Ay

TH

S L:pr

lag~

FACTORS AFFECTING ATTENDANCE OF GOVERNMENT HEALTH
PROMOTION PROGRAM FOR ELDERLY: A SURVEY IN HOAMARK AREA,
BANGKOK, THAILAND

SIVALEE MEESOOK
¢,

A THESIS SUBMITTED IN PARTIAL FULFILLMENT OF
THE REQUIREMENTS FOR THE DEGREE OF
MASTER OF ARTS
(HEALTH SOCIAL SCIENCE)

With compliments
of

# o~ N . S
. NN ‘\“N
ff FEMOBN DD Gy ¥ = Ty

----------------------------------------------------------------------------

IN
FACULTY OF GRADUATE STUDIES
MAHIDOL UNIVERSITY
1997



Thesis
entitled

FACTORS AFFECTING ATTENDANCE OF GOVERNMENT HEALTH
PROMOTION PROGRAM FOR ELDERLY: A SURVEY IN HOAMARK AREA,
BANGKOK, THAILAND

Stvnla Meoook

Sivalee Meesook
Candidate

=tdermn/

Santhat Sermsri, Ph.D.
Major Advisor

S P

Thawatchai Boonchote, Ph.D.

Co-advisor
Siriwan Grisurapong, Ph. D.
Co-advisor

QM’\’/%»//- /M

Somchit Padumanonda, Dr. P.H.

Co-advisor
04&&,- e gt Docdon,
Adulya Viriyavejakul, M.D., Suphot Dendoung, Ph.D.
LL.B.,F.R.C.P.
Chairman
Master of Arts Program
Dean in Health Social Science

Faculty of Graduate Studies Faculty of Social Sciences and Humanities .



Thesis
entitled

FACTORS AFFECTING ATTENDANCE OF GOVERNMENT HEALTH
PROMOTION PROGRAM FOR ELDERLY: A SURVEY IN HOAMARK AREA
BANGKOK, THAILAND

9

was submitted to the Faculty of Graduate Studies, Mahidol University
for the degree of Master of Arts (Health Social Science)
On
May 30, 1997

Sttt Mogark.
Sivalee Meesook
Candidate

/éW

Santhat Sermsri, Ph.D.
Chairman

V- Fu

Thawatchai Boonchote, Ph.D.

Member

G e @//
Siriwan Grisurapong, Ph. D.
Member

Somotiid Prrdsmorairi,

Somchit Padumanonda, Dr. P.H.

Member
Oy Uyeqibd Qb foi—
Adulya Viriyavejakul, M.D., Subarn Panvisavas, Dr. P.H.
LL.B,F.R.CP.
Dean Dean

Faculty of Graduate Studies Faculty of Social Sciences and Humanities



Name

Date of Birth

Place of Birth

Institution Attended

Present Position

BIOGRAPHY

Sivalee Meesook
4 June 1942 ( B.E. 2485)
Petchburi, Thailand

Chulalongkorn University
Faculty of Education
1978 -1980

Bachelor in Education

Mahidol University

Faculty of Social Sciences and Humanities,
1995 - 1997

Master of Arts in Health Social Science

Sports Health Staff Coach
Sports Sciences Center
Sports Authority of Thailand



‘ Acknowledgements

I greatefully acknowledge all contributions without which this thesis would
not have been posible.

First of all, I would like to extend my heartfelt deep respect and appreciation to
my major advisor Dr. Santhat Sermsri. His intellectual and moral stimulation,
academic suggestions and immerse patience always appeared invaluable in every step
of my thesis. I do not have any language to express my feelings in words to convey
my indebtedness to him. In this respect, I really feel fortunate to be associated with my
co-advisors Dr. Thawachai Boonchote, Dr. Siriwan Grisurapong and my examiner Dr
Somchit Padumanonda. They all not only offered their cogent advice but also
provided me with continuous mental support which no doubt helped me to reach my
goal.

[ gratefully remember all of my respected Archans who interviewed and taught
me thoughout the course and provided me with the opportunity to obtain this Master’s
Degree at my dream comes true.

In addition, I would like to send my special thanks to Archan Chongkol
Mahawat, Archan Charuvan Hematorn, Archan Chanya Siengsanor, who work in
Facalty of Public Health Nursing.,for their encouragement, I really appreciate all of
them.

I must acknowledge all kind of support and help that I received from my
senior collegues specially from Mr. Mongkol Jaidee. 1 also thank all of the staff of
my office for their continuous support in different aspect. With out their help it was

not possible to continue my studies.



ii

All of my classmates 'from different countries whose friendships support and
delightful companion always encouraged me. They will be in my pleasant memory in
my remaining life.

I would like to send my special thanks to Mrs Glady Elson, who love me as her own
daughter and always encouragelzd me. I really appreciate and certainly remains in my
pleasant memory in my remaining life.

I should thank my beloved husband (Mr. Tanit Meesook) who enthusiastically
provide me endless support and help during my study. He certainly remains an eternal
source of love and essential inspiration in my every step.

Finally, I acknowledge my unrefundable debt to my mother who never stops

her caring, blessing and invaluable support throughout my life.



Thesis Title Factors Affecting Attendance of Government
Health Promotion Program for Elderly: A
Survey in Hoamark Area, Bangkok, Thailand

Name Sivalee Meesook
Degree Master of Arts (Health Social Science)

Thesis Supervisory Committee  Santhat Sermsri, Ph.D.
Thawatchai Boonchote, Ph.D.
Siriwan Grisurapong, Ph.D.

Date of Graduation 30 May B.E. 2540 (1997)

ABSTRACT

This study examined the effects of psycho-social factors on the elderly who
participated in health promotion programs, in order to provide effective recommendations
to the Sport Authority of Thailand for improving their programs. One hundred and fifty
elderly aged 60-80 years living in the Hoamark area of Bangkok (50 regular participants
in the health promotion program, 50 irregular participants and 50 non-participants) were
interviewed by using a structured-interview schedule during December, 1996.

The study revealed that four of five psychosocial factors (i.e. perceived benefits
of health promotion programs, knowledge about health promoting activities, family
support and perceived health status) were associated with the elderly’s attendance of the
health promotion programs. The elderly who perceived more benefits from the health
promotion programs were more likely to be in attendance compared to those who
perceived fewer benefits. The elderly who had higher knowledge of health promoting
activities were more likely to attend the health promotion program compared to those
who had lower knowledge. The elderly who had more support from family were more
likely to attend the health promotion program than those who had less family support.
The elderly who perceived good health status were more likely to attend the health
promotion program than those who perceived bad health status. The elderly’s perceived
confidence of physical exercise was not associated with their attendance to the health
promotion program. Noticeably, the relationship between perceived benefits of health
promotion program and attendance of the health promotion program was stronger in
females than males, while there is no difference between the elderly who have low
income and those who have high income. The relationship between family support and
attendance of the health promotion program only existed in males, but not in females.
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The study found that there was a relationship between perceived health status and
attendance of the health promotion programs in females, but not in males, and likewise
only existed in the high income group.

The study suggests that in order to improve elderly people’s participation in health
promotion programs, the Sports Health Promotion Program should provide basic
knowledge of health promoting activities and their advantages to both elderly and their
families so that family members may be more likely to support elderly people who may
want to participate in the health promotion programs. The program should also provide
physical exercise in a simple way so that it may be easily carried out by the elderly. The
communication channels that should be used and developed effectively are the mass
media (radio and T.V.), pamphlets, booklets and inter personal communications between
health educators with the elderly.
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CHAPTER I
INTRODUCTION

1.1. Rationale and justification

Elderly population has been increasing in Thailand. The rapid socio-
economic developrﬁent improved health care service and a decline in fertility
rates, have appeared to contributed to an increase in a large number of elderly
people and therefore an increase in life expectancy. Thailand is ranked next to
Singapore for having the highest numbers of elderly people within a given
population. In 1975 average 5 percent or 2 millions of Thai population were
elderly e.g., reaching the age of 60 and above. In 1995, the country’s population
was 59.6 millions and among them 6.5 percent or 3.7 millions were elderly
people. It is estimated that Thailand will have 7 percent of the total population or
4.5 millions elderly by the year 2000 (Department of Medical Services, Ministry

of Public Health, Bangkok, Thailand, 1986) (see Table 1.1).



