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ABSTRACT
This cross-sectional descriptive research aimed to examine the qua
life of elderly people. It identified selected factors related to a quality of lifg
demonstrated that there are predictable qualities that affect the quality of
elderly people in Bangkok he subjects were 388 elderly people who particip
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questionnaire and a Pictorial Thai Quality of Life (PTQL).
This study used descriptive statistics to analyze the selected factor
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coefficient to analyze the selected factors that affect the quality of life of elderly

people.
The study found that elderly people who participated in this study hag
quality of life in terms of social function and self-esteem. However the phy,
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cognitive, affective, and economic aspects of their quality of life were mid-range.

The analytical results of this study indicated that elderly people’s in
and personal ailments were related to their quality of life. And sufficieng
income explained the variance in the quality of life of elderly people.

This study identified that participation in the activities of elderly gra
probably helped to promote mental, physical well-being and quality of life fg

elderly in Bangkok.
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CHAPTERI
INTRODUCTION

Background and Importance of the Problem

Modern technological progress, especially in medical and public health
sciences and services, which can better treat patients, and have significantly reduced
the death rate. Between 1995-2000, the average male and female life expectancy was
67.36 and 71.74 respectively. Between 2000-2005 the average had increased to 68.15
and 72.39 years, with forecasts for 2005 to 2010 at 68.36 and 73 years of age (The
Ministry of Public Health, 2006 [online]). The global age structure has changed with
the expected growth of the elderly population from 10.0% in 2000 to 15.0% in 2525.
More than half of the global population will be over 65, and will live in developing
countries (Rattana Peathurai and Adul Viriyavetkul, 1995: 1). Thai elderly people are
increasing at the same rate as the global population, will increase from 9.4% in 2000
to 20.0% in 2525, as a result of the Family Planning Policy of the National Economic
and Social Development Board copy number 2. Thai children population (0-14 years
old) will decrease from 24.7% in 2000 to 18.0% in 2525 (The Ministry of Information
and Communication Technology, 2006 [online]). If the situation persists, Thailand
will become and “Aging Population” (Jiraporn Katepitchwattana and Suvinee
Vivatvanich, 2004: 5)

Due to the increasing growth of elderly people, many countries have paid more
interest, and in 1999, the United Nations announced that that year is the Universal
Year of the Elderly (Napaporn Chayowan, 1999: 54; Pravet Vasee, 2000: 9). The Thai
government established the Board of National Elderly, from the Ministry Resolution
Party on February 9, 1982. Additionally, the Research and Planning subcommittee of
the National Elderly drafted the 20 year old charter (1982-2001) to be a master plan to
establish an Elderly Development Organization whose objective is to carry out the
Protect and Solve the Elderly Problem Policy, in order to improve quality of life of
elderly people, which was passed on January 23, 1984. In accordance with this policy,
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the Thai Elderly Council proposed that elderly groups be present at all communities.
Elderly groups will set activities to encourage elderly health and be effective in the
groups (Prapaporn Jinuntuya, 1993: 2), and serve as a central association for elderly
people to share knowledge, develop themselves, mingle socially, and exercise to
promote their happiness and prevent against mental disorders (Sompop Reungtrakul,
2005: 11).

Elderly people are living in the final stages of life, and are not excited by the so
called “advanced age”, which is rapidly changing human processes, which will
inevitably in death (Rungroj Poomriew, 2002: 4). This advanced age will affect
humans in terms of physical, mental and social, (Bunlu Siripanich, 1992: 12-7), with
organ and system deterioration, physical weakness leads to vulnerability to sickness.
Mental changes are caused by three main factors, namely, the degeneration of the
brain with age, abnormal psychology, and the social changes in terms of culture,
economic, and technology in the environment of elderly people. In terms of social,
elderly people are in a position in society that make them feel worthless, no matter
how untrue this may be, for they have lose their work and income, resulting in them
discrediting themselves. The advance age separates them from their friends and spouse,
who gradually die off, leaving them to feel all alone, desolate and worried. They feel
peevish, irritable, suspicious, confused and have difficulty sleeping, which is the main
cause of mental illness amongst the elderly (Srithum Thanapoom, 1992: 114-5). These
changes lead to health problems, which easily affect the elderly. Some elderly people
reject change, because it is difficult for them to understand, and balance their mind
with the environment, and if they can understand this problem they will be able to
balance their lives, corresponding with Andrews & Roy (1991: 19-20). Understanding
change leads to good health and well-being, and elderly can benefit from this.

Elderly people who have good quality of life as a result of living by the right
principle, avoiding problems with themselves and others, and using the mind and
reasoning to solve problems. Admitting in own value, own essential, self, other, social
and environment decrease the living together in social contradict. Initiate the peaceful
family & social, progress, stability, security, compact and in perfect order. (Nisarat
Silapadet, 1996: 66-7)
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Out of this concern, researches found that age, sex, marital status, level of
education, sufficiency of income, family type, the right of ownership in the present
residence and personal ailments are the main factors that affect quality of life of
elderly people. Prapaporn Jinuntuya’s research (1993) found that age, sex, marital
status, level of education, family type and personal ailments are related, whereas
Panistha Panichacheevakul’'s research (1994) found age, sex, marital status, level of
education and sufficiency of income are related, and Sa-ing Chawarangkul (1995) who
found that the factors that were related are objective and subjective factors,
specifically, age, marital status, level of education and the right of ownership in the

present residence.

The WHOQOL group of the World Health Organization remarked that quality
of life has 6 domains (Sucheera Phattharayuttawat, 2005: 541 — 3) namely physical,
psychological, level of independent, social relationships, environmental, and
spirituality, religion and personal belief. These are similar to the factors in the Pictorial
Thai Quality of Life (PTQL) questionnaire (developed by Sucheera Phattharayuttawat,
Thienchai Ngamthipwatthana and Buncha Pitiyawaranun, 2006 [online]), which

includes the physical, cognitive, affective, social function, economic, and self-esteem.

This research intends to study the quality of life of elderly people in Bangkok,
using the PTQL, since it meets Spitzer et al. (1987: 465-71) criterion for effective
guestionnaires, namely, 1.Short, easily understood and convenient to use. 2.Covers
quality of life domains. 3.Consistent with the researching group. 4.Have sufficient
guestions. 5.Does not discriminate against age, sex, occupancy and diseases. 6.Have a
test of confidentiality before use. 7.Approved by clinical experts. 8.Sensitivity on the
group’s health. 9.Clarify different subject group’s quality of life. and 10.Reasonable.
This tool is consistent with Thai society and easily understood clinically, and in the
community (Sucheera Phattharayuttawat, 2005: 574-91) using appropriate language
and pictures that suit elderly who have problems with literacy.
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Resear ch Objectives

1. To examine quality of life of elderly people in Bangkok elderly groups.

2. To identify the selected factors related to quality of life of elderly people in
Bangkok elderly groups.

3. To demonstrate the predictable qualities of the selected factors that affect

quality of life of elderly people in Bangkok elderly groups.

Resear ch Assumption
1. Selected factors related to quality of life of elderly people include,

1.1 Age is a selected factor related to quality of life of elderly people
because it relates with past experiences. Elderly people have experiences in adjusting
themselves and confronting problems. However, the advanced age affects health and
quality of life because they must rely on others more, thus assuming that the younger
elderly people have a better quality of life than the older.

1.2 Sex is a selected factor related to quality of life of elderly people
because it specifies the quality, power and human limitations of the individual,
assigning social roles and duties, where males are more often respected and are leaders
expected to hold important duties. Females are often assigned submissive roles as
housewives, and are expected to respect the power of males. Quality of life assumes

that male elderly people have better quality of life than the female elderly.

1.3 Marital status is a selected factor related to quality of life of elderly
people because it concerns matters of loneliness, in that there is someone to support
them both in terms of physical and psychological, during sickness or health. Elderly
people who are along have nobody to depend on, thus assuming that elderly people
with different marital status have different qualities of life.

1.4 Level of education is a selected factor related to quality of life of
elderly people, because it promotes knowledge and life experiences, enabling the
better understanding of the world and life, to live suitably with decent occupations,
incomes, values, and self-control, thus assuming that elderly people with higher
education have better qualities of life than elderly people who have low education.
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1.5 Sufficiency of incomes is a selected factor related to quality of life of
elderly people because incomes pay for needs, such home, food, and medical expenses,
thus assuming that elderly people with sufficient incomes have better qualities of life

than those with insufficient incomes.

1.6 Family type is a selected factor related to quality of life of elderly
people because families treat and tend to the elderly physically, psychologically, and
socially, valuing the elderly, thus assuming that elderly people in extended families

have better qualities of life than those in nuclear families.

1.7 The right of ownership in the present residence is a selected factor
related to quality of life of elderly people, because rights to real estate is a guarantee of
their happiness, whereas homes for the elderly have maintenance costs and other
expenses, thus assuming that elderly people who hold different rights to ownership of
their present residence have different qualities of life.

1.8 Personal ailments is a selected factor related to quality of life of
elderly people, because worrying about personal ailments affects their psychology,
assuming that elderly people without personal ailments have better qualities of life

than those with personal ailments.

2. Selected factors, such as age, sex, marital status, level of education,
sufficiency of income, family type, the right of ownership in the present residence and

personal ailments can predict the quality of life of elderly people.

Limitation
This research focuses on elderly people over 60 years old participating in 9
elderly groups’ activities under the control of the Bangkok Medical Service

Department.
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Outcome and Benefits

1. Acquire the selected factors related to quality of life of elderly people. In
order to use these information as a basis to develop and plan a better quality of life for

elderly people.

2. Obtain main and level of the quality of life of elderly people in Bangkok,

to serve as a standard comparison of elderly quality of life.

3. The research results for the selected factors, main and level of the quality
of life of elderly people in Bangkok can serve as a physical and psychological trend
for healthcare services, to develop plans for a better quality of life for the elderly.

Definition of Terms
1. Elderly or elderly people refer to persons over the age of 60 participating in
9 elderly groups’ activities, under the control of the Bangkok Medical Service

Department.

2. The selected factors refer to the factors chosen by researcher consist of age,
sex, marital status, level of education, sufficiency of income, family type, the right of

ownership in the present residence and personal ailments.

2.1 Age refers to the age of elderly people who are older than 60 years

old from the year of birth.
2.2 Sex refers to sex of elderly people that confine to male and female.

2.3 Marital status refers to marital status of elderly people, is divided into

three groups.
- Single; no spouse.

- Widowed, divorced, or separated, elderly people who used to live

with their spouse but no longer living together now.

- Married, lives with their spouse.
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2.4 Level of education refers to elderly people’s level of education,

divide to four levels, namely, none, primary, secondary, and tertiary education.

2.5 Sufficiency of income refers to elderly people’s monthly incomes,

divided into two groups, namely,
- Sufficiency of income; can cover their expenses.
- Insufficiency of income; can not cover their expenses.

2.6 Family type refers to the group and structure of the elderly family,

divided into two types, namely,
- Nuclear family referring to an elderly is
(1) Living alone or with a spouse.
(2) Living with children or relatives who have no family.
(3) Living with spouse and children.
(4) Living with relatives who have no family.

- Extended families refer to elderly people who live with a spouse,

the family of children, and other relatives.

2.7 The right of ownership in the present residence refers to the elderly
ownership of current residence, divided into four types namely, having sole ownership,

shared ownership, relative-owned and other owners such as rented homes.

2.8 Personal ailments refers to status of health of the elderly, either

having personal ailments or not.

3. Quality of life of elderly people refers to living at decent levels in terms of
physical, psychological, affective, social and individual lives in society. Combining
these perceptions in terms of physical, psychological, social relation, environment,
culture, admiration, targeting 6 target components (Sucheera Phattharayuttawat, 2005:
526-591), namely
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3.1 The physical quality of life of elderly people refers to the reception of
sleep and rest, comfort, health body, bodily disorders, and strength to perform daily

routines.

3.2 The cognitive quality of life of elderly people refers to the reception

of thought, memory, concentration and decision making.

3.3 The affective quality of life of elderly people refers to the reception

of anxiety, loneliness, weariness, panic, and sadness.

3.4 The social function quality of life of elderly people refers to the
reception of working with others, ability to do routine work, interest in the

surroundings, social activity, and social support.

3.5 The economic quality of life of elderly people refers to the reception
of the financial status.

3.6 The self-esteem quality of life of elderly people refers to the
reception of the confidence to think, pride in one’s abilities, self-satisfaction,

appreciation in successful work and self-valuatio
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CHAPTER I
LITERATURE REVIEW

This research studies the selected factors related to quality of life of elderly

people. Collected definitions, comcepts, theories and related research are as follows
1. Definitions, Concepts and Theories on the Elderly
1.1 Definition of Elderly
1.2 Elderly Groupings
1.3 Elderly Changes
1.4 Elderly Theory
1.5 Elderly Needs
2. Definitions, Concepts and Theories on Quality of life
2.1 Quality of life Concepts
2.2 Quality of life Definition
2.3 Quality of life Factors
2.4 Quality of life Assessment
3. Selected Factors Concepts related to Quality of Life

4. Related Research
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1. Definitions, Conceptsand Theorieson the Elderly

1.1 Definition of Elderly

In elderly researches, it is first important to understand the meaning of being
elderly, whereby aging is the process of continuous natural human physical declination
and decreasing adaptability to the environment (Victors, 1999: 3 cited in Rungroj

Poomriew, 2002: 4). Aging is divided into 2 types (Surakul Jenobrom, 1991: 2) as

1. Primary aging occurs to all humans naturally, and is unavoidable that organs
and cells will deteriorate with age.

2. Secondary aging occurs when humans misuse the body with heavy work,
inadequate rest, and lack of exercise, drunkenness, smoking, and continual fatigue.

Knowing the definition of aging, the following discusses the development of
term “elderly” in Thailand. The term was first used by Major general Attasit
Sittisoontorn in senior doctor and elderly people meeting on December 1, 1962, who
defined it as the perceptions that are widespread in the present (Surakul Janobrom,
1991: 3 — 4). The term “elderly” refers to people who are living in the last part of their
life. Originally, it was defined by social roles, which are often leadership roles, social
responsibilities, but in the present this is more often defined by age differing from
country to country, such as The United States of America defining it as 65, in
Scandinavia, it was 67, which were the age of retirement. In Thailand, it is defined as
60 years of age, corresponding with the World Assembly on Aging in Vienna, Austria,
which is the same standard used by most of the world (Rattana Peathurai and Adul
Viriyavetkul, 1995: 1).

Gerontologists working on concepts of the elderly divided aging into four

types (Surakul Jenobrom, 1991: 4-5), namely
1. Chronological aging by age

2. Biological aging perception of bodily changes by age such as white hair,

wrinkles, farsightedness and baldness.
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3. Psychological aging includes intellectual change such as loss of memory

and decreased ability to learn.

4. Social aging includes family and friends as well as working responsibilities

and social roles.

In summary, elderly people are individuals who are older than 60 years of age,
living in the last part of life, where aging affects the body through it's natural
declination such as changes in intelligence, memory, learning, psychology and socials

roles.

1.2 Elderly Groupings

The elderly are divided by age, to make them easy to study and understand.
Gerontologists use social psychology as rules to divide elderly people into 4 groups
(Craig, 1991; Hoffman el al., 1988 cited in Sriruen Kaewkungwal, 2002: 541;
Burnside et al. cited in Wantanee Kumpeang, 1997: 13), namely

1. The young-old, between 60-69 years old is the period of crisis, with
retirement, death of relatives or spouse, decreasing incomes and loss of social status.
Generally, people at this age have the strength, but rely on others and can still adapt to
social situations, and is the period they are closest to young people, adapting through

“engagement” of social activities both inside and outside the family.

2. The middle-aged old, between 70-79 years old, is a weak period, with
friends and family dying, and reducing participation in social activities known as

“disengagement”, and social engagement within and outside the family is minimal.

3. The old-old, between 80-89 years old, is the most difficult period, where the
individual finds problems adapting to the environment, because it is more private and

more stimulating, and they need more help from others, and live in a kind of nostalgia.

4. The very old-old of more than 90 years old. There are very few people
living in this period, therefore the less available subjects for social biology and

psychological research. They are very weak, and should carry out activities that are
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non-competitive without time restrictions, but having passed this crisis they will live

happily and peacefully.

Elderly people in every period have different physical, psychological and
social changes, with health and social association on a decline through the affects of

aging, affecting their quality of life.

