
Total 100 100.0
Always 28 28.0
. .. Sometime 51 51.0
3 |l don't feel positive at all Never o1 1.0 1.93+£0.700
Total 100 100.0
Always 47 47.0
4 |l feel sad and blue Sometime A4 A4.0 1.62+0.647
Never 9 9.0
Total 100 100.0
Always 37 37.0
t was tough for me to get the motivation toSometime 53 53.0
S get things done Never 10 10.0 1.73+0.633
Total 100 100.0
Always 22 22.0
5 I thought I didn't have much value as aSometime |35 35.0 b 9140782
person. Never 43 43.0
Total 100 100.0
Always 30 30.0
. Sometime a7 47.0
7 |l feel I have nothing to look forward to. Never >3 3.0 1.93+0.728
Total 100 100.0

"(M.s) Mean of Scores, (SD) Standard deviation, Level of Assessment (High<I.66, Moderate=1.67-
2.33, Low>2.34)"

In terms of statistical mean and standard deviation, this table illustrated
that the elderly with chronic diseases expressed a moderate responses regards
psychological status associated depression at all items of the scale as indicated
by moderate mean of scores (M.s= 1.67-2.33) except, the elderly expressed a
high depression in terms of (felt down-hearted and blue) as indicated by low

mean of scores (M.s <1.66).
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Table 4-3-2:Overall Psychological Status Associated Depression

Depression Level Freq. % M+ SD
Sever (M=7-11) 24 24.0 13.83 +3.85
Moderate (M=12-16) 53 53.0

Mild (M=17-21) 23 23.0

Total 100 100.0

This table show it is the (53%) of elderly with chronic diseases
exhibited a moderate psychological status related to depression as described

by moderate average which equal to 13.83 (£3.85).

Moderate; 53

Figure4-1:Depression Level among Elderly
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Table 4-3-3.Psychological Status in terms of Anxiety

+ |Anxiety Items Class Freq. % M.s + SD
2
Always 52 52.0
ien Sometime 29 29.0
1 |l was terrified for no apparent reason Never 19 19.0 1.67+0.779
Total 100 100.0
Always 54 54.0
2 I am concerned about circumstances inSometime |42 42.0 | 50+0.577
which I would yell and embarrass myself.. [Never 4 4.0 T
Total 100 100.0
Always 57 57.0
. Sometime 20 20.0
3 |l felt | was close to panic Never >3 53.0 1.66+0.831
Total 100 100.0
Always 66 66.0
4 | became conscious of the dryness in mySometime 28 28.0 1 4040 603
mouth. Never 6 6.0
Total 100 100.0
Always 59 59.0
. . Sometime 24 24.0
5 |l began shaking (e.g. in my hands) Never 17 170 1.58+0.767
Total 100 100.0
Always 56 56.0
In the lack of effort, | was conscious of theSometime [35 35.0
6 activity of my heart Never ) 0.0 1.53+0.658
Total 100 100.0
Always 55 55.0
. . Sometime 39 39.0
7 |l was having trouble breathing Never 5 650 1.51+0.611
Total 100 100.0

"(M.s) Mean of Scores, (SD) Standard deviation, Level of Assessment (High<l.66, Moderate=1.67-
2.33, Low>2.34)"

In terms of statistical mean and standard deviation, this table illustrated
that the elderly with chronic diseases expressed a highly psychological status
associated anxiety at all items of the scale as indicated by low mean of scores
(M.s< 1.66) except, the elderly expressed a moderate level of anxiety in terms
of (felt scared without any good reason) as indicated by moderate mean of
scores (M.s= 1.67-2.33).
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Table 4-3-4:Overall Psychological Status Associated Anxiety

Anxiety Level Freq. % M + SD
Sever (M=7-11) 55 55.0
Moderate (M=12-16) 30 30.0

10.85+4.21
Mild (M=17-21) 15 15.0
Total 100 100.0

This table show that the (55%) of elderly with chronic diseases
exhibited a severe psychological status related to anxiety as described by low
average which equal to 10.85 (£4.21).