Table 1.1 ~ Number and percentage of population over 60 years of age, by sex in

Thailand, 1970-1980 and 1990 -2000 (projected)

Year Number of elderly ( in 1,000 ) Percentage

Male Female Total Male Female Total
1970 771 925 1,696 4.22 5.10 4.66
1980 1,052 1,256 2,308 4.50 5.43 4.97
1990 1,497 1,813 3,310 5.38 6.59 5.98
2000 2,006 2,468 4,474 6.26 7.78 7.01

Source: Long Term Plan for the Elderly of Thailand, the National Committee
on Aging of Thailand :1986-2001

Cognizant with increasing elderly population, the Thai government has
begun to respond to the need of the elderly people by providing them health
promotion and social welfare programs since 1981. According to the health
problems of old age, several programs are formulated which include training for
health personnel for geriatric clinics in the general hospitals of the country and
also various for preventive and promotive activities according to the problems

identified. WHO announced the year 1982 as the year for health care for the aged



people with the slogan “Add life to years.” Various activities on the health and
social welfare of elderly people were organized. The health care for the elderly
will be integrated through primary health care strategy in the rural area in order to
achieve the goal “health for all by the year 2000.” Furthermore, Thai Government
has adopted Songkran Day, April 13 as the Day of Aging since 1983. There are
many celebrations in order to pay respect to the aged persons. Many activities
such. as free of charge, routine check up, legal counseling, exercise capacity
measurements have been served on that day (National Committee on the Elderly,
1986).

In order to provide physical and mental support and care for the elderly, to
encourage their human dignity to maintain a good and worthy life , various
activities of health promotion programs are organized by particularly the
exhibition on the health care plan. These activities are under the responsibility of
committee entitled “ The National Committee on Aging” by the year 1982. This
committee is responsible for policy formulation and planning of all aspects of
activities for elderly and is formed by the representatives both from the
government and private sectors. The committee is committed to pursue the
following activities.

1. to promote health care of the elderly through out the country,



2. to integrate geriatric clinics with general hospital, both at the

government and non government sectors,

3. to provide training programs for health personnel to increase

knowledge and technology for local health problems,

4. tosetup a center for study, research and training personnel to serve

health care of elderly and

& to provide promotive and preventive health cares for the aged

people, by encouraging the communities to set up clubs to operate
health care activities, educating the aged themselves and their
relatives on how to take care of the aged people, and encouraging the
mass media to cooperate in the health care programs.

It is obvious that, intervention program organized by government and
communities at all levels can partially solve many problems of old age. Further
more, it will be beneficial if efforts emphasize the way of enabling an individual
to be conscious about the improvement of own health status such as, attending in
health promotion program.. Therefore necessary to implement of health promotion

programs on this point of view.



1.2. Problem statement

The Thai elderly population is around 4.36 million ( 6.9% in 1996). Thai’s
Government has concerned in taking care their health by many health promotion

programs, which encourage the preventive behavior and have promote better health
condition and the well being of the elderly. The effectiveness of health education
programs on osteo-arthritis preventive behavior of Thammasat University
Hospital, and the aging club members of Patumtanee province are example of

these activities. (Kaesorn Sumpowthong, 1993).

Researches were done on the government health promotion programs are
generally quantitative and focus on the operation and overall impact on the
elderly. However there is a need to undertake studies to obtain a better
understanding of the social dimensions of the health and well being of elderly who

attending these health promotion program.

In order to meet the goal of health for all by the year 2000, the government
is providing the program of Sports for all facility for all of the people of all socio
-economic classes. Hoamark Health Center of Sports Authority of Thailand is a

semi governmental organization and is one center for promotive, preventive



health for aged population. This program provides booklets, pamphlets and also
T.V and radio spots which are broad-cast on all channels. Furthermore, the
health promotion program is provided, free of charge, and the membership costs
only 150 baht per year for students or 300 baht for adults. However, up to 1996
there is about 20% of the elderly participate in these programs. Hoamark is an
area had a large number of elderly people neglected these program, but up to
now it seems to have few of study concerns the causes. Therefore this study
attempt to apply the health social science issue in order to address the reasons why a
large number of elderly people in Hoamark do not join in the health promotion
program. To explore the effects of the elderly’s psychosocial factors and some of their

socio-economics demographic characteristics to the elderly’s behaviour. It is thought
that the studied findings will be useful for improving the health promotion program of

the Sports Authority of Thailand.

1.3. Objectives
1.3.1. General objective

The ultimate objective of this study is to identify the influence of social
aspects (e.g., namely family support and other social motivating factors ) on the
elderly’s attendance to the government health promotion program in Hoamark

areas Bangkok, Thailand. This information can be used by the concerned authority
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to evaluate the present situation and to design the program effectively in order to

reach elderly.

1.3.2. Specific objectives
1. To identify the perceived benefit of health promotion program of the

elderly and the relationship with their program attendance.

2. To find out the association between family support and health
promotion program attendance.

3. To assess the elderly’s knowledge about health promoting activities.
and health promotion program attendance.

4, To find out the relationship between the elderly peoples perceived
health status and health promotion program attendance.

) To reveal the relationship between perceived confidence of physical

exercises and health promotion program attendance.

1.4. Conceptual framework for the study

Health Promotional Model is derived from social learning theory, which
emphasizes the importance of cognitive mediating processes in the regulation of
behavior. Structurally, the Health Promotion Model is organized similarly to the Health

Belief Model. That is, determinants of health - promoting behavior are categorized into



1.4. Conceptual framework for the study

Health Promotional Model is derived from social learning theory, which
emphasizes the importance of cognitive mediating processes in the regulation of
behavior. Structurally, the Health Promotion Model is organized similarly to the Health
Belief Model. That is, determinants of health - promoting behavior are categorized into
cognitive - perceptual factors (individual perceptions), motivating factors. The behavior
of attending health promotion program for elderly is hypothesized to be affected
by motivating factors (Figure 1.1). Demographic and socio-economic

characteristics will provide better understanding the sample.



Figure 1.1 A Conceptual framework for the study

Demographic and
Socio-economic
Characteristics:

- Age
- Family status '
- Occupation
-Family income

- Education

- Number of children

Attending health

promotion
program:
- Regular

- Irregular

- Never

Motivating factors:

- Perceived benefits of
attending health
promotion program

- Knowledge about health
promoting activities

- Family supports

- Perceived health status

- Perceived confidence of
physical exercise
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1.5. Hypotheses

1. The elderly who have higher perceived benefits of health promotion
program are more likely to attend the health promotion program.

2. The elderly who have family support are more likely to attend the
health promotion program.

3. The elderly who have higher knowledge about health promoting
activities are more likely to attend the health promotion program.

4. The elderly who have higher perceived confidence of physical

exercises are more likely to attend the health promotion program.

1.6. Operational definitions of terms

Elderly: Elderly referred to people whose age are 60 years old or above. These
elderly people are physically able to perform daily activities.

Perceived health status: This referred to individual’s perception about their own
health condition in terms of good or fair or bad.

Family supports : This referred to the assistance in terms of money, companion

and encouragement for the elderly to attend the health promotion programs. The
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assistance may come from family members (e.g., sons, daughters, daughters and
sons-in-law, nieces and nephews, etc.)

Status in family : It referred to the position of the elderly in household such as
household head or /and members of household.

Perceived benefits of attending the health promotion program: It referred to
individual’s perception of advantages received from health promotion program.
Health promotion program means the activities that are organized by the
government for the overall improvement of the elderly in term of physical, mental
and social well being . This study will focus on the program which deals with
physical exercises, and recreations.

Attending government health promotion programs : This referred to the
participation of the elderly in government health promotion program at Hoamark
area. The participation of the elderly was measured as, regular, irregular, and never
in this study.

Knowledge about health promoting activity; It referred to individual’s
understanding of elderly regular health promotion activities, in terms of foods ,
exercises , unhealthy life style , stress , social activity and participating in

professional care or not.
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Perceived confidence of physical exercise ; It referred to individual’s perception
of motivation for daily physical exercise in order to promote better health

condition.

1.7. Scope and limitations of the study

This is a case study of the elderly living at the Hoamark area of Bangkok,
where the Hoamark Health center of Sports Authority of Thailand is located .
Respondents in this study include both elderly who are joining in this health
Center and those who are living around but not attending the Center activities were
the subjects of this study and interviewed for detail analysis. All information will
be obtained from the questionnaire which is based on theoretical concepts and
scientific study of the researcher at Hoamark Health Center.

Because of limited time and budget constrains, this study was conducted as
an exploratory research of three types of elderly. An equal sample size of the
elderly who are participating regularly, irregularly or not joining the center
activities were investigated including their social and family backgrounds. Hence
the result of the study would be based on a specific population. This study only

used a quantitative research method, so it could not gain in-depth information



13

from the elderly. Due to a small sample size and purposive selection, the results

would not represent Bangkok as well as the whole country.

The results of this study are expected help the concerned authorities to
evaluate their programs for the elderly and to design more appropriately to reach
the elderly. particularly those in lesser socio-economic classes and who are less

educated.



CHAPTER II
LITERATURE REVIEW

2.1. Concept of old age

The definition of elderly in each country varies. It depends on the physical
condition, social status, economical and cultural context of the country.‘ The aged
people in U.S.A, for example, is a considerable person of 65 years old.
Scandinavia identifies the elderly at 67 years. In fact that age is not the only sign
of aging .Sometime a person who is over 60 or 65 years still can have a good
physical and mental ability to various activities, perform, while the younger one
can unfit appear. Age is an obvious tool to indicate who will be elderly (Supatra
1988). Hall (1976)defines the elderly in terms of. (1)chronological aging ;means
the age distribution by counting the period of time from birth. (2) biological
aging, changing in structure and function of all organs, that occur with aging (3).
psychological aging, changing in function of perception, conception, sensation,
and reception, and (4). sociological aging, changing in the role, and functional
status of individual in social context such as family and institution.