1.3 Elderly Changes

Aging occurs naturally, and through time, passes through three important
changes (Rungroj Poomriew, 2002: 10-2), namely

1. Physical Changes

The muscular and skeletal system: it was found that the muscles undergo
dystrophy especially in the legs, where the contraction of the muscles are greatly
reduced, starting from 30 years of age and increasing in speed at over 50 years of age.
This dystrophy results in the lose of agility and balance. The bones also become more
fragile, and the intervertebral disc becomes inflexible and loses its elasticity. The
joints deteriorate with age, and are easily damaged resulting in accidents involved with

movement.

The sensory system such as the eyes, ears, nose, tongue, and skin, for instance

has reduced response times.

The skin loses its elasticity and fat stored beneath the skin, resulting in
wrinkles, white spots, and freckles. The skin cells replicate itself slower, resulting in
wounds healing slower. The sweat glands work less resulting in dry skin and itchiness,

with hair loss and whitening.

The respiratory system: the lining of the heart thickens, with added cholesterol
to the system resulting in the hardening of blood vessels, lacking elasticity. The
movement of blood is slowed putting more burden on the heart, resulting in irregular
heartbeats. Elderly people are also inflicted with light headedness, as a result of

changes in movement that does not allow sufficient blood to the brain.
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The nervous system: the brain and nerve cells are greatly reduced, especially
after 60 years of age, by which the speed of deterioration is greatly increased, and due
to this reduced number, the brain will swell, and parts of the brain will shrink such as
the parts of the brain responsible for sight, the cerebellum, responsible for the
coordination of various muscles, will be less efficient, resulting in slow movement,
trembling, slow learning, problematic problem solving, and easy to forget present

situations, but able to retain old information.

The digestive system: most elderly people have brittle teeth, with saliva glands
excreting less saliva. The movement of the digestive track is slower, resulting in

indigestion, and less absorption, putting elderly at risk of malnutrition.

The excretory system: the kidney deteriorates, resulting in its reduced ability to
excrete waste. There is a need to urinate more as the bladder is unable to retain as
much water as before. Some elderly people may experience difficulty in urinating,
especially men who may have benign prostatic hypertrophy. Women have problem
controlling their urinary sphincter, as a result of many labors.

The endocrine system: there is a reduced amount of ductless hormones, the
pancreas produces less insulin increasing elderly people’s chances of becoming

diabetic than in other ages.

The immune system: is a body system that consists of numerous systems,
working together to combat pathogens in the body. This system often malfunctions in

elderly people.
2. Emotional and Psychological Changes

The emotional and psychological changes are the response of physical and
social changes. The degeneration of organ systems and changes in the environment
affect elderly people’s emotion and psychology, as well as numerous affects of various

kinds of loss such as.

2.1 Loss of loved ones, such as spouse, friends, relatives to death or

moving to other places.
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2.2 Loss of social and economic status, with retirement and the loss or

decreased incomes, social relationships and job positions.

2.3 Loss of family relationships, with children moving away to get married,
creating nuclear families instead of living together as an extended family, decreasing

their role in consulting, care, and teaching, leaving them to live alone.

2.4 Loss of a sex life, affects elderly males, and is an important

psychological problem.
3. Social Changes

Through aging, the body undergoes degeneration, making it weak and
inefficient, and as a result must retire from work. Some elderly people used to hold
high level duties, are heads of families, and have an income of their own to take care
of themselves, but with aging they lose these things, and even their connections are
lost. Social changes can be summarized as follows.

(1) Decrease in roles and duties.

(2) Change from taking care of other to relying on other to take care of
them when they have grown weak and have loss their income.

(3) Shrinking social networks as they lose their connection with friends and

peers.
(4) Ailments prevent them from joining in more social activities.
(5) Loss of spouse and friends from death.

In summary, aging affects the elderly physically, making them weak and prone
to sickness affecting their physical, affective, psychological, social changes and

quality of life of elderly people.
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1.4 Elderly Theory

Many fields of study are interested in the research of elderly, such as
sociologists study related concepts of the elderly in cultures, biologists study the
effects of cells in the elderly body, and doctors and public health studies elderly health,
ailments and its protection and cure. Due to the variety of researches, there is an

abundance of accumulated theories on the elderly, as presented in the following.
1. Theory of Social Psychology

There are many related social psychological theories concerning the elderly.
As follows (Cockerham, 1982; Pherson and Barry, 1983)

1.1 Disengagement theory believes that most elderly people retreat from
social engagements, in order to decrease social pressure, and give younger generations
a chance to be representative, relaying things to the young as a sort of social balance.

1.2 Activity theory believes that elderly people are both physically and
psychologically happy when participating in activities, and are more advantageous
socially.

1.3 Continuity theory believes that elderly people are happy when they can
continue to enjoy the same activities and social familiarity, however, prefer to be alone
and may seclude themselves. The theory recognizes need to adapt with many social
changes, such as death of a spouse, retirement and decreasing incomes.

1.4 Age stratification theory believes that social groups of the same age
experience similar situations, so research must balance similar age groups with
different ones.

1.5 Erikson’s psychosocial theory believes that old age is the period of
worthiness, firmness or dismay. Worthy elderly feel satisfied and content in leading a
successful life, in peace and happiness, accepting death as a part of life. Conversely,
dismayed elderly feel they are hopeless and refuse to live.

1.6 The Peck’s development theory believed that early elderly period (55-
75 years old) and the late elderly period (older than 75 years) have different
characteristics and relation to psychology, which can be divided into 3 areas,

specifically
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1.6.1 Self-esteem and value depends on roles and duties, so that when
they retire, they feel worthy.
1.6.2 Admitting that physical change is natural and try to adjust for a
happier life.
1.6.3 Accepting physical change, they will not fear death.
2. Cross — Cultural Theory
Cowgill (1972) presented cross-cultural theory as social changes as a result of
modernization is universal, but has variations following specific societies and cultures,

such as
2.1 Social appearance is universal, and is present in all societies.
2.1.1 Elderly are socially a minority.
2.1.2 There are more female elderly than male elderly.
2.1.3 There are a larger number of widowed female elderly in society.
2.1.4 Elderly are socially treated differently as a group.

2.1.5 Elderly people often fill the role of counselors or responsible for
managing tasks that are not physical in nature, and are often preoccupied with social

roles more than economic production.
2.1.6 Elderly are often political or active leaders.

2.1.7 Mores are important determinants of the responsibility between

the elderly and their children.

2.1.8 Society values elderly people, and seeks to find ways to prolong

their elderly life.

2.2 Social appearance of elderly may change as societies undergo

modernization.

2.2.1 Primitive societies age less than modern societies.
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2.2.2 Determined by age in modern societies, but primitive societies

tend to factor the state of being grandparents.
2.2.3 Statistically, longevity is a relative to level of modernization.

2.2.4 There are more elderly people in modern societies than there are

in other societies.
2.2.5 There are more females widows than in other societies.

2.2.6 There are more grandfather and grandmothers than other

societies.

2.2.7 In primitive societies, elderly hold high social power, but in

modern societies their status is lower and unclear.

2.2.8 Elderly in primitive societies hold more important economic and

political positions than modern societies.
2.2.9 Primitive societies, respect and worship ancestors.

2.2.10 Elderly hold more prestigious social role when there are few, but

hold lower positions with high populations.
2.2.11 Increasing social change affects elderly status.

2.2.12 Stability of the house increases an elder persons’ status, and the

lack of stability of the house decreases their status.

2.2.13 Rural elderly population is more prestigious than their urban

counterparts.

2.2.14 In preliterate societies, elderly hold high status, but the

increasing level of education has lowered their status.

2.2.15 Elderly people, who contribute to the social good, remain in high

status, but this is dependant on the popularity and ability to participate in activities.
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2.2.16 Retirement is a new concept and is found in modern high

productivity societies.

2.2.17 High status elderly people are often part of an extend family,

whilst their lower status counterparts are part of nuclear of neolocal marriages.

2.2.18 Modern societies’ response to management of economic stability

of elderly people has shifted from family to government.
2.2.19 Elderly relationship in modern societies is lower.

2.2.20 In primitive societies, widowed female elderly inherits ascribed
roles, but this is not so in modern societies.

2.2.21 Individualist values system in the East has decreased elderly
status and stability.

2.2.22 In local societies, social deterioration and disengagement is not a
prominent elderly characteristic, but disengagement increases with increased

socialization and modernization.

In summary, the development and adaption of the elderly is dependent on
many factors, theories, and activities, and modernization is consistent in all societies

and cultures. These things let us understand the elderly more.

1.5 Elderly Needs

Elderly people have the same needs as other people, (Surakul Jenobrom, 1991:
89-90; Office of the Public Health Commission, 1988: 3-4) including

1. Economic needs. Elderly people need help economically, such as receiving
support from their relatives. If elderly person has no income, government must provide
welfare as a social security for aging, paying pension. Those with incomes can live
happily, stably, and their decedents and society is safe from having to bear the

responsibility.
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2. Residential needs. Elderly people must have a residence, which they might

live alone, or with their family or children, or living in public or private foster homes.

3. Health needs. Elderly people are weaker than young people so it is the
responsibility of their families and children to take care of them. Many countries, such
as The United States of America, and European countries, government takes elderly

services seriously, with health security systems.

4. Work needs. Work is very important, because it not only provides an
income, but let’s elderly people spend time productively. Working prevents onset of
boredom, for there are friends to share opinions and is a place to show one’s abilities
and earn respect. Some elderly people do not work for money, but just to spend time

and few proud.

5. Family support needs. This includes love, respect, warmth, care from the
family, which is very important to elderly people because death draws near. They want
to be part of the family, accepted and respected. Despite non-relative or outside help,
elderly still need love, closeness and respect from their descendants, to talk, to hug, to
kiss, or dine with, praise and participate in activities together.

6. Participation in assembly needs. Elderly people want to be part of a group to
develop their home town. Society should give them the opportunity to participate and

learn new things to develop themselves.

7. Decreased dependence on others need. Family and society needs to
encourage elderly people to join activities, enabling them to take care and be

responsible for themselves and not society.

8. Social needs. Elderly people need to be part of a group and society, in order
to be a person who is accepted, respected and seen as important by the group,
assembly and society. They have a need to develop relationships with people in an

assemble and society, adjusting themselves to the society.

These needs are important to elderly people because they affect their self-value
and happiness. If these needs are satisfied, they will be happy and have good quality of

life, if not they are prone to unhappiness, physical and psychological problems.
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2. Definitions, Conceptsand Theories on Quality of life

2.1 Quality of Life Concepts

Ideas concerning quality of life were established in the West in 1970s. Since
then, quality of life and social concepts have become universal, albeit differing from
cultures and societies (Sucheera Phattharayuttawat, 2005: 526), and difficult to define.
Anuchad Puangsumlee and Oratai Arjum (1998: 38-42) explained that 1. Quality of
life is a psychological process narrated and constructed by thoughts, filtered by
different language, experiences, basis of education, presentation, and facts. 2. Quality
of life is dependent on hidden values, which must be clearly defined to better evaluate
methods and results, accepting and fixing concepts at the middle level of the same
society. 3. These ideas build our understanding of human growth and development,
long life, and psychological methods of each factor and values. This means that people
regardless of age, social status or level of education are confronted by similar factors
which are at times difficult to admit. (Rommey and Brown, 1994 cited in Anuchad

Puangsumlee and Oratai Arjum, 1998: 38)

For these reasons, the meaning of the quality of life is not universal and
different characteristics of the cognitive may be similar but have more inter-
dimensional factors. This means that there are similarities and diffrences, especially in
terms of cognitive frame, understanding, and theoretical. However, Van Dam (1989
cited in Anuchad Puangsumlee and Oratai Arjum, 1998: 38-9) stated that no definition
of quality of life is accepted unanimously, for there are many subjective issues such as

physical, psychological, good living, sex, and routine.

Achara Navachinda and Kajeejaras Piromtumsiri, 1989: 6-18 stated that quality

of life is divided into 2 concepts, specifically,

The first concept concerns personal feelings of person with good quality of life,
and the reason that make them feel that way, which is the personal satisfaction to
achieve one’s own physical and psychological needs. Both physical and psychological
needs are factors of the quality of life are the same basis of needs, but it is different
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from Maslow’s Hierarchy of Needs, meaning there is no standard to assess the level of
satisfaction. According to this line of thinking, a humble villager may more
satisfaction than a businessman because a businessman has desires and more success.
Quality of life thus means the satisfaction with the state and environment they are

living in which affects their needs, which is constantly changing.

The second thought concerns physical and environment, whereby quality of
life is assessed by some external factors or through social relationships, which means
that quality of life depends on good health and mind, according to environment and

society.

In summary, quality of life is the satisfaction of physical, psychological, social
and daily routines, which is constructed by experiences and the basis of education.

Moreover, it considers differences in age, education, social class and values.

2.2 Quality of Life Definition

Quality of life is dependent upon time, place and personal perception through
different life experiences, occupation, interests, education, tradition and culture etc.
(Buntom Kijpreedaborisud and Somkid Issarawat, 1983: 158). Quality of life is a
combination of two word, “quality” and “life” and as cited in the Royal Institute
(1982: 187,269), “quality” is defined as good characteristics, personal characteristics
or things, and “life” means living. Together it means good personal living, as well as

other meanings.

Orem (1980) stated that quality of life and well-being are similar meaning

personal satisfaction and happiness in life.

UNESCO (1993 cited in Sucheera Phattharayuttawat, 2005: 527) defined

guality of life as the satisfaction of social and human needs.

The WHOQOL group (1994 cited in Sucheera Phattharayuttawat, 2005: 527)
defined quality of life as a multidimensional concept that mixes personal perception in
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terms of physical, psychology, level of freedom, independent of social relationships,

environment and personal beliefs in terms of culture, values and personal life goals.

The Social Development Standard and Humanity Security Office (2005: 5)
defined quality of life as human livelihoods and conditions that are the result of

accumulated subjective and objective in a certain point of time.

Gunyarat Ubolwun (1997: 28) stated that quality of life is a satisfied perception
level of a person indicated by their economic status, health, environment, lifestyle and

participation in activities

Sasipat Yodpetch (1999: 104) defined the good quality of life of elderly people
as having ability and productivity (Caro, Bass & Chen, 1993 cited in Sasipat Yodpetch,
1999: 104) able to live by themselves, using this ability creatively for themselves, their
family, others and society.

Sucheera Phattharayuttawat (2005: 527) defined quality of life as the
combination of the UNESCO and the WHOQOL group definitions, as a level of
satisfaction in terms of physical, psychological, level of freedom, independent of
social relationships, the environment, personal cultural beliefs, values and personal life

goals.

In summary, quality of life refers to a level of personal satisfaction of life in
terms of physical, cognitive, affective, social function, economic, and self-esteem
depending on personal perceptions combined with culture, nurture, values and aims of

life of each person.

2.3 Quality of Life Factors

There are many different factors that contribute to a good quality of life,

according to individual and social perspectives.

UNESCO (1980: 312) stated that factors of the quality of life are related to

health conditions, healthiness, nutrition, education, work, the environment, resources,
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the location of residence, religion, popularity, morality and laws as well as

psychological factors.

Haug and Folmar (1986: 332) stated that quality of life is a well-being
indicator, and indicators include, physical health, sufficiency of income, having no
conditional forces including support from family and friends. Factors that affect a state
of living and quality of life factors are physical, affective, social, cognitive and

psychological.

Flanagan (1978: 138-9) said that quality of life factors comes from five basic

human needs, including,

1. Physical and material happiness. Physical happiness refers to being healthy
and strong, free of ailments. Material happiness includes a house, good food, and other

facilities.

2. Relationships with others such as spouse, parents, relatives, friends, and

others. Children include as a kind of relationship.
3. Social and assembly activities to help others.

4. Developmental characteristics and success such as intellectual development,
interest to learn, understand oneself, realizing one’s disadvantage, working with

interesting job, good income, and creativity.

5. Recreational activities such as reading, listening to music, sports, and other

entertainment, being part of social activities.

Nipon Kuntsawee (1983: 85-7) stated that there are 6 factors of quality of life,
which are the physical, affective, psychological, cognitive, physical environment and

cultural environment.

Denham (1991: 48) stated that there are 5 factors of quality of life, specifically,
physical environment, social relationship, physical health, mental health, personality

and history of past characteristics.
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Sucheera Phattharayuttawat et al. (2006, [online]) fixed factors of the quality
of life as divided into 6 factors, namely the physical, cognitive, affective, social

function, economic and self-esteem.