High; 55

Figure4-2:Anxiety Level among Elderly
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Table 4-3-5.Psychological Status in terms of Stress

+ [Stress Items Class Freg. |% M.s = SD
2
Always 51 51.0
1 I hgc! the impression that | was verylSometime |44 44.0 | 5440593
sensitive. Never S 5.0
Total 100 100.0
Always 60 60.0
2 | was irritated by anything that prevented meSometime 22 22.0 1 58+0.780
from going on with my work Never 18 18.0 T
Total 100 100.0
Always 75 75.0
3 |It was tough for me to unwind. Sometime |20 20.0 1.30+0.559
Never 5 5.0
Total 100 100.0
Always 61 61.0
- Sometime 22 22.0
4 |l began to get irritated Never 17 170 1.56+0.769
Total 100 100.0
Always 66 66.0
5 | had Fhe impression that | had been actuallySometime 24 24.0 1 4440 671
spending a lot of nervous energy. Never 10 10.0
Total 100 100.0
Always 77 77.0
6 |It was difficult for me to relax Sometime |17 17.0 1.29+0.573
Never 6 6.0
Total 100 100.0
Always 63 63.0
L Sometime 24 24.0
7 |l tended to over-react to situations Never 13 13.0 1.50+0.717
Total 100 100.0

"(M.s) Mean of Scores, (SD) Standard deviation, Level of Assessment (High<l.66, Moderate=1.67-
2.33, Low>2.34)"

In terms of statistical mean and standard deviation, this table illustrated
that the elderly with chronic diseases expressed a highly psychological status
associated stress at all items of the scale as indicated by low mean of scores
(M.s< 1.66).
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Table 4-3-6:Overall Psychological Status Associated Stress

Stress Level Freq. % M+ SD
Sever (M=7-11) 65 65.0
Moderate (M=12-16) 31 31.0

10.21 £3.39
Mild (M=17-21) 4 4.0
Total 100 100.0

This table show that the (65%) of elderly with chronic diseases
exhibited a severe psychological status related to stress as described by low
average which equal to 10.21 (£3.39).

High; 65

Figure4-3:Stress Level among Elderly
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Table 4-4:Overall Psychological Status among Elderly with Chronic

Diseases
Psychological Status Freq. % M+ SD
Sever (M=21-35) 53 53.0
Moderate (M=36-49) 43 43.0

34.44 £8.55
Mild (M=50-63) 4 4.0
Total 100 100.0

According to study criteria, findings demonstrated that the (53%) of
elderly with chronic diseases exhibited a sever psychological status as
described by low average which equal to 34.44 (£8.55). Figure (4-4) show that
the stress were considered a most common factors related psychological status
(M=1.45), followed by anxiety (M=1.55) and depression (M=1.91).

1.45

Stress Anxiety Depression

Figure 4-4:Psychological Status among Elderly with Chronic Diseases
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4.5.Statistical Differences in Psychological Status with regard their

Elderly Socio-Demographic Variables.

Table 4-5-1:Statistical Differences in Psychological Status with regards
Elderly Age (n=100)

Classification Mean SD p-value
Psychological Status (60-69) years 1.82 .365
Vs. (70-79) years 1.58 .326 001
Age [(80) years and, 123 30E

more ' '

The findings revealed that there were substantial disparities in
psychological state based on elderly age (p=0.001). It was observed that the
introduced ages (80 and older) is significantly associated higher psychological

status (lower average) unlike those who are aged 60-69 years (higher average)

(Fig. 4-5). (Appendix Es)

Table 4-5-2:Statistical Differences in Psychological Status with regards
Elderly Gender (n=100)

_ Gender | Mean | Sd T-value | D.F P-value
Psychological
Male 1.66 |.392
Status .606 98 549
Female | 1.61 |.424

In this study the result found no significant differences in

psychological status with regards gender at (t=0.606; p=0.549).

Table 4-5-3:Statistical Differences in Psychological Status with regards
Elderly Residents (n=100)

_ Resident | Mean | Sd T-value | D.F P-value
Psychological
Urban 1.88 |.251
Status 1.807 |98 074
Rural 1.61 412
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The finding in this study show no significant differences in
psychological status with regards those who are residents in urban (M=1.88)

and those who are residents in rural (M=1.61) at (t=1.807; p=0.074).

Table 4-5-4:Statistical Differences in Psychological Status with regards
Elderly Occupation (n=100)

_ Occupation Mean Sd T-value | D.F | P-value
Psychological
Retired 1.68 .384
Status 991 98 324
Unemployment | 1.60 427

According the result no significant differences in psychological status
with regards those who are retired (M=1.68) and those who are unemployment
(M=1.60) at (t=0.991; p=0.324).