Definition of Aging in Thailand: It is defined when a person is above 60

years. At this age physical degeneration or has been started which is known as
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senile change. The immune system become weaker, therefore reduces the body’s

capacity in eliminating foreign substances (Attasith Sithisoonthoon, 1963).

2.2. Population aging

The rapid socioeconomic development and improvement of the health care
systems have profound effects in increasing the life expectancy of people. On the
other hand, by the influence of activities and with the increasing awareness, the
growth rates have been decreased Therefore, as a result the elderly population has
been increasing gradually. In 1960 half of world’s elderly population was living in
developing countries. This is expected to rise more than three quarters. From
1980-2020 approximately 75 percent of the additional numbers in the global
elderly population will be living in developing countries. In the mean time, the
population of developing countries is expected to increase by 45 percent beyond
this period the elderly population will increase more than 80 percent (UN 1990).

From historical experience in Asian countries such as China, Singapore and
' Hong Kong, the aging process is faster than Bangladesh or Pakistan. In Africa is
the continent with the slowest aging rate, Countries in north of the Sahara, aging
is faster than elsewhere (Kinsella, 1988).In the Caribbean regional countries such

as Uruguay, the decline of fertility rate combined with high levels of migration
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including high life expectancy rates, change the structure so that it is similar to the
Europe (Kinsella, 1988).

In 1980, people over 60 years in developing countries was 6 percent and by
the year 2025 the proportion will be almost doubled to 11.5 percent (UN 1985). In
1950, the global elderly population was 40 percent in developed countries and 48.6
percent in South and East Asia. By the year 2029, the figure is expected to
increase by 25 percent and 57 percent respectively. In the meantime, the
population of developing world is projected to increase by 45 percent, but the

elderly population will increase by more than 80 percent (Ibid).

2.3. Health and physical exercise of an aging population.

Exercise is a splendid thing and is necessary for both sexes at all ages. The
Young need exercise for body growth and development, adults need exercise for
health, and the elderly for delaying their aging and increase longevity. Exercise
can be identified as one kind of special food. Lack of exercise results in several
abnormalities. Exercise needs to be promoted first and nutrition second, because
if one is hungry, one will seek food. However there are many unhealthy outcome
due to lack of exercise ,with the possibility of doctors mistreat the patient (Ouay

Ketusing 1985).
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Physical activity is usually beneficial in many ways. It is often suggested
that benefits of vigorous exercise or physical activity may counter adverse
influences of unwise habits of smoking or alcohol or other problems , such as
hypertension. We need to sort out the mechanisms by which physical activity
promotes both short-and long-term well being and longevity, whether these can be
cardiovascular modifications, metabolic processes, or other physiological
considerations. By exploring the elements of fitness we ought to arrive at a clearer
picture of the most important aspects of influences of physical activity on the
various systems of the body and the processes by which these influences determine
health status and longevity. Aerobic endurance exercise or some vigorous sports
are needed to develop cardiovascular fitness and functional capacity. It can even
reduce resting heart rate by increasing stroke volume. Another point offered is that
habitual physical activity will help maintaining fitness if it is frequent and constant

enough (Harvard Alumni Mortality Experiences, 1962-1978).

2.4. Health promotion programs for elderly in Thailand

According to the long-term-plan for the Elderly in Thailand (1986-2001), in
recognizing the vulnerability of people over 60 years of age, several programs are

aimed at health care for the elderly, which include planning, training for health
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personnel, publicity and dissemination of information through mass media. They
also expand the establishment of geriatric clinics in hospitals through-out the
country and to integrate health services concerning curative, preventive and
rehabilitative system to primary health care (P.H.C.) for the elderly at community
level in order to achieve I“Health for All by the Year 2000”. Recognizing
promotion of health, the Sports Authority of Thailand has provided several
programs of sports for the elderly. The program are as the follows:

1. Sports for walking or running for quality of life and charity of aging.

2. Sports for health on specific health problems.

3. Sports campaign for aging for health of the elderly.

4. Sports for health promotion.

These programs are suitable to meet the needs of the people for the

following purposes:

1. To promote the sports of health education, including the proper
concept of exercise in order to be safe and healthy.

2. To promote physical and mental healthy performance of the elderly.

3. To provide promotion & prevention of health care for persons who
lack exercise, and in order to promote moral religious, standard,

culture and the good model of society.
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4, To facilitate private sectors to be involved and participate in
exercise for the safety of aging population.
5. To encourage the people to perform in group dynamics in order to

promote personal and community health.

2.5. Psycho-social Study of Physical Exercise Behavior

- The behavior of physical exercise in daily life is an important factor for
maintaining health because of the useful effects of physical exercise on keeping
and promoting better health conditions. Self reported questionnaires were
distributed to Japanese female college students and their parents to find out what
kinds of factors were related to the background of perceived confidence in physical
exercise and in keeping the behavior. The result of that study shows that various
psycho-social factors are responsible for enforcing the confidence of physical
exercise which include (1) motivation for physical exercise; (2) emotional support
from peers; (3) perceived confidence of physical exercise, (4) keeping long time
daily physical exercise, (5) perceived confidence on healthy management (Sayuri
Hashimoto ,Yushiyama Tawasaki, Tsunetsugu Munakata, Sumiko Uchino and

Ikuko Ezawa, 1996).



20
Family support is considered to be a motivating factor related to health
promoting behavior for directing towards increasing the level of well being and
self actualization of a given individual or group of elderly people.
Sandra O’Brien (1994) studied the determinants of late life exercise in
women over 70 year of age. The purpose of the aforementioned study was to
examine and explain the variability of participation in health-promoting forms of
exercise among elderly women. Several theories of health behavior and personal
attributes have shown the promise in explaining exercise behavior. Sandra O Brein
also examined the utility of a composite model of the elderly. The composite
‘model included ten personal and situational attributes as well as five cognitive
beliefs about physical activity adapted from Social Cognitive Theory and a belief
about personal control over one’s health from Health Locus of Control Theory.
The study found that health difficulties do indeed interfere with women’s activity
patterns. However, women are also influenced by perceptions of declining social
support, lower levels of movement confidence, and chronological age, to reduce
their physical activity. Thus, regardless of their health situation, the explanation of
the e involvement in exercise for in older women depend on the level and nature of
social encouragement they receive from family, friends and physicians. On the

other hand, their self-efficacy for fitness activity, as well as perceptions of age-
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appropriate behavior are also important to be considered. on older women who
were educated in Canada, Britain and the U.S. appeared to be culturally
advantaged for participation in late life physical activity participation. Moreover,
childhood movement confidence stands as a significant predictor among the
situation variables. These findings suggested that participation in physical activity
and positive beliefs about exercise in late adulthood, were rooted in competencies
and experiences acquired in childhood. Perceptions of inadequate encouragement
appeared to limit females, from childhood on and to develop and sustain
confidence in their physical abilities that would promote a more active lifestyle
into their older life stage.

Pol Hirunyasiri (1984) ,found that the factors affecting the elderly not to
perform exercise include the misunderstanding of family members who believe
that the elderly should be restful and consume high calories diets. This kind of
beliefs and practices influence the elderly to follow a sedentary life style. Some
family members neither encourage nor allow the elderly to perform physical
exercises. This appears és a barrier for the elderly to practice physical exercise
regularly.

Siripanit, (1989) studied behaviors, and patterns of living conditions of the

aged people who lived and physically strong . He found that when the elderly
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faced with physical and mental problems, they sought help from their children 36.5
percents and 20 percent of sample consulted with their spouse. The constraint in
analyzing and solving these problems affected their self care.

One study was conducted on examining the effectiveness of health
education and social support from family members on promotion of physical
exercises among the elderly (Chanchay Chayakul 1985), The results showed that
educational programs on physical exercise which focused mainly on training, even
with or without social support from family members, were beneficial to physical
fitness and health status and this also suggested that the appropriate exercises for
the elderly must be promoted by health personnel who had specific training.

Another study (Chomson, 1992) focus on the effect of aerobic exercise
programs on adaptation of the elderly in the rural area of Pitsanuloke province in
Thailand. The purpose of this evaluation wés to measure the effect of aerobic
exercise program on adaptation of the elderly. One-group pretest-posttest design
was implemented. A purposive sample of 36 elderly were selected who lived in
Lhal Kwan village, Pitsanuloke province, aged between 60-74 years old. They
participated in 15-20 minutes of supervised exercise training programs five times a
week for twelve weeks. The tool used to collect data was the adaptation evaluated

schedule which was composed of interview schedule and physical examination
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schedule. Data was analyzed by using paired T-test. After the experimentation, it
was found that the mean scores of the physiological need mode, the self-concept
mode were statistically higher than prior the studies. Also the mean of grade
scores of the physiological mode, the Self concept mode were statistically higher
than the studies conducted earlier.

