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ABSTRACT

The aim of this crossectional descriptive study was to reveal homecare status
and define the factors relating to it for the elderly in Omon District, Cantho City,
Vietnam. The respondents, consisting of 171 elderly, were interviewed through a
structured questionnaire in order to collect data refor the elderlyecting demography
and socio-economic status, health belief, family and community resources, needs for
health care and homecare status. The respondents’s age ranked from 60 to 98, of
which those 90 and over occuppied 5%. Of the subjects, 66% of them were female,
58% were married; 67% were household head, 37% were illiterate, 41% were without
a monthly allowance, 94% had family members with a poor income.

The study results showed that 91% of the elderly used self-care for their daily
activities and 51% of them use self-care when sick; 84% of them had chronic
diseases, of which multiple diseases were the most common type (23%); 51% of them
perceived that their health status was poor; the highest percentage of discomfort or
minor illness was back-ach or join-ach (42%) but 57% of them ignored their
discomfort or minor illness.

For the factors relating needs for health care, chronic disease is related to the
area where the elderly live; perceived health status depended on age, education,
working status and house condition of the elderly. Age and working status is
associated to self-care of the elderly. The results also refor the elderlyect the
relationship between self-care and needs for health care of the elderly.

The researcher suggests that annual health care check-ups for the elderly
should be carried out and that it is necessary to encourge the elderly to care about
their discomfort or minor illnesses.
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CHAPTER 1
INTRODUCTION

1.1 Rationale and justification
1.1.1 Demography trends of age group of 60 years old and over

World population is expected to increase by 2.6 billion over the next 45 years.
By July 2005, the world will have 6.5 billion inhabitants, 380 million more than in
2000 or a gain of 76 million annually (1). World population will increase to a level of
nearly 8 billion persons by the end of the next quarter century, and will reach 9.3
billion persons by 2050 (2, Figure 1).

9
8 -
7 4
6
4
3
7
14
0

1950 1960 1970 1980 1990 2000 2010 2020 2030 2040 2050

World Population (Billion)
(9]

Figure 1 Trend of World Population 1950 - 2050
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In developed countries, 20 percent of today’s population is aged 60 years or
over, and by 2050 that proportion is projected to be 32 percent. The elderly
population in developed countries has already surpassed the number of children
(persons aged 0-14), and by 2050 there will be two elderly persons for every child. In
the developing world, the proportion of the population aged 60 or over is expected to

rise from 8§ percent in 2005 to close to 20 per cent by 2050 (1).

As a result, world population will become progressively older during the
coming decades (2). Old-age dependency ratios will rise in every major world region
because of population aging. And the world community will face an elderly support

burden nearly 50 percent larger in 2025 than in today (2). (Figure 2)
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Figure 2 Percentage of world population under age 15, aged 60 or over, and
aged 80 or over, 1950-2150 (43)

As of mid-2000, over 3.6 billions, which is roughly three-fifths of the total
population of the globe, resided in Asia (3). Over the past half-century, the population
of this region has grown on a scale and at a tempo without historical precedent.
Between 1950 and 2000, according to the UNPD’s estimates, the population of the

collectivity of countries multiplied by a factor of 2.5 — rising by almost 2.2 billion in
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absolute numbers and at an average annual pace of over 1.8 percent per year (4). Over
the last 25 years, the number of Asian elders has more than doubled and will do so
again over the next 25 years. For the period between 2025 and 2050, the population of
Asians aged 60 and older is anticipated to increase by more than 75 percent. (5),

(Figure3)

1950 1975 2000 2025 2050
0o0-14 36 40 30 22 19
W65+ 4 4 6 10 17

Figure 3 Population trends (%) in Asian countries (38)

A conference, “The Actions for the elderly", was held in Hanoi, Vietnam on
February 12", 2004. It is predicted that by 2014, Viet Nam's elderly will probably
account for over 10 percent of the population (7, 8). Vietnamese life expectancy at
birth has now risen to a high level (7). Partially as a result of higher life expectancy,
the number of people 60 years old and older has risen remarkably (7). It is estimated
that the number of elderly people in Viet Nam will rise from 6.19 million in 1999 to
16.49 million in 2029 (8).
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1.1.2 Influencing of socioeconomic to the elderly

Urbanization, industrialization and modernization cause young people’s
migration to study and look for better jobs, better opportunities. This unabated
migration causes the elderly physically, psychologically and socially segregated from
their family members who could provide them better support. In fact, even the elderly
who live with their families often feel that they can not get adequate care, most are
physical and financial care, since nowadays most of younger generations are more
and more involved in this competitive society outside their families, resulted in

having no times to take good care for their elderly (6).

1.1.3 Higher needs for health care of elderly

The effects of usual ageing sometimes merge with the abnormal. Some
physical changes are obvious. There is a decline in neurological function with
increasing age. There are also changes in neurotransmitter system. Changes in the
dendrites may be more significant than in the cells. Eyesight deteriorates as age
advances and become symptomatic. Respiratory efficiency is reduced along with the
total lung volume. The arteries in old age become thicker and hard, probably due to an
increase in arterial collagen, that leads dangers to cardiovascular system. Changes in

the skin are very noticeable. (36)

As well as physical changes, old age brings with it an alteration in
psychological outlook. Elderly withdraw from social contact and become isolated;

capacity to solve new problems deteriorates (36)

Pathology is more common in old age and there is a general increase in
morbidity. Not surprisingly, multiple disabilities are so common as to be almost the
rule. Many of the conditions found are degenerative in type of multiple and
symptomaticology are also common findings. Infections, thyroid over-and under
activity, heart diseases, confusion and restlessness, diabetes mellitus...are usually

present (36). On average, an elderly individual suffers from at least three common
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affor the elderlyictions such as a cough or cold while expenditures on health care are
up to seven times that of a healthy person. The demand on health check-ups for the
elderly is still on the rise, with 75.8 percent expecting to receive better health care

services in the future. (7).

Old age also brings with it some changes in attitude and behaviors. It seems
that old people cannot tell when they are unwell and in need for help. This means that
disease is not detected at an early stage and “There is an iceberg of un-reported illness

among the old people in the community” (36).

1.1.4 Health care for elderly in Vietham

Respect for the elderly is a fundamental, traditional value in Vietnam. Older
people have an important role to play and make significant contributions to the
development of the community through their experiences and abilities. The
government has paid considerable attention to care for the elderly and this is well
refor the elderlyected in many legislative documents (7). To further promote the roles
of and care for the elderly, the Ordinance on the Elderly was approved by the National
Assembly of Vietnam on April 28, 2000 (No.23/2000/PL-UBTVQHI10 of April 28,
2000). This is the first time such a comprehensive policy dealing with issues of older

people has been promulgated in Vietnam (7).

The Ordinance for Vietnamese Elderly consists of 31 articles included four
chapters about general provisions; supporting and caring for elderly people, state
management over the elder-related work, rewards and handling of violations (9):

“...When they were younger, today's elderly people had the task of giving
birth to, bringing up and educating children about dignity, and they still play an
important role in families and the society. Caring for the material and spiritual needs
of elderly persons and continuously promoting their role are the responsibilities of
families, the State and the entire society, which refor the elderlyect the fine nature,
morality and traditions of our nation;

Pursuant to the 1992 Constitution of the Socialist Republic of Vietnam;
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Pursuant to the Resolution of the 10™ National Assembly, sixth session, on
its 2000 legislative program;
This Ordinance provides for the support of and care for, as well as the

promotion of, the role of elderly people...” (9)

The health status of Vietnamese elderly has greatly improved in the past few
decades. The average life expectancy of Vietnamese people was 65.2 years in 1995
(34), 67.8 years in 2001 (34) and 71.3 years in 2002 (35). The rise is attributed to an
increase in per capita spending and better health care services (34). However, it
remains one of their most significant concerns. Average monthly expenditure per
person rose to 268,000 Vietnamese dong (17 US dollars) in the 2001-2002 period, up
28.1 percent from 1995 (24). In addition, Vietnamese elderly cannot avoid
consequences of urbanization, industrialization and modernization mentioned
previously. Rapid economics progress in Vietnam has been accompanied by an
increase in the citizen’s expectations for improved health care. The health system is
beginning to contend with difficulties in meeting these challenges, although the task is
formidable (29). Young people who can support the elderly have less and less time for
their elderly, especially in hospital care. As well as the impact on socio-economical
aspects causes increasing of public social spending and higher health expenditures
(10). This seems to force elderly have to be took care of them in their home more and

more.

Majority of the elderly health problems in Vietnam is solved in their homes by
the ways that both HC providers and receivers consider as temporarily stable solutions
due to main reasons.

The first reason is provision in health services. Self-treatment is common
practice and private providers are an important source of health services not only for
those who are better off but also for poor households (37).

The second reason is expense for health care. The costs for health care are
substantial for households, and lower income groups spent a significantly higher
proportion of their income on health care than the rich did. The poor are deterred from

seeking health care more often than the rich for financial reason. A burden of high
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cost for treatment implies high risks for families to fall into “a medical poverty trap”
(37).

The third reason is the use of “southern medicine”. “Southern medicine” is the
traditional folk medicine of Vietnam by using a material medication of native
Vietnamese plants and animals (39). Using “southern medicine” also benefits for the

poor because of its availabilities and low cost.

Those reasons cause homecare more and more expanse spontaneously. Either
the elderly and their family members or relatives and neighbors with or without

supports have done this homecare from the local health care system.

1.1.5 Research questions

It is necessary for the responsisbe people in the district to know that:
1) How have the elderly been taken care in their homes?

2) What are the factors relating to HC status for the elderly?

1.1.6 Research hypothesis

1) The factors relating to HC status are individual characteristics
consisting of demography characteristics and socioeconomic status.

2) The factors relating to HC status are health belief, family resources and
community resources

3) The factors relating HC status are needs for health care.

1.2 Research objectives

1.2.1 General objectives

To describe the present situation and the factors relating to homecare

status for the elderly in Omon District, Cantho City, Vietnam
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1.2.2 Specific objectives

1) To assess needs for health care or the elderly in the district, including:

- Chronic diseases

- Health status

2) To assess health care for the elderly in the district according to following

aspects:

- Levels of HC status
- HC providers
- Activities in HC

3) To identify factors infor the elderlyuencing Needs for health care for the

elderly in the district, including:

4)

5)

Demography
Socio structure

Health belief

Family resources

Community resources
To determine factors relating HC status for the elderly in the district,

including

Demography
Socio structure

Health belief

Family resources

Community resources
To define the relationship between Needs for health care and HC for
the elderly in the district
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1.3 Conceptual framework

The conceptual frameworks is illustrated in figure 3

INDEPENDENT DEPENDENT
VARIABLES VARIABLES

Demography
o Age
e Sex
e Marital status

Socioeconomic status
e Role in the family

e Education

e Working status

e Allowance - Needs of health care
e Household sanitation e Chronic disease
L | e Perceived health
status
Health belief

¢ Health knowledge
e Health behaviors

Home care status

Family resources e Levels of care

e Number of family
members

e Income per capita
per year

e Family support

Community resources
e Community support
e Village

Figure 4 Conceptual framework
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1.3.1 Independent variables

For independent variables, 5 following possible groups are assigned:

Demography group
This group consists of 3 following variables:
- Sex and marital status are measured by nominal level data

- Age is measured by ratio level data

Socioeconomic status group
This group is combined by 5 variables

- 3 variables of role in the family, education, current working status are
measured by nominal level data

- Living condition is also measured by nominal level data and it is divided
further into 4 sub variables: house condition, toilet, drinking water
resource, household water resource and garbage treatment

- Allowance is measured by ratio level data

Health Belief group

This group consists of 2 composite variables and will explore data relating
health knowledge and health behaviors. Both health knowledge and health behavior

are measured by ratio level data.
- Health knowledge including 6 questions

- Health behavior consisting of 10 questions

Family resource group
This group of 3 variables will refor the elderlyect care resources that the
elderly have in their family:
- Number of family members and income per person are measured ratio scale

- Family support: This is a composite variable including 20 questions and is

measured by ratio data.
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Community resource group
This group will show care resources the elderly have from the community.
It contain 2 variables:
- Community support: This variable is also a composite one, consisting of 13
questions, and measured by ratio data.
- Village: It refers 5 villages in Omon District and measured by nominal

scale.

1.3.2 Dependent variables

In this study, HC status and Needs for health care are assigned to be the

dependent variables.

Needs for health care
This group of variables includes two variables:
- Chronic disease of the elderly is measure by nominal level dada

- Perceived health status is measured by visual analog scale

Homecare status
HC status is measured by nominal data. Levels of care represent for
homecare status. Besides, homecare status is also described by health problems within

2 weeks and specific solutions.

1.4 Operational definition of variables and terms used in the study

1.4.1 Demography:

- Age in the study is calculated by year

- Sex in the study refers only two categories: male and female.
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- Marital status in the study refers terms refer to the marital status at the time
of the enumeration. This term has four major categories: single, married,

widowed or bachelor, and divorce or separate.

1.4.2 Socio-economic status:

- Role in the family: This term in the study refers two categories: header or
member of the family.

- Current working status: Current working status in the study describes
working status of the elderly in their home by which they can either earn money or do
house work at the time interviewed.

- Allowance: Allowance is the money that the elderly have every month by
any supporting resources.

- Household sanitation: This variable consists of five sub variables: house
condition, toilet, drinking and household water resources and garbage treatment.
House condition is evaluated by interviewers and considered as “Good” when the
house is stable, “Moderate” when semi-stable and “Poor” when unsettled. Toilet
refers 3 types of toilets: Water sealed, pit privacy and latrine pool. Drinking water
resources refers 6 positive resources of drinking water: mineral/boiled, tap water,
well water, decontaminated, sediment deposited, and rain water. Household water
resources refers 6 positive resources: Tap water, well water, decontaminated,
sediment deposited, rain water and river/canal. Garbage treatment is described by four
ways used to deal with garbage. They are public service, burn, buried or thrown.

1.4.3 Health belief

- Health knowledge is the knowledge about health maintenance: diet and
drinking; exercise and rest; screening and prevention of diseases; and self medication
- Health behavior refers elderly habits on eating, drinking, sleeping, smoking,

nutritional balance, physical exercise, and entertainment.
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1.4.4 Family resources

- Number of family members: This variable only refers the members who
usually live with the elderly in the same house.

- Income per capital in family per year: Income is the average money having
from total earnings in a family divided number of members in that family per year.

- Family support: This variable refers support resources in family in terms of

material, financial, information, and psychological support.

1.4.5 Community resources

- Community support: Community support refers sources of health social
supports, availability of the local health services and accessibility of the local health
services

- Village characteristics: The researcher will collect village characteristics in
the study. It refers the main statistics of the village where the elderly living. It is
describe by aspects of Income per capita in the village, Percentage of poor household,
Drug expenditure per capita in the village and Percentage of households using
hygienic sanitation

1.4.6 Needs for health care

- Chronic disease refer typical chronic diseases of Asian elderly (41 and 6)
such as cardiovascular and hypertension, asthma and respiratory system, injury,
mental disorder, cataract, diabetes mellitus, cancer...