Table 4-5-5:Statistical Differences in Psychological Status with regards
Elderly Past working (n=100)

psvchological Stat Classification Mean SD p-value

VZVC ological Status Employed 172 |.410

Stétus Free business 1.62 .396 354
Unemployed 1.55 429

The outcome of the study that no significant differences in

psychological status and elderly previous work status (p=0.354).
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Table 4-5-6:Statistical Differences in Psychological Status with regards

Elderly Education (n=100)

Classification Mean SD p-value

Unlettered 1.37 344

Read and write | 1.16 179
Psychological Status Elementary 182 216
Vs. school 001
Level Of Education Middle school 1.79 226 '

Secondary 166 | .283

education

College degree | 2.09 277

The findings revealed that there were considerable disparities in
psychological state when it came to older education (p=0.354). As being the
uneducated or informal educated is significantly associated higher
psychological status (lower average) unlike those who are college (higher

average) (Fig. 4-6).(Appendix E,).

Table 4-5-7:Statistical Differences in Psychological Status with regards

Elderly Marital Status (n=100)

Classification Mean SD p-value
Psychological Status Single 1.70 454
Vs. Married 1.50 464 431
Marital Status Divorced 1.55 .399 '
Separated 1.58 .325

The findings revealed that there were no considerable disparities in

psychological state when it came to older marital status (p=0.431).

Table 4-5-8:Statistical Differences in Psychological Status with regards

Elderly Income (n=100)

Psychological Status Classification Mean | SD p-value

Vs, Adequate 1.80 367

Income Barely adequate 1.74 321 .002
Inadequate 1.37 423




Chapter Four :Results of the Study 59

e ————————____________________________——— ]

The findings revealed that there were considerable disparities in
psychological state when it came to older income (p=0.002). Inadequate

income is significantly higher psychological status (Fig. 4-7).(Appendix E,)

Table 4-5-9:Statistical Differences in Psychological Status with regards

Elderly Sources of Income (n=100)

Classification Mean SD p-value
Psychological Status i
v Pension 1.63 418
S.
Social Insurance 1.53 412 .352
Sources of Income
Relatives 1.71 .382

The findings revealed that there were no considerable disparities in

psychological state when it came to older sources of income (p=0.352).

Table 4-5-10:Statistical Differences in Psychological Status with regards
Elderly Number of Sons (n=100)

_ Classification Mean | SD p-value
Psychological Status
v Not have 1.46 440
S.
1-2 1.48 410 335
No, sons
>2 1.66 405

The findings revealed that there were no considerable disparities in

psychological state when it came to older their number of sons (p=0.335).

Table 4-5-11:Statistical Differences in Psychological Status with regards
Elderly Living Status (n=100)

psychological Status Clgssifica_tion Mean SD p-value

Vs, W!th family 1.77 .366

Living Status Wlth son 1.48 311 .000
Live alone 1.15 .330
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The findings revealed that there were considerable disparities in
psychological state when it came to older their number of sons (p=0.000). It
was see that the elderly who are independent living (alone) is significantly
higher psychological status, unlike those who are living with their families or
sons (Fig. 4-8).(Appendix Ej3)

Table 4-5-12:Statistical Differences in Psychological Status with regards
Elderly tier Chronic Diseases (n=100)

Classification Mean SD p-value
HTN 1.72 .384
DM 1.83 202
Asthma 1.97 101
IBS 2.14 471
Cancer 1.00 .000
Psychological HTN & DM 1.78 212
Status DM, Asthma 1.71 .160
Vs. Asthma, IBS 1.95 201 .002
Chronic Diseases | HTN,DM,IBS 1.69 234
HTN,DM, Arthritis 1.85 .380
DM, Arthritis 1.37 428
HTN,IBS, Cancer 1.29 .348
IBS, Cancer 1.33 103
HTN, IBS 1.95 501
HTN, Arthritis 1.71 125

The findings revealed that there were no considerable disparities in
psychological state when it came to older their chronic of diseases (p=0.002).
It was see that the elderly who had cancers and cancer associated hypertension

and irritable bowel syndrome is significantly higher psychological status.
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4.6.Association between Psychological Status among Elderly and

Duration of Diseases

Correlation Coefficient 1 2 3 4 5
1.Psychological Status - .003 221* -.607** -.609**
2. 1 year .003 - 128 -.012 -121*
3. 2-5 years 221* 128 - 014 -.020

4. 6-10 years -.607** -.012 -121* - .001
5.>10 years -.609** .014 -.020 .001 -

Findings indicate that the psychological status among elderly were

significantly increased as a duration of diseases increased.