Nagib Nasser Alawi (1988), studied perceived role of health centers in
Suphanburi Province Thailand in Febuary 1988, with the specific objective of
assessing the roles of health centers as perceived by health personnel, village
health volunteer, village health community and villagers in various aspects. One
hundred subjects were interviewed through structured and pretested questionnaire
from six health centers and six villages which were randomly selected. The result
of the study showed profound dissatisfaction of the subjects set up of services
rendered by health center. Village health volunteer’s were preferred even for
simple sickness (5.0 percent). Health Centers need to be upgraded by decreasing
its catchment area but increasing space of health center, financial, material and
human resources as perceive by the respondents. The majority of the subjects
indicated the preference for a physician (full/part time). About half of the
respondents were unsatisfied by management of health center. This included

coordination, health information and training components. It was observed that
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there is a need to improve preventive, promotive and curative activities as will as

rehabilitation and referral services to ensure comprehensive health care provision.

There are other studies of health needs on the old aged people assessed by
themselves in the Katamon area of Jerusalem in Israel. A survey among 95 people
(age 60 years and over)who lived in the Katamon residential area, were served by
the Katamon guidance and counseling clinic for the aged, was carried out in order
to determine the health needs of the old people. A random sample was taken from
the records of the Katamon Guidance and Counseling Clinic for the Aged, and was
interviewed by using a standard questionnaire. The health of old people, evaluated
by the Physical Functional Capacity Index (PFC1), was considerably better than
when it was evaluated by Self Health Evaluation Index. It showed considerablc
accordance with many of the studies on the aged (Puntyp Tookul Pamasooto 1972)

Udomsubpaya Kul (1994) examined factors affecting life satisfaction
among the elderly in urban area of Suphanburi. Thailand. The aim of this research
was to identify the factors affecting life satisfaction in urban area of Suphanburi by
survey method. A sample of 319 elderly was selected by two-stages cluster
sampling. The instrument on life satisfaction was used the life satisfaction index

of Neugarten. The data collection technique was interviews and collected between
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December 1, 1993 and January 15, 1994. The statistical method was descriptive
statistics. and the results were as follows. The life satisfaction of the elderly was
mostly appreciated and significantly (p<.001) related to the variables of sex, age,
education level, marital status, income, financial satisfaction, relation with family
and friends, health status and daily-life activity variable. Path analysis revealed
that factors providing direct affecting directly on life satisfaction of the elderly
included marital status, financial satisfaction, relation with family and friends,
health status and daily-life activity.

Sﬁmpowthong (1993), investigated the effectiveness of Health Education
Program on osteoarthritis prevention on health promoting behavior on aging club
members of Thammasat University Hospital, in Patumtanee Province Thailand.
The study was aimed at examining osteoarthritis prevention of health promoting
behavior and to find a way to promote such behavior. The health Belief Model
and Self Efficacy Theory were applied to the conceptual frame work for
conducting Health Education Program including lecture with videotape,
demonstration and skill training, home visiting and group discussion. A quasi-
experimental study design by using a simples random sampling technique was
employed to obtain sample of 2 districts. Oné for the experimental district and the

other for the comparison district, while a purposive sampling technique was
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employed to obtain a sample of 76 members from Thammasat University Hospital
Aging Club. The result indicated that the Education Program for the aging people
based on the Health Belief Model and Self Efficacy Theory, encouraged their
preventive behavior of osteoarthritis in terms of controlling body weight and
increasing thigh muscle strength. As a result, this Health Education Program was
also recommended among other aging groups.

Health status is considered as one of the factors affecting the elderly to
attend health promotion programs. Patient’s record from provincial hospital in
1983 indicated the prevalence of 10 diseases according to the priority can be the
indicator for disease patterns. These included respiratory infection, disease of
digestive system, communicable diseases, poisons, homicides and accidents, skin
and other related diseases, disease of nervous system and sense organs, genito-
urinary tract diseases, mental disorders , diseases of the muscle-skeletal system
and connective tissue ,diseases of circulatory system. (sixth-five year plan

Ministry of Public Health 1987-1991).



CHAPTER 1II
RESEARCH METHODOLOGY

3.1. Research Design

A social survey study design was employed for data collection. Structured
interview schedule (questionnaire) was a tool to collect data. Respondents were
both elderly men and women who enrolled in the health program. Some
respondents ( 50 ) of Hoamark area who did not participate in the health promotion
program were also included in the survey.
3.2. Study Population

Studies conducted by the Metropolitan Public Health in 1995 indicated
that 20 percent of elderly people of Bangkok participated in health promotion
program in Metropolitan area. Since the research is a pilot study with limited
resources, population were targeted to only the elderly who live in Hoamark area

of Bangkok, where the center of health promotion program is located.
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3.3. Sample and Sampling Techniques

Purposive sampling was used to select respondents for the study. Fifty
respondents were chosen from the members who regularly attended the program in
Hoamark health center and another fifty members who irregularly attended were
also included. In addition, another group of Fifty elderly living at Hoamark area

but were not attending the program were the third group of interview.

3.4. Research Instrument

Information was collected by interviewing the elderly using questionnaire.
The questionnaire were prepared with closed-ended questions and consisted
of the following information:
1. Background characteristics of the elderly included age, sex, family
status, occupation, family income, education and number of children.
2. Family support specifically included the assistance provided by
family members in terms of wages, business profits
accompany and encouragement.
3. Perception of the elderly in terms of perceived benefit or not from

attending the health promotion program of Hoamark.
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4. Knowledge of the elderly about food, exercise, unhealthy lifestyle,
stress, social activity, and participation in professional care.
5. Perceived health status concerning information about elderly’s
current health status.
6. Perceived confidence of physical exercises containing information of
motivation for physical exercise, emotional support from peers, perceived
confidence of physical exercise, keeping long time daily physical exercise,

perceived confidence on healthy management.

3.5. Measurement of variables

The variables of this study were measured as follows:

A question was constructed to represent a level of family support and the
score was measured based on the respondent’s replies to question No. 38 (see
appendix No. 4 ) From this the family support was then classified into 4
categories:

Family support - Score

High - 3 Moderate - 2

Low - 1. No - 0.
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Self assessment of health status was measured by the question on the
subjective evaluation of one own health condition. The score was then calculated
on the basis of respondents answers to question No. 28 (appendix No. 3). The

respondent’s scores were divided into 3 groups:

Health status - Score
Good - 2
Fair - 1
Poor - 0

The scores of the eight questions on health knowledge were calculated on the
respondent’s answer. The answer was then categorized as correct, not sure and
incorrect with score 2, 1, and 0, respectively. The total score was 16. Rating scores
was between 6-16, with Mean + - Standard Deviation.

This part was divided into 3 categories:

Health knowledge - Score
Good = (> Mean + SD)
Fair | = ( Mean + - SD)
Poor = (<Mean-SD)

Perceived benefit of participating in health promotion program: The proper

answers were given a 1-10 rating score. The total score were 20. The respondents
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score ranged from 7-20 with Mean + - SD perceived benefit were classified into 3

groups. Low = (Lowest to Mean - SD)

Il

Moderate (> Mean - SD to Mean + SD)
High = (> Mean + SD)

Perceived confident of physical exercise : In this part, seven questions were
computed base on the answers certain , neutral, uncertain . Scores ranged from
low- moderate- high according to the degree of perception of physical exercise .
Total score was 14 and the respondents scores ranged from ( 4 - 14 ) with mean
+ - SD.

Perceived confidence of physical exercise was divided into 3 categories.

Low = (Lowest to Mean - SD)
Moderate = (> Mean - SD to Mean + SD)
High = (> Mean + SD)

Attending the health promotion program in this study was classified into

regular, irregular participation and non-participation.

3.6. Data collection

Pretested with thirty respondents has been conducted prior to collecting data

at the external area of Hoamark Health Center, The Cronbach’s Alpha coefficient
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was utilized for examining reliability test. The result revealed on perceived benefit
of health promotion program .8336, perceived confidence of physical exercise
1604, knowledge of health promoting activities accounted .5779, but after
removal four questions from knowlecige of health promoting activities, The
Cronbach’s Alpha coefficient has been increased which showed more reliable
results. After revised three research assistants were trained to be interviewers for
2 days. The process of data collection was completed in one month . For regular
and irregular participation, 50 respondents from each group were selected by using
random sampling from the membership list of Hoamark Sports health center .This
was classified from the respondents who participated in the health promotion
program respectively at least 3 day per week , and less than 3 days per week. The
Fifty respondents who never participated were selected by random sampling,
block by block of building on Hoamark area closed to Hoamark Sports Health

Center is located.

3.7. Data processing and analysis

The data was analyzed by SPSS for Win 6.0 program. The analysis program
was used to calculate frequencies, and Chi - square test was utilized to identify the

any association between variables.