2, Copnitive
Domain

3 Aaffecitive
Ihraain

4. Social
Fumetion
Timazmin

Diagram 1 Shows 6 factors of the quality of life (Sucheera Phattharayuttawat,
Thienchai Ngamthipwatthana and Buncha Pitiyawaranun, (2006), [online]).

In summary, related factors of elderly quality of life are both tangible and
intangible, depending on the individual and social cognitive. This study is a
descriptive research to study the elderly quality of life in terms of physical, cognitive,

affective, social function, economic and self-esteem.
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2.4 Quality of Life Assessment

Quality of life assessment is separated by theory and research objective. The

researches of quality of life assessment are as follows.
UNESCO (1980: 312) set 2 standards in the quality of life assessment as.

1. Objective scale of tangible data including economic, social and

environmental data. etc.

2. Subjective assessment through psychological data in terms of affective,
attitude towards individual experiences, perception of living conditions including
everything related to life and satisfaction.

Stromberg (1984: 88-91) set 3 elderly quality of life assessment as following.

1. Objective Scale Yielding Quantitative Data assessed by others such as

doctor or health team members to yield quantity points.

2. Subjective Scale Yielding Quantitative Data assessed by the elderly-self
depending on their own definition of quality of life or their own experiences such as

satisfaction, happiness, yielding quality points.

3. Subjective Scale Yielding Qualitative Data assessed by the elderly-self

explanation of living status.

In summary, assessment of the elderly quality of life assesses both objective

and subjective scale in terms of quantity and quality at that time.
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3. Selected Factors Conceptsrelated to Quality of Life

Many factors affect the elderly quality of life, but related research found that
age, sex, marital status, level of education, sufficiency of income, family type, the
right of ownership in the present residence and personal ailments affect elderly
changes, elderly theory and elderly needs. It was found that

1. Age is related to past experiences. Elderly people with more experience
have better personal adjustment to face with problems (Padilla & Grant, 1985 cited in
Supat Teeravechcharoenchai, 2003: 66). Everything affects quality of life of the
elderly, corresponding with Larson’s research (1978: 113-4) and Tran, Chatter and
Wright's (1991: 100) research. Aging affects physical degeneration, resulting in
sickness and the reliance of others (Hanlon and Pickett, 1984: 433-4), hence younger
elderly people have better quality of life than older elderly people. Edward, Klem and
David (1973: 497-502) studied the elderly satisfaction of life in Virginia State, The
United States of America, and found that younger elderly people are more satisfied
and happy, thus having good personal quality of life, consistent with the study of
Prapaporn Jinuntuya (1993), Panistha Panichacheevakul (1994), Wunna Gumajandra
(2000) and Umpacha Panichchob (2003)’s research which found that younger elderly

people have better quality of life than older elderly people.

2. Sex is a basic individual characteristic since birth, and is an indicator of
quality, power and human ability, in terms of hereditary factors (Orem, 1980:220). Sex
differentiates physical and social roles, often giving males the position of the family
leader, with significant social roles, respected by females, who are often in the role of
the housewife, obligating to respect male leadership. Spiettzer and Synder (1974: 456)
studied elderly people in The United States of America and found that sex is related to
elderly satisfaction of life, with males being more satisfied than females. This
corresponds with the studies of Prapaporn Jinuntuya (1993) on elderly quality of life
of the Din Daeng elderly group, Panistha Panichacheevakul (1994) on elderly quality
of life of Northeastern Thailand, Wunna Gumajandra (2000) on elderly quality of life
of Upper Southern Thailand and Umpacha Panichchob (2003) quality of life of the

elderly in Bangkae and private homes for the aged in Bangkok and boundaries.
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3. Marital status is a factor that affects quality of life of elderly people. Elderly
people who have a spouse to help and support them physically and psychologically in
sickness and in health, to give them warmth, encouragement, wealth and values,
giving them a better quality of life (Hubbard, et al. 1984: 266-9; Muhlenkamp and
Sayles, 1986: 334-8), which is different from single elderly people who feel lonely and
have no help. So marital status is related to quality of life of elderly people,
corresponding with Robert’s (1988: 10-1) research found that married elderly people
have better quality of life than single elderly people, just like the research of
Prapaporn Jinuntuya (1993) found that married elderly people have better quality of
life than single elderly people including those who are widowed, divorced, or
separated. Which corresponds with the research of Suwimol Panawattanakul (1991),
Panistha Panichacheevakul (1994), Sa-ing Chawarangkul (1994) and Wantanee
Kumpeang (1997)

4. Level of education. Education gives life experience, to know and understand
how to live appropriately to give a better life and quality of living (Somchit Supharntut
and Nipha Manuyapiju, 1992: 106). Level of education is related to occupation,
income, values, self-concept and personal adaptability which affects quality of life
(Brady, 1983: 11-26; Prapaporn Jinuntuya, 1993: 21). Sa-ing Chawarangkul’s research
(1994) found that level of education is related to the objective and subjective qualities
of life, similar to the research of Suwimol Panawattanakul (1991), Gunyarat Ubolwun
(1997), Wassana Tuenwongse (1997) and Aegarat Cheuinta (1997) found that level of
education is related to the quality of life. The research of Prapaporn Jinuntuya found
that elderly people who have a higher level of education will have better qualities of
life than elderly people who have a lower level of education, consistent with the

research of Panistha Panichacheevakul (1994) and Umpacha Panichchob (2003).

5. Sufficiency of income. Income is an important factor in the present living,
because incomes enable the purchasing of needs such as house, foods and treats etc.
So a higher income can purchase more things and alleviates the need to worry about
income (Oren, 1991: 137); the higher the income, the better quality of life (Hogstel,
1981: 466). The research about quality of life of elderly people found that incomes are
related to quality of life of elderly people (Panistha Panichacheevakul, 1994; Gunyarat
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Ubolwun, 1997; Wantanee Kumpeang, 1997). And the research of Suwimol
Panawattanakul (1991) and Zhan (1992: 795-800) found that elderly people with high
incomes have higher quality of life than those with lower income. Although a higher
income means a better quality of life, many different research deals with different
levels of incomes, so in this research, the elderly are allowed to assess sufficiency of
their income based on their personal opinions. If incomes are sufficient, their life

would be happy, giving them a better quality of life.

6. Family type. Family is a basic social institution which is related to health of
elderly, as families take care, respect and respond to the needs of the elderly in terms
of physical, psychological and social making them feel valued, confident and
balancing the affective and psychological, giving them satisfaction in life (Miller,
et al., 1986: 205). Conversely, if a family does not take care of their elderly member,
they may feel worthless, making them have risky behavior and problems with their
health (Cohen and Wills, 1985: 310-57). These factors affect quality of life. The
research of Tussanee Kreikultorn (1993) found that extended families caring for the
physical and psychology of elderly are better than nuclear families, as well as the
research of Prapraporn Jinuntuya (1993) which found that elderly people who stay
with their families have better qualities of life than those who live alone.

7. The right of ownership in the present residence is elderly person’s guarantee
in real estate, so those living in their own house will be happier than living in another
house, so the right of ownership in the residence affects their quality of life. Sa-ing
Chawarangkul’'s (1994) research found that ownership in the house is related to the
objective quality of life, and Umpacha Panichchob’s (2003) research found that living
in one’s own house gives a good quality of life to elderly people. However, there are
many maintenance expenses involved with the house (Yurick, et al., 1984: 157) so that
the right of ownership in the present residence may be related to the elderly people’s
quality of life.

8. Personal ailments follow the Roy’s adaptive theory (Andrew & Roy, 1991:
20) stated that quality of life is resulted by personal good health. Personal ailments are
a factor that affects the elderly quality of life, because personal ailments are the cause

of anxiety pertaining to the ailments and hence affecting their psychological state.
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Therefore, quality of life of elderly with no personal ailments is better than those with
personal ailments. Corresponding with Lauer (1982: 350) stated that personal ailments
decrease quality of life, which is supported by the research of Prapaporn Jinuntuya
(1993) and Umpacha Panichchob (2003) which found that elderly people with
personal ailments have lower quality of life than elderly people with no personal

ailments.

4. Related Research

In the present there are many pieces of research, focusing on elderly people
both private and state-sponsored, the following are the related research concerning

quality of life of elderly people.

Markides and Martin (1979) studied satisfaction of life of elderly people, and
found that elderly people who are able to do routine work and confronts problems are

more satisfied and happy.

Takahashi (1979) studied quality of life in Thailand by analyzing the economic
and social factors and found 16 generalizing quality factors that are related, namely,
overall quality of life, economics, religion, environment, community services, traffic
accidents, reproduction, child labor, transportation, basic education, industry, death
rate, crime, immigration of people, the elderly, and conditions of health. These factors
can explain the variable of the quality of life at 87.70% and the best quality of life
index is in Trad province (9.926%).

Ward et al. (1984) studied the relationship between social objectives
supporting, namely, quantity and frequency of meeting with the children, neighbors
and close-ones, receiving things, expression and social subjective support, namely, the
sufficiency of subjective social support, and studying the relationship between
subjective and the objective well-being of the social support of elderly people in New
York, The United States of America, and found that quantity and frequency of meeting
with the child, and sufficiency of meeting their child is positive statistically

significantly related to elderly happiness.
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Burckhardt (1985) studied effects of arthritis to quality of life of 27-98 year
olds who were arthritis and found that the perception of social support, seeing their
own value, control of the symptoms, and health conditions have positive correlations
with quality of life.

Jumreang Kurmasuwan, Nittaya Pasunun and Venus Tuntibul (1989) studied
the relationship between personal factors, ability to take care of oneself, and quality of
life of elderly people who participate in 9 Bangkok elderly group’s activities and
found that happiness is highly related to satisfaction, happiness and satisfaction is
related to the ability to accept of oneself and personal factors such as own assets,
importance within the family, physical health, mental health, level of education and
incomes. The ability to take care of oneself is related to personal factors, such as the
level of education, incomes, own assets, mental health, sex, the importance within the
family, and physical health. The variables that can predict quality of life in terms of
happiness and satisfaction are of the same group, including mental health, own assets,
ability to take care of themselves, and importance within the family, respectively, and
quality of life in terms of happiness has more variables that can predict, which is level
of education, and when all of them is analyzed, it can predict the quality of life in term
of satisfaction and happiness at 61%.

Marasri Nuchseangplee (1989) studied quality of life of elderly people at the
Bonkai community, Bangkok, and found that they are highly-moderately satisfied and
the characteristics of their background such as marital status affect their satisfaction in
life. The influential factor of the highest satisfaction in life is income, followed by
health, level of education, frequency level of relationship with descendents, and habits,
respectively. Non-influential factors include the elderly dependence level, working,

relations with neighbors and close friendships.

Achara Navachinda and Kajeejaras Piromtumsiri (1991) studied the
satisfaction standard variable of development of elderly quality of life to study factors
related to quality of life of elderly, and found that urban and rural elderly people, who
responded with high physical and psychological needs, have high level of satisfaction,
which is related to the high level of quality of life. But elderly people in urban and

rural, who have high level of psychological needs, have low level of satisfaction, and
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their quality of life is also low. Elderly people who receive high psychological
satisfaction will have better psychological health too. Many factors affect satisfaction
of the physical and psychological needs of elderly people, thus it can be said that
satisfaction itself is the variable in the quality of life of elderly people.

Prapaporn Jinuntuya (1993) studied elderly quality of life of the Din Daeng
elderly group, to consider the factors of subjective quality that affect quality of life of
elderly people, divided into 5 areas, namely economic status, health, the environment,
self-dependency, and ability to do activities, and found that most elderly people had
low quality of life (44.6%), moderate level (40%), and high level (15.4%).

Savitree Limchaiarunrung (1993) studied factors affected the perception of
aging process and quality of life, through in depth interview at the Songkla Nurse
College elderly group, and Hadyai hospital elderly group and found quality of life
defined as “the elderly feel satisfied and happy with their physical, psychological
health and social condition”. The overall quality of life of elderly people, albeit good
or bad, high or low is dependent on their personal core satisfaction and feeling of
happiness. Additionally, it was found that elderly people are aware of their quality of
life and consider themselves as people with a good quality of life that, believing that
they have a good life and are happy, at peace and are able to help themselves and
others.

Sa-ing Chawarangkul (1995) studied relationship between selected factors and
quality of life of the elderly in Suratthani province and found that objective quality of
life of elderly people is moderate at 53.1%, best at 46.9% and worst in terms of
economic at 18.1%, family relationship, and psychological health at 13.5%. Subjective
quality of life of elderly people is moderate at 45.3%, best at 40.9% and worst at
13.8%, which include ability to do routine work at 25.4% and psychological health at
23.6%. Objective quality of life is related to the selected factors of age, marital status,
level of education, literacy main occupation, the right of ownership of residence, and
people they are living with. Subjective quality is related to factors of age, marital
status, level of education, literacy and main occupation. Objective and subjective

gualities are also related.
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Suijittra Nilleard (1996) studied family support and quality of life of the Thai
rural elderly in Suphanburi province and found that the elderly’s health and child’s
economic status correlates to child’s support. Quality of the child’s support of elderly
people is moderated at 53.5% and 40.8% at high, and quality of life of elderly peoples
is moderated at 65.1%, high at 22.8%, and if the support level is high, the quality of
life is also high. The variable that can predict quality of life of elderly are respect,
support in joining community or temple activities, income (money and things),
acceptance of opinions, acceptance, and forgiveness for their shortcomings, and
attention to talk. These variables are related to quality of life of elderly people and
vary at 45.1%.

Gunyarat Ubolwun (1997) studied self-care behavior and quality of life of the
elderly in central region, Thailand and found that quality of life of elderly people is
mostly moderate, and basic factors related to quality of life of elderly people are sex,

level of education, income, and boundary of the house.

Wantanee Kumpeang (1997) studied factors related to quality of life of rural
elderly at Nakornratchasima province, and found that 69.1% of the subjects had a
quality of life at a medium level. Quality of life in the high and low level were found
in 16.8% and 14.1% of the subjects, respectively. There related factors of the elderly
quality of life are age, marital status, occupation, income, elderly life-activity, health
care service accessibility, and social support from neighbors. Through the application
of the stepwise multiple regression, it was found that the quality of life of the rural
elderly could be predicted by the level of elderly life-activity, health care service

accessibility and income by approximately 29.84%.

Matsubayashi et al. (1997) studied quality of life of Japanese elderly people in
the community, and found that the quality of life in terms of happiness, health, and life

satisfaction were related to routine living.

Wunna Gumajandra (2000) studied quality of life of elderly people in Upper
Southern Thailand, and found that quality of life of the urban and rural elderly people

were moderate and not different statistically. Factors in term of age, sex, and family
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income are statistically related to low quality of life. Religion and family lifestyle are

factors not related to the quality of life.

Tidermark et al. (2002) studied the result of the femoral neck ailment relating
to quality of life of elderly people, studying the relationship between quality of life
score and the pain, suffering and daily life points and found that those with high pain

scores have lower quality of life than those with lower pain scores.

Uenishi et al. (2003) studied quality of life of glaucoma elderly patients and
found that their estimation of the severity of the ailment is related to quality of life and

desponds statistically.

Umpacha Panichchob (2003) studied quality of life of the elderly at Bangkae
home and private homes for the aged in Bangkok and boundaries, and found that a
majority of the elderly at Bangkae home and private homes for the aged in Bangkok
and boundaries were in a good level 48.8% and 73.8%, respectively. Related factors of
a good quality of life are males, under 70 years of age, with a diploma educational
level, a government official, before living in foster elderly house living with a spouse,
lives in own house, good familiar relationships, before living in foster elderly house, is
not addicted to drugs, healthy, and decide to get in by themselves. Marital status and
reasoning to get in does not affect quality of life, and found that quality of life in terms
of economic status, health, environment, depending on themselves and overall quality
of life of elderly people in homes for the aged was better than those in Bangkae home
for the aged. There were no activity differences. The satisfaction in the activities, and
social relationships are related to the quality of life, but are not related to the

satisfaction of services.

Repeated aspects in the related literature found that elderly people have
changes in terms of physical, affective, psychological, and social, as well as specific
needs in terms of economic, residential, health, work, family support, participation in
community, decreasing the dependency on others and social. Both of changes and
needs are effecting to elderly living. The selected factors are age, sex, marital status,
level of education, sufficiency of income, family type, the right of ownership in the
present residence, and personal ailments, which may be related to the quality of life of
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elderly people in terms of physical, cognitive, affective, social function, economic, and
self-esteem. For these reasons, the study of quality of life is worthy of attention, under

the following conceptual framework.