Table( 4-7): Statistic Variations in Depression Among the Older Based on

Chronic IlInesses (n=100)

Chronic Diseases  —ource of the Sum of F Average F-statistic "
difference Boxes Square value
Between Groups  12.271 14 .876

Depression Within Groups 17.761 85 .209 4.195 .000
Total 30.032 99

The findings revealed that there were considerable disparities in
psychological state when it came to older their chronic diseases (p=0.000).
It was see that the elderly who had cancers were mostly significant higher

psychological status in terms of Depression (Fig. 4-9).(Appendix E,)

Table 4-8: Statistic Variations in anxiety Among the Older Based on

Chronic IlInesses (n=100)

Chronic Diseases  -ource of the Sum of D.F Average F-statistic "
difference Boxes Square value
Between Groups  12.278 14 877

Anxiety Within Groups 23.656 85 278 3.151 .001

Total 35.934 99




Chapter Four :Results of the Study 62

e ————————____________________________——— ]

The findings revealed that there were considerable disparities in
psychological state when it came to older chronic diseases (p=0.001). It was
see that the elderly who had cancers were mostly significant higher

psychological status in terms of (Fig. 4-10).(Appendix Ey)

Table 4-9: Statistic Variations in Stress Among the Older Based on

Chronic IInesses (n=100)

source of the Sum of E Average

Chronic Diseases : . F-statistic  _
difference Boxes Square value
Between Groups  4.939 14 .353

Stress Within Groups 18.379 85 216 1632 087
Total 23.318 99

The findings revealed that there were no considerable disparities in

psychological state when it came to older their chronic diseases (p=0.087).

Figure 4-9. (Appendix Eg).
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Chapter Five

Discussion

This chapter deals with the systematic illustration and discussion of the
findings, which resulted reasonably from the literature and studies on the
psychological status among elderly with chronic diseases .

5.1 Demographic characteristics of elderly with chronic diseases
(Table4-1).

Age :

The findings of the study shows that Thirty-four percent of the sample
were from the age group (60-69) years, and Thirty-three percent of them from
age group(70-79) years , and the results also shows that Eighteen percent of
them were from the age group 80 and older (80 years and older) .

Gender:
In regard to gender the same percentage for female and male . The half
of the sample were female and half were male,.

Residential area:

Regarding the residential area, the result shows that Fifty —Tow percent
of elderly were living in rural area while Forty-Eight percent of the elderly
people living in Urban area.

Occupation :

According to occupation , Current work during the sampling period the
result shows that Fifty-Three percent of the sample they were
unemployment , While Forty-Seven percent of them were retired. While the
Previous Work, this result shows that the percentage Fifty-One percent of
elderly work in free business and Employed Twenty —Nine percent and the

Unemployed were Twenty percent.
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Educational level:

Regarding the educational level, the results shows that Thirty-Six percent
of the sample were illiterate and Twenty percent of them were primary school
graduation , while eight percent of them read and write , ten percent secondary
school graduation, nine percent intermediate school graduation and seventeen
percent of the sample were College graduation .

Marital status:

The marital status of the present sample revealed that Fifty-Tow percent
of the elderly were married, ten percent divorced, Thirty- Nine percent

widower.

Monthly income

According to the monthly income of the sample the results show that
Forty-Four percent of the elderly their income were barely enough, and
Twenty-Four percent from elderly income is adequate Thirty-Tow percent of

them their income were inadequate and mostly depends on pension.

Have son :
Eighty-eight percent were have >2 sons and Sixty- Eight percent of them

live within their families.
5.2 Descriptive the samples according to chronic disease table (4-2)

The participants of this study ( the sample of the study ) were 100
elderly people who suffer from chronic disease , Twenty-Four percent of the
sample have HTN , and eleven percent of them have diabetes mellitus, seven
percent of them have cancer, and Tow percent have asthma and Tow percent

suffer from irritable bowel syndrome.



Chapter Five: Discussion 65

55—
However, there are elderly people who have more than one chronic
iliness (Fifteen percent of them has DM, Arthritis, Eight percent from the
sample has HTN,IBS, Cancer) According to duration of the chronic disease

most of elderly they have the disease from 2- 5 years.