- Perceived health status refers the elderly sensation about their health status
at the point interviewed. They will score their health status themselves from 1 to 10

for poor perceived health status to good perceived health status.

1.4.7 Homecare status

- Homecare: This term in the study refers both formal and informal care, by
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which the elderly receive in their homes. Health workers provide formal care and
family, relatives or friends provide informal care...

- Levels of care: Levels of care in the study include 6 levels (44):

1) Self management or self-care:

2) Self managed with some help from family members

3) Total help from family member without self manage

4) Helps from neighbors or VHVs.

5) Helps from HWs or professionals at elderly homes

6) Helps from professionals at health stations or hospitalized.

- Homecare providers or care providers are those who directly take care of
their elderly in the homes. They can be family members, someone having good
relationship to the elderly, neighbors, VHVs or health workers.

- There are 17 activities (44) divided into two groups. They are daily
activities, consisting of 8 activities, and the activities when the elderly get sick,

containing 9 activities.

1.5 Limitation of the Study

The study may have some unavoidable limitations. Due to the study is done in
Omon District, Cantho City, the results would specifically refor the elderlyect to the
elderly who live in the district only. In addition to, the questionnaire can cause less
power to gain more information from the elderly because it is written as short and
simple as possible for the elderly. In cases of interviewing the elderly proxies, there
may cause bias and health knowledge may not be representative for the elderly health

knowledge.
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1.6 Usefulness of the study

Findings from the study will be considered as basis information for the district
health center staffs to plan health care strategies for the elderly in order to help them
reach better quality of life. The study’s findings also refer a vision to the health center

leaders to invest on future health care activities for the elderly.

Furthermore, the study can lead to more specific researches on other groups of
population. These researches such as factors infor the elderlyuencing of elderly’s self-
care, comparison the efficency between homecare and hospital care for the elderly,
elderly’s satisfaction on self-care...should be investigated in oder to health elder

people reach better quality of the lives.
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CHAPTER 2
LITERATURE REVIEW

2.1 Theory applied of this study

2.1.1 The basis theory of this study
This study is based on The Initial Behavioral Model 1960s shown figure 4
(20).

2.1.2 Application of the Initial Behavioral Model in the study

Research has shown that the use of personal health care services is determined
by individuals’ responses to their health and illness levels, as well as preconditioned
by demographic, socio structure, psychological, familial and community resources,

and health care organizational factors (39).

Three broad approaches have been used to explain the complicated
relationship between various predictors and utilization of health care services. The
first incorporates both psychological and social variables to predict utilization
behaviors. The second approach studies the societal and personal factors that affect
the equity of health services. This approach can be divided into three classes of
variables:

- Personal attributes that may predispose individuals to seek care

- Enabling factors such as low income, inadequate insurance coverage, no

regular source of care, and other barriers to care

- Need-for-care factors as evidenced by subjective (perceptive) health and

objective (assessed) health status and functional level

The third approach considers that variation in use is contingent on
organizational constraints, indicated by the level of market competition and incentives
for developing cost-effective alternatives for care, and personal choice or decision

factors (39).
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Older adults face many psychosocial challenges associated with the life events
of later life. Stressful events, social resources, economic resources, occurrence of
major life events will cause depression and metal changes. (21) Health behaviors are
considered as collective patterns of health-promoting behavior based on choices from
actions available to people according to their life chances. (22). Health behaviors are
also infor the elderlyuenced by age, gender, race, socioeconomic status and perception
of social support (22). Social supports also affect elderly ability on their functional
impairment. The more dependent the older person, the more important the social
supports (21). Some researchers encourage consideration of the family as a unit of

health services (22).

Therefore, each elderly, with his or her own characteristics and in the context
of enabling factors and their Needs for health care, will choose appropriate patterns of

health services.
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2.2 Population aging

The population aging, in the sense of demographers, refers to an increase in
proportion of the elderly population, while policy providers, especially in developing
countries, see it as a challenge arising from the rapid increase in the absolute size of

the old age population (23).

Aging, as a global phenomenon, can be understood by considering a change in
which population shifts from high to low levels of fertility and mortality. At the first
phase of this demographic transition, starts with the declining mortality and constant
fertility that result in an increase in the same size of population, with the high
proportion of the younger generations. Then, following by the second phase which not
only declining mortality but also fertility. This slows down the growth of the
population and the proportion of young-age population decreases. Finally, the number
of elderly people is rising and becomes the lager group of population; contribute to

population aging, (6)

By the year 2000, the majority of the world aging population will be in Asia.
About 48 percent of the world total and 82 percent of total aging population are in

developing countries (12).

2.3 Aging and Health

Aging is a complex process involving physical, psychological, socio-cultural,
environmental and spiritual elements. As an individual, every human being in a period

of 24 hours gets one day older, wherever that person lives.

Generally, the age when someone becomes “elderly” has been considered to start
around the age of retirement at 60 to 65 years. Most of this population is relatively fit
and vigorous. From a health perspective therefore, a more realistic definition of old
age begins around 75 years and upwards. It is this sector of the population that has

increased concomitant medical disorders and resultant physical and mental disability.
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From the medical point of view, the elderly face some rather specific problems in
addition to their needs for health promotion. Their extended life span also means that
chronic diseases start to emerge and may affect several organs at the same time.
Generalized reduction in functional capacities as well as structure changes in the body
such as increasing body weight and degenerative of elastic tissues of the skin,
resulting in wrinkling. Other changes are related to a reduction in hearing, vision,
muscle and bladder control, reduced efficiency of the heart and blood circulation,
reduction of learning and memory. Specific diseases commonly prevailing among the
elderly includes senility, hypertension, cataract, diabetes mellitus, and diseases of

digestive, respiratory systems and present psychotic conditions (6)

2.4 Primary Health care in aging society

Based on Primary Health Care Approach, it has been formed the new scope of

care for older person in CHC (23).

Provision Health Social WHAT

Form Self-care | Informal Care | Formal Care WHO

Coverage |Preventive|Curative|Rehabilitative| Hospice| WHEN

Level Individual | Family Community HOW

Location Home Institutional WHERE

Figure 6 New Scope of Care for Older Persons

The care provision of CHC ranges over both health and social services (WHAT).
The health and social welfare are provided in such forms as self-care, informal care,
and formal care (WHO). CHC should cover the full spectrum from preventive care,
curative care, and rehabilitative care, to even the terminal stage of life and hospice

care (WHEN). The level of care provided through CHC is focused on individual,
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family and community (HOW). The CHC integrated services could be delivered
either at home or in institutions (WHERE).

The care provision itself of who, what, and where is focused on the needs of
older adults and their families. Then we evaluate the self-care, family and social
network care (family, friends, and neighbors), and institution-based care as options to

be available for their choice. (Figure 5)

As CHC should first focus on the needs of older persons and their families to
maximize self-reliance care potentials, it also considers social network care (family,
friends, and neighbors), and institutional care as options to be available for their

choice. (Figure 6, 7)

Figure 7 Who, What and Where of Community Health
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2.5 HC for elderly

25.1 Homecare

The role of HC has undergone a steady transformation during the last several
decades (2). Originally considered as a substitute for long-term care for patients with
chronic custodial needs, HC is increasingly being used as a substitute for part of acute
hospital care (13). HC can refer to health care provided in the home by health care
professionals (often referred to as home health care or formal care) or by family and
friends (informal care) (2). Some authors have divided home health care into four
general models: “low-tech care comprising predominantly housekeeping services,
“skill care” provided by health workers, “hospice care” serving ill elderly who have a
life expectancy of less than six months and “High-tech care” transferring technology

from the hospital to the home settings.
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2.5.2 HC and elderly

HC may be needed, for short or longer periods, by persons of all ages: but its
need occurs most commonly in older people with failing health (14). Most often,
older persons needing supportive care at home have multiple health problems
simultaneously (14). Over 70% of elderly live in community, receiving care at home
rather than in hospitals (14). HC programs for elderly population have been used as an

alternative or supplementary to hospital assistance (28)

2.5.3 HC and elderly families

Exactly who should provide HC is still an open question. It will depend on the
level of disability of the individual receiving the care (28). In fact, most family
members serve three-fourths or more of HC needs for older persons. Family members
perform activities of simple medical and health procedures; personal care; house hold
help; transportation and help with errands outside the home and general supervision if
the elderly loss memory (14). In general, family care is, unglamorous, repetitive,
labor-intensive but family care providers believe that they are irreplaceable (14). Most
of them satisfy from seeing they could help their relatives more comfortable, making

them feel needed and wanted (15).

2.5.4 The growth of HC for elderly

In the world, there have been organizations involving HC such as the World
HC and Hospice Organization (16), Ontorio Home Health Care providers Association
(17) with the mission of dedicating to the interests of all patients, providers, HC
associations, public and private sector agencies, hospices, and personal services
practitioners. Responding to a worldwide need, key leaders in HC and hospice came
together to formulate and advance the concept of an international clearinghouse as a
forum for communication, business development, as well as information and

technology sharing.
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The development of appropriate policies for supplying HC to the elderly
requires first an assessment of who needs it and who uses it as measured by such
parameters as age, sex, functional status, and socio-economics class. The needs will
change over time and the health care system must be able to be for the elderlyexible in
this regard. (28).

There is not any formal HC program in Vietnam so that most of HC in
Vietnam is considered as informal. Due to Vietnamese traditional value, the members
in family are responsible in most of HC cases. In the South, a pilot HC program
collaborated to Cascodem Organization, Switzerland has been performed in some
villages of Cantho city since 2002. The main power of this program is based on
VHVs. They are trained primary health care skills and supported basis medical
equipment such as thermometers, bandages, sphygmomanometers as well as common
medicine and other equipment supporting for their activities in the program. The
VHVs in the program have responsibilities on help the people living surroundings
them to deal with their primary health problems. This program benefits for the Cantho
rural area dwellers, especially for the elderly. However, how to maintain and expand
this program is still an open question and the elderly of Omon district have not been

involved this program.

2.6 Some studies relating to HC for elderly

2.6.1 Socio demography of elderly in homecare

Terri R. Fried and Collaborators found out large proportion of elderly (43%)
lived with their spouse, 37% live alone and 20% lived with others. More than one half
(55%) had received home health aid assistance and functionally dependent older

patients had more positive perceptions of treatment at home (2).

Said about health problems among gender of older people, Karin Stenrenzelius
and Collaborators concluded that women need special attention with more health

problems (26).
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2.6.2 HC providers and Social supports

A researcher in Taiwan (27) found out the predictors for family health
providers were self-care ability of their elderly patients, support groups and social
services. Some authors figured out cost on HC was lower than hospital care (28),
especially Robert W. Griffith calculated the cost of “usual care” purchased or
obtained from local agencies, health volunteers...was more than 2 twice that of

“intensive care” providing in elderly homes (30).

2.6.3 Health status of elderly in HC

Cretien van Campen and Isolde B.Woittiez found that elderly chronically
applicants have greater chance of being referred for domestic help only, while
applicants with psychosocial disorders are more liable to be offered packages that
include social support. Patients discharged from hospital have a greater chance of a
referral to domestic help only when they are slightly disable, and are more likely to be

offered packages including physical care when they are more disable (18).

2.6.4 The growth of HC

Netta Bentur said that it seems to be related to a number of other factors: the
increase in the number of elderly and chronically ill people, the lack of availability
and accessibility of acute and sub-acute inpatient services, technological innovation,
improvements in the standard of living and the preference of some patient to be

treated at home (19).

However, it has not been found out any studies relating HC for all age groups

in Vietnam.
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CHAPTER 3

RESEARCH METHODOLOGY

3.1 Study design

This study is a descriptive study in which the data will be collected by

interviewing, using structured questionnaires.
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Figure 9 Location of Cantho city

3.3 Target Population

3.2 Study area

The data will be collected in Omon
District, Cantho City (Figure 8, Figure 9). This
is the third biggest city in Vietnam and
considered as the western capital in the South
of Vietnam. Its population group of age 60

years old and over occupies .67% (32).

Omon District still belongs rural area of

Cantho city and includes 5

ChauVanLiem,

villages:
Phuocthoi, Truonglac,
Thoilong and Thoian. Each of villages has from
12 to 18 wards according to every village
population. Total population of Omon District

1s about 128 thousands inhabitants in which the

elderly is approximately 9670 (32)

The target population of this study has the following criteria:

- The elderly aging 60 and over.
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- They can understand and answer independently or their proxies in cases
of the elderly lose memory or too weak.

- They live in Omon District, Cantho City
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Figure 10 The map of Cantho City

3.4 Sampling techniques and Sample Size
3.4.1 Sampling techniques

Studied people are selected by cluster, random and systematic sampling (30)
from the elderly living in each of 5 villages of Omon District, Cantho City according
to the percentage of sample size in the target population (Figure 11). The sampling
technique is also based on the proportion of the elderly in each village and ward in the
district.

3.4.2 Sample size

The sample size is at least 165 and calculated by the following formulas (1)

and (2).
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ZZ
e“f pd-p) )
n'=n(l+0.1) (2
n’ ~ 169

n=

Accurate sample size,

Where n
n’ = Provided sample size

Zyr = 1.96 (due to setting confident level by 95%)

e = .04 (error within .04)

p = .076 (proportion of the elderly in Omon district population)

The elderly who meet the criteria will be recruited as the sample size for

this study, at least 169 people.

OUTLINE OF SAMPLING TECHNIQUES
OMON DISTRICT
9670 elderly people

Cluster

ChauVanLiem Phuoc thoi Truong lac

Thoi an Thoi long
38/2171 elderly 26/1487 elderly  26/1466 elderly

35/1981 elderly  45/2565 elderly
Randomly selecting

2/15 wards 3/18 wards 2/16 wards 2/15 wards 2/12 wards

15 15 15 19 19 13 13 13 13

169 subjects
Figure 11 Sampling Techniques

18 17
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3.5 Research Instrument

The instrument for data collection is a structured questionnaire designed by the
researcher. The questionnaire is also translated into Vietnamese and most of questions
are closed-ended, which consist of 5 following parts covering the whole variables

(Appendix A, B):

1 — General data of household
2 — Individual data

3 — Family support

4 - Community support

5 — HC status

3.6 Validity of the questionnaires

After three times for being adjusted the original questionnaire by academic
advisors’ suggestions, the questionnaire was allowed keeping on next steps for

evaluation of validity in Vietnam.

The validity of the questionnaire was evaluated by six Vietnamese health
professionals and was improved to be appropriate in Vietnamese context (Appendix
C). The questionnaire was also adjusted according to pre-interview 30 elderly people

who were exclusive in the study to supplement real situations.

3.7 Data Collection

After the structured questionnaires had been tested and revised, the data were
collected. Firstly the Director of Omon District Health Center was contacted and
informed about the purpose of this study. Five VHVs living in each village are trained
by the researcher to interview. The researcher supervised, observed and recorded

interesting information. An interview took 20 to 30 minutes. The researcher also
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collected the data of villages’ characteristics as well as the data support these

characteristics in both Omon District and Cantho City.(Appendix D).