CHAPTER IV
RESULTS

The data were collected from 150 respondents in Hoa mark area. They
were classified into 3 categories (e.g., regular participation , irregular participation

and non participation ) and each category composted of equal number of

respondents.

4.1. Demographic and Socio-economic Characteristics

This included age, sex, marital status, education, family income and number
of children (Table 1). In term of the respondents’age , the results revealed that 40
percent of elderly were 60 years old. Respondents aged 71 years and above were
17.3 percent. The remaining was within 61-70 year ot age. The mean age of the
elderly was 64.5 ,and the standard deviation was 5.412. For sex ratio, 56.7
percent were males and the remaining were female. Most respondents were
married (81.3 percent) . In terms of occupation, it was found that most elderly
were on retirement or confined in housework (50.7 percent). The average family
income was 51080.0 baht per month and the majority earned less than 30,000
baht. The educational background, it was recorded that most respondents (46

percent) completed primary education . The high education and secondary level

39357



34

were 24 and 30 percent respectively. The mean of respondent’s living children

were 1.8, and SD was .811 .

Table 4.1  Demographic and socio-economic characteristics of the respondents

Characteristic Number Percent Mean SD
Age 645 54
60 60 40.0
61-70 64 42.7
71+ 26 17.3
Total 150 100.0
Sex
Male 85 56.7
Female 65 43.3
Total 150 100.0
Marital status
Unmarried 6 4.0
Married 122 81.3
Split 22 14.7
Total 150 100.0
Occupation
Merchandise 44 29.3
Retired,house work 76 50.7
Employment 19 12.7
Private business 11 7.3
Total 150 100.0
Family income 51,080 60,946
Low (0-30,000 baht) 79 52.7
Moderate (30,001-50,000) 36 24.0
High (50,001+) 16 23.3

Total 150 100.0
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Table4.1  Demographic and socio-economic characteristics of the respondents
(continued)
Characteristic Number Percent Mean SD
Education
Primary education 69 46.0
Secondary education 45 30.0
High education 36 24.0
Total 150 100.0
Number of living children 1.8 8
0 9 6.0
1-2 persons 40 26.7
3-5 persons 73 48.7
6+ persons 28 18.7
Total 150 100.0

4.2. Motivating factors

4.2.1. Perceived benefit of health promotion program

Perceived benefit of attending health promotion program are presented in

Table 4.2. The data revealed that, 49.3 percent the respondents had moderate level
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.7 percent, had high and 22.0 percent had low level of perception regarding

benefits of attending the health promotion program.

Table 4.2 Perceived benefit of attending the health promotion program

Perceived benefit Number Percent
Low 33 22.0
Moderate 74 493
High 43 28.7
Total 150 100.0

Perceived benefit of health promotion program contained 10 questions and
focused on sharing experiences, investment advantages, social information,
management in group, respect, more exercise, physical examination, more
knowledge of health education, loosing of time, and leade_rship on sport for health.
The result indicated that most elderly in generally had moderate perceived benefit
of health promotion program (the proportion was 52 .0 percent to 66.7 percent
respectively). Some special case (for example, question No.1 sharing experiences)
approximate half of the elderly had low level of the perception and (for question

No. 6,7,8more exercise, physical examination,more knowledgeof health education)
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around forty percent had low level of perception. Regarding investment
advantages, (question No. 2) approximately half of the elderly had high level of

perception.

Tabled.3 Percentage distribution of perceived benefit of the health promotion

program

Statement Perceived Benefit

Agree  Unsure  Disagree

Do you think benefit of health promotion program are following thing ?

1. Sharing experience with other 1.3 52.7 46.0
colleagues advantages. (2) (79) (69)
2. Advantages enough for investment of 46.7 52.0 1.3
attending in health promotion program. (70) (78) (2)
3. Received more social information 8.0 64.0 28.0
(12) (96) (42)
4. More advantages in role and position 22.7 58.0 19.3
of management in group. (34) (87) (29)
5. Received of respecting from staff office 0.7 66.0 33.3
and the other members in term of aging (1) (99) (50)
6. Increasing daily exercise. 0.7 55.3 44.0
(1) (83) (66)
7. Received physical examination. 4.0 56.0 40.0
(6) (84) (60)
8. Received knowledge of health 4.0 58.0 38.0
education for own healthy condition . (6) (87) (57)
9. Not beneficial enough for loosing of time. 8.0 66.7 253
(12) (100) (38)
10. More potential to be in leadership 14.0 56.7 293

on sports and activities for health. (21) (85) (44)
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4.2.2 Knowledge of health promoting activity

Table 4.4 represents knowledge of health promoting activities and statistical
analysis revealed that most of elderly (52.7 percent had moderate level of

knowledge and, 24.7 percent and 22.7 percent had low, and high level of

knowledge respectively.

Table 4.4  Knowledge of health promotion activities

Knowledge Number Percent
Low 37 24.7
Moderate 79 -52.7
High 34 22.7

Total 150 100.0

Knowledge of health promoting activities was composed of 8 questions
(Table 4.5), which included aerobic exercise, short sleep in day time, food, omit
sometime of meal; release stress, social activities, participation in professional
care, unhealth life styles. The results indicated that , on answers concerning food,

control of weight ,release stress by exercise of Chinese boxing and social
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activities, were correct answers with a high proportion for more than Sixty to

seventy percent. the question which were concerned with aerobic exercise,

participation in professional care, unhealth life styles, the correct answers were

given by average forty percent of elderly.

Table 4.5  Percentage distribution of knowledge of health promotion program

Knowledge
Statement
Incorrect not sure correct
1. Aerobic exercise for 20 minute 27.3 293 433
is enough for control weight . (41) (44) (65)
2. Elderly should not take a shower in 26.0 253 48.7
day time can sleeplessness at night (39) (38) (73)
3. Bean, nut and meat, fish, poultry are 16.7 10.0 65.3
primary a source of carbohydrate . (25) (27) (98)
4. For proper control of weight need to 8.0 20.7 71.3
omit some time of meal. (12) (31) (107)
5. Chinese boxing is a good exercise for 8.0 20.7 63.5
physical,mental,and release stress. (12) (43) (95)
6. Social activities are beneficial to 4.7 24.0 71.3
health. (7) (36) (107)
7. Regular physical examination may 16.7 453 38.0
control of illhealth (25) (68) (57)
8. Alcohol beverage can decrease of 5.3 47.3 473
physical performance more than cigarette  .(8) (71) (71)
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4.2.3. Family supports

One question was prepared to represent proximal index of family support.
This variable was classified into 4 categories namely no support, low support,
moderate support and high support . The most respondents reported low support

(48.7 percent ), in compare to moderate (33.3 percent ) and high support ( 16.0

percent ). Table 4.6

Table 4.6  Family supports of the respondents

Family support Number Percent
No support B 2.0
Low support 73 48.7
Moderate support 50 333
High support 24 16.0

Total 150 100.0
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4.2.4. Perceived health status

Table 4.7 represents perceived health status. The answer which represented
their perception of current health status, showed that 67.3 percent were in good
condition. The remaining was described as fair condition, and poor condition ,

which were 28.7, and 4.0 percent, respectively.

Table 4.7 Perceived health status of the respondents

Assessment of Number Percent
own health status

Poor 6 4.0
Fair 43 28.7
Good 101 67.3

Total 150 100.0
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4.2.5. Perceived confidence of physical exercise
Concerning perceived confidence of physical exercise, the data in Table 4.8
showed that the most respondents had high level (74.0 percent)while others had

moderate level ( 17.3 percent)of perceived confidence of physical exercise, the rest

had low level 8.7 percent.

Table 4.8  Perceived confidence of physical exercise

Perceived confidence Number Percent
of physical exercise

Low 13 8.7
Moderate 26 17.3
High 111 74.0

Total 150 100.0

Table 4.9 is the measurement of self confidence of physical exercise, seven
questions were constructed and given to the elderly .A scale for perceived
confidence of physical exercise was then created with seven self assessments.
These included benefits of controlling own health , normal physical movement,
not attaching a cold, sleeping well, regular passage of bowel movement, good

appetites. leading a regular life. Results in the table revealed that the elderly
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seemed to have high confidence of their physical health situation. For self
assessnet most of respondents (86.7 percent and 88.7 percent) had confidence of
good appetite and control of one’s own health. For another aspects on assessment
of confidence, in terms of sleeping well, regular passage, and normal movement,
many elderly possessed a high confidence ( 76.0 ,73.3, 72.7 percent respectively).

Table 4.9 Percentage distribution of self assessment of confidence of physical

exercise.