Conceptual framework

Independent variable

The selected factors R ent vagRble

- Age Quality of life

- Sex 1. Physical domain

- Marital status 2. Cognitive domain

- Level of education :> 3. Affective domain

- Sufficiency of income 4. Social function domain

- Family type 5. Economic domain

- The right of ownership in the 6. Self-esteem domain
present residence

- Personal ailments

Diagram 2 Conceptual Framework
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CHAPTER 111
RESEARCH METHODOLOGY

This descriptive research aims to study the quality of life of elderly people,
differentiated by age, sex, marital status, level of education, sufficiency of income,

family type, the right of ownership in the present residence and personal ailments.

Characteristics of the Population and Sample Group

The population in this research is elderly people living in Bangkok, totaling
558,021 persons (December 2005) (The Ministry of Interior, 2006 [online]).

The size of the sample group in this study was calculated from a formula
where the population size is known or predictable, but where the proportion of the
population is unknown, due to previous researchers’ findings that a large proportion
of elderly people have mid-range standard of living, therefore the value for variance is
given at .5 (Sucheera Phattharayuttawat, 2003: 63) as shown in the following.

B P= NZ
ANEP+Z°
Npm IS the right population size in the estimated value P, in the case

that variance is highest (p=.5) with reliability ¢1lwhere there
are no deviation beyond E.

N is the total number of members from the designated population.

Z IS value from the standard curve at the point where the area under
the curve equals toof2), which the Z value limits the area
unde the standard curve at (-

E is the size of the highest acceptable deviation, where the
following was determined.

E = .05

Reliabilty at 95%; Z =1.96

N = 558,021
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As equated
Nom = (558,021) (1.96)
4(558,021) (.05)+ (1.96
= 388.0016
~ 388

Therefore, in a population of 558,021 to have the acceptable 5% deviation and
95% reliability, a sample group of 388 persons must be used.

The sample group in this study are elderly people over the age of 60 who
participates in the activities of elderly groups under the care and supervision of the
Bangkok Medical Service Department, totaling 9 groups namely, Bangkok
Metropolitan Administration (BMA) Medical College and Vajira Hospital elderly
group, Bangkok Metropolitan Administration (BMA) General Hospital elderly group,
Taksin Hospital elderly group, Charoenkrung Pracharak Hospital elderly group,
Laung Pho Thawisak Jutindharo Hospital elderly group, Nong Chok Hospital elderly
group, Bangkok Metropolitan Administration (BMA) Lat Krabang Hospital elderly
group, Ratchaphiphat Hospital elderly group, Sirindhorn hospital elderly group (The
Ministry of Social Development and Human Security, 2006 [online]).

The following assumptions are applied to the sample group used in this study

1. The elderly, both male and female, are 60 years or older

2. Are able to communicate in Thai. For those who are illiterate, the pictures
will be shown the answers read aloud, and the answers will be recorded as such.

3. Are voluntary participants.

In selecting the sample group from the 9 elderly groups under the Bangkok
Medical Service Department, which are of different sizes, the following formula was
used

The number of samples from each group = The wanted sample x The group size

The total number of elderly in all groups
Then through simple random sampling the calculated amount is selected, as
seen in Table 1.
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supervision of the Bangkok Medical Service Department.

Total Size of Sample
Elderly Group Address Members Group
(Persons),  (Persons)
BMA Medical College| 681 Samsen rd., Dusit, 2,486 128
and Vajira Hospital Bangkok 10300
elderly group
BMA General Hospital 514 Luang Rd., Pom Prap 995 52
elderly group Sattru Phai, Bangkok 10100
Taksin Hospital 543 Somdejchaopraya Rd. 840 44
elderly group Klongsarn, Bangkok 10600
Charoenkrung 8 Charoenkrung Rd., 1,009 52
Pracharak Hospital Bangkhorlam, Bangkok
elderly group 10120
Laung Pho Thawisak | 39 Moo 4, Petchkasem Rd,, 152 8
Jutindharo Hospital | Nhongkam, Bangkok 10160
elderly group
Nong Chok Hospital | 48 Moo2, Luabvari Rd., 350 18
elderly group Nongchok, Bangkok0530
BMA Lat Krabang 190/15 Moo 1, Onnut- 548 29
Hospital elderly group| Ladkrabang Rd.,
Ladkrabang, Bangkok
10520
Ratchaphiphat 919 Moo4, Buddhamonthon 452 24
Hospital elderly group| Sa 3 Rd., Bangkae,
Bangkok10160
Sirindhorn hospital 100 Mool Onnut 90 Rd., 643 33
elderly group Prawet, Bangkok10250
Total 7,475 388
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Resear ch Tools

The tools used in this research’s data collection consists of

1. Selected factors for the elderly which asks their demographic data, namely,
age, sex, marital status, level of education, sufficiency of income, family type, the
right of ownership in the present residence and personal ailments.

2. Quality of life test, of which the Pictorial Thai Quality of Life: PTQL was
chosen. It was developed by Sucheera Phattharayuttawat, Thienchai
Ngamthipwatthana and Buncha Pitiyawaranun, consisting of 25 questions in ordinal
rating scales in 3 scales.

Scoring between the intervals of 0, 1, and 3

The PTQL separates quality of life into three levels (Sucheera

Phattharayuttawat, 2005: 590-1) as follows.

Table 2 The results of the PTQL are separated into three levels as follows.

Quality of Life Low Level Middle Level High Level
1. Physical Domain 0-4 5-10 11-15
2. Cognitive Domain 0-2 3-6 7-9
3. Affective Domain 0-4 5-10 11-15
4. Social Function Domain 0-3 4-8 9-12
5. Economic Domain 0-1 2-4 5-6
6. Self-Esteem Domain 0-4 5-10 11-15

The PTQL is consistent with the quality of life evaluation test used by the
World Health Organization with a coefficient and ROC value of 0.92 and 0.97
respectively, an alpha impartiality of 0.88, with impartialities for 6 domains between
0.81 to 0.91 (Sucheera Phattharayuttawat, Thienchai Ngamthipwatthana and Buncha
Pitiywaranun, 2006 [online]).
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Data Collection

1. This research was approved from Siriraj Ethics Committee and the
Bangkok Metropolitan Administration Ethics Committee for researches involving
human subjects.

2. The researcher collects all the data, collecting and compiling the data
according to specified dates, times, and venues as scheduled with the elderly groups.
Data is collected as a group, whereby the researcher distributes the test and pens to the
sample group, each person receiving one set, then explaining the procedure in
answering the questionnaire. Then the groups are asked to respond without a time
limit, during which the researcher will nearby in order to assist the group, shall they
have any questions.

3. Evaluate the basic data about the selected factors, checking scores for the
PTQL of each sample.

4. Compile all the data into a computer for statistical analysis.

Duration of Data Collection
Data collection was carried out in 3 months, starting from December 4, 2007
to February 28, 2008.

Statistical Analysis of the Data

In this data analysis, the unit of analysis is the personal information of the
elderly subjects, according to the following procedure.

1. Descriptive Statistics

This aims to study the selected factors for the elderly subjects, namely, age,
sex, marital status, level of education, sufficiency of income, family type, the right of
ownership in the present residence and personal ailments.

2. Analytical Statistics

This analyzes the selected factors of the elderly people with their quality of
life.

2.1 Analyze the mean score variance of the quality of life and the

selected factors that is separated into two types namely sex, sufficiency of income,

family type, and personal ailments, using the t-test.
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2.2 Analyze the mean score variance of the quality of life and the
selected factors that is separated into three or more types namely age, marital status,
level of education, and the right of ownership in the present residence, using the One
Way Analysis of Variance.

2.3 Analyze the multiple correlative coefficient between all the
variables, specifically the selected factors namely age, sex, martial status, level of
education, sufficiency of income, family type, the right of ownership in the present
residence, and personal ailments, with the criteria, which is the quality of life, using
the stepwise multiple correlative coefficient, with the level of significance determined
at .05.
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CHAPTER IV
RESEARCH RESULTS

Resear ch Results

This research aims to study the different qualities of life of elderly people in
terms of age, sex, marital status, level of education, sufficiency of income, family type,
the right of ownership in the present residence, and personal ailments. The sample
group consists of elderly people older than 60 years of age participating in the
activities of 9 elderly groups under the Bangkok Medical Service Department, which
includes Bangkok Metropolitan Administration (BMA) Medical College and Vajira
Hospital elderly group, Bangkok Metropolitan Administration (BMA) General
Hospital elderly group, Taksin Hospital elderly group, Charoenkrung Pracharak
Hospital elderly group, Laung Pho Thawisak Jutindharo Hospital elderly group, Nong
Chok Hospital elderly group, Bangkok Metropolitan Administration (BMA) Lat
Krabang Hospital elderly group, Ratchaphiphat Hospital elderly group, Sirindhorn
hospital elderly group, totaling 388 persons. Data was collected in terms of a personal
guestionnaire and the Pictorial Thai Quality of Life: PTQL. The results are present in

narrated tables in the following sections
Part 1 : Selected factors data of samples.
Part 2 : Quality of life data.
Part 3 : Selected factors concerning quality of life of elderly people.

Part 4 : The ability of the selected factors of quality of life of elderly people to
predict the quality of life of elderly people.

Each section is as detailed in the following.
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Part 1: Selected factors data of samples.

Table 3 Amount and sampler percentage sort by age, sex, marital status, level of
education, sufficiency of income, family type, the right of ownership in the present

residence and personal ailments. (n=388)

Sample aspects Amount  Percentage
Age
e 60 — 69 years old 190 48.97
e 70 — 79 years old 163 42.01
e 80 — 89 years old 35 9.02

(Mean =69.69, S.D. =6.79, Min = 60, Max = 88)

Sex
e Male 84 21.65
e Female 304 78.35

Marital status

e Single 47 12.11

e Widowed, divorced or separated 160 41.24

e Married 181 46.65




Fac. of Grad. Studies, Mahidol Univ. M.Sc. (Clinical Psychology) / 43

Table 3 Amount and sampler percentage sort by age, sex, marital status, level of
education, sufficiency of income, family type, the right of ownership in the present

residence and personal ailments. (n=388) (Continued)

Sample aspects Amount  Percentage

Level of education

e None 22 5.67

e Primary 139 35.82

e Secondary 108 27.84

e Tertiary 119 30.67
Incomes

e < 5,000 baht 146 37.63

e 5,001 — 10,000 baht 110 28.35

e 10,001 — 15,000 baht 31 7.99

¢ 15,001 — 20,000 baht 52 13.40

e > 20,000 baht 49 12.63

(Mean =11,260.84, S.D. = 10,716.21, Min = 0,
Max = 100,000)
Sufficiency of income
o Sufficiency 299 77.06

e Insufficiency 89 22.94
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Table 3 Amount and sampler percentage sort by age, sex, marital status, level of
education, sufficiency of income, family type, the right of ownership in the present

residence and personal ailments. (n=388) (Continued)

Sample aspects Amount  Percentage
Family type
e Nuclear family 236 60.82
e Extended family 152 39.18

The right of ownership in the present residence

e Sole ownership 163 42.01
e Shared ownership 87 22.42
¢ Relative-owned 106 27.32
e Other owners such as rented homes 32 8.25

Personal ailments
e Have 113 29.12

e No have 275 70.88

As shown in Table 3, it was found that most of the sample group are
individuals in the 60-69 years old group (48.97%), followed by the 70-79 group
(42.01%), with an average age of 69.69 years. Most are female (78.35%). Most are
married (46.65%), followed by widowed, divorced or separated (41.24%). Most have
primary school education (35.82%), followed by tertiary school education (30.67).
Most have income below 5,000 Bath (37.63), followed by an income of between
5,001-10,000 Baht (28.35%), averaging 11,260.84 Baht. Most of the sample group felt

that their income were sufficient to their expenses (77.06%), living in nuclear families
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(60.82%), with the sole right of ownership in the present residence (42.01%) followed

by those living with relatives (27.32%), and most have personal ailments (70.88%).

Table4 Amount and percentage of sample sorted by personal ailments. (n=375)

Personal ailments Amount  Percentage

Amount of personal ailments

e 1 ailment 145 52.73
e 2 ailments 83 30.18
e More than 3 ailments a7 17.09

Personal ailments type*

e Hypertension 137 49.82
e Hyperlipidemia 83 30.18
e Diabetes mellitus o4 19.64
e Orthopedic disease 53 19.27
e Cardiovascular disease 35 12.73
e Gouty arthritis 33 12.00
o Allergy 20 7.27
e Eye disease as glaucoma, cataract, macular 9 3.27

degeneration etc.

e Peptic ulcer 5 182

e Cancer 5 182

e Asthma 4 145
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Table 4 Amount and percentage of sample sorted by personal ailments. (n=375)
(Continued)

Personal ailments Amount Percentage

Personal ailments type* (continued)

e Migraine 4 1.45
e Thyroid disease 4 1.45
e Sleep disorder as insomnia, sleep apnea syndrome 3 1.09
etc.
e Gastroesophageal reflux disease 3 1.09
e Neuropathy 3 1.09
e Meniere’ s disease 2 73
e Sinusitis 2 .73
e Dementia 2 73
e Hyperuricemia 2 73
e Dermatosis 1 .36
e Paresis 1 .36
¢ Kidney disease 1 .36
e Liver disease 1 .36
e Prostate disease 1 .36

(Note *Some sample be more than an ailment.)

Table 4 shows that most of the sample group drael ailment (52.73%),
followed by those who have two ailments (30.18%). The most personal ailment was
hypertension (49.82%) followed by hyperlipidemia (30.18%).
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Part 2 Relevant data to quality of life, in terms of mean, standard deviation, and the

qudity of life points in each domain.

Table 5 Average and standard deviation of the quality of life points in each domain.
(n=388)

Quality of life Mean S.D. Level of quality of life
Physical 9.60 3.45 Moderate
Cognitive 5.95 2.28 Moderate
Affective 10.40 3.98 Moderate
Social function 9.98 2.42 High
Economic 4.29 1.96 Moderate
Self-esteem 10.55 3.67 High

Table 5 shows that quality of life of the sample group in terms of social
function and self-esteem is at a high level (Mean = 9.98, S.D. = 2.42; Mean = 10.55,
S.D. = 3.67 respectively). In term of physical, cognitive, affective, and economic, they
are only moderate (Mean = 9.60, S.D. = 3.45; Mean = 5.95, S.D. = 2.28; Mean = 10.40,
S.D. = 3.93; Mean = 4.29, S.D. = 1.96 respectively).
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Part 3 Selected factors related to quality of life of elderly people in each domain,

compared with the sample group in terms of different age, sex, marital status, level of

education, sufficiency of income, family type, the right of ownership in the present

residence and personal ailments.

Table 6 Comparing the average quality of life of sample group with difference in age.

(1) 60-69 yrs.

(2) 70-79 yrs.

(3) 80-89 yrs.

Quallty of life n= 190) (n = 163) (n = 35) & p-Va|ue
Mean S.D. Mean S.D. Mean S.D.
Physical 953  3.59 9.60 3.37 9.94 3.14 42N 518
Cognitive 572 231 6.29 2.17 5.63 2.43 04N .834
Affective 967 396 11.16 3.73 1083 4.04 263" .106
Social function 9.68 260 10.33 220 10.03 2.26 61N 437
Economic 412 2.04 4.39 1.91 4.69 1.73  2.45NS 118
Self-esteem 1051 366 10.75 3.61 9.86 4.02 94Ns 334

(Note NS = Not Significant, *p<.05, **p<.01, ***p<.001,

& Analyzed by One Way Analysis of Variance in Contrast Style.)

Table 6 shows that samples of different ages had no statistically different

qualities of life in terms of physical, cognitive, affective, social function, economic,

and self-esteem at .05.
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Table7 Comparing the average quality of life of sample group with difference in sex.

Male (n = 84) Female (n = 304)
Quality of life T p-value
Mean S.D. Mean S.D.