5.3 Psychological Status among Elderly with Chronic Diseases.

5.3.1. Table (4-3-1)

The result of the study show that Forty-Nine percent of the sample they
answer ( sometime ) to the question N.ol (I was unable to become enthusiastic
about anything)) at M.s (1.89). while Forty-Five percent from the participants
answer (sometime ) to the question No 2 (I felt that life was meaningless) at
M.s(2.07), Fifty-Three percent from the participant answer (sometime ) about
the a question No 3 (I couldn’t seem to experience any positive feeling at all)
with M.s ( 1.93), and Forty-Four percent from the participant answer (always
) to the question No 4 (I felt down-hearted and blue ) at( M.s (1.62), Fifty-
Three percent from respondents answer (sometime) to the question N.o 5(I
found it difficult to work up the initiative to do things), with M.s (1.73), Fory-
Three percent from respondents answer( never) to the question N.o 6(1 felt |
wasn’t worth much as a person) with M.s (2.21), Forty-Seven percent from
the respondents answers (sometime) to the question N.o 7(I felt that I had
nothing to look forward to) at M.s (1.93).

5.3.2 Levels of depression Table(4-3-2)

The result indicates that most of the sample Fifty-Three percent of the
elderly people with chronic disease have moderate level of depression as

described by moderate average which equal to 13.83 (+3.85). the finding show
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that Twenty-Four percent of them have severe psychological status related to
depression while Twenty-Three percent have low psychological status related
to depression . These results were supported by (Sherina el at.,2005.) this
study under the title (prevalence of depression among elderly in an urban area
of Selangor, Malaysia. ) who found that Fifty-Six percent of the sample have
moderate level of depression . this result Perhaps because the elderly people

suffer from depression but they accepted what happened and believed in

Allah judgment and considered it is Allah will .

5.3. 3 Anxiety. Table (4-3-3)

The result of the study show that most of the sample Fifty-Three
percent of them they answer ( always) to the question no.1l (I felt scared
without any good reason) at M.s(1.67). Fifty-Four percent from the
participants answer (always ) to the question no 2(I was worried about
situations in which I might panic and make a fool of myself ) with M.s(1.50) ,
Fifty-Seven percent about the a question no 3(I felt I was close to panic) were
answers (Always) with M. s(1.66x), Sixty-Six percent from the participant
answer (always ) to the question no 4 (I was aware of dryness of my mouth)at
M.s (1.40), Fifty-Nine percent from the sample answers( Always) to the
question N.o 5(1 experienced trembling (e.g. in the hands)) with M.s (1.58),
Fifty-Six percent from the participants answer( Always) to the question no
6(1 was aware of the action of my heart in the absence of exertion(e.g. sense
of heart rate increase, heart missing a beat)) with M.s (1.53), Fifty-Five
percent from respondents answers to the question N.o 7(1 experienced
breathing difficulty (e.g. excessively rapid Breathing, breathlessness in the

absence of physical exertion) were ( Always), at M.s (1.51).
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5.3.4 Levels of Anxiety. Table (4-3-4)

The result of the study showed that Fifty-Five percent of elderly with
chronic diseases exhibited a severe psychological status related to anxiety |,
while Thirty percent of them have moderate psychological status related to
anxiety ,and Fifteen percent mild psychological status average which equal to
10.85 (£4.21. ). This result maybe because most of the elderly were exposed
to anxiety ,Because of effort they are exposed to as a result of adherence to
treatment and diet to avoid symptoms resulting from chronic diseases.. this
finding were supported by( Shakir& Mohammed, 2017) who found that the
most of the sample a Fifty percent have moderate anxiety level, Fifty-Four

percent Thirty-Seven percent of the sample have severe anxiety level .
5.3.5. Stress. Table (4-3-5).