Perceived confidence of physical exercise

Self assessment of confidence uncertain neutral certain
of physical exercise

Do you have a confidence in
the following thing /

1. Controlling own health 0.7 12.7 86.7
(1 (19) (130)

2. Not stumbling against stairs 3.3 26.0 71.3
even in a little bit tired (5) (38) (107)

3. Not catching a cold. 4.0 40.7 553

(6) (61) (83)

4. Having a deep sleep everyday. 4.0 233 73.3
) (35) (110)

5. Having a regular passage. 33 24.0 72.7
) (36) (109)

6. Eating every things as delicious. 6.0 5.3 88.7
9) (8) (133)

7. Leading a regular life. 10.0 14.0 76.0

as @b (114)
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4.3. Testing hypotheses

4.3.1. Bivariate analysis

Perceived benefit of health promotion program

Table 4.10 shows that the elderly who participated regularly had high
perceived benefit of health promotion program. This was higher than those who
have moderate and low perceived benefit (51.2 percent, 29.7 percent and 18.2
percent respectively). Similarly, the elderly who perceived high benefits of
attending health promotion program, participated health promotion program
regularly and was higher than those who had moderate and low perceived benefits,
(39.2 and , 0.0 percent ). On the other hand, the elderly who perceived low benefits
of attending health promotion program, did not participate and was higher than

those who had a moderate and high perceived benefit ( 29.7and, 51.2 percent).
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This indicates a positive relationship between perceived benefit of health
promotion program and participation of health promotion program.

The relationship is statistically significant with P.value .000, Chi-square

59.242, Cramer’s V .4438

Table 4.10 Percentage of respondent’s attending the health promotion program

by perceived benefits of attending health promotion program

» Participation
Perceived benefit
non irregular regular total
Level
Low 81.8 0.0 18.2 220
27) ) (6) (33)
Moderate 31.1 39.2 29.7 493
(23) (29) (22) (74)
High 0.0 48.8 512 28.7
0) 21) (22) (43)

Cramer’sV = .4438 Chi-square = 59.24250 P. value =.00000
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The Table 4.11 preser’lt the knowledge of health promotion program shows
that most of respondent who reported on non participation at low level, 62.2
percent. That is opposite to regular partiéipation who reported high level, 52.9
percent. The statistical analysis revealed significant P. value .00001, Chi-square
29.0727 Cramer’sV .3113 association

This can be identified as positive relationship between knowledge of health

promotion program and participation of health promotion program.

Table 4.11  Percentage of respondent’s attending health promotion program by

knowledge about health promoting activities

Participation
Knowledge of health
promotion program non irregular regular total
Level
low 62.2 29.7 8.1 24.7
(23) (D 3) (37)
moderate 31.6  31.6 36.7 52.7
(25)  (25) (29) (79)
high 59 41.2 52.9 22.7

@ 14  (18) (34)

Cramer’sV = 3113  Chi-square = 29.0727  P. value =.00001
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The data in Table 4.12 shows that among regular participation, the
percentage of the elderly had Highest support (58.3 percent). for irregular
partiéipation ,the percentage of the elderly, who had no support, Low support, and
Moderate support, were almost equal approximately, 38.0 percent. In case of non
participation group, the percentage is highest for those who had moderate support.
Statistical analysis indicated the significant association between elderly’s
participation and their family support ( P. < 0.05 ). From this result, it can be
stated that the elderly who had more family support are more likely to participate
in the health promotion program than those who have lower family support.

Table 4.12 Percentage of respondent’s attending health promotion program by

family support

Participation
Family support
non irregular regular total
Level
no support 6.7 333 0.0 2.0
(2) (1 (0) (3)
Low supports 21.9 384 39.7 48.7
(16) (28) (29) (73)
Moderate supports 48.0 38.0 14.0 333
(24) (19) (7) (50)
High supports 333 83 583 583
®) () (14) (14)

Cramer’sV = .2855  Chi-square =24.4613  P. value =.0004
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The result of perceived health status shows that most non participant 83.3
percent respondents had bad level and respectively fair and good level, (48.8 and
23.8 percent) of Vperceived health status. In case of irregular participation fair
level was higher than those who perceived good and bad condition (41.9 , 30.7 and
16.7 percent respectively ). While for regular participation, respondents perceived
good, fair and bad condition. ( 45.5, 9.3, 0.0 percent ) respectively. The statistical
analysis showed the significant of P-value = .0004 , Chi-square = 24.4613 Cramer
's V = .2943. There fore this indicated positive relationship between perceived
health status and respondents’ participation of health promotion program.

Table 4.13  Percentage of respondent’s attending health promotion program by

perceived health status

Participation
Perceived health status
non irregular regular total
Level
bad 83.3 16.7 0.0 4.0
() (M 0) (6)
fair 48.8 41.9 93 28.7
(21) (18) 4) (43)
good 23.8 30.7 45.5 67.3
' (24) 31 (46) (101)

Cramer’sV = .2943  Chi-square =24.4613 P- value = .0004
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Table 4.14 shows percentage of respondent’s attending health promotion
program by perceived confidence of physical exercise. It revealed that most
elderly who did not participate in the health promotion program perceived low,
moderate, level of confidence of physical exercise ( 61.5, 23.1 percent ) for high
level showed the figure 32.4 percent. While for irregular participation most of the
respondents perceived low level (38.5 percent ), moderate ( 26.9 percent) and high
level 34.2 percent. For regular participation 0.0 percent of low level 50.0 percent
of moderate and followed with 33.3 percent of high level. The percentage
distribution and the Chi-square value ( P. <0.05 ) proved that the more the elderly
perceived higher confidence of physical exercise, the higher they would
participate in health promotion program.

Table 4.14 Percentage of respondent’s attending health promotion program by
perceived confidence of physical exercise

Paticipation
Perceived confidence
of physical exercise non irregular regular total
Level
low 61.5 385 0.0 8.7
®) ) 0) (13)
moderate 23.1 26.9 50.0 17.3
(6) (7 (13) (26)
high 324 342 333 74.0
(36) (38) 37 (111)

Cramer’sV = .1906 Chi-square =10.9000 P-value =.0277
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4.3.2. Trivariate analysis

Variable and measurement on attending health promotion program. In this
study was the dependent variable and was classified in to nominal scale as regular
irregular and never. The Following variables were independent variables namely
demographic , socio-economic characteristic including (age, sex, family status ,
occupation, family income, education , number of children ),and also motivating
factors including perceived benefit of attending health promotion program,
knowledge of health promoting activities family supports, perceived health status,
and perceived confidence of physical exercise.

Before controlling the variables, the independent variables such as family
income, and also selected motivating factors namely perceived benefit of attending
health promotion program, family supports, perceived health status, and perceived
confidence of physical exercise, were classified into high and low. Knowledge of
health promoting activities was also classified into good and bad. According to the
score distribution, those who got the scores higher than mean were rated as high,
or good and who got scores lower than mean rated as low or poor.

Before control variable, the data in Table 4.15 showed that most of the
elderly who perceived benefit of health promotion program , the proportion place

in non participation at low level. In contracted with the elderly who regularly
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participate had high level of perceived benefits, with statistically significant of P.
value .0000 Chi-square 27.2141 Cramer’s V .4259. When sex is controlled, the
relationship between perceived benefit of health promotion program and
participation of health promotion program in female is stronger than male (Cramer
sV = .55 and .34, respectively). However, when family income is controlled,
there is no difference of the relationship between perceived benefit of health
promotion program and participation of health promotion program in elderly with

low and high income (Cramer’s V = .44 and .42, respectively).

Table 4.15 Association between participation health promotion program and

perceived benefit of health promotion program

Participation
Motivating factors
Non Irregular  Regular Total
Perceived benefit of attending
health promotion program
Low 51.9 24.7 235 100.0
(42) (20) (19) (81)
High 11.6 435 449 100.0
(®) (30) (31 (69)

Cramer’sV = .4259 Chi- square =27.2141 P- value = .0000
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Table 4.16  Association between participation health promotion program by

perceived benefit of health promotion program control for male

Participation
Motivating factors

Non Irregular  Regular Total

Perceived benefit of attending
health promotion program

Low 46.7 24.4 289 100.0
21) (11) (13) (45)
High 15.0 41.5 37.5 100.0
(6) (19) (15) (40)

Cramer’sV = 3489  Chi- square =.10.3512 P- value =.0056

Table 4.17  Association between participation health promotion program by
perceived benefit of health promotion program control for female.

Participation
Motivating factors

Non Irregular  Regular  Total

Perceived benefit of attending
health promotion program

Low 58.3 25.0 16.7 100.0
(21) ) (6) (36)

High 6.9 379 55.2 100.0
) (11) (16) (29)

Cramer’sV = .5535 Chi- square = 19.9182 P. value = .00005



53

Table 4.18  Association between participation health promotion program by
perceived benefit of health promotion program control for the first group of family
income .