Physical 11.00 330 921  3.40  4.30* .000
Cognitive 6.60 239 577 221 297 .003
Affective 11.73  3.69 10.04 3.92  3.54% .000
Social function 10.07 249  9.96 2.40 B1™\ 711
Economic 410 189  4.34 1.98  -1.01M 315
Self-esteem 11.49 374 1029 3.62  2.66* .008

(Note NS = Not Significant, *p<.05, **p<.01, **p<.001)

Table 7 found that members of the sample group with different sex had
significantly different qualities of life in terms of physical, cognitive, affective and
self-esteem at .05. Males have better qualities of life in terms of physical, cognitive,
affective, and self-esteem than females. No significant difference was found for the
gualities of life in terms of social function and economic between members of the

sample group with different sex at .05.
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Table 8 Comparing the average quality of life of sample group with difference in

marital status.

(2) Widowed,
(1) Single divorced, or (3) Married
separated
Quiality of life (n=47) (n=181) F p-value  Post-Hdc
(n = 160)

Mean S.D. Mean S.D. Mean S.D.

Physical 860 333 913 341 1028 3.40  7.20% .001 1-3,2-3
Cognitive 551 225 581 227 619 227 220" 112

Affective 887 375 978 393 1135 3.76 11.51** .000 1-3, 2-3
Social function  9.04  2.46 10.09 251 10.14 2.28 4.14* .017 1-2,1-3
Economic 447 207 399 206 450 1.82 3.19* .042 2-3
Self-esteem 9.68 3.81 10.18 3.56 11.11 3.66 4.34* 014  1-3,2-3

(Note NS = Not Significant, *p<.05, **p<.01, ***p<.001,
& Testing the difference by Tukey HSD Method.)

Table 8 found that members of the sample group with different marital status
had different qualities of life in terms of physical, affective, social function, economic
and self-esteem at .05, and when testing these difference using the Tukey HSD, it was
found that the qualities of life in terms of physical, affective, and self-esteem are
significantly better in those that are married than those who are single, widowed,
divorced or separated at .05. For the quality of life in terms of social function,
members of the sample group that are married, widowed, divorced or separated have
significantly better qualities of life than those who are single at .05. Those who are
married have significantly better quality of life in terms of economic than those who
are widowed, divorced or separated. No significant difference in the cognitive quality

of life was found in the sample group with different marital status at .05.
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Table 9 Comparing the average quality of life of sample group with difference in level

of education.

®)

(1) None (2) Primary (4) Tertiary
Secondary
Quality of lif (n=22) (n=139) (n=119) Fé | Post-
uality of life n= n= n= -value
Y (n =108) P Hoc
Mean S.D. Mean S.D. Mean S.D. Mean S.D.

Physical 1050 3.08 9.80 3.66 9.17 347 959 324 1.90" .169
Cognitive 582 197 6.30 226 578 235 571 225 27" 603
Affective 1150 3.43 11.17 3.82 10.22 3.89 9.46 3.99 6.65* .010 2-4°

Social function 10.18 2.22 10.19 253 986 248 982 227 .70 404
Economic 405 165 4.08 216 411 195 473 173 229N 131

Self-esteem 1023 3.27 1065 3.60 9.99 3.76 11.01 3.72 .42"° 516

(Note NS = Not Significant, *p<.05, *p<.01, **p<.001,
¢ Analyzed by One Way Analysis of Variance in Contrast Style.,
® Testing the difference by Tukey HSD Method.)

Table 9 found that members of the sample group with different levels of
education had significantly different qualities of life in terms of affective at .05, and
when using the Tukey HSD found that the members of the sample group with primary
education had significantly better quality of life than those with tertiary education
at .05. No significant difference was found for the qualities of life in terms of physical,
cognitive, social function, economic, and self-esteem amongst the members of the

sample group with different levels of education, at .05.
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Table 10 Comparing the average quality of life of sample group with difference in

sufficiency of income.

Sufficient Insufficient
Quiality of life (n =299) (n =89) T p-value
Mean S.D. Mean S.D.
Physical 10.12 3.31 7.84 3.35 5.68*** .000
Cognitive 6.20 2.23 511 2.25 4.03*** .000
Affective 1090 3.76 8.74 4.05 4.66*** .000
Social function 10.19 2.29 9.29 2.70 2.85** .005
Economic 4.99 1.46 1.92 I /.1 7*** .000
Self-esteem (HESS | S0 9.27 3.78 3.82%** .000

(Note NS = Not Significant, *p<.05, **p<.01, ***p<.001)

Table 10 found that members of the sample group with differences in

sufficiency of income had significantly different qualities of life in terms of physical,

cognitive, affective, social function, economic, and self-esteem at .05, with member

with sufficient incomes having significantly better qualities of life in terms of physical,

cognitive, affective, social function, economic, and self-esteem than those that feel

their income is insufficient.
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Table 11 Comparing the average quality of life of sample group with difference in

family type.
Nuclear Extended
Quiality of life (n =236) (n =152) t p-value
Mean S.D. Mean S8
Physical 939 331 991 366 -1.45" 147
Cognitive 575 222 625 233 -2.11* .036
Affective 9.95 401 1110 3.70 -2.88*% .004
Social function 9.73 2.60 10.38 2.07 -2.70** .007
Economic 424 195 436 199 -56"° 578
Self-esteem 1048 3.71 10.66 3.62  -.49"° 627

(Note NS = Not Significant, *p<.05, **p<.01, ***p<.001)

Table 11 found that the members of the sample group with different family
types had significantly different qualities of life in terms of cognitive, affective and
social function at .05, with member who are part of extended families having
significantly better qualities of life in terms of cognitive, affective, and social function,
than members who are part of nuclear families. No significant difference was found
between quality of life of those with different family types in terms of physical,

economic, and self-esteem at .05.
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Table 12 Comparing the average quality of life of sample group with difference in the

right of ownership in the present residence.

3) Relative-
(1) Sole (2) Shared ®) (4) Other owners
owned

Quality of life (n=163) (n=287) (n=32) F p-value Post-Hdc
(n = 106)

Mear S.D Mear S.D Mear S.D Mear S.D.

Physical 9.64 3.42 9.93 3.38 9.54 3.42 8.66 3.87 1.08" .355

Cognitive 5.96 2.22 5.92 2.39 6.10 2.22 5.47 2.44 64N .588

Affective 10.22 411 10.80 4.03 10.42 3.68 10.16 3.61 46N .710

Social function 9.98 2.61 9.85 2.33 10.29 2.10 9.38 2.62 134N .260

Economic 4.55 1.89 4.34 1.83 4.23 1.95 3.00 2.29 5.80** .001 1-4, 2-4, 3-4
Self-esteem 10.71 3.55 11.24 3.76 10.35 3.65 8.56 348  4.48% .004 1-4,2-4

(Note NS = Not Significant, *p<.05, **p<.01, ***p<.001,
& Testing the difference by Tukey HSD Method.)

Table 12 found that members of the group with different rights of ownership of
present residence had significantly different qualities of life in terms of economic and
self-esteem at .05 and when tested with the Tukey HSD found that members with sole,
shared or familial ownership to present residence had significantly better qualities of
life than those where the ownership belongs to a third party at .05. In terms of
self-esteem quality of life, it was found that members of the group with sole or shared
ownership had significantly better quality of life than those whose ownership belonged
to a third party at .05. No significant difference was found in the qualities of life in
terms of physical, cognitive, affective, and social function between members of the

group with different rights of ownership to their present residence at .05.
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Table 13 Comparing the average quality of life of sample group with difference in

personal ailments.

No have (n =113) Have (n = 275)
Quality of life t p-value
Mean S D Mean S.D.

Physical 11.93 2.82 8.64 3.23  9.45%+* .000
Cognitive 6.92 2.16 5.55 2.21 5.60*** .000
Affective 11.46 3.60 9.97 3.98 SO .001
Social function ~ 10.54 2.13 9.76 2.50 3.12** .002
Economic 4.63 1.76 4.15 2.03 2.21* .028
Self-esteem 11.34 3.49 10.23 3.70 R.72** .007

(Note *p<.05, *p<.01, ***p<.001)

Table 13 found that members of the group with differences in terms of
personal ailments had significantly different qualities of life in terms of physical,
cognitive, affective, social function, economic and self-esteem at .05, with members
who had no personal ailments having better qualities of life in terms of physical,
cognitive, affective, social function, economic, and self-esteem than those with

personal ailments.
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Part 4 The ability of the selected factors of quality of life of elderly people to predict

qudity of life of elderly people, including factors of age, sex, marital status, level of

education, sufficiency of income, family type, the right of ownership in the present

residence, and personal ailments.

Table 14 Analysis of the multiple correlative coefficient by used selected factors be

the predicator and used the physical quality of life of elderly be the criteria.

Step

N Selected factors R “R Beta T p-value
1 Personal ailments 434 188 -.434 -9.453*** .000
2  Personal ailments -414 -9.335%** .000

Sufficiency of income 498 248 -245 -5.519*** .000
3  Personal ailments =392 -8.958*** .000
Sufficiency of income -.254 -5.828*** .000
Sex 528 279 -178 -4.074** .000
4 Personal ailments -.389 -8.899*** .000
Sufficiency of income =249 -5.729*** .000
Sex -.148 -3.224** .001
Marital status 535 .286 .093 2.036* .042

Constant = 27.671

Overall F = 38.430***

(Note *p<.05, *p<.01, ***p<.001)

Table 14 showed that in the first step of the stepwise analysis, the first

predictor is personal ailments, because it is the most related to the physical quality of

life at 18.8% (statistic significance at .001). In step two, the predictor is sufficiency of
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income up to 24.8% (statistic significance at .001). Step three the predictor is sex, up
to 27.9% (statistic significance at .001) and step four the predictor is marital status, up
to 28.6% (statistic significance at .05), where the process ends because the remaining
factors of age, level of education, family type, and the right of ownership in the

present residence have no significant coefficient prediction.

The stepwise analysis revealed that the predictors that can predict quality of
life of elderly people in terms of physical is personal ailments, sufficiency of income,
sex, and marital status, which can jointly explain the variable physical quality of life of

elderly people 28.6%, (statistic significance at .001).
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Table 15 Analysis of the multiple correlative coefficient by used selected factors be

the predicator and used the cognitive quality of life of elderly be the criteria.

Sntjp Selected factors R ‘R Beta T p-value
1  Personal ailments 274 .075 -274 -5.602*** .000
2  Personal ailments -.260 -5.379*** .000

Sufficiency of income 328 .107 -.180 -3.727*** .000
3  Personal ailments -.244 -5.058*** .000
Sufficiency of income -.186 -3.886*** .000
Sex 352 124 -129 -2.668** .008
4  Personal ailments -.244 -5.089*** .000
Sufficiency of income -.184 -3.855*** .000
Sex =131 -2.733** .007
Family type 367 .135 .106 2.233* .026

Constant = 25.452

Overall F = 14.929***

(Note *p<.05, *p<.01, **p<.001)

Table 15 shows that step one of the stepwise analysis found that the first

predictor is personal ailments, because it is the most related to the cognitive quality of

life at 7.5% (statistic significance at .001). Step two the predictor is sufficiency of

income up to 10.7% (statistic significance at .001). Step three is sex up to 12.4%

(statistic significance at .01), and step four the predictor is family type up to 13.5%

(statistic significance at .05), and ends at step four because the remaining factors of

age, marital status, level of education, and the right of ownership in the present

residence have no significant coefficient prediction.
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The stepwise analysis revealed that the cognitive quality of life of elderly
people can be significantly predicted by personal ailments, sufficiency of income, sex
and family type. The four predictors can jointly explain the variable of the cognitive
quality of life at 13.5% (statistic significance at .001).

Table 16 Analysis of the multiple correlative coefficient by used selected factors be
the predicator and used the affective quality of life of elderly be the criteria.

Step

o Selected factors R ‘R Beta T p-value

1 Sufficiency of income 231 .053 -.231 -4.663*** .000

2  Sufficiency of income -.222 -4.579*** .000
Marital status 317 100 217  4.490** .000

3  Sufficiency of income -.231 -4.886*** .000
Marital status 224 4.726%** .000
Level of education 378 .143 -207 -4.381** .000

4  Sufficiency of income -.240 -5.114*** .000
Marital status 175 3.539*** .000
Level of education -219 -4.662*** .000

Sex 404 .163 -.149 -3.008** .003




Navamin Savirasarid Research Results / 60

Table 16 Analysis of the multiple correlative coefficient by used selected factors be
the predicator and used the affective quality of life of elderly be the criteria.
(Continued)

Step
o Selected factors R R Beta T p-value
5 Sufficiency of income -.235 -5.046*** .000
Marital status 187 3.782%** .000
Level of education -.195 -4.085*** .000
Sex -.146 -2.964** .003
Family type 420 176 118  2.484* 013
6  Sufficiency of income -.226 -4.847*** .000
Marital status 182  3.701*** .000
Level of education =187 -3.935*** .000
Sex -.133 -2.704** .007
Family type 120 2.530* .012

Personal ailments 435 .189 -.115 -2.458* .014
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Table 16 Analysis of the multiple correlative coefficient by used selected factors be
the predicator and used the affective quality of life of elderly be the criteria.
(Continued)

Sntjp Selected factors R R Beta T p-value

7  Sufficiency of income -.216 -4.661*** .000
Marital status .193 8. 988 .000
Level of education BN(6 . -3.709%** .000
Sex -.108 -2.147* .032
Family type 113 2.399* 017
Personal ailments -122 -2.617* .009
Age 447 200 .109 2.291* .023
Constant = 11.919 Overall F = 13.593***

(Note *p<.05, *p<.01, ***p<.001)

Table 16 shows that step one of the stepwise analysis found that the first
predictor is personal ailments because it is the most related to the affective quality of
life at 5.3% (statistic significance at .001). Step two the predictor is marital status, up
to 10.0% (statistic significance at .001). Step three the predictor is level of education,
up to 14.3% (statistic significance at .001). Step four the predictor is sex, up to 16.3%
(statistic significance at .01). Step five the predictor is family type, up to 17.6%
(statistic significance at .05). Step six, the predictor is personal ailments, up to 18.9%
(statistic significance at .05). Step seven, the predictor is age, up to 20.0% (statistic
significance at .05). The remaining factor is the right of ownership in the present

residence, which has no significant coefficient prediction.

The stepwise analysis revealed that affective quality of life of elderly people

can be significantly predicted by sufficiency of income, marital status, level of
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education, sex, family type, personal ailments and age. The seven predictors can

jointly explain the variable of the affective quality of life of elderly people at 20.0%

(statistic significance at .001).

Table 17 Analysis of the multiple correlative coefficient by used selected factors be

the predicator and used the social function quality of life of elderly be the criteria.

S:jp Selected factors R R Beta \ p-value
1  Sufficiency of income 156 .024 -.156  -3.109** .002
2  Sufficiency of income -.145  -2.908** .004
Personal ailments LDl JOASERSNISOREN -2 . 71 2** .007
3  Sufficiency of income -.142  -2.868** .004
Personal ailments -136 -2.744* .006
Family Type 242 059 127  2.560* 011

Constant = 42.256

Overall F = 7.994***

(Note *p<.05, *p<.01, ***p<.001)

Table 17 showed that step one of the stepwise analysis found that the first

predictor is sufficiency of income, because it is the most related to the social function

quality of life at 2.4% (statistic significance at .01). Step two, the predictor is personal

ailments, up to 4.3% (statistic significance at .01). Step three, the predictor is family

type, up to 5.9% (statistic significance at .05). The remaining factors are age, sex,

marital status, level of education and the right of ownership in the present residence,

which has no significant coefficient prediction.

The stepwise analysis revealed that the social function quality of life of elderly

people can be significantly predicted by sufficiency of income, personal ailments, and
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family type. The three predictors can jointly explain the variable of the social function

qudity of life at 5.9% (statistic significance at .001).

Table 18 Analysis of the multiple correlative coefficient by used selected factors be

the predicator and used the economic quality of life of elderly be the criteria.

Step

Selected factors R R Beta T p-value
no.
1  Sufficiency of income .658 433 -.658 -17.172*** .000
2  Sufficiency of income -.648 -17.020*** .000

The right of ownership in .668 .446 -.114 -2.987** .003

the present residence

3  Sufficiency of income -.645 -17.017*** .000

The right of ownership in -.100 -2.602* .010

the present residence

Level of education 673 453 .082 2.150* .032

Constant = 15.956 Overall F = 105.792***

(Note *p<.05, *p<.01, ***p<.001)

Table 18 show that step one of the stepwise analysis found the first the
predictor to sufficiency of income, because it is the most related to the economic
quality of life at 43.3% (statistic significance at .001). Step two, the predictor is the
right of ownership in the present residence, up to 44.6% (statistic significance at .01).
Step three, the predictor is level of education, up to 45.3% (statistic significance at .05).
The remaining factors are age, sex, marital status, family type, and personal ailments,

which have no significant coefficient prediction.