The result of the study show that most of the sample Fifty-One percent
of them they answer ( always) to the question no.1 (I felt that | was rather
touchy) at M.s(1.54). Sixty-One percent from the participants answer (always
) to the question no 2(1 was intolerant of anything that kept me from getting on
with what | was doing) with M.s(1.58) , Seventy-Five percent about the a
question no 3(I found it difficult to relax) were answers (Always) with M.
s(1.30), Sixty-One percent from the participant answer (always ) to the
question no 4 (I found myself getting agitated)at M.s (1.56), Sixty-Six percent
from the sample answers( Always) to the question N.o 5(I felt that | was
using a lot of nervous energy) with M.s (1.44), (77.0%)from the participants
answer( Always) to the question no 6(I found it hard to wind down) with M.s
(1.29), Sixty-Three percent from respondents answers to the question N.o
7(1 tended to over-react to situations) were Sixty-Three percent (Always)
were (Always), at M.s (1.50).
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5.3.6 Levels of Stress. Table(4-3-6)

Findings demonstrated that Sixty-Five percent of elderly people with
chronic diseases exhibited a severe psychological status related to stress ,and
Thirty-One percent of elderly with chronic diseases exhibited a moderate
psychological status related to stress and a Four percent low psychological
status . In the this result Perhaps because the elderly adapted to the presence
of the chronic disease due to the use of medicines and adherence to some
medical and health guidelines for the disease. These results were against the
result found by (Lotfy et al., 2021) which found that 81.5% (n=163) of
participants had mild anxiety and 18.5% (n=37) had moderate-to-severe

anxiety.

54 The Overall Psychological Status among Elderly with

Chronic Diseases.

In the study criteria, findings demonstrated that the Fifty-Three percent
of elderly with chronic diseases exhibited a severe psychological status as
described by mild average which equal to 34.44 (£8.55), Forty-Three percent
, moderate psychological status and a Four percent low psychological status .
The result show that the stress were considered a most common factors
related psychological status (M=1.45), followed by anxiety (M=1.55) and
depression (M=1.91). this result may be the elderly with chronic diseases they
are affected by symptoms resulting from severe illness, social status, and
changes that occur in their lives as a result of chronic disease, and therefore all
of these factors lead to increase the stress. this finding agree with (Katekaew et
al.,2019) who found that common factors affecting stress among the elderly
are family relationship, financial status, social or community environment,

physical health and chronic illness.
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5.5. Discussion the Distribution levels of psychological status
According to Demographic characteristics.

5.5.1 Elderly Age. Table(4-5-1)

The findings of the study indicates that there is a significant
relationship between psychological status and age with regards elderly age
(p=0.001). It was observed that the introduced ages (80 and older) is
significantly associated with higher psychological status (lower average)
unlike those who are aged 60-69 years (higher average).During aging,
psychological problems increases as a result of changing that occur with age,
such as physical disability , chronic disease or the inability to carry out daily
duties. This is agree with the study by(Najafi et al.,2014) who found that

during aging the chance of mental health problems increased (P<0.01).
5.5.2 Education level. Table(4-5-6)

The study about educational level indicates that there is a significant
relationship between psychological status and educational level of elderly
people (p=0.001). As being the uneducated is significantly associated with
higher psychological status (lower average) unlike those who are college
(higher average). Because people with a low level of education face difficulty
in their interactions in society and even in terms of group relations, which
negatively affects the psychological state. This result supported by (Motalebi
& Shahbadery,2021)who found that the Education level was significantly
correlated with psychological status (R = 0.19; p < 0.001) and moderate
correlation was found between education and psychological status(R = 0.26; p
< 0.001).
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5.5.3 Elderly Income. Table (4-5-8)

The study result indicates that income have a significant relationship
between psychological status and elderly income (p=0.002). Inadequate
income is significantly with a severe psychological status . Because elderly
people with limited income find it difficult to work and meet the basic
requirements of life as a result of aging in addition to stressful physical
changes such as disability or chronic diseases, and all of these factors affect
the psychological state. This finding agree with the study by (Assari, 2020).
His finding That Higher incomes have been associated with higher odds of
good mental health in older adults. However, there is less protective effect of

higher income on the psychological state of the elderly.
5.5.4 Elderly Living Status. Table(4-5-11)

Concerning with Living Status he findings of the study shows that there
is significant relationship between psychological status and Living Status of
elderly people with  their number of sons (p=0.000). It was see that the
elderly who are independent living (alone) is significantly severe
psychological status, unlike those who are living with their families or sons.
Because the elderly in old age are exposed to psychological problems
resulting from physical changes or as a result of complications of chronic
diseases, so they need psychological support from a family member or to help
them carry out daily activities. So we see the psychological problems of
elderly people who live alone or do not have sons higher than those who live
with their families and have someone to help them in their daily lives. These
results were supported by (lbrahim et al., 2019)The study revealed high
prevalence rates of depression(Thirty- Five percent in NH group and Sixteen
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percent with family group) and anxiety disorders (Twenty-Three percent in

nursing home group and Ten percent in WF group) among elderly.