3.8 Data Processing and Analysis

Data were coded (Appendix F) and entered in Minitabl3 program for analysis.
The descriptive statistic was used for all variables, according to the objectives and the

conceptual framework of this study.

Test for normality of distribution was carried out for the variables of age,
income, allowance, health knowledge, health behavior, family support and
community support (Appendix E).

Chi square test was used to estimate association among the variables. Then data

were recoded and regrouped for testing invalid data (Appendix F).

3.9 Measurement of variables

3.9.1 The composite variables

The composite variables in the study include health knowledge, health
behavior, family support and community support. The value of each variable was

summed of scores getting from its questions.

Based on the variables’ normality of distribution, their scores were divided
into two or three levels consisting of Good and Poor or Good, Fair, and Poor based

mean, meadian and SD (Appendix E).

3.9.2 Perceived health status

Perceived health status refor the elderlyected by question 33 would be
scored by visual analog scale (48). It would be also classified into 3 levels with the

criteria mentioned in 3.9.1 previously.
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3.9.3 The variables having ratio level data

They consist of Age, Allowance and Income.
- Age was classified into four groups and was regrouped in processing of

data analize:

Group 1: 60-69 Group 2: 70-79
Group 3: 80-89 Group 4: 90 and over
Regroup 1: 60-79 Regroup 2: 80 and over

- Income was divided into two groups based on the criteria for Vietnames
income (63):
Good: From 7.7 million VND per year and above
Poor: Less than 7.7 million VND per year
- Allowance was divided into two groups based on the criteria for
Vietnames poor household (63):
Good: From 120,000 VND per month and above
Poor: Less than 120,000 VND per month

Nominal levels of “Yes” and “No” also measure allowance.

3.9.4 The other variables

The remainders of variables will be measured by common methods according

to each variable.
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CHAPTER 4
RESULTS

This chapter will reveal findings from HC status for the elderly in Omon

district, Cantho city, Vietnam. It will be divided into following eleven parts:

—

Socioeconomic status and demographic characteristics of the respondents.
Household sanitation where the respondents living

Health belief

Family resources

Community resources

Needs for health care of the elderly

HC status for the elderly

The factors relating to chronic diseases of the elderly

> e I I U O

The factors relating to elderly health status
10. The factors relating to HC status for the elderly

11. Relationship between needs for health care and HC status

4.1  Socioeconomic status and demographic characteristics of the respondents

We have carried out 171 interviews consisting of 149 subjects and 22 proxies.
Our information we get refor the elderlyects HC status within two weeks for 171
elderly who live in five villages of the district. Table 1 will describes the distribution

of their socio-economic status and demographic characteristics.
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Table 1 Socio-economic and demographic characteristic of the respondents

Characteristics Number N=171  Percent

Respondents

Proxy 22 12.87

Subject 149 87.13
Village

Chau Van Liem 37 21.64

Phuoc Thoi 26 15.20

Thoi an 31 18.13

Thoi long 56 32.75

Truong lac P 12.28
Age

60 - 69 64 37.43

70 -79 65 38.01

80 - 89 34 19.88

90 and over 8 4.68

Min = 60, Max = 98 Mean = 73.02 SD =8.56

Gender

Female 112 65.50

Male ¥ 34.50
Marital status

Single 4 2.34

Married 98 57.31

Widow/Bachelor 66 38.60

Divorced/Separate 3 1.75
Relationship to household header

House hold header 115 67.25

Father/Mother and in law 9 5.26

Spouse 46 26.90

Relatives 1 .58
Education

[lliterate 63 36.80

Primary school 105 61.40

Secondary school 3 1.75
Current job

Business 5 2.92

Farmer/gardener 47 27.49

Housewife 31 18.13

None 88 51.46
Monthly allowance

Yes 100 58.48

No 71 41.52

Good 27 15.79

Poor 144 84.21
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411 Age

The respondents’ age ranks from 60 to 98 years old with average age of 73.02.
Two groups of 60—69 and 70-79 occupied mostly, 37.43% and 38.01% respectively.
Nearly 20% of them are in the age of 80 — 89. Some are at 90 and over (4.68%)
4.1.2 Gender and marital status

Majority of the respondents is female (65.50%). Over half of them (57.31%)
are married and 38.60% is widow. Single and divorce occupied small percentage
(2.34% and 1.75%)
4.1.3 Relationship with household header

Most of the elderly are household headers (67%) and spouses of household
headers make up a quarter of them approximately (27%). Some of them are parents or

parents in law of household headers (5.26%).

4.1.4 Education

Majority is at the level of primary school (61.40%) and illiterate elderly
occupied 36.80% of the respondents. Rare is ones with higher than primary school
(1.75%)

4.1.5 Current job

Over half of them are not working (51.46%). Some are still farmers (27.49%)

and housewives (18.13%). Business is in small percentage (2.92%)
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416 Allowance

Monthly allowance data is recorded with both “Yes/No” and ratio. It is
also classified into two levels based on Vietnamese criteria (63) by which it was
considered as “Poor” if less than 120,000 VND or “Good” if equal 120,000 VND and
above.

Most of the respondents have monthy poor allowance (84%). Over 40% of

the respondent has not monthly allowance.

4.2 Household sanitation

Table 2 will describe household sanitation with housing conditions, drinking

water resources, household water resources, and toilet and garbage treatment.

The percentage of moderate and good house condition is approximately
tantamount, 37.43%. The remainders are poorhouse condition, 25.15%. Principle of
their drinking water resources is mineral or boiled (84.80%). Sediment deposited and
tap water are major resources for household, 36.84 and 33.92, respectively. Well
water for household using is 15.59% and 11.11% of them still use river or cannel
water for their daily activities directly. They use various ways for garbage treatment
in which burning is mainly (42.11%). Using latrine pool toilet is still popular for the

respondents (78.95%). There are not many ones using water sealed (15.20%).
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Table 2 Household sanitation

Living conditions  Number (N=171) Percent
House condition
Poor 43 25.15
Moderate 64 37.43
Good 64 37.43
Drinking water resources
Mineral/Boiled 145 84.80
Rain waters 16 9.36
Tap water 9 5.84
Household water resources
Rain water 4 2.34
River/Cannel 19 11.11
Sediment deposited 63 36.84
Tap water 58 33.92
Well water 27 15.59
Garbage treatment
Buried 18 1.53
Burn 72 42.11
Public service 13 7.60
Thrown 36 21.05
Other 32 18.71
Types of toilet
Water sealed 26 15.20
Pit privacy 6 3.51
Latrine pool 135 78.95
Others 4 2.34

4.3 Health belief

Results / 36

Health belief consists of health knowledge and health behavior of the

respondents. They are scored and classified into 2 levels based on their mean. Health

knowledge or health behavior is considered as “Good” if score equal mean and above;

“Poor” if score less than mean. Findings of these variables will be refor the

elderlyected in Table 3
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Table 3 Elderly health knowledge and health behavior

Health knowledge and behavior Number Percent
N=171
Health knowledge
Good 95 55.56
Poor 76 44.44
Mean=2.55, Median=3.0, SD=1.199 Min=.00 Max=6.00
Health behavior
Good 91 53.22
Poor 80 46.78
Mean=21.86, Median=22, SD=2.093 Min=17 Max=28

The percentage of the respondents with poor health knowledge occupied nearly
half of them, 44%. It has the same situation when considering health behavior; nearly

half of them are those with poor health behaviors.

4.4 Family resources

The number of elderly family members, income of each of them per year and the
levels from their support for the elderly are considered as family resources. The levels
of income and family support are based by mean and SD. Table 4 explains what we

found out from these resources.

4.4.1 Number of family members

There has 4.68% elderly living alone. Over half of the respondents live in

family having 5 — 7 members (5.29%). Those living in the family with 2 — 4 members

are over 40%. Ones living with family having more than 8§ members are rare (3%).
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Table 4 Family resources
Family resources Number Percent
N=171
Number of family members Min =1 Max =10
Alone 8 4.68
2-4 72 42.11
5-7 86 5.29
8 and over 5 2.92
Income each member per year
Good 10 5.85
Poor 161 94.15
Family support levels
Good 33 19.30
Moderate 94 54.97
Poor 44 25.93
Score: Min = 20, Max = 58 Mean=41.78 SD =28.45

4.4.2 Income each member per year

Income per year of each family member was divided into two levels based on
Vietnamese criteria (63). It was considered “Good” if equal 7.7 million VND and
above or “Poor” if less than 7.7 million VND. From result of the study, almost the

elderly have family members with poor income (94%)
4.4.3 Family support for the respondents

Family support was scored and classified into 3 levels based on mean and SD.
Over a quarter of elderly get poor support from their family. Only 19.30% of them get
good support, over one half (54.97%) receives the moderate support and 25.93 % get

poor support from their family.

4.5 Community resources

Community resources in the study consist of community support and villages or

area where the respondents live. Community support for the elderly is also scored and
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divided into 3 levels based on mean and SD. Community resources are shown in

Table 5.

Table 5 Community resources

Characteristics Chau Thoi Truong Thoi Phuoc
Van an lac long Thoi
Liem
Poor household (%)’ 336 3.25 530 3.01 1.08
Income per capita per year** 572 433 545 7.70
(Million Vietnamese dong)
Drug expenditure per capita . 36.55 3420  49.53 3842 18.74
(Thousand Vietnamese dong)
Using hygienic toilet (%) 68.45 43.00 1530 3.04 27.04
Using hygienic household 89.48 74.60 71.16 69.99 83.80
water (%)
Using bath room (%) 92.00 76.00 770 66.48 76.76
Garbage treatment (%) 10.00 78.00  86.90 97.95 88.02
Community support levels Number (N=171) Percent
Good 24 14.04
Moderate 120 7.18
Poor 27 15.59

"+ Source : Socio and Labor Department of Cantho City; Socio and Labor Office of Omon District

®%
. Source : The Statistics Office of Omon District
Hkkok

. Source : Omon District Health Center and its 5 Health Commune Stations

45.1 Characteristics of villages where the elderly live

Phuocthoi is the village having lowest percentage of poor households
(1.08%). In contrast, drug expenditure per capita is highest in Truonglac (50
thousands Vietnamese dong approximately). Generally, percentage of household
using hygienic toilet is still low except Chauvanliem belonging town area; 68.45%.
Most of households have accessed using hygienic water and using bathroom. About

from 78% to 100% of households dealt with their garbage well.
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4.5.2 Community support

Those getting good support from community are rare (14%). Most of the
respondents get moderate support from community (70%). Nearly 16% of them is one

having poor support from community.

4.6 Needs for health care

In the study, chronic diseases and perceived health status of the elderly are
considered as elements of needs for health care. Chronic disease are typical diseases
of the elderly such as cardiovascular diseases, cataract...(41 and 6). Perceived health
status was scored by visual analog scale (48) form 1 to 1. It would be considered as
“Good” if its score is equal mean or higher and as “Poor” it its score is less than

mean. Findings from needs for health care are presented in Table 6.

Table 6 Chronic diseases of the elderly

Number Percent
(N=171)
Elderly chronic disease
None 27 15.79
Cardiovascular disease 33 19.30
Rheumatic disease 26 15.20
Mental disorder 13 7.60
Cataract 13 7.60
Injury 4 2.34
Multiple diseases 39 22.81
Others 16 9.36
Perceived health status
Good 87 5.88
Poor 84 49.12
Mean = 4.632 Median = 6.00 SD =2.50 Min=1, Max=9

Most of the respondents have chronic diseases, except about 16% of the
respondents not having chronic diseases. The number of those having multiple

diseases is highest in all groups (22.81%). Cardiovascular and rheumatic diseases are
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rather common (19.30% and 15.20%). Some have mental disorder, cataract, injury

and others (7.60%, 7.60%, 2.34% and 9.36%)

Nearly half of the respondents perceived that their health status was poor
(49%). This suggests that demand for health check-up is so urgent.

4.7 Homecare status

In the study, the events of HC status are recorded within two weeks. HC
activities (44) are divided into two groups of daily activities and the activities when
the elderly getting sick. According to these activities, we will describe HC status with
levels of care and care providers. Some discomfort or minor diseases as well as
moderate diseases occurring within those two weeks are also recorded. In addition to,

the special solutions used in these situations are considered.

4.7.1 Care for daily activities

There are eight daily activities such as bathing, cleaning, dressing,

feeding,...(44). Table 7 and Table 8 will describe levels of care and care providers for

these activities.

Table 7 Levels of HC for daily activities

Self-care Self-care Family Care from
Activities with family  care only neighbor
help /VHVs
No (%) No (%) No (%) No (%)
Bathing 153 (89.47) 10 (5.85) 8 (4.68) 0(0)
Cleaning: laundry, dishes 117 (68.42) 21(12.28)  33(19.30) 0 (0)
Dressing 153 (89.47) 9 (2.26) 9 (5.26) 0 (0)
Feeding 153 (89.47) 5(2.92)  13(7.60) 0(0)
Watching over 150 (87.72) 6(3.51) 14(8.19) 0(0)
Lifting and moving 150 (87.72) 9(5.26) 12(7.02) 0(0)
Helping with the toilet, 145 (84.80) 7(4.09) 19 (11.11) 0(0)

changing soiled linens
Shopping for food 77 (45.03) 14 (8.19) 78 (45.61) 2(1.17)
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Table 7 demonstrates that most the respondents are those perform their daily

activities themselves (from 68% to 90% approximately) except shopping for food

(45.03%). The roles of their families for daily activities are low (from 2% to 10%),

except shopping for food and cleaning (46% and 20%).

Table 8 Care providers for daily activities

Activities Self-care Spouse Son or Son or Grand  Neighb
daughter daughter  —child or or
in law VHVs
No (%) No (%)  No (%) No (%)  No(%) No (%)
Bathing 153 (89.47) 1(.58) 15 (8.77) 1(.58) 1(.58) 0(0)
Cleaning: laundry, 117 (68.42) 5(2.92) 34 (19.88) 10 (5.85) 5(2.92) 0(0)
dishes
Dressing 153 (89.47) 1(.58) 12 (7.02) 2(1.17) 3 (1.75) 0(0)
Feeding 153 (89.47) 0(0) 12 (7.02) 5(2.92) 1(.58) 0 (0)
Watching over 150 (87.72) 0 (0) 14 (8.19) 4(2.34) 2(1.17) 1(.58)
Lifting and moving 150 (87.72) 1(.58) 15 (8.77) 3(1.75) 2(1.17) 0(0)
Helping with the 145 (84.80) 2 (1.17) 21 (12.28) 2(1.17) 1(.58) 0(0)
toilet, changing
soiled linens
Shopping for food 77 (45.03) 6(3.51) 57 (33.33) 24 (14.04) 5(292) 2(1.17)

Like levels of care, most of the elderly are those providing care for

themselves, from 68% to 90% approximately, for their daily activities. Their

sons/daughters help them partly in daily activities (from 7% to 12% approximately)

and more frequency in shopping for food (33.33%) and cleaning (20%). The roles of

remained people are not important for their daily activities (Table 8).