Navamin Savirasarid Research Results / 64

Stepwise analysis revealed that the economic quality of life can be
significantly predicted by sufficiency of income, the right of ownership in the present
residence, and level of education. The three predictors can jointly explain the variable
of the economic quality of life of elderly people at 45.3% (statistic significance
at .001).

Table 19 Analysis of the multiple correlative coefficient by used selected factors be

the predicator and used the self-esteem quality of life of elderly be the criteria.

Step

N Selected factors R R Beta T p-value

i Sufficiency of income 191 .036 -.191 -3.818*** .000

2 Sufficiency of income -.197 -3.967*** .000
Sex .238 .057 -.142 -2.872** .004

3 Sufficiency of income -.187 -3.788*** .000
Sex -.129 -2.603* .010
Personal ailments .260 .068 -.107 -2.149* .032
Constant = 26.624 Overall F = 9.310***

(Note *p<.05, *p<.01, **p<.001)

Table 19 show that step one of the stepwise analysis found that the first
predictor is sufficiency of income because it is the most related to the self-esteem
quality of life at 3.6% (statistic significance at .001). Step two, the predictor is sex, up
to 5.7% (statistic significance at .01). Step three, the predictor is personal ailments, up
to 6.8% (statistic significance at .05). The remaining factors are sex, marital status,
level of education, family type, and the right of ownership in the present residence,

which as no significant coefficient prediction.
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Stepwise analysis revealed that the self-esteem quality of life of elderly people
can be significantly predicted by sufficiency of income, sex, and personal ailments,
which can jointly explain the variable of the self-esteem of elderly people at 6.8%
(statistic significance at .001).
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CHAPTER YV
DISCUSSIONS, CONCLUSIONS, AND SUGGESTIONS

Result Discussions

This study of the quality of life of elderly people consisted of a sample group
of elderly people over the age of 60, who participates in the activities of 9 elderly
groups under the care and supervision of Bangkok Medical Service Department which
are Bangkok Metropolitan Administration (BMA) Medical College and Vajira
Hospital elderly group, Bangkok Metropolitan Administration (BMA) General
Hospital elderly group, Taksin Hospital elderly group, Charoenkrung Pracharak
Hospital elderly group, Laung Pho Thawisak Jutindharo Hospital elderly group, Nong
Chok Hospital elderly group, Bangkok Metropolitan Administration (BMA) Lat
Krabang Hospital elderly group, Ratchaphiphat Hospital elderly group, Sirindhorn
hospital elderly group, totaling 388 persons. The discussions of the findings are
separated into the following sections.

1. The selected factors of the sample group.

2. Information about quality of life of the sample group.

3. Selected factors pertaining to quality of life of the elderly.

4. Selected factors that are able to indicate quality of life of the elderly.

Each section is as detailed in the following.

1. The Selected Factors of the Sample Group

The sample groups are elderly people who participates in the activities of 9
elderly groups under the care and supervision of Bangkok Medical Service
Department. From Table 2, it can be seen that the largest group are elderly people
between the ages of 60 to 69 (48.97%) most of whom are female (78.35%). When this
is applied to crosstabulation analysis, it was found that 41.75% were female and
7.22% were male. Gerontologists say that this phase of old age is when the elderly are

most likely the young in terms of their ability, and if they know how to adapt they will
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often do so through “engagement”, that is they will participate in various social
activities both inside and outside of the family (Craig, 1991; Hoffman et al., 1988
cited in Sriruen Kaewkungwal, 2002: 541; Burnside et al., cited in Wantanee
Kumpeang, 1997: 13). The large number of female participates may be due to the fact
that the elderly in this phase are still able of body and the male counterparts may be
still working, but the females are interested in joining the activities and have more
time to do so than their male counterparts, which can be seen from the results of the
study which found that 46.65% were married, and therefore the female elderly may
have husbands who are not interested in joining the activities, along with the longer
average life expectancy of the female population. The Office of the National
Economic and Social Development Board expects that between 2005-2010 the female
population will have an average life expectancy of 73 years and the male population at
68.86 years (The Ministry of Public Health, 2006 [online]). The sample group also
corresponds with Cowgill's (1972) theory of cross-culture which states that fact there
are more elderly females than there are elderly males is a common factors shared
across all societies, therefore the sample group which has more women interested in
health and participates in activities than men. From the factor of marital status it was
found that 46.65% were married and 35.82% had only elementary school education,
which was the mandatory level of education of Thailand at that time. When asked why
they did not pursue higher education, the most common answer given was the onset of
World War Il, and following the war they did not return to school. In terms of income,
most, 77.06% felt they had a sufficient income to their expenses, with an average
income of 11,260.84 with most being nuclear families (60.82%), with the sole right of
ownership to their present residence (42.01%). This shows that the sample group
belongs to the group of people without any financial problems, as well as having
rather decent financial and social standings, allowing them to participate in the various
activities of the elderly groups. Additionally, in terms of health, most, 70.88%, have
personal ailments, with 47.27% having more than two personal ailments, which
corresponds to the survey on health and welfare in 2006 of the National Statistical
Office which found that 50.50% of elderly people in Bangkok have a personal
ailments (Foundation of Thai Gerontology Research and Development, 2007: 21), this

is due to upon entering old age, the body undergoes a series of changes causing the
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various systems in the body to perform below expectations or are confronted with
problems, causing various illnesses. This can be seen from the same survey on health
and welfare, which found that 31.10% of the elderly suffer from heart disease and
other circulatory related maladies (Foundation of Thai Gerontology Research and
Development, 2007: 23). This study found that 49.82% of the elderly subjects suffer
from high blood pressure where heart disease ranked fifth in the study with 12.73%
(Table 3). The high instances of high blood pressure in the group may be due to the
fact that high blood pressure is the leading cause of heart disease and other circulatory
related illnesses such as strokes, the lack of blood in the system, heart failure etc.
(Yourhealthyguide, 2008, [online]), therefore it can be concluded that the group, for
the most part, was in good health.

2. Information about Quality of Life of the Sample Group

Discussions of the results pertaining to the various facets of quality of life are

as follows.

Physical It was found that quality of life of the sample group is in the mid-
range, which the results of this study found that most the sample group had problems
with their health, with 70.88% of the group having personal illnesses, and almost half
(47.27%) had more than two personal illness. When a crosstabulation analysis was
used, it was found that 57.73% of the female subjects had more illnesses than their
male counterparts (13.14%), which corresponds with the study of Prapaporn Jinuntuya
(1998: 77-8) who found that females often have more physical and mental problems
than males, as well as often in old age there are many physical changes to the body’s
various systems causing them to perform below expectations causing various maladies.
This supports the findings that survey on the quality of life in terms of physical is at
the mid-range, showing that the sample group feels that their health is a serious
problem because the sample participates in the activities of the elderly groups giving
the opportunity to exercise under the close care and supervision of the Bangkok
Medical Service Department’s doctors and staffs. This corresponds with the study of
Umnat Wangjin and Pimporn Fonglum (2003) who studied quality of life index of
elderly people in Bangkok Umpacha Panichchob (2003) who studied quality of life of

the elderly in Bangkae home and private homes for the aged in Bangkok and
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Boundaries, and found that elderly people have physical quality of life at the mid-

range.

Cognitive It was found that quality of life of the sample group is in the mid
range, due to the sample group being over 60 years old, where the results found that
the average age of the subjects was 69.69 years, which is the phase when the body
undergoes a serious of physical changes which affect perception, memory,
concentration, and decision-making in the elderly such as the degradation of brain and
nerve cells causing difficulty in learning new thinks, solving problems, and forget
short term memories easily (Rungroj Poomriew, 2002: 10-2). Nevertheless,
participating in the activities of the elderly groups help to compensate the results of
these aforementioned physical changes, because the sample group gets to exchange
and converse and learn new things and ideas about the current situation, allowing these
elderly people to develop themselves, as well as help to stimulate their thoughts. Due
to the physical changes and various degradation of the body, there are activities that
help to stimulate the body, making possible for the sample group to have mid-range
quality of life.

Affective It was found that quality of life of the sample group is in the mid-
range, which should be explainable from the study which found that most of the
sample group, 60.82%, are nuclear families, which Rungroj Poomriew (2002: 11)
stated that nuclear families are often subjected to the lost of capacity within the family,
due to the children leaving the family to start families of their own, reducing the role
of the elderly in term of giving advice, care, and teaching the family. This corresponds
with the cross-culture theory of Cowagill (1972) which states that the elderly have
tendency to have reduce capacities in societies that favor nuclear families and neolocal
marriage, which leaves the elderly in a position of being alone, causing them to feel
lonely. Additionally, in old age there are often emotional changes as a result of
physical and social changes such as sickness, loss of love ones, lose of social and
economic status (Rungroj Poomriew, 2002: 11). These things affect the emotions of
the elderly negatively. However the results of the affective quality of life found that
the sample group has a mid-range quality of life, may be due to the stimulation and
care from the activities and the other members of the group participating in the
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activities as the activity theory believes that participating in activities give the elderly
happiness both physically and emotionally (Cockerham, 1982; Pherson and Barry,
1983). Therefore, the sample group has a mid-range affective quality of life, even
though much of the sample group comes from nuclear families.

Social function It was found that quality of life of the sample group was high,
which shows that group evaluates themselves as capable of adapting to society,
because in participating in the elderly group activities, they are trained to adapt to
other people, as gerontologists suggest that the elderly should adapt themselves by
joining various social activities or what is called “engagement” (Craig, 1991; Hoffman
et al., 1988 cited in Sriruen Kaewkungwal, 2002, 541: Burnside et al. cited in
Wantanee Kumpeang, 1997: 13) because doing so they are addressing the need to
socialize and live with others in a community and meeting the social needs of the
elderly, building good relationships with others in society and the community and able
to adapt socially (Surakul Jenobrom, 1991: 90; Office of the Public Health
Commission, 1988: 4). Additionally, participating in the activities of the elderly
groups also help the elderly to build up their physical and mental health, making them
content with life, and accept various changes that have occurred. These things are all
components that help the elderly adapt to various things (Sukchoke Singhagunt, 2007:
107-10). This corresponds with the activities theory, which believes that elderly
people who participates in activities are able to adapt physically, emotionally, and
socially (Barrow & Smith, 1979: 53), and for this reason, the sample group feels they
have a high quality of life in terms of social function.

Economic It was found that quality of life of the sample group was at mid-
range, where the results of the study found that the sample group had an average
income of 11,260.84 Baht, with 62.37% earning more that 5,000 Baht, and 77.06%
feeling that their income is sufficient for their expenses. Nevertheless, the elderly still
want economic stimulation (Surakul Jenobrom, 1991: 89-90; Office of the Public
Health Commission, 1988; 3-4) because most of the group are retired, reducing their
net income, but where their expenses are still maintained or have increased due
additional burdens from medical and heath expenses. The study found that much of
the sample group, 60.82%, are from nuclear families and are the sole owners of the
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right to their current home of residence (42.01%)giving them the burden of various
expenses in the family, such as home maintenance (Yurick, et al., 1984; 157) along
with the other aforementioned reasons. This results in the elderly in the sample group
feeling that they have a mid-range quality of life in terms of economics, which
corresponds with the study of Aegarat Cheuinta (1997) who studied quality of life of
elderly people in Northern Thailand, and Umpacha Panichchob (2003) who studied
qguality of life of elderly people in welfare home for the elderly Bangkhae and other
private homes for the elderly in Bangkok and the metropolitan area.

Self-Esteem It was found that quality of life of the sample group was high,
from the results of the study, it was found that the group had an average income of
11,260.84 Baht, with 62.37% earning more than 5,000 Baht, and 77.06% feeling that
their income is sufficient for their expenses, along with the group being the sole owner
of the rights to the home of their residence (42.01%). From this information, most
elderly people feel proud and see themselves positively. Additionally, in participating
in the activities of the elderly groups, they feel physically and emotionally happy,
because they participate in activities and get to move their bodies, causing them to live
their social lives happily and purposefully (Cockerham, 1982; Pherson and Barry,
1983). This corresponds with Kochakorn Sanghchart (1993: 33), who stated that
having social activities causes the feeling of satisfaction in life, enabling people to see
a goal and value life. For this reason, the group has a high quality of life in terms of

self-esteem.
3. Selected Factors Pertaining to Quality of Life of the Elderly

The discussion for the selected factors that affect quality of life are separated
according to the following assumptions.

Assumption 1.1 Younger elderly people have a better quality of life than the
older.

The results of the study does not correspond with the assumption, and found
that different sample groups have qualities of life in terms of physical, cognitive,
affective, social function, economic, and self-esteem, that are not statistically

significantly different at .05, which shows that perceptions about the physical,
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cognitive, affective, social function, economic, and self-esteem does not change with
age. This may be due to the selection process of the staff responsible for admitting
new members into the elderly groups so they are of sound health and are interested in
their health therefore participating in the activities of the elderly groups. Most of the
activities of the group are exercise, such as aerobics, ballroom dancing, etc. The
groups also organize training about taking care of one’s health on a monthly basis,
allowing the elderly to learn and understand about taking care of themselves correctly
allowing them to see the changes that occur and are able to accept these changes. The
fact that the sample group are elderly people meaning that they have experience,
allowing them to confront problems, make decisions, and solve problems or accept
things, enabling them to adapt. Additionally, being the elderly they have a somewhat
stable income such as pension, money from their children, interests, and most elderly
people do not have environmental changes around them, and do not have to carry the
burden from the expectations of society, resulting in differing ages within the group
having similar qualities of life in terms of physical, cognitive, affective, social
function, economic, and self-esteem, which is different from the study of Wantanee
Kumpeang (1997) who studied the quality of life of elderly people in the rural areas of
Nakornratchasrima and Wunna Gumajandra (2000) who studied quality of life of
elderly people in the upper parts of Southern Thailand and found that age is negatively
correlated with a statistically significance (r=-.2478, p-value<.001; r= -.325,
p-value<.05, respectively), that is younger elderly people have higher qualities of life
than older elderly people, may be because the sample group have different
characteristics, in terms of region of residence, and participation in activities of elderly
groups, therefore the studies do not correspond.

Assumption 1.2 Male elderly people have better quality of life than the female
elderly.

The results of the study which corresponds with assumption 1.2 found that
members of the sample group with difference sex have different qualities of life in
terms of physical, cognitive, affective, and self-esteem, at .05, where the males were
found to have higher qualities of life than their female counterparts. From the results
of this study, it was found that 70.88% of the sample group have personal ailments and
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in this number almost half (47.27%) had more than two personal ailments. Using a
crossstabulation analysis found that female subjects (57.73%) had more personal
ailments than their male counterparts (13.14%), which corresponds with the study of
Prapaporn Jinuntuya (1993: 77-8) who stated that female often have more physical and
emotional problems than males, as well as the survey on health and welfare 2006 by
the National Statistical Office, which found that the female elderly had more personal
ailments than their male counterparts (53.3% and 41.4% respectively) (Foundation of
Thai Gerontology Research and Development, 2007: 23). Additionally, the fact that
Thai society trains males to be leaders and expecting men to express their leadership in
a group, putting them in the position to make decisions, giving the value to respect for
men as the head of the family, making males receive praise and recognition both in the
family and in society, along with limitations for females resulting in their dependency
on men (Hanlon and Pickett, 1984). Females often consider the various factors in
detail, and pay more attention to their emotions and feelings than males, and when
there are problems, females often obsess over the problem causing worry and anxiety
or boredom or despair from the situation. For this reason, the male subjects have better
gualities of life in terms of physical, cognitive, emotional, and self-esteem, than their
female counterparts, which corresponds with the study of Spiettzer and Synder (1974
456) who studied elderly people in the United States and found that sex is related to
the contentment of the elderly, whereby males are more satisfied with their life than
females. The study of Prapaporn Jinuntuya (1993), Panistha Panichacheevakul (1994)
Gunyarat Ubolwun (1997) Wunna Gumajandra (2000) and Umpacha Panichchob
(2003) found that male elderly have better quality life than their female counterparts.

Results that do not correspond with assumption 1.2 found that members of the
group with different sex have qualities of life in terms of social function and economic
that are not statistically significantly different at .05, which shows that social function
and economic of the elderly in the study does not change with sex. This may be due to
the rather stable income of both male and female subjects due to their retirement, and
having no additional burden of expenses, as well as participating in group activities
stimulating their various needs, such as economic needs, health needs, social needs etc.
(Surakul Jenobrom, 1989: 89-90; Office of the Public Health Commission, 1988 : 3-4).
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For these initial reasons, subjects with different sexes have qualities of life in terms of

social function and economic that are not different.