5.6 Statistical differences in the psychological state with regard

to chronic diseases of the elderly group. Table(4-5-12)

The result of the study showed that chronic disease indicates there is a
significant relationship between psychological status of elderly people and
their chronic diseases (p=0.002). It was seen that the elderly who had cancers
and cancer associated hypertension and irritable bowel syndrome was
significantly higher psychological status. This was because the side effects of
chronic diseases cause disabilities for the elderly, and as a result of these
disabilities, it is difficult for the elderly to perform leisure activities, and this
negatively affects the psychological state, this result agree with the study by
(Chen et al.,2017)the results of this study found that both chronic diseases
and mental health disorders, the goodness-of-fit statistics were poor,
respectively model, which provided an acceptable fit to the data, also
indicated that mental health disorder showed a significant concomitant effect
on chronic diseases development. The study findings also suggest that pre-
existing mental health disorders can significantly contribute to the

development of chronic disease over time'

5.7 Discussion Association between Psychological Status among

Elderly and Duration of Diseases.

The study result about the psychological status indicates that there was a
significant relationship between the psychological status and the Duration of
Diseases in elderly people. Because the longer the duration of the chronic

disease increases, the greater its complications. Thus, many elderly people
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find it difficult to adapt to these complications, and these factors increase their
psychological problems. this result goes with the study by ( Busija & Sanders
2017) This study reports the associations between Health-related quality of
life (HRQOL) and duration of illness in eight common chronic health
conditions, specifically asthma, heart disease, arthritis, diabetes, stroke,

bipolar disorder, depression, and anxiety.
5.8. Statistical Differences in Depression among Elderly with

regards their Chronic Diseases Table (4-7).

In current study the findings indicate that there were significant
differences in depression with regards elderly their chronic diseases
(p=0.000). It was seen that the elderly who had cancers their was a
significant higher psychological status in terms of Depression. This was
because the elderly have physical disabilities as a result of chronic illness,
which makes it difficult for them to carry out the simplest daily activities, and
this increases their sense of the end of their life and the approach of death, this
result comes with the study of (Seo et al .,2017) This study found higher
significantly in elderly in the middle-aged population (p < 0.001).
Approximately One percent of the middle aged population and Nine percent
of the elderly population had 4 or more chronic diseases (p < 0.001). The
prevalence of depressive symptoms in the elderly population Seventeen
percent was significantly higher than that in the middle-aged population
(9.59%) (p < 0.001).
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5.9 Statistical Differences in Anxiety among Elderly with
regards their Chronic Diseases Table (4-8).

In regard to Anxiety among elderly with Chronic Diseases indicates
that there is a significant relationship between the anxiety and Chronic
Diseases of elderly people (p=0.001). It was seen that the elderly who had
cancers were mostly higher significant relationship with psychological status
in terms of anxiety. This result may be because they must adhere to treatment
and diet to reduce side effects resulting from chronic disease, this result agree
with the study by (Yang et al .,2022) who found that The number of chronic
diseases was a positive factor associated with anxiety. Compared with
participants without chronic diseases.

As people age, the prevalence of chronic diseases is increasing,
challenging the health system to provide accessible services to meet the
growing needs of managing chronic diseases, reducing risks, promoting

healthy lifestyles, and improving the quality of life of the elderly population.
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Chapter six
Conclusion and Recommendations

6.1.Conclusion:

Based on the study results and discussion, the study concluded the

following:

6.1.1 Most of the participants were married , males with ages range from( 60
to 69) years old and Fifty-Tow percent from rural areas, most of them
unemployed and illiterate. Eighty-eight percent were have >2 sons and Sixty-
Eight percent live within their families.

6.1.2. According to The levels of psychological statues it conclude ( anxiety

severe level , depression moderate level and stress severe level ).

6.1.3. Psychological status of people who are 80 and older is significantly
associated with higher psychological status than those who are aged 60-69
years, they were significant differences in psychological status with regards
elderly age at (p=0.001) and regards elderly education (p=0.354), were

significant differences.