4.7.2 Care when the elderly getting sick

There are nine activities for instance preparing and giving medicine,

consulting with health care providers... (44) when the elderly getting sick. Table 9

and Table 10 will show the findings form levels and care providers for these

activities.
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None Self- Self- Family Care Care Care
care care care from from from
Lo with only  neighbo HWsin HWsin
Activities family r home  hospital
help IVHVs
No No No No No No No
(%) (%) (%) (%) (%) (%) (%)
Preparing and 0 151 4 16 0 0 0
giving medicine 0) (88.30) (2.34) (9.36) 0) (0) 0)
Cleaning 0 153 4 13 1 0 0
wounds 0) (89.47) (2.34) (7.60) (.58) (0) 0)
Transportation 6 103 9 48 5 0 0
(taking to clinic (3.15) (6.25) (5.26) (28.07) (2.92) (0) 0)
or hospital)
Consulting with 12 104 8 45 2 0 0
health care (7.02) (6.82) (4.68) (26.32) (1.17) (0) 0)
providers
Helping of 14 102 8 45 2 0 0
applying for (8.19) (59.65) (4.68) (26.32) (1.17) (0) 0)
welfare benefits
Arranging ]egal 15 100 X 46 3 0 0
and financial (8.77) (58.48) (4.09) (26.90) (LF5) 0) 0)
affairs
Care of some 43 46 39 41 0 1 0
minor illness or (25.15) (26.90) (22.81) (23.98) 0) (.58) (.58)
discomfort
Care of some 5 8 18 34 3 5 98
moderate illness (2.92) (4.68) (1.53) (19.88) (1.75) (2.92) (57.31)
or discomfort
Care of serious 6 9 17 51 13 25 50
illness 3.51) (5.56) (9.94) (29.82) (7.60) (14.62) (29.24)

When the elderly get sick, over half of them are still self-care (from 58% to

90%), except activities on taking care diseases directly. Their family also plays an

important role for homecare. It make up from 20% to 30% for the whole activities

when the elderly get sick but preparing drug and cleaning wounds; less than 10%. The

elderly only need care from hospitals when they get moderate and serious illness,

57.31 % and 29.24% respectively. Care form VHWs, neighbors and HWs at home

when the elderly get serious illness is noticeable (Table 9). In particular, some
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activities in this case are ignored, especially in care for discomfort or minor illness

(25.15%, Table 9).

Table 10 Care providers when the elderly getting sick

None Self- Spou  Sonor Son  Gran Neigh Health

care se daught or d- bor  worker
Lo er daug child or
Activities P Y
in S
law

No No No No No No No No

(%) (%) (%) (%) (%) (%) (%) (%)
Preparing and 0 151 1 15 % 2 0 0
giving (0) (88.30) (.58) (8.77) (L.17) (1.17) (0) 0)
medicine
C]eaning 0 153 0 14 2 2 0] 0
wounds (0) (89.47) (0) (8.19) (1.17) (1.17) (0) (0)
Transportation 6 103 2 44 5 6 5 0
(taking to clinic (3.51) (6.23) (1.17)  (25.73) (2.92) (3.51) (2.92) (0)
or hospital)
Consulting with 12 104 J 36 5 7 2 0
health care (7.02) (6.82) (2.92) (21.05) (2.92) (4.09) (1.17) 0)
providers
Helping of 13 103 3 39 4 6 3 0
applying for (7.60)  (623) (175 (2281) (234) (3.51) (175  (0)
welfare benefits
Arranging ]ega] 15 100 4 39 4 6 3 0
and financial (8.77) (58.48) (2.34) (22.81) (2.34) (3.51) (1.75) 0)
affairs
Care of some 45 44 9 63 4 3 0 3
minor illness or (26.32) (25.73) (5.26) (36.84) (2.34) (1.75) (0) (1.75)
discomfort
Care of some 3 10 7 34 6 0 6 105
moderate (1.75) (5.85) (4.09) (19.88) (3.51) (0) (3.51) (61.40)
illness or
discomfort
Care of serious 7 10 9 34 12 13 12 74
illness (4.09) (5.85) (5.26) (19.88) (7.02) (7.60) (7.02) (43.27)

Table 10 also proves that when getting sick, the elderly need more help from
others but over half of care providers are still those taking care themselves; 58%-90%
except the activities for taking care of diseases directly. Their children help them

approximately from 20% to 36% for the whole activities in this case but preparing
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drug and cleaning wound (less than 10%). The roles of their spouses, sons/daughters
in law, grandchild, neighbor, VHVs is not important. About half of the elderly is
dependent on HWs only when they get moderate and serious illness (61.40% and

43.27%, respectively).

Like levels of care when elderly get sick, some particular activities are ignored
by both elderly and other people, especially in care for discomfort or minor illness

(26.32%).
4.7.3 The elderly’s self-care in homecare status

According scores of levels of care, the elderly’s self-care is found out, recoded
and grouped into three groups. They consisted of selfcare for daily activites, self-care

when sick and selfcare for the whole activities in homecare status. The elderly’s self-

care is presented in Table 11.

Table 11 The elderly’s self-care in homecare status

Self-care Yes No
No (%) No (%)
For the whole activities 131 (76.64) 40 (23.39)
For daily activities 155 (90.61) 16 (9.36)
For activities when sick 87 (50.88) 84 (49.12)

We figured out that it was the elderly who had performed over three fourth of
the whole activities in homecare status themselves, in which the elderly had done

most of daily activities (91%) and over half of activities when they got sick (51%).

4.7.4 Some discomfort, minor and moderate illness

Throughout homecare status within two weeks, the elderly’s health problems
were recorded. They were described based on some discomfort, minor and moderate

illness, showing in Table 12.
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Table 12 Discomfort, minor and moderate illness

Discomfort/illness Number Percent
N=171
Discomfort or minor diseases
None 20 11.70
Fever 5 2.92
Back/Join — ach 73 42.69
Moving/seeing difficulty 25 14.62
Memory decrease/loss 17 9.94
Digestive disorder 2 TN
Multiple symptoms 29 16.96
Moderate illness
None 69 4.35
Sore throat 10 5.85
Pneumonia 22 12.87
Stomach-ach 13 7.60
Diarrhea 8 4.68
Urination disorder 8 4.68
Multiple diseases 33 19.30
Others 8 4.68

Results / 46

The most frequency symptom of discomfort or minor diseases that the eldely

got is back-ach or join-ach, 42.69%. Besides, moving or seeing difficulty and multiple

symptoms are partly (14.62% and 16.96%). About 10% of the elderly is ones

decreasing or losing their memory. 11.70% of them do not get any minor troubles.

Nearly half of the respondents do not get any moderate diseases, (4.35%),

while 19.30% of them get multiple diseases. Pneumonia, stomach - ach and sore

throat are also moderate diseases that the respondents get sometimes (12.87%, 7.6%

and 5.87% respectively).

475 Solutions used in HC status

We grouped these solutions into five categories:

- None: Nothing preformed when it is necessary

- Medical skills used by health professionals

- Traditional ways such as coin-rubbing remedy, hebal lotion...
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- Superstition methods such as wearing a charm, praying...
- Self taking tablets or buying drugs

- These solutions in HC status are illustrated in Table 13

Table 13 Special solutions for taking care

Discomfort/l1Iness

Special solutions Minor Moderate Serious

No (%) No (%) No (%)
Do nothing 98 (57.31) 3(1.75) 7 (4.09)
Traditional methods 45(26.32) 25(14.62) 60 (35.09)
Self taking/buying drug 16 (9,36) 25(14.62) 23 (13.45)
Medical skills 9(5.26) 104 (6.82) 23(38.01)
Superstition methods 3 (1.75) 7 (4.09) 16 (9.36)

Over half of cases (57.31%) do nothing when they get minor diseases or
discomfort symptoms. Using tradition methods is rather common in for minor and
serious diseases; 26.32% and 36%. Medical skill is the most common when the
elderly get moderate diseases (61%). Self-buying of taking tablets is some time used
in three situations, (9.36%, 14.62% and 13.45%). Using superstition methods
increases when getting more serious troubles (1.75%, 4.09% and 9.36% for minor,

moderate and serious diseases respectively)

4.8 Factors relating to needs for health care

In the study, we selected some factors, which are predicted that having

relationship with needs for health care. They are following 12 selected factors:

1 —-Age 2 — Sex

3 - Marital status 4 —Role in family

5 - Education 6 - Working status

7 - House condition 8 - Health knowledge
9 - Health behavior 10 - Family support

11 - Community support 12 - Area that the elderly live.
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We use x” tests to explore relationship between needs for health care among

these selected factors. The capabilities of their relationship will show in Table 14.
4.8.1 Age and chronic diseases

In both of group 60 — 79 and 80 and above, majority of the elderly get chronic
diseases, 82.05% and 88.10%. Then, the relationship between chronic diseases and

elderly age is not statistically significant (p=.427).
4.8.2 Sex and chronic diseases

Most of elderly have chronic diseases in both of two sexes, 87.50% for female
and 77.91% for male. Although the proportions of those have and not have chronic
diseases are different between two sexes, their difference is not statistically significant

(p=.104). Marital status and chronic diseases

Like elderly age and sex, the ratios of those having and not having chronic
diseases in both of married and unmarried group are different, this is also not

statistically significant (p=.518).
4.8.3 Education and chronic diseases

In two levels of education, the percentage of elderly having chronic diseases is
higher than that of those not having (85.71% and 14.29% for illiterate; 83.33% and
16.67% for primary school or higher). Nevertheless, this variety is not statistically
significant (p=.680).

4.8.4 Current working status and chronic diseases

Majority of both those working and those not working have chronic diseases,

85.23% and 83.13% respectively. It is not statistically significant (p=.707).
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Table 14 The relationship between selected factors and chronic disease

Chronic diseases

Selected factors No Yes 2 P_value
N=27  N=144 (%)
(%)
Age
60 — 79 22(17.05) 107 (82.05) 632 427
80 and over 5(11.90) 37 (88.10)
Sex
Female 14 (12.50) 98 (87.50) 2.642 .104
Male 13 (23.03) 46 (77.97)
Marital status
Married 17 (17.35) 81 (82.65) 419 518
Unmarried 10 (13.70) 63 (86.30)
Role in the family
Header 21 (18.10)  95(81.90) 1.452 228
Member 6(1.91) 49 (89.09)
Education
Iliterate 9(14.29) 54 (85.71) .170 .680
Primary school/higher 18 (16.67) 90 (83.33)
Current working status
Not working 13 (14.77) 75 (85.23) 141 707
Working 14 (16.87) 69 (83.13)
House condition
Bad 4 (9.30) 39 (9.70) 3.287 193
Moderate 14 (21.88) 50 (78.12)
Good 9 (14.06) 55 (85.94)
Health knowledge
Good 16 (16.84) 79 (83.16) 178 673
Poor 11 (14.47) 65 (85.53)
Health behaviors
Good 16 (17.58)  75(82.42) 470 493
Poor 11 (13.75) 69 (86.25)
Family support
Poor 12 (13.64) 76 (86.36) 632 427
Good 15(18.07) 68 (81.93)
Community support
Poor 11 (13.25) 72 (86.75) 780 377
Good 16 (18.18) 72 (81.82)
Area
Remote 20(22.99) 67 (77.01) 6.903 009"
Town 7(8.33) 77(91.61)

" : Significant at a = .05
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4.8.5 House condition and chronic diseases

Most of respondents in 3 levels in house condition are ones having chronic
diseases; 9.70%, 78.12% and 85.94% in poor, moderate and good levels, respectively.
There is not significance differences ones having and not having chronic diseases

among different levels of house condition, p=.193.

4.8.6 Health knowledge and chronic diseases

In both groups having good and poor health knowledge, most of the
respondents are ones having chronic diseases; 83.16% and 85.53%. The difference
between those having and not having chronic diseases among 2 groups is not

statistically significant (p=.673).

4.8.7 Health behaviors and chronic diseases

For considerating on health behaviors, 86.25% of those having poor health
behaviors are ones having chronic diseases. The percentages of those having chronic
diseases is also high good health behavior groups; 82.42%. Then, this difference is not
statistically significant (p=.493)

4.8.8 Family support and chronic diseases

In different levels of family support, most of the respondents are those having
chronic diseases; 86.36% and 81.93%. The different number of those having and not
having chronic diseases among 2 levels of family support is not statistically

significant, p=.427.
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4.8.9 Community support and chronic diseases

Most the elderly having chronic diseases is in both group having good and
poor community support; 86.75% and 81.82%. Then, the levels of community support

is not associated to chronic diseases of the elderly (p=.377)
4.8.10 The areas where the elderly live and chronic diseases
Meanwhile elderly chronic diseases and the areas where they live associate

each other, with p=.009. In this situation, the number of the elderly having chronic

diseases occupied 77.01% in remote area and 91.61% in town.

4.9 Factors relating to perceived health status

To find out the factors having relationship to health care status, we also select 12
factors mentioned previously in 8. Chi-square is also used in theses cases. Findings

will be presented in Table 15.
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Table 15 The relationship between selected factors and perceived health status

Selected factors Good Poor x? P_value
N=87 (%) N=284 (%)

Age
60 — 79 76 (58.91) 53 (41.09) 13.576 .000°
80 and over 11(26.19)  31(83.81)

Sex
Female 52 (46.43)  60(53.57) 2.570 .109
Male 35 (59.32) 24 (4.68)

Marital status
Married 54 (55.10) 44 (44.90) 1.640 200
Unmarried 33 (45.21)  40(54.79)

Role in family
Header 61 (52.59) 55 (47.41) 421 516
Member 26 (47.27) 29 (52.73)

Education
Iliterate 25(39.68) 38 (6.32) 5.002 025"
Primary or higher 62 (57.41) 46 (42.59)

Working status
Not working 35 (39.77) 53 (6.23) 8.945 003"
Working 52 (62.65)  31(37.35)

House condition
Bad 23(53.49)  20(46.51) 6.284 043"
Moderate 25 (39.06) 39 (6.94)
Good 39 (6.94) 25 (39.06)

Health knowledge
Good 53(55.79) 42 (44.21) 2.064 151
Poor 34 (44.74) 42 (55.26)

Health behavior
Good 52 (57.14)  39(42.86) 3.055 .080
Poor 35(43.75)  45(56.25)

Family support
Poor 17 (38.64)  27(61.36)  4.089 129
Moderate 50 (53.19) 44 (46.81)
Good 20 (6.61) 13 (39.39)

Community support
Poor 15(55.56) 12 (44.44) 2.081 353
Moderate 57 (47.50) 63 (52.50)
Good 15 (62.50) 9 (37.50)

Areas
Remote 44 (5.57) 43 (49.43)  .006 936
Town 43 (59.19) 41 (48.81)

" : Significant at o=.05
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4.9.1 Age and perceived health status

Meanwhile the number of those good perceived health status and poor
perceived health status in age of 60 — 79 are not too different, 58.91% and 41.09%,
most of elderly aging 80 and over are poor perceived health status, 83.81%. This

difference is statistically significant with p=.00.