Participation
Motivating factor

Non Irregular  Regular Total

Perceived benefit of attending
health promotion program

Low 53.3 313 10.4 100.0
(28) (15) () (48)

High 16.1 48.4 35.5 100.0
) (13) (11) 31

Cramer’s V = .4405 Chi- square = 15.3320 P- value =.0004

Table 4.19 Association between participation health promotion program by
perceived benefit of health promotion program control for the second group of
family income

Participation

Motivating factor
: Non Irregular  Regular Total

Perceived benefit of attending
health promotion program

Low 42.4 15.2 424 100.0
(14) (5) (14) (33)

High 79 39.5 52.6 100.0
€) (15) (20) (38)

Cramer’sV = .4260  Chi- square = 12.8882 P-value = .0015
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Before control knowledge of health promoting activities .The data in table
20 shows that the elderly who had good knowledge of health promoting activities
were more likely to participate regularly in the health promotion‘ program,
contrasted with non participation for poor level with statistically significant of P.
value .0000 Chi-square 29.0064 Cramer’sV .4397.

When sex is controlled, the association between knowledge of health
promoting activities and health promotion program in female is stronger than
male (Cramer’s V =.59 and .31, respectively) (Table 4.21 and 4.22). However,
when family income is controlled, there is no difference of the association between
knowledge of health promoting activities and health promotion program in both
groups of family income (Table 4.23 and 4.24)

Table 4.20  Association between participation health promotion program and
knowledge of health promoting activities..

Participation
Motivating factor

Non Irregular ~ Regular Total

Knowledge of health promoting activities.

Poor 52.6 28.2 19.2 100.0
(41) (22) (15) (78)

Good 12.5 389 48.6 100.0
) (28) (33) (72)

Cramer’sV = 4397 Chi- square = 29.0064 P- value = .0000
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Table 4.21  Association between participation health promotion program by
knowledge of health promoting activities control for male .

Participation
Motivating factor
Non Irregular ~ Regular Total
Knowledge of health promoting activities.
Poor 45.5 31.8 22.7 100.0
(20) (14) (10) (44)
Good 17.1 39.0 43.9 100.0
(7 (16) (18) (41)

Cramer’sV =.3177  Chi- square = 8.5831 P-value =.0136

Table 4.22  Association between participation health promotion program by
knowledge of health promoting activities control for female .

Participation
Motivating factor

Non Irregular  Regular  Total

Knowledge of health promoting activities

Poor 61.8 23.5 14.7 100.0
(21) ® (5) (34)

Good 6.5 38.7 54.8 100.0
) (12) (17) (31)

Cramer’sV =.5942  Chi- square = 22.9515 P- value = .00001
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Table 4.23  Association between participation health promotion program by
knowledge of health promoting activities for the first group of family income.

Participation
Motivating factor

Non Irregular  Regular Total

knowledge of health promoting activities

Poor 59.1 34.1 6.8 100.0
(26) (15) A3) (44)

Good 20.0 42.9 37.1 100.0
(7 (15) (13) (35)

Cramer’sV = 4553  Chi- square = 16.3766 P- value =.0002

Table 4.24  Association between participation health promotion program by
knowledge of health promoting activities for the second group of family income.

Participation
Motivating factor

Non Irregular  Regular  Total

Knowledge of health promoting activities

Poor 44.1 20.6 35.3 100.0
(15) ) (12) (34)

Good - 54 35.1 59.5 100.0
) (13) (22) (37)

Cramer’sV = .4531  Chi- square = 14.5816 P-value =.0006
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Before controlled family support ,the data in table 22 shows that the elderly
who had low support from their family were more likely to participate irregular
and regular in the health promotion program ( P <0.05). However, when sex is
controlled, the association between family support and health promotion program
in male is stronger than female (Cramer’s V =..28 and .20, respectively), (Table
4.26 and 4.27). and statistical also significant associated ( P <0.05) with male in
Table 4.26 , and was not associate with female (P <0.05) Table 4.27 However,
when family income is controlled, there is no difference of the association between
family support and health promotion program in both groups of family income

(Table 4.28 and 4.29)

Table 4.25 Association between participation health promotion program and
family support

Participation
Motivating factor

Non Irregular  Regular  Total

'n

Family support

Low 22.7 38.7 38.7 100.0
a7 (29) (29) (75)

High 44.0 28.0 28.0 100.0
(33) (21) (21) (75)

Cramer’sV = .2262 Chi- square = 7.680 P-value =.0214
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Table 4.26 Association between participation health promotion program by
family support control for male.

Participation
Motivating factor

Non Irregular  Regular  Total

Family support

Low 20.0 27.8 42.2 100.0
) (17) (19) (45)

High 45.0 32.5 22.5 100.0
(18) (13) ©) (40)

Cramer’sV = .2835 Chi- square = 6.834 P- value = .0328

Table 4.27 Association between participation health promotion program by
family support control for female.

Participation
Motivating factor

Non Irregular  Regular Total

Family support
Low 26.7 40.0 333 100.0
8) (12) (10) (30)
High 42.9 229 343 100.0
(15) 8) (12) (35)

Cramer’sV = .2054 Chi- square =2.7438 P- value =.2536
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Table 4.28 Association between participation health promotion program by

family support control for the first group of family income.

Participation
Motivating factor

Non Irregular ~ Regular  Total

family support

Low 31.7 41.5 26.8 100.0
(13) arn Ay (41)

High 52.6 342 13.2 100.0
(20) (13) ®) (38)

Cramer’sV = 2294 Chi- square =4.1602 P- value = .1249

Table 429 Association between participation health promotion program by
family support control for the second group of family income.

Participation
Motivating factors

Non Irregular ~ Regular  Total

Family support
Low 11.8 35.3 52.9 100.0
“4) (12) (18) (34)
High 35.1 21.6 43.2 100.0
(13) ®) (16) (37

Cramer’sV = .2799  Chi- square = 5.5655 P- value = 0618
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The data in table 4.30, before controlled perceived health status, revealed
that the elderly who had high perceived health status were ’more likely to
participate regularly in the health promotion program, contrasted with non
participation of low level with statistically significant P. value .00001 Chi-square
22.9743, Cramer’sV .3913.

When sex is controlled, the result revealed that, there is association between
perceived health status and participation in health promotion program in female is
stronger than male (Cramer’sV .55 and .26 ) respectively (table 4.32 and 4.31)
How ever when focused on controlled of family income , the data stated that, the
second group of family income are more likely stronger than the first group of
family income ((Cramer’sV .41 and .34 )respectively (table 4. 34 and 4.33).

‘Table 4.30 Association between participation health promotion program and
perceived health status

Participation
Motivating factor

Non Irregular  Regular  Total

Perceived health status

Low 53.1 38.8 8.2 100.0
(26) (19) 4) (49)

High 23.8 30.7 45.5 100.0
(24) 3D (46) (101)

Cramer’sV = .3913  Chi- square = 22.9743  P- value =.00001
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Table 4.31 Association between participation health promotion program by
perceived health status control for male.

Participation
Motivating factor

Non Irregular  Regular Total

Perceived health status

Low 43.5 43.5 13.0 100.0
(10) (10) €) (23)

High 27.4 323 40.3 100.0
(17) (20) (25) (62)

Cramer’sV = .2601 Chi- square = 5.750 P- value =.0564

Table 4.32  Association between participation health promotion program by
perceived health status control for female.

Participation
Motivating factor

Non Irregular  Regular Total

Perceived health status

Low 61.5 34.6 3.8 100.0
(16) ) (1) (26)

High 17.9 28.2 53.8 100.0
(7 (11) 21) (39)

Cramer’sV = .5561 Chi- square = 20.1078 P- value =.00004
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Table 4.33  Association between participation health promotion program by
perceived health status control for the first group of family income.

Participation
Motivating factor

Non Irregular ~ Regular  Total

Perceived health status
Low 54.8 41.9 3.2 100.0
(17) (13) (M (31)
High 33.3 354 31.3 100.0
(16) (17) (15) (48)

Cramer’sV = .3455 Chi- square = 9.5999 P- value = .0082

Table 4.34 Association between participation health promotion program by
perceived health status control for the second group of family

income.

Participation
Motivating factor

Non Irregular ~ Regular Total

Perceived health status

Low 50.0 33.3 16.7 100.0
9) (6) (31 (18)

High 15.1 26.4 58.5 100.0
(8) (14) (31) (53)

Cramer’sV = .41067 Chi- square = 11.9738 P- value =.0025
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The Table 4.35 is before controlled the variable for the perceived confidence of
physical exercise . The out come indicated that there was no relationship between
perceived confidence of physical exercise of respondents and participation in
health promotion program ( with no significant P.value = 7816, Chi-square =
4926, Cramer’sV = .05731). After controlled by both sex, the data revealed that
there was also no association between perceived confidence of physical exercise of
respondents and their participation in health promotion program, (with no
significant P.value = .5092, Chi-square = .1.3496, Cramer’sV = .1440). After
controlled by family income the data revealed that there was also no relationship
between perceived confidence of physical exercise of respondents and
participation in health promotion program, (with no significant P.value = .4024,
Chi-square = .1.8205, Cramer’sV = .1518).