6.1.4. Psychological status regards elderly income at (p=0.002) were
significant differences, psychological status of elderly with number of sons
(p=0.000) and the elderly who are independent living (alone) is significantly
higher psychological status, compared to those who are living with their
family members or sons.

6.1.5. Most of the elderly who had cancers and cancer with hypertension and
irritable bowel syndrome is significantly higher psychological status than the

rest of the elderly.
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6.1.6. The psychological status among elderly were significantly increased as a

duration of diseases increased.

6.1.7. Elderly who had cancers were mostly significant higher psychological
status in terms of Depression and the elderly who had cancers were mostly

significant higher psychological status in terms of anxiety(p=0.001).

6.2. Recommendations:

According to the findings and conclusions of the study the researcher
has recommended that:

6.2.1 Develop educational programs for families on how to take care of the
elderly and conduct periodic examinations for them to detect early any disease
and provide the necessary treatment.
6.2.2. Using educational programs and awareness that encourage the elderly
people to interesting for elderly socially and economically.
6.2.3. Provide a programed system to follow-up a health status for old age.
6.2.4. Psychological educational programs for the elderly can be used to
increase their knowledge of psychological problems and provide
psychological support to improve their psychological state.
6.2.5. Providing special programs in health centers to support the
psychological status for the elderly with chronic diseases.
6.2.6. Special agencies responsible for caring of elderly people as follow- up
in application of activity daily living elderly People, such as transportation and
medical care.
6.2.7. Preparing educational programs for families about healthy nutrition for

the elderly who suffer from chronic diseases throw the mass media
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Appendix A

Questionnaire

Part I: Demographical data:

1- Age : (CJvears

2- Gender:

Male :] Female E

3-Residence:

Urban :] rural E

4- Type of Occupation:

Retired :] Housewife E

5-Past working Status:

Employee C_ ) Free business (]
Unemployed :]

6- Educational level:

Iliterate :] Read and write E
Primary :] Intermediate E

Secondary C— )
College C— )



Appendix A

7- Marital status:
Single

Divorced
Separated
8- Monthly income:
Adequate
Not adequate
9- Source for income:
Pension
Relatives
10- Having children:
Yes
Number of Children
11- Living
with the family

with the daughter

J00 00 00 00 00d

Other

Married E
Widow E

Barely adequate E

Social Insurance (___)

N (]

with the son E
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Part 11: Chronic diseases:

1-blood pressure

2- diabetes mellitus

3- Asthma
4- Irritable Bowel Syndrome
5- Cancer

6- Arthritis

JUU0 dud

7-Others

The duration of the chronic disease (diagnosis of the disease)

C_ ) ver
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Part 111: Depression, Anxiety and Stress Scale - 21 Items (DASS-21)

A- Depression

Never

sometimes

always

1- 1 was unable to become enthusiastic about
anything .

2- | felt that life was meaningless.

3- I couldn’t seem to experience any positive
feeling at all.

4-) | felt down-hearted and blue .

5- 1 found it difficult to work up the initiative to
do things.

6- I felt I wasn’t worth much as a person.

7-1 felt that | had nothing to look forward to.

B- Anxiety

Never

sometimes

always

1. | felt scared without any good reason.

2- 1 was worried about situations in which |
might panic and make a fool of myself.

3- | felt | was close to panic

4- 1 was aware of dryness of my mouth.

5- | experienced trembling (e.g. in the hands).

6- 1 was aware of the action of my heart in the
absence of exertion(e.g. sense of heart rate
increase, heart missing a beat)

7- 1 experienced breathing difficulty (e.g.
excessively rapid Breathing, breathlessness in
the absence of physical exertion).

C- Stress

Never

sometimes

always

1- | felt that | was rather touchy

2- | was intolerant of anything that kept me
from getting on with what | was doing.

3- | found it difficult to relax.

4- | found myself getting agitated.

5- | felt that | was using a lot of nervous energy.

6- | found it hard to wind down.

7- | tended to over-react to situations
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Figure 4-5.Distribution of Psychological Status according to Age Groups

(2)

Figure 4-6.Distribution of Psychological Status according to Education Level
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(3)

Figure 4-7.Distribution of Psychological Status according to Monthly Income
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(4)

Figure 4-8.Distribution of Psychological Status according to Living Status
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(5).
Distribution of Depression according to Chronic Diseases
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Figure 4-10.Distribution of Anxiety according to Chronic Diseases
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