4.9.2 Sex and perceived health status

There are differences between those good perceived health status and poor
perceived health status among male and female. For female, the proportion of those
good perceived health statuses 1s higher than that of those poor perceived health status
(53.57% and 46.43%). In contrast, for male, the percentage of those good perceived
health statuses is lower than that of those poor perceived health status (4.68% and
59.32%). However, this difference is not statistically significant. (P=.109)

4.9.3 Marital status and health status

The gap between the numbers of elderly good perceived health status and poor
perceived health status is not wide in married and unmarried group. These varieties

are not statistically significant, with p=.20.

4.9.4 Role in the family and health status

The ratio of those poor perceived health status and good perceived health
status is opposite each other among two groups of header and member; 52.59% and
47.41% in header group: 47.27% and 52.73% in member group. In spite of this, there

is not a significant difference, p=.516.
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4.9.5 Education and perceived health status

The number of elderly who illiterate are good perceived health status is lower
than that of poor perceived health status, 39.68% compared to 6.32%. In contrary, in
the group with primary school or higher, the percentage of good perceived health
status ones is higher than poor perceived health status ones. This difference is

statistically significant, p=.007.

4.9.6 Current working status and perceived health status

There is a difference between those working and not working. For those not
working, the percentage of those with good perceived health status is lower than poor
perceived health status. Conversely, for those working, the percentage of those with
good perceived health status is higher than poor perceived health status. This is
statically significant, p=.003

4.9.7 House condition and perceived health status

In the group of those having bad house condition, the number of good
perceived health status elderly is higher than in poor perceived health status ones;
(53.49% and 46.51%). This percentage is opposite in the group of those having
moderate house condition; 39.06% and 6.94%. In the group of having good house
condition, the number of good perceived health status respondents is higher than poor
perceived health status ones, 6.94% and 39.06%. These difference is statistically
significant, p=.043.

4.9.8 Health knowledge and perceived health status
Over half of those with good health knowledge are ones with good health

status (55.59). In similarity, over half of those with poor health knowledge are ones

with poor health status. Therefore, there is not significant differences ( p=.151).
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4.9.9 Health behaviors and perceived health status

Like health knowledge, Over half of those with good health behavior are ones
with good health status (57.14). In similarity, over half of those with poor health
behaviors are ones with poor health status (56.25). Therefore, there is not significant

differences ( p=.08).

4.9.10 Family support and perceived health status

In the group having poor family support, the ratio of good perceived health
status elderly is lower than that of poor perceived health status ones; 38.64% and
61.36%. Then, the ratios of good perceived health status and poor perceived health
status respondents in the group having moderate family support are not so different
(53.19% and 46.81%). Otherwise, in the group having good health behaviors, the ratio
of good perceived health status elderly is greater than that of poor perceived health
status ones, 6.61% and 39.39%. However, these differences are not statistically

significant due to p=.129.

4.9.11 Community support and perceived health status

Instead of these differences between good perceived health status elderly and
poor perceived health status ones in three levels of community support, those

differences are not statistically significant (p=.353).

4.9.12 Area where the respondent live and perceived health status

There is not so different between the percentages of those good perceived
health status and poor perceived health status who live in remote area; 5.57% and
49.43%. Then, the ratio of those with good perceived health status is higher than that
of those with poor perceived health status for those living in town; 59.19% and

48.81%. Despite these varieties, there are not significant differences (p=.936).
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4.10 Factors relating to HC status

We selected the same factors mentioned previously in 8 and used Chi-square to
discover their relationships to HC status. HC status, which is represented by self-care,
is classified based on 2 levels of care:

- Yes : Only self-care for the whole activities.

- No : Need help from others
Table 16 will refor the elderlyect findings found out.
4.10.1 Self-care and age
Most of the elderly aging of 60 — 79 are self-care; 86.82%. When they get
older, in the age of 80 and over, over half of them is not self-care. (54.76%). This
difference is statistically significant, p=.00.
4.10.2 Self-care and sex
Although the number of those who are self-care is greater than that of those
who are not in both of male and female groups, (78.57% self-care and 21.43% not
self-care in female group; 72.88% self-care and 27.12% not self-care in male group),
there are not significant differences (p=.403)
4.10.3 Self-care and marital status
The numbers of those who are self-care are greater than that of those who are

not self-care in both of married and unmarried group. Then, this difference is not

statistically significant (p=.152)



Fac. of Grad. Studies, Mahidol Univ. M.P.H.M. (PHC Management) / 57

Table 16 The relationship between selected factors and self-care of the elderly

Self-care P_value
Selected factors No N=40 (%) Yes N=131 (%) v

Age
60 — 79 17 (13.18) 112 (86.82) 3.574  .000"
80 and over 23 (54.76) 19 (45.24)

Sex
Female 24 (21.43) 88 (78.57)  .698 403
Male 16 (27.12) 43 (72.88)

Marital status
Married 19 (19.39) 79 (8.61)  2.054 152
Unmarried 21 (28.77) 52 (71.23)

Role in family
Header 26 (22.41) 90 (77.59)  .193 661
Member 14 (25.45) 41 (75.55)

Education
Illiterate 12 (19.05) 51 (8.95) 1.050 305
Primary or higher 28(25.93) 80 (74.07)

Working status
Not working 33 (37.50) 55 (62.50) 2.137 .000"
Working 7 (8.43) 76 (91.57)

House condition
Bad 8 (18.60) 35(81.40) 2.304 316
Moderate 19 (29.69) 45 (7.31)
Good 13 (2.31) 51 (79.69)

Health knowledge
Good 17 (17.89) 78 (82.11)  3.604 .058
Poor 23 (3.26) 53 (69.74)

Health behavior
Good 19 (2.88) 72(79.12) 685 408
Poor 21 (26.50) 59 (73.75)

Family support
Poor 11 (25.00) 33 (75.00) .624 732
Moderate 23 (24.47) 71 (75.35)
Good 6 (18.18) 27 (81.82)

Community support
Poor 5(18.32) 22 (81.48)  2.665 264
Moderate 32 (26.67) 88 (73.33)
Good 3 (12.50) 21 (87.50)

Area
Remote 44 (5.57) 43 (49.43) .006 936
Town 43 (51.19) 41 (48.81)

" : Significant at <.05, ": A% and t Test, significant at =.01, Mean=78.8 and 71.26
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4.10.4 Self-care and role in family

Although most of the respondents are self-care in both groups of headers and

members (77.59% and 75.55%), this is not statistically significant (p=.661).

4.10.5 Self-care and education

The percentage of respondents those are self-care is higher than that of those
are not in both groups with illiterate and primary school or higher, 8.95% for illiterate
and 74.07% for primary school or higher group. However, this difference is not

statistically significant (p=.305)

4.10.6 Self-care and current working status

There is an obvious difference for those who are self-care and those who are
not between 2 groups of working and not working. In the group not working, 37.50 %
of the respondents are not self-care and the remainders (62.50%) are self-care. In the
group still working, almost the respondents (91.57%) are self-care. These differences

are statistically significant at p=.00.

4.10.7 Self-care and house condition

The percentage of respondents those are self-care is higher than that of ones
those are not self-care among the levels of house condition; 81.40% and 18.60% for
poor house condition; 7.37% and 29.69% for moderate; 79.69% and 2.31% for good

house conditions. However, these differences are not statistically significant (p=.316)
4.10.8 Self-care and health knowledge
Most of the respondents in different levels of health knowledge are those who

are self—care; 82.11 in good health knowledge group and 70% in poor health

knowledge group. Therefore, it is not significant differences in those cases (p=.058)
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4.10.9 Self-care and health behaviors

Over 70% of the elderly in both groups with good and poor health behaviors

are self-care. Then, there is not statistically significant (p=.408).

4.10.10 Self-care and family support

In different levels of family support, over 75% of them are self -care. This

difference is not statistically significant (p=.732).

4.10.11 Self-care and community support

Over third fours of the respondents are self-care among different levels of

community support. This is not significant difference (p=.264).

4.10.12 Self-care and area where the elderly live

There are approximately equal between self-care and not self-care among

different areas. Then, this is not statistically significant (p=.936).

4.11 Relationship between needs for health care and HC status

As memtioned previously, self-care is represented for HC status to discover
relationship between it and needs for health care including chronic diseases and health

status. Finding will show in Table 17.
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Table 17 Relationship between needs for health care and HC status

Needs for Self-care x? P

health care No Yes value
N=40 (%) N=131 (%)

Chronic diseases

No 2(7.41)  25(92.59) 4571  .033°
Yes 38 (26.39) 106 (73.61)

Perceied health status
Good 12(13.79)  75(86.21) 9.106  .003"
Poor 28 (33.33) 56 (66.67)

“: Significant at =.05

4.11.1 HC status and chronic diseases

In the group of those not having chronic diseases, most of them are self-care
(92.59%). The percentage decreases in the group of those having chronic diseases

(73.61%). This difference is statistically significant (p=.033).

4.11.2 HC status and health status

Approximate 86% of those good perceived health status are self-care while
two third of those poor perceived health status are self-care. This difference is

statistically significant (p=.003)
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CHAPTER 5
DISCUSSION

The main objectives of the study are to describe HC status the elderly and to
define the factors relating to it. In order to fulfill this, a descriptive study was carried

out. The findings from results will be discussed as following contents:

1. Individual characteristics and living context of the respondents
Health care context of the respondents

HC status for the elderly

Factors relating needs for health care

Factors relating to HC status for the elderly

N S

Relationship between HC status and needs for health care

5.1 Individual characteristics and living context of the respondents

5.1.1 Individual characteristics of the respondents

The elderly in the study age from 60 to 98 in which is mostly from 60 to 79.
Over half of them are female (65%). Approximate 40% is widow and 57% are

married.

In generally speaking, they are household headers (67%) and half of them are
still working. Over 80% of them have a monthly allowance less than 120,000 VND.

In particular, over 40% of the elderly have no monthly allowance.

Their educational level is limited. Over a quarter is illiterate. Their health
knowledge and health behavior need to be improved because of nearly half of those

with poor level (44%).
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5.1.2 Living context of the respondents

A quarter of the elderly are ones living in poorhouse condition. Approximate
15% has not accessed safe drinking water. About 25% of them have not used

bathroom. Using latrine pool toilet is still popular.

Over 90% of the elderly live with the family having 2-7 members. Especially,
4.68% live alone. In generally speaking, income of their family member is low. Most
of the elderly live with family members having poor income, less than 7.7 million
VND per year (94%). A quarter of them are those having poor support from the

family. There are not many ones getting good support from community (14%).

5.2 Health care context of the respondents

In the study, it is estimated 84% of the respondents having chronic diseases in
which multiplied chronic diseases occupied in the highest percentage. This is a burden
on public and individual resources because many chronic diseases impose significant
activity limitations that change people’s physical and mental health, social life, and

employment (54).

Based on mean of score from visual analog scale to measure their perceived
health status, half of the respondents perceived that their health status is poor. This
suggests that demand on health check-ups for the elderly in the district is very urgent.

5.3 HC status for the elderly

For daily activities, approximate 68% to 90% of them are self-care, except
shopping for food (45.03%). Then, care providers are mostly themselves (from 68%
to 90% for their daily activities. Their sons/daughters help them partly in daily
activities (from 7% to 12%) and more frequency in shopping for food (33.33%) and

cleaning (20%). The roles of remained people are not important in this situation.
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For the activities when they get health troubles, over half of them still self-
care, except activities on taking care diseases directly. They get care from their family
from 20% to 30% for this situation. They only need care from hospitals when they get

moderate (57%) and serious diseases (29%).

In particular, a quarter of them ignored discomfort or minor illness; 3% of
them ignored moderate illness and 4% ignored serious illness. These can be explained
from their economic status and family resources. Findings from the study show that
84% of the elderly are those with a monthly poor allowance, less than 120,000 VND.
Further, 94% of the elderly live with family members with a poor income, less than
7.7 million VND. These meant that the elderly have to be involved insufficiency on
their daily living; activities for their discomfort or minor illness have become
secondary. In the other side, 26% of them have not received appropriate support from
their family. The explaination form psychological factors should be invested more

deeply.

Therefore, HC status for the elderly in the district mostly is self-care. This is a
positive factor that helps elder people reach quality of life better. Rather than usages
medical services, self-care is seen as a continuum of self-initiated behaviors which

may enhance the health and independent functioning of individuals as they age (51).

5.4 Factors relating to needs for health care

5.4.1 Factors relating to chronic diseases

According to the findings from the study, most of socioeconomic status,
demographic characteristics, health knowledge, health behavior, family and
community support did not relate to chronic diseases. In contrast, area where the

elderly live related their chronic diseases.

For those living in remote area, percentage of ones having chronic diseases is

lower than that of that living town area. This can be explained that ones living in town
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area accessed the diseases relating city life more frequently than those living in

remote area.

5.4.2 Factors relating to perceived health status

Age, education, working status and house condition are factors relating

perceived health status.

The findings show that for those aging 80 and over, the percentage of poor
perceived health status respondents is approximately 2 times higher than those aging
60-79; 84% compared to 41%. It is obvious that health status decrease when people
get older, because of the inverse relationship between health status and aging. It is not

suppressed that the older people get, the unhealthier they are.

To considerate on education, those who are illiterate seem to be less good
perceived health status than the others (39% compared to 57%). We can assume that
general knowledge help elderly healthier because it manages their life style infor the
elderlyuencing health status (49). Specially, education in financial term is important
to health because those with higher education have adequate finacial resources to
support the purchase of good housing, nutrition, private health care. They are also
more likely to have finacial sercurity, better employment options, safer work

condition, which are tied to better health (56). These benefit for their health status

In the study, for those working, the percentage of good perceived health status
people is higher than those not working. This is understandable. Working is
considered as physical activities infor the elderlyuencing health status. Regular
physical activity can provide many benefits to individuals. These include improved
cardiovascular function, better posture and balance, better self-esteem, stronger
muscles and bones, feeling more energetic, greater relaxation and reduced stress and
continued independent living later in life (59).

When considered on house condition, those living in good house condition are

healthier than the others. This is not a strange phenomenon because environmental
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conditions affected their health. Since elder people spend most of their time in home
environment, the possible origins of many of these health risks can be traced to homes

and other indoor environments.

In addition to, poorhouse condition also means low economic status. Low
economic status has been shown to be a strong risk factor for poor health. People with
lower incomes may not be able to afford all of their prescription medicines, doctor

visits, preventive screenings and health care costs in general (58).

5.5 Factors relating to HC status, self-care

Among the selected factors, only age and working status have relationships to

HC status, self-care, for the elderly.

5.5.1 Age and self-care

In the study, findings shows that the percentage of those who self care in
age of 60-69 is higher than that in age of 80 and above. This is reasonable. Health
status decreases when people get older, because of the inverse relationship between

health status and aging. This leads capability of self-care decreases concurrently.

5.5.2 Working status and self-care

To refer working status and self-care in home, over 90% of ones working
are those self-care, comparing to 62.20% of ones not working. This can be explained
that working status is commonly physical activities that provide overall muscle toning
and increase elderly range of motion. Therefore, those working are less dependent,

more self-care, than those not working.
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5.6 Relationship between HC status and needs for health care of the elderly

According the findings form the study, HC status, or self-care relates to both

chronic diseases and health status.

5.6.1 Relationship between self-care and chronic disease

In the study, the percentage of the elderly who are self-care in ones not having

chronic diseases is higher than that in ones having (93% and 74% approximately).