Assumption 1.3 Elderly people with different marital status have different

qualities of life.

Results of the study that correspond with assumption 1.3 found that member of
the group with different marital status have qualities of life in terms of physical,
affective, social function, economic and self-esteem that are different, with a statistical
significance of .05 and when testing the differences in the quality of life scores in
terms of physical, affective, and self-esteem as a pair using the Tukey HSD found that
married subjects had better qualities of life than their single counterparts, and
widowed, divorced, or separated couples with a statistical significance of .05. This
may be due to in having a spouse, they feel that they need to take care of their health
and help to take care of one another. This corresponds with the study of Umaporn
Udomsupayakul (1993: 67) who found that elderly people who are married are often
more involved in activities than elderly people who are single. Additionally, marriage
also serves as a kind of friendship that can offer help, counsel, encouragement, making
one feel warm not lonely or lost, and have emotional stability (Prapaporn Jinuntuya,
1993: 81). Along with having a spouse, elderly people show the mature mental and
social development, resulting in self-esteem, as well as give a sense of stability to the
family in terms of physical, affective, and self-esteem, therefore member of the sample
group who are married have qualities of life in terms of physical, affective, and self-
esteem that is higher than members who are single, widowed, divorced, or separated.
As for the quality of life in terms of social function, when doing a comparison in pairs
using the Tukey HSD, found that members of the sample group who were married or
were widowed, divorced and separated had better social function than members who
were single with a statistical significance of .05. This may be due to a life with a
spouse will give the individual the experience in being close with another person,
enabling them adapt or try to adapt before they have come to old age, giving them
better skills than their single counterparts, who lack the experience. This gives the
members who are married, widowed, divorced or separated, a better quality of life in
terms of social function than those who are single who lack the experience of being
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close with another person. In terms of economic quality of life, when testing the
difference using the Tukey HSD, it was found that members who are married had a
better quality of life than member who were widowed, divorced or separated, with a
statistical significance of .05, which may be due to in having a spouse an individual
feels they have someone to depend on or ask for counsel, consistently helping or in
helping a spouse and family, being the giver and receiver of both physical and
emotional encouragement , as well as economic and financial support, giving a sense
of warmth, determination, giving them stability in their life and a sense of self-worth,
improving their quality of life (Hubbard, et al. 1984: 266-9; Muhlenkamp and Sayles,
1986: 334-8). However, losing a spouse will cause the elderly person to feel they have
no one to depend on or seek counsel, physical and emotional, as well as economic and
financial, giving members who are married a better economic quality of life than
member of the sample group who are widowed, divorced or separated. This study
corresponds with the study of Prapaporn Jinuntuya (1993) and Wantanee Kumpeang
(1997) who found that elderly people who are married have better quality of life than
elderly people who are single and corresponds with the study of Sa-ing Chawarangkul
(1995) Wassana Tuenwongse (1998) and Aegarat Cheuinta (1998) who found that
marriage is relate to quality of life, that is elderly people who are married have better

quality of life than their single counterparts.

Results of the study that did not corresponds with assumption 1.3 found that
there were no significant difference between members of the sample group that were
married and those who were not with a value of .05 in terms of cognitive quality of life,
showing that cognitive perceptions does not change with difference in marital status,
which may be due to the theory of cognitive development of Piaget, who stated that
cognition is the result of various learning experiences, accumulated since childhood,
until their own cognitive map is created (Sirichai Hongsnguansri, 2005: 13), along
with the most of the elderly people who are educated (94.33%) has received education
since elementary giving them knowledge, able to understand the world and various
aspects of life, enabling them to lead appropriate and quality lives in society, because
education organizes life experiences (Somchit Supharntut and Nipha Manuyapiju,

1982: 106). Old age is also a period when they have accumulated life experiences,
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enabling them to confront various problems, able to make good decisions. Therefore,
members of the sample group who are married have qualities of life than those who

are not married.

Assumption 1.4 Elderly people with higher education have better qualities of
life than elderly people who have low education.

Results of the study that do not correspond with assumption 1.4 found that
members of the sample group with different levels of education have different
affective qualities of life at .05, and when the differences are tested using the Tukey
HSD method, it was found that member of the sample group with education at the
elementary levels had better affective qualities of life than members with higher than
primary education at .05 significance. This may be due to individuals with higher
education often do not listen to the opinions of other and have high expectations in life
(Wunthida Imsutjai, 1997: 95) forcing them to find information to consider details
before making decisions and taking action, and solving problems through direct
confrontation, which may cause them to feel anxiety when they are unable to solve
problems. Those with less education have more concrete thinking, and practical
expectations in life, willing to listen to others, and in confronting problems, often do
not obsess over the issues, therefore members of the sample group with elementary
education have better affective qualities of life than groups with more than primary
education. This is different from the study of Prapaporn Jinuntuya (1993), Panistha
Panichacheevakul (1994) and Umpacha Panichchob (2003) who found that elderly
people with higher education had better qualities of life than those with lower
education, which may be due to difference in the characteristics of the sample group,
wherein Prapaporn Jinuntuya’s study specifically elderly people in the elderly groups
in Din Daeng which is an urban area, Panistha Panichacheevakul and Umpacha
Panichchob’s studies were different in terms of place of residence, character of
residence, and participation in the activities of the elderly groups, causing differences

in affective perception.

As for the quality of life in terms of physical, cognitive, social function,
economic and self-esteem, it was found that different levels of education did not affect

the quality of life significantly at .05, which shows that the perceptions of the elderly
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in terms of physical, cognitive, social function, economic and self-esteem does not
change with education. This may be due to changing social factors; therefore
education in the past does not have an effect on thoughts pertaining to cognition,
social function, economic and self-esteem. Elderly people are able to understand and
take advantage of medical facilities such as state hospitals, public health units, equally,
along with their life experiences, hence often using their experiences to help make
decisions. Additionally, in participating in the activities of the elderly groups, they
receive knowledge about health and participate in social activities of the members who
are of similar ages, affecting their daily routines, interests and social encouragement.
77.06% of the group feel their income is sufficient to their expenses, and often elderly
people do no have to carry the extra burden of expected expenses. For these reason,
members with different levels of education showed no differences in terms of their
quality of life in terms of physical, cognitive, social function, economic and self-

esteem.

Assumption 1.5 Elderly people with sufficient incomes have better qualities of

life than those with insufficient incomes.

Results of the study that correspond with assumption 1.5 found that members
of the sample group with differences in terms of sufficiency of income have
significantly different qualities of life in terms of physical, cognitive, affective, social
function, economic, and self-esteem at .05, where the group with sufficient incomes
had better qualities of life than those with insufficient incomes. This may be due to
the importance of the factor of income in addressing the physical, emotional, and
social needs, along with a society that is highly consumerist, which stimulates the need
to consume endlessly, causing those with high incomes or who feel their income is
sufficient to their expenses to be able to meet their needs better than those with
insufficient incomes to feel anxiety concerning their own financial situation (Orem,
1991: 137), hence those with high or sufficient incomes are often happy, content with
their life and have high qualities of life (Hogstel, 1981 : 466). Therefore, the sample
group that feels their income is sufficient have better qualities of life in terms of
physical, cognitive, affective, social function, economic and self-esteem than the
members with insufficient incomes. This corresponds with the study of Panistha



Navamin Savirasarid Discussions, Conclusions, and Suggestions / 78

Panichacheevakul (1994) Gunyarat Ubolwun (1997)Wantanee Kumpeang (1997)
Wassana Tuenwongse (1997) and Aegarat Cheuinta (1997) who found that income is
related to quality of life of elderly people, that is elderly people with high incomes
have higher quality of life than those with lower income, which also corresponds with
the study of Suwimol Panawattanakul (1991) and Zhan (1992) who found that elderly
people with high incomes often have better quality of life than those with lower

incomes.

Assumption 1.6 Elderly people in extended families have better qualities of

life than those in nuclear families.

Results that correspond with assumption 1.6 found that different family
structures have different qualities of life in terms of cognitive, affective and social
function at .05, where member with extended families have qualities of life in term of
the cognitive, affective, and social function better than members with nuclear families.
This may be due to members with extended families, which has many members who
can help take care and meet the physical, affective, and social needs more than nuclear
families (Tussanee Kreikultorn, 1993: 42) because family is the fundamental social
institution that serves to meet our various needs, causing elderly people to feel that
they are worthy, confident, and happy emotionally, creating a sense of good quality of
life (Miller, et al., 986; 205). Along with the development theory of Erikson, who
believed that admiration in the success of one’s offspring build happiness and
enjoyment to the lives of elderly people (Sompop Reungtrakul, 2005: 7). Additionally,
the members of the sample group in extended families, which has many members
itself, will have a lot of various problems, causing them to have to adapt to others in
the family more than members who are in nuclear families resulting in thoughts,
emotions and adaptability that are better. Therefore, sample group members in
extended families have better qualities of life in terms of cognitive, affective, and
social function than nuclear family members, corresponding with the study of
Prapaporn Jinuntuya (1993) who found that elderly people who live with other

members of their family have better qualities of life.

Results that did not correspond with assumption 1.6 found that sample group

members with different family structures do not have significantly different qualities
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of life at .05 in terms of physical, economic, or self-esteem, which shows that
perceptions in these areas are not affected by family structure, because they are often
dependent on personal factors, for example in terms of physical, it is dependent on
how well the individual takes care of themselves from a younger age, and some health
concerns are rooted in genetics such as diabetes, high blood pressure. In terms of
economic, even in being part of family helps emotional and some finances, but does
not address person expenses, causing some elderly people to feel their income is
insufficient. Self-esteem is dependent on the original family and work. Family plays

a minor role in terms of social acceptance and in urban societies even though members
are in extended families, but members of their family have to go outside the home
such as work, study, leaving the elderly person to take care of the house and children,
resulting in health and economic problems (Wassana Tuenwongse, 1997: 144).
Sample group members who are in nuclear families will not live in the same house as
their children, but when there are problems they are supported by their children
immediately, along with in the present the state tries to set welfare systems for the
elderly such as health insurance where the elderly do not have to pay for medical
treatment. Additionally, the sample group consists of elderly people who participate in
the elderly group activities, allowing them to have daily exercise, as well as meet up
with their peers, making them feel that they are worthy and their lives are more
meaningful. Therefore, sample group members with nuclear families have qualities of
life in terms of physical, economic and self-esteem that is not different from those in

extended families.

Assumption 1.7 Elderly people who hold different rights to ownership of their

present residence have different qualities of life.

Results that corresponds with assumption 1.7 found that ample group members
who have the rights to ownership have significantly different qualities of life at .05 in
terms of economic and self-esteem, when the differences are paired and the quality of
life scores are tested using the Tukey HSD, it was found that those with the sole,
shared, or relative-owned ownerships had better qualities of life with a statistical
significance of .05 than those who do not own the rights to the place where they live.
This may be due to the present where ownership of land is an asset for elderly people,
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and in being the owner, or having some part of the ownership of the place of residence
give them a sense of economic and financial stability in old age. As for elderly people
who reside in shared ownership residences, they are no different from those living in
the house of relatives because it was found that it was originally their house, but with
old age they have conferred the rights of ownership to their children. However, those
residing in homes they have no part in the ownership such as home for the elderly, will
cause them to have economic and financial problems because part of their income is
used to pay rent. Therefore, sample group members who have sole, shared, or relative-
owned ownership of the current place of residence have better economic qualities of
life that those who do not have any part in the ownership. This corresponds with the
study of Sa-ing Chawarangkul (1995) who found that ownership of home property is
related to material quality of life.

In terms of self-esteem quality of life, when testing difference in scores using
the Tukey HSD it was found that those with sole and shared ownership of the place of
residence have better qualities of life than those who does not a play a part in
ownership of the place of residence with a significance of .05. This may be due to in
having ownership the elderly persons feels that they have some kind of asset insurance,
causing them to see themselves positively and feel worthy, hence the feeling of self-
esteem, along with the fact that in living in a place the own or partially own will make
them more happy than living in places owned by other people. This can be seen in the
study of Umpacha Panichchob (2003) who found that living in their own homes give
elderly people a better quality of life. For these reasons, sample group members how
own and those who share ownership have better self-esteem quality of life than those
living in homes owned by others. This is different from the study of Prapaporn
Jinuntuya (1993) who found that elderly people with their own homes have low
qualities of life than those without homes. This may be due to difference in the
characteristics of the sample group, because in that study, the sample group was
limited to the Din Daeng elderly group, which is part of an urban society, which has

high costs of living, therefore the results do no correspond with one another.

Results that do not correspond with assumption 1.7 found that sample group

members with different ownerships to their current home of residence have no
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significant differences at .05 in quality of life in terms of physical, cognitive, affective
and social function. This shows that the perceptions of the elderly in terms of physical,
cognitive, affective and social function does not change with rights of ownership. It
can be explained that quality of life in these areas are rooted in personal factors that
affects the elderly, not related to rights of ownership of present residence. Most of the
sample group are generally in good health, and hence are able to participate in the
activities of the elderly groups, therefore different ownerships of present residences do
not affect quality of life in terms of cognitive, affective and social function.

Assumption 1.8 Elderly people without personal ailments have better qualities

of life than those with personal ailments.

Results that correspond with assumption 1.8 found that differences in the
sample group in terms of personal ailments have differences in quality of life at .05 in
terms of physical, cognitive, affective, social function, economic, and self-esteem.
Sample group members with no personal ailments, have better quality of life in terms
of physical, cognitive, affective, social function, economic and self-esteem than those
with personal ailments. This may be due personal ailments affecting heal and the daily
life of the elderly, such as sleeping and eating, as well as taking their interests away in
various areas around themselves, due to anxiety concerning the illness they are
suffering from, affecting the body, mind, emotions and society. Personal ailments take
away from time and adds expenses in treating, affecting their economic and financial
stability because income for elderly people often come from pensions or from their
children. Additionally, in having a personal ailment, elderly people feel they have
become a burden to their children or relatives who must take care of them, resulting in
despair. For these reasons, sample group member with personal ailments have lower
qualities of life in terms of physical, cognitive, affective, social function, economic,
and self-esteem than those with no personal ailment. This corresponds with the study
of Lauer (1982: 350) who stated that personal ailments lowers quality of life of elderly
people, and the study of Prapaporn Jinuntuya (1993) and Umpacha Panichchob (2003)
who found that elderly people with personal ailments have lower qualities of life than

those without.
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4. Selected Factorsthat are Ableto Indicate Quality of Life of the Elderly

The discussion of the selected factors that are able to indicate quality of the

according to assumption 2, are separated as follows

1. The selected factors, namely, age, sex, marital status, level of education,
sufficiency of income, family type, the rights of ownership in the present residence
and personal ailments is able to collectively determine the physical quality of life of
elderly people.

Results of the study that correspond with the assumption found that personal
ailments, sufficiency of income, sex, and marital status can collectively significantly
determine the physical quality of life of elderly people. Personal ailments is the first
factor that is chosen, showing that personal ailments is the most related to the physical
quality of life of the elderly, because personal ailments directly affects to perceptions
about body of the elderly, as well as affect their daily lives, which may change as a
result. The second indicator is sufficiency of income, because elderly people with
sufficient incomes are able to address their physical needs, therefore having an effect
on their quality of life. The third indicator is sex, because sex affects daily lives,
whereby females are confronted with more limitations causing them to depend on
others (Hanlon and Pickett, 1984) affecting their physical quality of life. The fourth
indicator is marital status because in having a spouse to help take care of their health
and help stimulate one to care for each other, hence affecting the physical quality of
life. When more indicators are added, it was found that the predictability coefficient
had no statistical significance; a stepwise analysis was done to find the indicator of
physical quality of life, which found five levels, which is combining all 8 factors and
found that personal ailments, sufficiency of income, sex, and martial status are

indicators of physical quality of life.

2. The selected factors, namely, age, sex, marital status, level of education,
sufficiency of income, family type, the rights of ownership in the present residence
and personal ailments is able to collectively determine the cognitive quality of life of
elderly people.