We know that physical disability appears to result, primarily, from chronic
diseases, especially in elderly populations (57). NT.net suggested that chronic
diseases increase disability, such as reduced physical activity, muscle weakness, and
poor balance (55). This can explain why capability for self-care decreases in those

having chronic diseases.

5.6.2 Relationship between self-care and perceived health status

The findings show that 86% of good perceived health status elderly are ones
self-care meanwhile 67% of poor perceived health status elderly is self-care.

Some other researches can prove it. Poor perceived health status is considered
as insufficience of capbility to perfom normal activities of humanbeing. It can be
impairment, activity limitation and participation restriction (61). Pitak (62) found out
a high rate of independence and a low rate of disability in the sample (60-69 years of
age only). In addition to, Pitak (62) found out an improvement in self-care of elderly

at clubs even in areas where edderly health care was already of high standard.
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CHAPTER 6

CONCLUSION AND RECOMMENDATION

6.1 Conclusion

6.1.1 Circumstanse of the elderly in the district

A desciptive study had been carried out in order to reveal HC status and to

define the factors relating it for the elderly in Omon District, Cantho City, Vietnam.

The sample in this study consists of 171 the respondents, which age was from
60 to 98 and third fourths was in age of 60-79. Female occupied 66%, over half were
married and 38% were single. Most of the respondents were household headers
(67%), have limited education (98% of illiterate or primary school). Over half of the
subjects were not working. Most of them have mothly allowance less than 120,000

VND. In particular, 41% of them have not got monthly allowance.

Although most of the elderly have accessed safe water and their households
dealt with garbage well, a quarter of them live in poorhouse condition and 79% of

them still use latrine pool toilet.

Of the subject, 12% are those with poor health knowledge and health
behaviors, 84% of them have chronic diseases in which multiple diseases is most

common type (23%). Nearly half of them are poor perceived health status.

Most of the respondents live with the family having 2-7 members. In
particular, 4.68% of them live alone. 63% of them have family member with income
less than 7.7 million VND per year. Over a quarter of the elderly are those having

poor support from their family.
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The elderly live in community having good environmental health but 16% of

them have not received good suport from it.

6.1.2 Home care status for the elderly in the district

Most of the elderly perform daily acitivites for themselves (from 68% to 90),
except shopping for food. The roles of their families for daily activities are low; from

2% to 10%.

When the elderly get sick, it is the elderly those performed over half of
actitities to take care of them, except care for diseases directly. Their family members
are responsible of from 20% to 30% for the whole activities. The elderly need care

from hospitals when they get moderate (57%) and serious diseases (29%).

In both of situations, their childent are those helping them more than the
others. The others in their families contribute partly. Unless the elderly get moderate

and serious health troubles, the roles of neighbors, VHVs, HWs are vague.

The discomfort symptom that the elderly have in the most frequency is
back/join ach (42.69%). Multiple symptoms occupied 20% of moderate diseases for
the elderly.

When getting discomfort symptoms or minor diseases, over half (57%) of the
respondents ignore these symptoms. The main solution when they get moderate
diseases is medical skills performing by HWs but using this solution decreases when
their health problems more serious. Using traditional methods, self taking tablets or
buying drugs are performed in all situations. Superstitious practices increase, as their

health problems are more serious.
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6.1.3 Factors relating to needs for health care and HC status for the elderly

When considerated needs for health care, chronic disease relates to the area
where the elderly live. Findings showed that a higher percentage of those living in

town area was chronic disease.

Meanwhile, health status associates to age, education, working status, house
condition and health behaviors of the elderly. Results present that those aging 80 or
over, poor educations, not working, poorhouse condition or poor health behaviors are

those less good perceived health status than the others.

For HC status for the elderly, age and working status are factors relate to self-
care. Those still working or aging less than 80 years old are more capable of self-care

than the others.

In discovery the relationship between needs for health care and HC status,
both chronic diseases and health status associate to self-care. The study concludes that
those with chronic diseases or poor perceived health status are likely less ability of

self-care.

6.2 Recommendation

On consideration of factors relating to needs for health care and HC status, the
factors of age, education, and location are impossible to intervene. Working status and

house conditions can be improve and depend on economic levels.

In order to help the elderly in the local community reach better their quality of
life, basing on the findings, we would like to suggest following solutions on health

care plan for the elderly in the district:
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1 - Annually health care check-ups for the elderly should be carried out

Although health care check-ups for the elderly in the district have been
performed for a long time, many of them have not accessed these programs.
Therefore, it is necessary that annually health care check-ups be popularized

officially.

2 - Set up home visiting nurse teams

Basing on findings of the study, demand on health care for the elderly in
community is so esencial and urgent. HC status in the district consists of self-care
mostly. For those who get more serious health problems and unenable to reach health

care services, it is important for them to get help from home vistiting nurse teams.

3 — Intensify the activities of volunteer healthcare team (VHT)

Presently, VHT consists of HWs those working the district health center.
VHT’s activities are expessed only special occasions. The demand on health check-up
of the elderly is too urgent with approximate half of the elderly ar poor perceived
health status. It is necessary to pay attention to those disable, living alone, in
poorhouse condition, with no allowance. The local community should manage to help
VHT get better resources of financials, drugs, manpower and other facilities for its

activities.

4 — Further researchs

This study can lead to more specific researches on other groups of
population. These researches such as factors infor the elderlyuencing of elderly’s self-
care, comparison the efficency between homecare and hospital care for the elderly,
elderly’s satisfaction on self-care...should be investigated in oder to health elder

people reach better quality of the lives.
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A - INTERVIEW QUESTIONNAIRE

ID............. Household No: .......... Village.........ooovvvveeieein,

HOMECARE STATUS FOR THE ELDERLY
IN OMON DISTRICT, CANTHO CITY, VIETNAM

In order to have basis information on planning a health care program for the
elderly in the district, would you please complete the following questionnaire:

Date of interviewing .................. Interviewer’s name..................ccoeeevieninnnn.
Interviewee’s name. . S\ / SN .. .. ... .. ..o oheeoeeenenneons
As [1] Subject [2] Proxy

| - GENERAL DATA OF THE HOUSEHOLD:

1. No. of membESEEEEE { o G TDE.q | WITTEEE ... ... ..................
2. Housing condition:

[1] Good [2] Moderate [3] Bad
3. Types of toilet:
[1]Water sealed [2] Pit privacy [3] Latrine pool

[4] Others, specify.......

4. Drinking water
[1] Mineral/Boiled  [2] Tap water [3] Well water
[4] Decontaminated [5] Sediment deposited [6] Rain waters
[7]1Other, specify............

5. Household use:
[1] Tap water [2] Well water [3] Decontaminated
[4] Sediment deposited  [5] Rain water [6] River/Cannel
[7] Other, specify..............

6. Garbage treatment:

[1] Public service  [2] Burn [3] Buried
[4] Thrown [5] Other, specCify.........cccccoeeiiiiiiiiiin,
7. Family income per year...........c.ovvvievivnieieinnianannnnn.. Vietnamese dong

II - INDIVIDUAL ELDERLY DATA

8. Household name:
0. Elderly name...........oooiiiiii
10. Age/Year of birth. ... ..o
11. Gender: [1] Male [2] Female
12. Marital status:

1] Single [2] Married

3] Divorced/Separated [4] Widow/Bachelor
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13. Relationship with the head of the family:
[1] Household header [2] Father/Mother  [3] Father/Mother-in-law

[4] Spouse [5] Relatives [6] Other, specific
14.  Which grade of school did the elderly finish? (Only one choice)
[1] Hliteracy [2] Primary school [3] Secondary school

[4] High school  [5] Vocational/Technical diploma  [6] University or higher
15.  What is elderly occupation nowadays? (Only one choice)
[1] None [2] Business [3] Farmer/Gardener [4] Service
[5] Housewife [6] others, specific
16. How much money have the elderly got from any supporting resources each
MONth?2. .. 7. . S Vietnamese dong

17.
Elderly health knowledge (Only one choice)

18. Which is the most appropriate menu for the elderly?
[1] Rice, fish, green vegetable soup, fresh fruit
[2] Rice, fried chicken, omelet egg, beer, fresh orange
[3] Rice, salted port with egg, fried beef with potato, white wine,
[4] All are corrected
[5] All are uncorrected
19. The problems of excretion in the elderly can be solved by:

[1] Taking the alcoholic drinks since it can improve in the process of
digestion

[2] Drinking a lot boiled water to improve in excretion

[3] The action of diuretic substances in tea, coffee or caffeine-
contained drink

[4] All are corrected
[5] All are uncorrected
20. Which is the most appropriate exercise for the elderly?
[1] 15-30 minutes, walk along the roadsides, 3 days per week
[2] Every day 30 minutes, Chinese aerobic exercise in the park
[3] 1 hour shopping in department store
[4] Doing the housework continuously, at least 30 minutes
[5] All are uncorrected
21. Which is the most appropriate sleeping patter for the elderly?
[1] In the period of 24 hours, sleep at least 8 hours, no matter daytime or

night
[2] Sleep as early at possible, particularly, immediately after dinner to have
more time for sleeping
[3] Not to take nap during the daytime, otherwise the insomnia may
develop during the night

[4] Have at least 6 -8 hours sleeping per night
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[5] All are uncorrected
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22. About dental care for the elderly, which one is correct?
[1] Tooth brushing in the morning is enough for the elderly
[2] Oral chronic ulcer normally happens in you. It is not necessary to have

23.

24,

25.

26.

217.

28.

29.

30.

31.

32.

a special care or to do further investigation.

[3] Tooth brushing after eating and having dental check up every 6 months
[4] For gumming exercise, it is nice to chew the firm or hard foods

[5] All are uncorrected

23. Because of multiple chronic diseases, it is common for the elderly to use

various drugs at the same time, thus.......

[1] They can share the drugs with their family members who got the same

diseases.

[2] They can share the drugs with other elderly who got the samediseases.
[3] They should buy drugs with doctor’s prescription for their own.

[4] All are corrected
[5] All are uncorrected

Elderly health behavior (Only one choice)

Do you eat green vegetable with high fiber?

[1] Never [2] Sometime
Do you eat fish?

[1] Never [2] Sometime
Do you eat fresh or ripe fruit?

[1] Never [2] Sometime

How many times you eat a day?
[1]1time [2] 2 times
Do you usually drink alcohol/beer?
[1] Every day [2] Sometime
Do you usually smoke?
[1] Every day [2] Sometime
Do you do morning exercise every day?
[1] Never [2] Sometime
How many hours do you sleep at night?

[3] every day
[3] every day
[3] every day
[3] 3 times
[3] Never
[3] Never

[3] every day

[1] Less than 3 hours [2] From 3 hours to 6 hours  [3] More than 6 hours
Do you usually watch film/reformed theatre, listen to radio...?

[1] Never [2] Sometimes
Do you have any diseases for along time?

[1] Yes [2] Don’t know

[3] Everyday

[3] No

I yeS, SPECITIC. ..t
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33. Which stage are you in your health status? (Stick below the number)
1 2 3 4 5 6 7 8 9 10
Poor Good
111 - FAMILY SUPPORT

About your HC status, are these following statements true?
34. My family has never let me alone in my home.

[1] Never true [2] Sometime true [3]Always true
35. My family always arranges person looking after me

[1] Never true [2] Sometime true [3] Always true
36. My family has never let me go out alone

[1] Never true [2] Sometime true [3] Always true
37. When | get health problem(s), my family always tries to help me

[1] Never true [2] Sometime true [3] Always true

About the material you need, are these following statements true?
38. I always have enough food and safe drinking water

[1] Never true [2] Sometime true [3] Always true
39. I have enough warm cloth, mosquito net, blanket and pillow...
[1] Never true  [2] Sometime true [3] Always true

40. My home always has means of transportation for taking me to go pagoda,
health checkup, visiting relatives...

[1] Never true [2] Sometime true [3] Always true
41. 1 have my own facilities such as radio, cassette...to entertainment
[1] Never true [2] Sometime true [3] Always true

Are these following statements true about your family financial support?
42. When | want buying something, my family money is always available

[1] Never true [2] Sometime true [3] Always true
43. My family gives me money to save every month

[1] Never true [2] Sometime true [3] Always true
44. My family has enough money to buy drugs for me

[1] Never true [2] Sometime true [3] Always true

45. My family has enough money to invite health professions for treatment of my
diseases in my home

[1] Never true [2] Sometime true [3] Always true
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About the information you need, are these statements true?
46. My family always tries to fine information relating my health problems
[1] Never true  [2] Sometime true [3] Always true
47. There is always someone in my family help me when | read news paper
[1] Never true  [2] Sometime true [3] Always true
48. My family always let me know what events outside are
[1] Never true  [2] Sometime true [3] Always true

49. In my family, there are some ones who always remain me what | forget or what |
should do for my health.

[1] Never true  [2] Sometime true [3] Always true

Are these following statements true about your family psychological support?
50. There are always some ones who listen to me in my family.

[1] Never true [2] Sometime true [3] Always true
51. There are always some ones who talk to me in my family.

[1] Never true [2] Sometime true [3] Always true
52. My family always makes me pleased.

[1] Never true [2] Sometime true [3] Always true
53. In my family, there is always someone whom | can confide in

[1] Never true [2] Sometime true [3] Always true

V - COMMUNITY RESOURCES:

Health Social Support (Only one choice)

54. How often are the activities of health promotion club for the elderly in the village
performed?

[1] Rarely [2] Every month [3] Every week
55. How often do you receive health services supplying by health insurance scheme
this year?
[1] None [2] About 1 — 3 times [3] More than 3 times
56. Have you receive any health care service free of charge this year?
[1] None [2] About 1 — 3 times [3] More than 3 times

57. Have you get any financial support from any organization every month?
[1] None [2] About 1 — 3 times [3] More than 3 times
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58.

59.

60.

61.

62.

63.

64.

65

66.

Are these statements true about availability of the local health care service
for the elderly? (Only one choice)

There are health care services provided for the elderly in the village.
[1] Never true [2] Sometime true [3] Always true

Health professionals always provide health care information for the elderly in the
village.

[1] Never true  [2] Sometime true [3] Always true

Health volunteers or local health workers always come for helping the elderly in
the village every month.

[1] Never true [2] Sometime true [3] Always true
There are drug stores for the elderly in the village?
[1] Never true [2] Sometime true [3] Always true

About the accessibility of the local health service, do you think the following
statements are true for your situation?

When you get sick, you can go to the local health care services without any
problem.

[1] Never true [2] Sometime true [3] Always true
It is not very far from your home to the local health services.
[1] Never true [2] Sometime true [3] Always true
It takes short time to get to the local health services.
[1] Never true [2] Sometime true [3] Always true
. I can you afford traveling cost to get to the local health services without any
difficulty.
[1] Never true [2] Sometime true [3] Always true

The waiting time for treatment in the local health services is not too long.
[1] Never true [2] Sometime true [3] Always true
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V -HOMECARE FOR THE ELDERLY

How has the elderly been taking care in the home within 2 weeks ago? Please answer
this question by filling in the following the table.
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Level of care

= o
& = B % "%
T8k | E|, | Care Remarks
Activities 2 |g §g% §§ Sz | givers for
TlE|EEST 8 Z | (Specify) | Activities
E|EE || & (Specify)
o & g,i
= =3
67 | Bathing
68 | Cleaning: laundry, dishes
69 | Dressing
70 | Feeding
71 | Watching over

72

Lifting and moving (such
as from bed to chair)

73

Helping with the toilet,
changing soiled linens

74 | Preparing and giving
medicine (pills or oral for
the elderlyuids)

75 | Cleaning wounds

76 | Shopping for food

77 | Transportation (taking to

clinic or hospital)

78

Consulting with health
care providers

79

Helping of applying for
welfare benefits

80

Arranging legal and
financial affairs

81 | Care of some minor
illness or discomfort
Specify

83 | Care of serious illness

Specify

Thanks for your collaboration
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Instruction of filling the table (for interviewers)
This table only describes homecare status for the elderly within 2 weeks
(From 2 weeks ago to the date interviewed)
1. Levels of care (only one choice)
(1) — Self managed
(2) - Self managed with some help from family member
(3) — Total help from family member without self managed
(4) — Helps from neighbor/VHV.
(5) — Helps from health workers or professions at the elderly homes
(6) - Helps from professions at the health stations or hospitalization
2. Care givers (Can be more than one choice)
Can be: Self-care, Spouses, Son/daughter, Son/daughter in-law, Grand child,
Neighbors, Friends, VHV, Nurse, Medical doctors...
3. Remarks for activities (Can be more than one choice)
Can be:

e Nothing

e Medical skills (for the care givers are health professions)

e Using traditional methods: Acupuncture, Coin rubbing remedy, Exhale
medicine, Drinking “Southern medicine”, Smearing traditional oil,
“Southern” medical lotion...

e Using superstition methods such as wearing a charm, praying, using
magic...

4. Some minor illness or discomfort (Can be more than one choice)

Can be fever, back-ach, joint-ach, itchy skin, digestive disorder, insomnia,
movable difficulty, memory loss, seeing difficulty.......

5. Some moderate illness or discomfort (Can be more than one choice)

Can be sore throat, pneumonia, stomach ach, diarrhea, and wurination —
disorder.......

6. Some serious illness (Can be more than one choice)

Can be air hunger, heart diseases, hypertension, injury, mental disorder, cataract,

diabetes mellitus, cancer, others....
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B — VIETNAMESE QUESTIONNAIRE

D e, SG hG KhE Ui, PhUdng. e,

THUC TRANG CHAM SOC SUC KHOE TAI NHA
CHO NGUQI CAO TUOI QUAN OMON, Tp.CAN THU, VIET NAM

Pé c6 nhing théng tin cd sd cho viée lip k& hoach chim sdc¢ sitc khde
ngudi cao tudi tai dia phuong, Xin Ong/Ba vui long trd 13i nhitng cdu hdi sau day:
Ngay phong van:.................TER cdn BG PRORG VAR ccc.cocovevv v s s
TEN NGUTT AUUC PROTLG VAN oo ceviisiis s mssas eresinss sossss s s o e s s s s s s e 04 1 1000

La {1 ]Ngudi cao tudi [2] Pai dién

I - THONG TIN CHUNG VI HO GIA DINH

| - Tong s& ngudi trong hé
2 - Tinh trang nha &

[1]Tét {2] Trung binh [3] Kém
3 - Loainha vé& sinh
[1] H6 xi 1y hoai [2] HO xi tham (3] Cdu ci

[4] Loai khdc, cu thé:
4 - Nudc udng

[ 1] Nudc khodng/chin 2] Nugc may [3] Nudc giéng
J4] Nudc khit nhiém [5] Nudc ldng phén  [6] Nudc mua

(7] Logi khdc¢, cu thé:

5 - Nudc sinh hoat
f1] Nude mdy [2] Nudc giéng (3] Nudc khit nhiém
{4] Nudc ldng phén [5] Nude mua (6] Nudc sénglao ho
{7]Loai khdc, cu thé:

6 - Xit Iy rdc thdi

[1] Dich vu cdng c¢ing [2] DBét [3] Chdn
(4] Vit di (5] Cdch khdc, cu thé:
7 -Thu nhip binh quin cda gia dinh hAng NAM:...owemime e déng

I - DU LIEU CA NHAN CUA NGUOT CAO TUOT

D = TEN GIE DA i s s s s et et st cair e

10 - Tudi/Nam sinh cla SNZ/MAiiresemam e s

L1 - Phii: {11 Nam [2] N2

12 - Tinh trang hén nhin cia 6ng/ba
[1] Bdc thdn [2] Cd gia dinh
{31 Ly di/Ly thin {41 Gda vg/chﬁng

13 - Quan hé cha dng/ba vdi chi ho:
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(1] La chi hg [2] Chaing rugc [3] Cha me vo/chong [4]
Chiénghvg {5] Hop hang [6] Khic, cu thé
14 - Ong/bﬁ dd hoc xong cdp I6p nio? (Chi chon mét)
[1] Mi chi [2] Cdp 1 [3] Cip 2
{4] Cdp 3 {5} Truing nghd/Ky thudt

[6] Pai hoc hode trén dai hoc

15 - Nghé nghiép cla ong/ba hién gids?

[{] Khéng lam gi [2] Budn bdn [3] Lam ruéng/vucn
J4] Services {5} Housewife {6] Nghé khdc, cu thé ...

16 - Hang thing, dng/bd ¢6 khodng bao nhidu tidn nhin duge tir bil eif ngudn hd ug
oL TSRS X1

Kién thifc vé sic khie cdn dng/ba (Chi chon mijt)
L7 - Thyc don nao dudi diy phit hgp nhédt cho ong/ba?
[1] Com, cd, canh rau xanh, trdi cdy (uot
[2] Com, ga chién, tring 6p la. cam tuoi.
]3] Com, thit kho hét vit, bo xao khoai tdy, rugu dé
{4] Tdt cd déu diing
{3] Tat ed déu sai
18 - Nhitng khé khin vé bai tiét clia 6ng/ba ¢6 thé gidi quyét nhi sau:
(1] Ubng rugulbia vi né cé thé cdi thién qud trinh tiéu hda
[2] &n rau qud ¢d chdt xo/uéng nhiéu nudc chin dé cai
thién viéc bai tiét
{3] Ding cdc hap chdt loi tiéu cd trong tra, ca phé hodc
thite uéng khdc <6 chita caffeine
[4] Tdt cd déu diing
[5] Tdt cd déu sai
14 - Bai thé duc nio dudi ddy thich hgp nhét cho éng/ba?
{{] Pi b¢ khodng 15-30 phiit, cdch mbi ngay
{2] M3ingay 30 phiit, thé duc dudng sinh
{3] I gio di mua sdm mdi tudn
{4] Lam cdng viée nha, it nhdt 30 phiit méi ngay
[5] Tdt cd déu sai
20 - Gid¢ ngtli ndo dudi diy [ phi hgp nhit cho 6ng/ba?
[1] Trong 24 gid, ngii it nhdt 8 2id, cho dix ngay hay dém
[2] Ngii cang sdm cang 161, dic bigt ngay sau khi dn com
chiéu dé c6 nhiéu thai gian ngii hon
(3] Khdng ngi trua, dé khdng bi mdt ngii vao ban dém
[4] C6 it nhdt 6 dén 8 gicr ngii méi dém
[5] Tat cd déu sai
21 - V& viéc chim s6c ring miéng, cdch viéc nio 14 (81 nhdt cho Gng/ba?
{1] Chi can ddnh ring mdi budi sdng
[2] Nhitng vét loét mdn tinh 0 hong thuong xdy ra déi voi nguoi gia, cho nén
kiong cdr thiét phdi cé chdm sdc ddc biét hodc khdm xét k¥ hon.
(3] Bdnh rdng sau khi dn va nén khdm ring miéng méi 6 thdng,
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{4 Nhai singgum thiudng sé o6 ich khi nhai thic dn cung.

(5] Tt ed déu sai
22 - Do nhitng bénh min tinh phéi hop, thong thudng ngudi cao tudi sit dung nhiéu
loai thudc khdc nhau, cho nén...

[ 1] Ho c6 thé ding chung thudc vdi ngudi trong gia dinh ¢d ciing bénh

[2] Ho ¢6 thé ditng chung thudc vdi ngudi cao tudi khdc cé bénh gidng nhue

ho.

[3] Ho nén mua thuéc vdi toa bdc si cho riéng ho.

[4] Tdt cd déu diing

(5] Tdt cd déu sai

Hiinh vi sife khée cilia dng/ba (Chi chon mét)
23 - Ong/ba ¢6 thudng diing rau xanh khdng?

[1] Khdng bao gicr [2] Thinh thodng [3[ Hing ngay
24 - Ong/ba c6 thudng dn cd khong?

[1] Khdng bao gicr [2] Thinh thodng [3f Hiang ngay
25 - Ong ba ¢6 thudng dn trdi cdy tuoi hodc chin khong?

[1] Khdng bao gier [2] Thinh thodng [3] Hang ngay
26 - Ong/ba diing bita may lin trong mot ngay?

[1]1kin [2]2ldn [3] 3 ldn
27 - Ong/ba ¢é thudng udng rnugu/bia khing?

[1] Hang neay  [2] Thinh thodng [3] Khdng bao giir
28 - Ong ba ¢d thudng hit thude khdng?

[1] Hang ngay  [2] Thinh thodng [3] Khing bao gier
29 - Ong/ba ¢é thudng tip thé duc budi sing khong?

[}] Khing bao gicr [2] Thinh thodnyg [3] Hang ngay
30 - Ong/ba ngi mot dém mdy gid?

[1] Dudi 3 gier [2] Khodng e 3 - 6 gior [3fHon 6 gicr
31 - Ong ba ¢ thudng xem phim, cdi lwdng, nghe dai. khéng?

[i] Khing bao gidr [2] Thinh thodng [3/ Hang ngay
32 - Ong/bin c6 bi bénh ndo liu ngdy khéng?

[1] Co [2] Khdng ré [3] Khéng
INEU €O MG BEMA ZE7 oot ss v s s ans 1t et e s e st 10 108 0t st et s e

33 - Ong ba cho ring minh dang & giai doan nio clia sitc khée? (Chon mét trong s6

dudi day)

1 2 3 4 5 6 7 8 9 10

Khing khoe Khée manh
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I - HO TRG CUA Gl1A DINH

Pdi vdi viéc chiim sdc tai nhd cho énp/ba, nhitng ciu sau ddy ¢ diing khénp?
34 - Ong/ba khéng bao gidy & nhia mdt minh
[1] Sai [2] Think thodng diing [3] Luon ludn diing
35 - Ludn ¢ ngudi trong gia dinh chiim séc cho dng ba
[1] Khdng ding [2] Think thodng ding  [3] Luén luodn diing
36 - Ludn ¢6 ngudi di ctng khi éng bi di dao, thim bi con, di chua...
[1] Khdng ding [2] Thinh thodng ding  [3] Ludn ludn diing
37 - Gia dinh ludn theo doi bdo, dai, doc sdch bdo ¢ lién quan bénh trang cia dng/ba, héi thdm ¥
bdc si.. dé€ cham séc Gng/bi 18t hon
[1] Khténg diing  [2] Thinh thodng ding [3] Lusn luon ding

P61 vdi thd md 6 ng/ba cdn déh, nhitng_chu sau diy ¢d diing khdng?
38 - Ong/ba lun ¢6 di thite in va nudec ung
[1] Khdng ddng  [2] Thinh thodng ding  [3] Ludn ludn ding
39 - Ong/ba ¢6 di quin 40 @m, ming, mén, gdi..
[1] Khong diing (2] Thinh thodng diing — [3] Ludn ludn ding
40 - Trong nhi luén ¢é phudng tién d& chd dng/ba di khdm bénh, thim ho hing, di
chia...

[1] Khong ddng  [2] Thinh thodng ding {3} Ludn ludn diing
41 - Ong/ba c6 phuong tién riéng nhu 13 radio, cassette..dé gidi tri
[1] Khong diing  [2] Thinh thodng ding  [3] Ludn ludn din
g
Nhifng cdu dudi ddy c6 diing khing khi nidi vé viée hé trg tai chdnh cia gia dinh di vdi
dng/ba?
42 - Khi 6ng/bi mudn mua sim cho minh, tién trong gia dinh ludn s3n ¢
[1] Khdng ding  [2] Thinh thodng ding [3] Ludn lubn ding
43 - Gia dinh [uén cho tién d& cho dng/ba danh dum hiang thing
[1] Khing ddng  [2] Thinh thodng ding {3} Ludn luon diing
44 - Gia dinh ludn ¢é dd tién d€ mua thudc cho dng/bi
[1] Khdng diing 2] Thinh thodng dung — [3] Ludn luén diing
45 - Gia dinh ludn ¢6 di tién d& mdi y bdc si dén nha diéu tri bénh cho ng/ba
[t} Khing diing (2] Thinh thodng ding [3] Ludin ludn diing

D61 vdi nhitng didu ma dnp/ba edn bit, nhifng cdu sau div ¢b ding khing?
46 - Gia dinh ludn cho 6ng/ba biét nhitng thong tin lién quan dé€n sic khde ciia
dng/ba

[1] Khong ding  [2] Thinkh thadng ding  [3] Ludn ludn ding
47 - Khi dng/ba doc sdch bdo, trong gia dinh luén ¢ ngudi gidp dng/ba
[1] Khang ding [2] Thinh thedng ding  [3] Ludn luén diing
48 - Khi dia phuong c6 tin tfc hodc sy kién dic biét, gia dinh [uon cho dng/ba bigl
[1] Khong ding  [2] Think thodng diing {3] Ludn ludn ding
49 - Gia dinh luén ¢6 ngudi nhic nhd nhitng gi dng/ba quén hoic nhidng gi dng/ba
nén lam dé chim séc sitc khde cho minh
[1] Khdng diing [2] Thinkt thodng ddng  [3] Ludn fudn diing
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Nhifng eiu san diy e6 diing khéng khingi_vd si hd trg tinh thin clia gia dinh ddi vdi Gng/ba?
50 - Yki&n cda dng/ba ludn duge gia dinh 1Xng nghe
[1] Khong diing  [2} Think thodng ding  [3] Ludn ludn ding
51 - Trong nha ludn cé ngudi trd chuyén vdi dng/ba.
[1] Khing diing  [2] Thinkh thodng diing [3] Ludn ludn ding
52 - Ong/ba ludn hai long vé gia dinh minh
53 - Gia dinh lu6n ludn [ ndi chia sé budn vui clia dng/ba
[1] Khdng diing [2] Thinh thodng ding [3] Ludn ludn diing

V - NGUON HO TRG TRONG CONG PONG

Hé trg xi hai cho site khée ciia dng/ba
54 - Nhitng hoat déng ciia ciu lac bd sifc khde cho ngudi cao tudi tai dia phudng
¢ thudng xuyén khdng?