Results of the study that correspond with the assumption found that personal

ailments, sufficiency of income, sex and family type, are able to significantly
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collectively indicate the cognitive quality of life of elderly people. Personal ailments is
the first factor that is chosen, because personal ailments affects elderly people’s
perception of the cognitive, especially the feeling of not wanting to depend on others
because sickness may limit elderly people from some activities, followed by negative
thoughts and feelings, along with elderly people with ailments’ anxiety about their
condition, affecting their cognitive quality of life. The second indicator is sufficiency

of income because those with sufficient incomes are confident in themselves, and are
able to make decisions affecting their cognitive quality of life. The third indicator is
sex, because the way females think are different from males, whereby females often
ponder and consider things in detail, hence affecting the cognitive quality of life of
elderly people. The fourth indicator is family type because the family offers care and
meets the needs of elderly people, causing them to attain a kind of mental, emotional
and contentment balance (Miller, et al., 1986: 205), affecting the cognitive quality of
life of elderly people. Then when more indicators are added, it was found that there
were no significant coefficient values. Stepwise analysis to find indicators of cognitive
quality of life stops at 5 steps, that is when considering the 8 factors, it was found that
personal ailments, sufficiency of income, sex and family type are the indictors of

cognitive quality of life of elderly people.

3. The selected factors, namely, age, sex, marital status, level of education,
sufficiency of income, family type, the rights of ownership in the present residence
and personal ailments is able to collectively determine the emotional quality of life of
elderly people.

Results that correspond with the assumption found that sufficiency of income,
martial status, sex, family type, personal ailments, and age can collectively
significantly indicate the affective quality of life of elderly people. Sufficiency of
income is the first indicator chosen because it is the most significant indicator of the
affective quality of life, due to elderly people with insufficient incomes often worry
about their financial problems (Orem, 1991: 137). Sufficiency of income affects
perception of the affective quality of life of elderly people. Marital status is the second
indicator because in having a spouse to help take care of each other, elderly people
feel warm and encouraged (Hubbard, et al., 1984: 266-9; Muhlenkamp and Sayles,
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1986: 334-8) affecting the affective quality of life of elderly people. The third
indicator is level of education, because it plays a role in organizing life experiences,
enabling them to under the world and life better, as well as its involvement in terms of
values, ethics, and adaptability (Brady, 1983: 11-26; Prapaporn Jinuntuya, 1993: 21),
which affects the affective quality of life of elderly people. The forth indicator is sex
because female are often more aware of emotions and feelings of others than males,
therefore affecting the affective quality of life of elderly people. The fifth indicator is
family type because it meets the emotional needs of elderly people, giving emotional
balance and contentment in life (Miller, et al., 1986: 205), affecting the affective
quality of life. The sixth indicator is personal ailments, because having a personal
ailment gives rise to anxiety and negative emotions such as despair, hence affecting
the affective quality of life of elderly people. The seventh indicator is age, because
with increasing age, the body continues to deteriorate and prone to sickness, causing
them to depend on others more (Hanlon and Pickett, 1984; 433-4) affecting the
affective quality of life of elderly people. When more indicators are added it was
found that that there were no significant coefficient values. Stepwise analysis to find
indicators of affective quality of life, stopped at 8, and when all 8 are considered it was
found that sufficiency of income, marital status, level of education, family type,

personal ailments and age are indicators of affective quality of life.

4. The selected factors, namely, age, sex, marital status, level of education,
sufficiency of income, family type, the rights of ownership in the present residence
and personal ailments is able to collectively determine the social function quality of
life of elderly people.

Results that correspond with the assumption found that sufficiency of income,
personal ailments and family type are able collectively significantly indicate the social
function quality of life of elderly people. Sufficiency of income is the first indicator
showing that is the most related to the social function quality of life, because it is an
important factor in responding to the social needs of elderly people, hence elderly
people who have sufficient incomes are happy and content with life (Hogstel, 1981:
466), hence affecting the social function quality of life of elderly people. The second

indicator is personal ailments, because in having a personal ailment, elderly people are
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not able to work or perform daily routines normally, as well as, interest in the world
around them decreases, therefore personal ailments affects the social function quality
of life of elderly people. The third indicator is family type, because family is a
fundamental social institution that meets the social needs, enabling elderly people to
feel confident and satisfied with life (Miller, et al., 1986: 205), hence affecting the
social function quality of life of elderly people. When more indicators are added it was
found that there were no significant coefficient values. Stepwise analysis to find
indicators of social function quality of life stopped at 4, and when all 8 are considered
it was found that sufficiency of income, personal ailments, and family type are

indictors of social function quality of life.

5. The selected factors, namely, age, sex, marital status, level of education,
sufficiency of income, family type, the rights of ownership in the present residence
and personal ailments is able to collectively determine the economic quality of life of
elderly people.

Results that correspond with the assumption found that sufficiency of income,
the rights of ownership in the present residence, and level of education are able to
collectively significantly indicate the economic quality of life of elderly people.
Sufficiency of income is the first indicator, showing that it is the most related to the
economic quality of life of elderly people, because it directly affects the economic
perception of elderly people, along with elderly people having low or insufficient
incomes are often plagued with anxiety about their financial situation (Orem, 1991:
137), therefore it affects the economic quality of life of elderly people. The second
indicator is the rights of ownership in the present residence, because elderly people
who are the owners or shared owners will have a sense of stability in terms of their
economics and finances, thus affecting the economic quality of life of elderly people.
The third indicator is the level of education because it is related to their personal
profession and income (Brady, 1983: 11-26; Prapaporn Jinuntuya, 1993: 21) which
affects the economic quality of life of elderly people. When more indicators are added
no significant coefficient values were found. Stepwise analysis to find indicators
stopped at 4 and when all 8 were considered it was found that sufficiency of income,
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the rights of ownership in the present residence and level of education are indicators of

the economic quality of life of elderly people.

6. The selected factors, namely, age, sex, marital status, level of education,
sufficiency of income, family type, the rights of ownership in the present residence
and personal ailments is able to collectively determine the self-esteem quality of life of
elderly people.

Results that correspond with the assumption found that sufficiency of income,
sex and personal ailments are able to collectively significantly indicate the self-esteem
quality of life of elderly people. Sufficiency of income is the first indicator, showing
that it is the most related to the self-esteem quality of life of elderly people, because
having sufficient incomes enable elderly people to meet their needs, resulting in
happiness, and contentment with life (Hogstel, 1981: 466), hence it is an indicator of
self-esteem quality of life of elderly people. The second indicator is sex because
females must depend on others because of their own limitations in performing daily
routines (Hanlon and Pickett, 1984), making it an indicator of self-esteem quality of
life of elderly people. The third indicator is personal ailments, because elderly people
with personal ailments are often unable to perform daily tasks normally, requiring
assistance to complete those tasks, resulting in the feeling that they have become a
burden to others, resulting in a decreased sense of self-worth, affecting the self-esteem
quality of life of elderly people. When more indicators were added, no significant
coefficient values were found. Stepwise analysis to find indicators stopped at 4 levels,
when all 8 factors were considered it was found that sufficiency of income, sex, and

personal ailments were indicators of the self-esteem quality of life of elderly people.
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Resear ch Conclusions

This descriptive research aims to study quality of life of elderly people,
differentiated by age, sex, marital status, level of education, sufficiency of income,
family type, the rights of ownership in the present residence and personal ailments.
The sample group in this study are elderly people over the age of 60 who participates
in the activities of elderly groups under the care and supervision of the Bangkok
Medical Service Department, totaling 9 groups namely, Bangkok Metropolitan
Administration (BMA) Medical College and Vajira Hospital elderly group, Bangkok
Metropolitan Administration (BMA) General Hospital elderly group, Taksin Hospital
elderly group, Charoenkrung Pracharak Hospital elderly group, Laung Pho Thawisak
Jutindharo Hospital elderly group, Nong Chok Hospital elderly group, Bangkok
Metropolitan Administration (BMA) Lat Krabang Hospital elderly group,
Ratchaphiphat Hospital elderly group, Sirindhorn hospital elderly group; totaling 388
persons. Data was collected using the demographic data questionnaire and the Pictorial
Thai Quality of Life: PTQL, and analyzed using the t-test to find difference in mean
quality of life scores and selected factors separated into 2 types namely, sex,
sufficiency of income, family type, and personal ailments, and using One Way
Analysis of Variance to find variance in the mean quality of life scores and selected
factors separated into 3 or more types namely, age, marital status, level of education,
and the rights of ownership in the present residence. Using stepwise analysis to find
the multiple correlative coefficient between the indicators that is the selected factors,
namely age, sex, marital status, level of education, sufficiency of income, family type,
the rights of ownership in the present residence and personal ailments and the criteria,

namely quality of life, as separated as follows.

1. The Selected Factors of the Sample Group

The sample group consists of 388 elderly persons, most between the ages of
60-69 (48.97%), with an average age of 69.69 years. Most are female (78.35%), are
married and have an elementary education (46.65% and 35.82% respectively). Most
have incomes lower than 5,000 Baht (37.63%) with an average income of 11,260.84,
most feeling that their income is sufficient (77.06%) most with nuclear families
(60.82%). Most have the sole right to ownership of their current residence (42.01%)
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and have personal ailments (70.88%), most with a single ailments (52.73%), most
common ailments is high blood pressure (49.82%) followed by high cholesterol
(30.18%).

2. Information about Quality of Life of the sample group

The sample group has high quality of life in terms of social function and self-
esteem (Mean = 9.98, S.D. = 2.42; Mean = 10.55, S.D. = 3.67 respectively). The
quality of life in terms of physical, cognitive, affective, and economic were mid-range
(Mean = 9.60, S.D. = 3.45; Mean = 5.95, S.D. = 2.28; Mean = 10.40, S.D. = 3.93;
Mean = 4.29, S.D. = 1.96, respectively).

3. Selected Factors Pertaining to Quality of Life of the Elderly
Age is not related to the quality of life in terms of physical, cognitive, affective,

social function, economic, and self-esteem of elderly people.

Sex is related to the quality of life in terms of physical, cognitive, affective,
and self-esteem, but not related to quality of life in terms of social function and

economic.

Marital status is related to the quality of life in terms of physical, affective,

social function, economic, and self-esteem, but not related to cognitive quality of life.

Level of education is related to the quality of life in terms of affective, but not
related in terms of physical, cognitive, social function, economic, and self-esteem.

Sufficiency of income is related to the quality of life in terms of physical,

cognitive, affective, social function, economic, and self-esteem.

Family type is related to the quality of life in terms of cognitive, affective, and

social function, but not related to physical, economic, and self-esteem.

The right of ownership in the present residence is related to the quality of life
in terms of economic and self-esteem, but not related in terms of physical, cognitive,

affective and social function.

Personal ailments is related to the quality of life in terms of physical, cognitive,

affective, social function, economic and self-esteem.
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4. Selected Factors that are Able to Indicate Quality of Life of the
Elderly

Personal ailments, sufficiency of income, sex, and marital status are able to
explain the variance in the physical quality of life of elderly people at 28.6% with a

statistical significance of .001.

Personal ailments, sufficiency of income, sex, and family type are able to
explain the variance in the cognitive quality of life of elderly people at 13.5% with a

statistical significance of .001.

Sufficiency of income, martial status, level of education, sex, family type
personal ailments and age can explain the variance in the affective quality of life of
elderly people at 20.0% with a statistical significance of .001.

Sufficiency of income, personal ailments and family type can explain variance
in the social function quality of life at 5.9% with a statistical significance of .001.

Sufficiency of income, the right of ownership in the present residence and level
of education can explain variance in the economic quality of life at 45.3% with a

statistical significance of .001.

Sufficiency of income, sex and personal ailments can explain variance in

the self-esteem quality of life at 6.8% with a statistical significance of .001.

Suggestions from the Resear ch Results

1. The elderly people in the study averaged 69.69 years and most have a
personal ailments, and along with the research result of the selected factors that are
able to indicate quality of life of elderly people found that personal ailments is a factor
that can explain variance in quality of life of elderly people in almost all facets,
therefore there should be promotions of health for the elderly and those close to them,
as well as state and private agencies should help to draft policies to take care of the
elderly, by organizing health awareness events and medical checkups annually, to
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prevent onset of illness for the elderly, which will help save money to treat elderly
paients, and promote quality of life of elderly people.

2. Even though the elderly people in the study are older than 60, and most
have personal ailments, but the research results found that the sample group have high
gualities of life in terms of social function and self-esteem. As for the quality of life in
terms of physical, cognitive, affective, and economic, it was found that it was at
mid-range, this is probably due in part to their participation in the activities of elderly
groups which help to promote mental and physical well-being for the elderly, therefore
these activities should be promoted and advertised to nearby elderly people of the
benefits of the these activities, to improve their quality of life.

3. Elderly people are widowed, divorced or separated have qualities of life in
terms of physical, affective, economic, and self-esteem that is lower than their married
counterparts, therefore this group of elderly people should be encouraged to join
activities that will improve their quality of life in terms of physical, affective,
economic and self-esteem.

4. Elderly people with sufficient incomes have better qualities of life than
those with insufficient income to their expenses, and from the research results of the
selective factors that are able to indicate quality of life of elderly people, it was found
that the sufficiency of income is a factor that can explain variance of quality of life of
elderly people in all facets, therefore elderly people who are still able bodied should be
encouraged to take jobs according to their abilities, to build income, resulting self-
esteem and a better quality of life.

5. Elderly people in extended families have better qualities of life in terms of
cognitive, affective, and social function that those in nuclear families, but families in
urban area are most often nuclear families, therefore there should be campaigns to
promote children and grandchildren to visit elderly relatives, and promote good
relationships within the family, instilling values of loyalty to members of the family,
as well as take care and meet the needs of the mind, body and society of elderly people.
Additionally, there should be counseling units for the elderly, especially, those in
nuclear families, to make them feel worthy, resulting in contentment in life and a

better quality of life.
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Suggestionsfor Future Research

1. There should be a comprehensive study of quality of life of elderly people,
because this study is a study specifically of elderly people living in Bangkok, in order
to create a study that is more representative of the general population that can serve as
an approach in developing national policies concerning the elderly.

2. Because this study is a study on elderly people who participate in the group
activities for the elderly, under the care and supervision of the Bangkok Medical
Service Department, in order to make the study more comprehensive, there should be
studies on elderly populations that do not participate in these activities and a
comparison study to bring the results to develop approaches that are appropriate for
each group.

3. There should be a qualitative study about quality of life of elderly people in
order to acquire detailed information that can serve as a database in promoting higher
qualities of life for the elderly.

4. There should be studies of other factors that are related to quality of life of
elderly people, namely, familial relationships, attitudes of family members towards the
elderly person, level of education of children and caretakers, participation in religious
ceremonies, present living conditions, the stability of current residence, time of iliness,
behavioral patters pertaining to health such as eating habits, alcohol consumption or
stimulants, smoking, rest, waste excretion etc.

5. There should be further studies on male elderly because most of the sample
group in this study were female, causing the result of the study to be unable to explain
quality of life of male participants, therefore, a study of male groups will help to build

up a database that will help to promote a better quality of life for the elderly.
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Research Limitations

1. This is a cross-sectional descriptive research, whereby information
pertaining to quality of life of elderly people are from their own perceptions in the
present (December 4, 2007 to February 28, 2008), thus not representative of elderly
population of Bangkok.

2. The Pictorial Thai Quality of Life: PTQL is a tool recently developed, and
this is the first study to use it, resulting in some pictures that may cause some
misunderstandings in terms of question, therefore, the results might not be accurate
such as questions 6, 8, and 9.

3. Due to limitation in managing group activity attendance, most of sample
group was chosen by the staff, resulting in the good health and voluntary of the
subjects, due to selection bias.

4. Most of the sample group was female, because most of the members of the
elderly groups under the care and supervision of the Bangkok Medical Service
Department are mostly women (78.37%) (as seen in Table 20), resulting in limited

numbers of male subjects.
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Table 20 Male and female members of elderly groups under the care and supervision

of the Bangkok Medical Service Department.

Male Members | Female Members
Elderly Groups
(persons) (persons)

BMA Medical College and Vajira Hospital 674 1,812
elderly group
BMA General Hospital elderly group 268 727
Taksin Hospital elderly group 46 794
Charoenkrung Pracharak Hospital elderly 163 846
group
Laung Pho Thawisak Jutindharo Hospital 48 104
elderly group
Nong Chok Hospital elderly group 117 233
BMA Lat Krabang Hospital elderly group 128 420
Ratchaphiphat Hospital elderly group 138 314
Sirindhorn hospital elderly group 35 608

Total 1,617 5,858
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APPENDIX C
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