(1] Hiém khi {2] Hang thdng (3] Hang tudn
55 - Trong ndm qua, Ong/ba dugc khdm chita bénh bing thé bdo hiém y t& mdy
[An?

[1] Khing {2] Khodng I — 6 ldn {3)— Hon 6 ldn
56 - Trong nim qua, Ong/ba cé duge khim chita bénh mién phi miy 1an?
[1] Khing [2] Khodng | - 3 ldn {3f Hon 3 lan

57 - Trong nim qua, dng/ba c6 may [dn nhin duge tién trg cdp tir bat cd ngudn
nao?
{1] Khéng {2} Khodng I — 3 ldn (3] Hon 3 ldn

Vé tinh siin ¢d ciia cd sd chim séc sie khée tai dia phuong, nhiing ciu sau diy
co ding khéng?

58 - Cdsd v 1€ tai dia phuong ludn cé ngudi phuc vu khi dng/bi d&n khiam chita
bénh.

! — Khéng diing 2 —Thinh thodng diing 3 — Ludn luén diing
59 - Ong/ba ludn dudc nhin vién y € hudng din kién thitc chim sée sitc khde mdi
khi d&n kiém tra sitc khoe

1 — Hiém khi 2 —Thinh thodng diing 3 — Ludn ludn diing
60 - Nhin vién sitc khde cOng ddng hodc y bdc si tai dia phuong hing thing dén
giip dd dng ba rong chim sdc site khoe,

I — Hiém khi 2 —Thinh thodng ding 3 — Luén luén diing
61 - Tai dia phuong ludn cé clta hing thuéc dé dng/bi tién si dung.
I — Khong 2 —Thinh thodng diing 3= Ludn luén co

V€ kba ning ti€p cin clia dng ba vdi dich vu y t& tai dia phudng, nhiing cdu
sau diy c¢d ding khéng?
62 - Khi bi bénh, éng/ba ¢d thé dén co sd v 1 dia phuong cd gdp khé khiin gi,

I — Khing diing 2 =Thinh thodng diing 3 — Ludn uon ding
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63 - T nha Ong ba dén co 56 y t& dia phuong khong xa 1dm.

I — Khéng didng 2 —Thinh thodng ding 3 — Ludn ludn diing
64 - Ong/ba khong mat nhidu thai gian d€ dén cd sd y & khi bi bénh

1 — Khéng diing 2 ~Thinh thodngding 3~ Ludn ludn co
65 - Ong/ba khong gip khé khin trong chi phi xe ¢d khi di khdm chita bénh

I — Khéng diing 2 —Thinh thodngdiing 3 — Luon ludn ding

66 - Thai gian chd dgi d€ diéu tri tai co s§ y t& khdng tdu [dm
I — Khéng diing 2 -Thinh thodngdiing 3 — Ludn ludn diing
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V - CHAM SOC SUC KHOE TAI NHA CHO NGUGI CAO TUOI
Ong/ba da duge cham séc tai nha nhiethé nao trong 2 tudn qua? Xin vui long trd
[0 cdu hdi nay bdng cdch dién vao bdng dudi day.

Mitc d6 chim séc Ghi chid
5' o 8 | 5 dic biét
Céic hoat ding chim siéc 5| | 2|52 §, z | i | Ngudi trong
= |35 bz {251%% | 2| chim hoat
S |2s B3 |8 |28 = .
s 175 | & ;;5)’ ER N soc, ding
b - p g =
2l 2l ias | < | Cuth€ | chim
E. a b i O, ]
so¢
67 | Tim rGa
68 | Giat giu
69 | An mic

70 | An udng
71 | Tréng nom
72 { Ning d3 va di chuyén (nhu ,
1 giudng qua ghé.)

73 | Gidp di vé sinh, thay d&i db
vdi ban

74 | Chudn bi va gidp udng
thuGc (thuéc vién hodc
thudc nude)

75 | Chim séc vEl thuong |
76 | Mua thic an

77 | Bt lai (dua di khdm bénh
hodc d¢i bénh vién..)

78 ! Tham khdo ¥y ki€n cda y
hdc si !
79 | Tranh thd dé st dung cic
phic 1¢i cho ngudi cao mdi
80 | Sdp x&p nhitng hd g hgp
1y va 1ai chinh |
81 | Chim séc¢ cdc nhe

Cu thé
82 | Chim séc bénh ning hon
Cu thé
83 | Cham séc cdc bénh rat ':
ning I
Cu thé '

Cdm on sit hgp dc cia éng/ba
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6. Mudc

Hudng din dién vao bing cAu héi (Danh cho ngudi phéng van)

Bdng cdu hdi chi mé td vigc chdm sdc tai nha cho ngudi cao tudi
~ & 7o * + o~
trong vong 2 tuan ké 1t ngay phdng vdn

dd chim sée (Chi chon mét)

{1)— Tu chim séc¢

(2) - Tu chiim séc cung vdi hé trg cia cdc thinh vién trong gia dinh
(3)— Toan b{ chim sdc do gia dinh va khéng co ty chim séc

(4) - Toan bd ho trd it ldng giéng hoiic TNVSKCD

(5) —Nhdn vién y t€ chdm sdc tai nha cia ngudi cao tudi

(6) —Chim séc¢ tai ¢o sd y 1€ hodc bénh vién

7. Ngudi chim séc tai nha (C6 thé han mét chon lua)
Co6 thé 1a tr chim sée, chong hodc vq, con, ddu/té, chiu, hing xém, b
ban, NVSKCP, v bdc si..

8. Ghi chii dic biét trong hoat dong chiim sée (C6 thé hdn mot chon lua)

C6 thé la:

e Khong co gi dic bi¢t ghi chd

e Thu thuit y t& (d6i v6i nguvsi chim sdc tai nha 12 chuyén vién y &)

e Si dung cdc bién phdp din gian : Cao gi6, xOng thudce, udng thudc nam,
thoa ddu, dip thudc nam...

e Sirdung cdc phuong phdp khdc nhu deo bua, cing bdi, 1am phép...

9, Cic

hénh nhe hodc nhifng din hi¢u sife khoe khéng thoai mdi (C6 thé hon

mot chon Iya)
C6 thé 1a cdm sot, dau limg, dau khdp, ngira ngdy, 161 loan tiéu héa, mit ngg,
di ding khé khidn, quén, nhin kém...

10. Ciie bénh ning hon (C6 thé han médt chon lua)

C6 thé 12 viem mili hong, viém ph& quan, dau da diy, tiéu chdy, tiéu khé...

6. Cic

bénh rit niing (C6 thé hon mot chon hya)

Cd the 1d khe thd, bénh tim, cao huyét dp, chdn thuomg, réi lean (dm thdn, cudm mdr, tiéde
duimg, ung thu....
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C - LISTS OF EVALUATORS FOR THE QUESTIONNAIRE AND
INTERVIEWERS

C1 - List of Vietnames evaluators

1 - Tran Xuan Mai
Academic background: Associate Professor
University/Institute:
- University of Medicine & Pharmacy, HCM City, Vietnam
- Cantho University of Medicine & Pharmacy, Vietnam
Special fields: Medical Mycology, Medical Parasitology, Medical Paedagogy
Current position:
- Chairman, Department of Mycology & Parasitology, University of
Medicine & Pharmacy, HCM city
- Dean, Faculty of Medicine, Cantho University of Medicine &
Pharmacy.
Office address:
217 Hong Bang, Q.5, HCM City, Vietnam
or Khu I — Dai Hoc Cantho, duong 30/4, Tp. Cantho, Vietnam
2 — Le Ngoc Cua
Academic background: Master of Public Health
University/Institute: Mahidol University/Faculty of Public Health
Special field: Urban Health
Current position: Permanent secretary of Health Research Committee,
Health Department of Cantho City
Office address: 71 Ly Tu Trong, Can Tho city — Viet Nam
3 - Doan Anh Luan
Academic background: M.D. Special. 1 Degree
University/Institute: Medicine and Pharmacy University of HoChiMinh City
Special field: Medicine
Current position: Vice Director of Omon District Health Center

Office address: Omon District Health Center, Can Tho city — Viet Nam
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4 — Nguyen Ngoc Lien

Academic background: Bacherlor of Science

University/Institute: Medicine and Pharmacy University of HoChiMinh City

Special field: Obstetric and Gynaecology

Current position: Vice Chief of Nurse office, Omon District Health Center
5-Vo Thi Thanh Thuy

Academic background: Physician

University/Institute: Cantho Secondary Medical School

Special field: Gerneral

Current position: Leader of Infection-Control Team, Omon Dist.Health Center
6 — Nguyen Thi Tuong Van

Academic background: Physician

University/Institute: Cantho Secondary Medical School

Special field: Gerneral

Current position: Staff, Nurse Office, Omon Dist.Health Center

C2. List of Interviewers

1 — Tran Thanh Phong, Phuocthoi Village

2 —Nguyen Van Hien Truonglac Village

3 — Lam Huu Tinh ChauVanLiem Village
4 — Tran Van Hoai Thoian Village

5 —Pham Thi Thanh Loan Thoilong Village



Tran Thi Hanh Appendix / 98

D - ACTIVITIES OF DATA COLLECTION

Departing for data collection by
following The Local Elder
Association

An interview
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E - THE RESULT OF TEST NORMAL DISTRIBUTION

Table 18 The result of test normal distribution (Kolmogorov-Smirnov Test)

Variables No Mean SD Test-value  P-value
Age 171 73.023 8.566 1.279 .076
Income per capita per year 171 2.724 2.984 2.368 .000"
Allowance 171 104 278 4.631 .000"
Health knowledge 171 255 1199 2.641 .000"
Health behaviors 171 21.86 2.093 1.663 .008"
Family support 171 41.784 8.453 978 294
Community support 171 24456 4.240 1.293 .070
Perceived health status 171 4632 2504 2.830 .000"

F - CODING AND SCORING OF THE QUESTIONNAIRE

1 — Demography

VARIABLES VALUE CODE RECODE
Respondent Subject 1
Proxy 2
60 - 69 1
Age 70-79 2
(4 group) 80 -89 3
90 and over 4
Age 60 - 79 1
(2 group) 80 and over 2
Gender Male 1
Female 2
Marital status Single 1
(four groups) Married 2
Divorced/Separate 3
Widow/Bachelor 4

Marital status 2 Married
(2 groups) 13,4 Unmarried
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VARIABLES VALUE CODE RECODE
Relationship House hold header 1
with household  Father/Mother 2
header Father/Mother in law 3
Spouse 4
Relatives 5
Roles in family 1 Header
>1 Member
Education [literate 1
(6 groups) Primary school 2
Secondary school 3
High school 4
Vocational/Technical 5
diploma
University or higher 6
Education Education=1 Iliterate
(2 groups) Education>1 Primary school or
higher
Current job None 1
(6 groups) Business 2
Farmer/gardener 3
Services 4
Housewife 5
Others 6
Current Current job=1 Not working
working status  Current job>1 Working
<120,000VND Poor
Allowance >120,000 VND Good
=0 No
>0 Yes
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3 - Living conditions

VARIABLES VALUE CODE RECODE
Good 1
House condition Moderate 2
Bad 3
Water sealed 1
Toilet Pit privacy 2
(4 types) Latrine pool 3
Others, 4
Toilet Toilet=3 3 Latrine pool
(2 types) Toilet=3 Others
Mineral/Boiled i,
Drinking water Tap water 2
(6 types) Well water 3
Decontaminated 4
Rain water 5
Others 6
Drinking water Drinking water=1 Safe
(2 levels) Drinking water> 1 Unsafe
Tap water 1
Household water Well water 2
(7 types) Decontaminated 3
Sediment deposited 4
Rain water 5
River/Cannel 6
Other 7
Household water Household water=[1:5] Hygienic
(2 levels) Household water>5 Unhygienic
Garbage treatment ~ Public service 1
(5 ways) Burn 2
Buried 3
Thrown 4
Others 5
Garbage treatment  Garbage treatment =[1:3] Correct

(2 levels) Garbage treatment >3 Incorrect
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VARIABLES VALUE CODE SCORE RECODE
Health knowledge
Q17— Q2 Correct 1
Uncorrected 0
Sum of (Q17:Q22) <Mean Poor
>Mean Good
Health behavior
Never 1
Q 23,24, 25,29 and 31 Sometimes 2
Everyday 3
Every day i’
Q27,28 Sometimes 2
Never 3
<3 hours 1
Q3o 3:6 hours 2
>6 hours 3
Yes 1
Q3 Don’t know 2
No 3
Sum of (Q23:Q32) <Mean Poor
>Mean Good
5 — Family resources
VARIABLES VALUE CODE SCORE RECODE
Number of family 1 Alone
members 2:4 2-4
(4 groups) 5:7 5-7
>7 8 and over
Number of family 1:4 1-4
member >4 5 and over
(2 groups)
Income per capita  <7.7 Mil.VND Poor
per year >7.7 Mil.VND Good
Family support
Q34 Qs3 Never tree 1
Some time true 2
Always true 3
Sum of <(Mean-SD) Low
(Qz4— Qs3) Mean + SD Moderate

>(Mean+SD) High
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6 — Community resources

VARIABLES VALUE CODE SCORE RECODE

Community Rarely 1
support Every month 2
Qs4 Every week 3
No 1
Qss 1 -6 times 2
More than 6 times 3
No 1
Q56 and 57 1 -3 times 2
More than 3 times 3
Never true 1
Qss: Qes Some times true 2
Always true 3

Sum of (Q54 : Qse) <Mean-SD Low

Mean+SD Moderate
>(Mean+SD) High

Thoi an 1
Chau Van Liem 2
Village Phuoc Thoi 3
Thoi long 4
Truong lac 5
Area lor4d Remote
2,30r5 Town
7 — Needs for health care
VARIABLES VALUE CODE SCORE RECODE
None 0
Cardiovascular 1
Cataract 2
Chronic diseases Rheumatic disease 3
Injury 4
Combined disease 5
Mental disorder 6
Other 7
Perceived health  Visual analog scale 1:10
status Less than Mean <Mean Poor

From Mean anh higher >Mean Good
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VARIABLES

VALUE

CODE

SCORE RECODE

Levels of care

Selfcare for
daily activities
Selfcare when
sick

None

Self managed

Self managed with some help
from family member

Total help from family
member without self managed
Helps from neighbor/VHV
Helps from HWs at

Helps from HWs at the health
stations or hospitalization
Sum of score for 8 daily
activities

Sum of score for 9 activities
when sick

Selfcare for the
hold activities

Sum of score for 17 activities)

0
1
2

3

4
5
6

0:15
16:48
0:17
18:54
0:33
>33

Yes
No
Yes
No
Yes
No

Care providers

None

Self-care

Spouses
Son/daughter
Son/daughter in-law
Grand child
Neighbors/VHVs
Health workers

Special
solutions

0 — Do nothing

1 - Medical skills

2 - Traditional methods:
Using superstition methods
Self taking/buying drug

Minor illness

0 - None

Fever

Back-ach/Joint-ach

Other

Digestive disorder
Insomnia
Seeing/Movable difficulty
Memory loss

Moderate
disease

None

Sore throat
Pneumonia
Stomach ach
Diarrhea

Urination — disorder
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