Table 4.35 Association between participation health promotion program and
perceived confidence of physical exercise

Participation
Motivating factor

Non Irregular  Regular  Total

Perceived confidence of physical exercise

Low 34.5 375 31.0 100.0
(30) (30) (27) (87)

High 31.7 31.7 36.5 100.0
(20) (20) (23) (63)

Cramer’s V. =.0573 Chi-square = 4926  P- value =.7816

39357
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Table 4.36  Association between participation health promotion program by
perceived confidence of physical exercise control for male.

Participation

Motivating factor
Non Trregular ~ Regular  Total

Perceived confidence of physical exercise

Low 28.9 40.0 31.1 100.0
(13) (18) (14) (45)

High 35.0 30.0 35.0 100.0
(14) (12) (14) (40)

Cramer’sV = .10551 Chi - square = 9461 P- value =.6230

Table 4.37 Association between participation health promotion program by
perceived confidence of physical exercise control for female.

Participation
Motivating factor

Non Irregular ~ Regular  Total

Perceived confidence of physical exercise

Low 40.5 28.6 34.0 100.0
(17) (12) (13) (42)

High 26.1 34.8 39.1 100.0
(6) (8) () (23)

Cramer’s V = .10551  Chi- square = 1.3496 P- value =.5092
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Table 4.38 Association between participation health promotion program by
perceived confidence of physical exercise control for the first group of family

income.

Participation
Motivating factor

Non Irregular  Regular Total

Perceived confidence of physical exercise

Low 40.8 42.9 16.3 100.0
(20) 21) (8) (49)

High 433 30.0 26.7 100.0
(13) ©) (8) (30)

Cramer’sV = .1518 Chi- square = 1.8205 P- value =.4024

Table 4.39 .Association between participation health promotion program by
perceived confidence of physical exercise control for the second group of family

income.

Participation
Motivating factor

Non Irregular  Regular  Total

Perceived confidence of physical exercise

Low 26.3 23.7 50.0 100.0
(10) 9) (19) (38)

High 212 33.3 45.5 100.0
@) (11) (15) (33)

Cramer’sV =.1095 Chi- square = .8521 P- value =.6530



CHAPTER V

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

5.1 Discussion

His .Majesty the King Rama 9 said that the sports is one of the important issues
for maintaining well being and quality of life. He mentioned that it is a splendid thing,
not only for controlling of human behavior, but also for the creation of man, and, it is
beneficial for socioeconomic development of the country. On behalf of the government,
the Sports Authority of Thailand is concerned, and supports the activities for maintaining
health and quality of life. Thus the participation in health promotion program is one of

the important activities to achieve this goal.

This study examined the influences of psychosocial factors affecting the elderly’s
to attendance of the government health promotion program in Hoamark area, Bangkok.
The study focused on 150 elderly people whose age were ranged between 60 to 80 years.

They were interviewed though a survey conducted in December, 1996.

In this study, the demographic-socioeconomic variables included age, sex, family
status, occupation, education, family income and number of children. The results showed
that above forty percent of the respondents were from the age group of 61-70 years (42.7
percent) and another forty percent were 60 years old. The mean age of the elderly was
64.5 years. More than a fifty five percent of them were males. Majority of the

respondents were married (81.3 percent), and more than a half of the respondents (50.7
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percent ) were retired persons or housewives. Approximately half of them completed
primary education. The average of family income was 51080.0 baht. The average number

of living children of the respondents was two.

Further more, the study found that the number of children and family income was
significantly associated with attending health promotion program, which is conformity

with the findings of Pender and Pender’s research conducted in 1941.

Regarding motivating factors, the study found that most respondents had a
moderate perceived benefit of health promotion program . For example around 64.0
percent of them perceived that the elderly need to received more social information,
respect from other colleague as being senior to age, physical exercise and examination,
and to gain knowledge about health promotion program. The result of hypotheses testing
revealed that, there was a significant associated between participation in health
promotion program and their perceived benefit of health promotion program ( P.value =
0.000 ). The relationship showed that the elderly who had perceived benefit of health
promotion program were more likely to participate in the program than those who had

lower or no perception of benefit.

In addition, when sex is controlled, the results showed that the relationship
between perceived benefit of health promotion program and participation of health
promotion program was significant association between perceived benefit of health

promotion program and participation in health promotion program in female is stronger
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than male. This situation is appropriate to Thai culture, because the female Thai are
uéually more concerned about their health than male. However, when family income is
controlled there is no difference of the relationship between perceived benefit of health
promotion program and participation of health promotion program in elderly with low
and high income. Therefore, it could be stated that sex affected elderly’s perceived
benefit and their participation in health promotion programs. The above findings of this
study raised the issue that it is needed to motivate the elderly for improving their
perception of benefits of health promotion program, especially more focus should be

given on male.

Concerning about knowledge of health promoting activities, the results showed
that most of the elderly had proper knowledge of health promoting activities. Especially,
knowledge related to control of weight , social activities, food intake and avoiding stress.
The result of hypothesis testing between attending health promotion program and the
elderly’s knowledge of health promoting activities also strong significant relationship

with P. value .00001.

Thus it can be stated that the elderly who had higher knowledge of health
promoting activities were more likely to participate in health promotion program than
those who had lower knowledge. Further more, when sex is controlled , the association
between knowledge of health promoting activities and participation of health promotion

program in female is stronger than male. This finding was supported by Zahid Larik
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(1994), and Pender and pender ‘s research (1941) which showed that knowledge of
health promoting activities not only promotes desired changes but also provides clients

with skills for continuing self - change and self- actualization.

In terms of family support, this study found that approximately half (48.7percent )
of the respondents ranked into low family support. The family support was significantly
associated with attending health promotion program. This finding was also supported by
Pender’s health promotion model which stated that the family (natural support system)
constitutes the primary support group. Family, in order to provide appreciate support,
must be sensitive to the needs of family members, establish effective communication,
respect the unique needs of members, and establish expectations by mutual help and
assistance. Furthermore, when sex is controlled the association between family support
and health promotion program in male is stronger than female. Therefore it can be stated
that the male elderly who received higher support from their family were more likely to
participate in the health promotion program than female elderly who have lower support.
This can be true as male elderly are not much responsible for domestic work, so that
they have more spare time to attend health promotion program .The above result raised
recommendation for the concern authority to realize the needs to encourage other family
members to support and motivate their female elderly to attend health promotion

program.
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For the elderly’s health status, most of respondents perceived that they had good
health . The perception of their health status had also statistically significant relationship

with their attending health promotion program ( P<0.05) .

It can be stated that the elderly who had better feelings about their health status
were more likely to attend health promotion program than those who had bad feelings
about their health status . In this respect, the proportion of elderly, assessed their health
status recorded on fair and bad condition are (67.3 percent and 4 percent respectively ).
When sex is controlled the results revealed that there was association between perceived
health status and participation in health promotion program in female is stronger than
male. When family income is controlled the results showed that there was association
between perceived health status and the second group of family income ( the high
income group ) are more likely stronger than the first group of family income ( the low
income group).The results were conformity with the Pender and Pender’s (1941)research
findings, which stated that increased federal and private expenditures on prevention and
health promotion program were needed in order to allow for evaluation of the costs and
benefits of various interventions program directed toward health improvement. Therefore,

the health promotion program should more focus on the elderly in the low income group.

In relation to the elderly’s perceived confidence of physical exercise, the result
showed that most of elderly had high confidence. This perception had also statistically

significant relationship with their attending health promotion program (P< 0.05).
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From this result, it can be stated that the elderly who have higher perceived confidence of
physical exercise are more likely to attendance of health promotion program than those
who have lower perception. Furthermore, after controlled by sex and family income the
result showed that, there was no significant association between perceived confidence of
physical exercise and their attending at the health promotion program. perceived This
evident revealed that the elderly who do not attend health promotion program at Hoa-
Mark health center have enough perceived confidence of physical exercise for taking
good self care and they have no spare time to exercise at Hoa-Mark health center. But

they may perform health promoting activities at home .

5.2 Conclusion

The major findings of this study showed that attending health promotion program

has been affected by motivating factors which are as follows:

The elderly who perceived more benefits of health promotion program were more
likely to participate in health promotion program than those who perceived fewer

benefits.

The elderly who had higher knowledge of health promoting activities were more

likely to attend health promotion program than those who had lower knowledge.
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The elderly who had more family supports were more likely to attend health

promotion program than those who had fewer family support.

The elderly who perceived good health status were more likely to attend health

promotion program than those who perceived bad health status.

The elderly who had confidence of physical exercise were more likely to attend

health promotion program than those who did not.

The above findings are more compatible with the elderly who are female, and

belong to the higher income group.

5.3 Recommendations

From the studied findings, in order to improve the elderly’s attending health
promotion program, the followed factors should be considered: perceived benefit of
attending health promotion program, knowledge of health promoting activities, family
supports, perceived health status, perceived confidence of physical exercise and The
target groups for health promotion program include both elderly people and their family

members. More concretely, these recommendations are suggested:
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1. The Sports health promotion program should provide adequate information about the
advantages of health promoting activities for elderly people, so that they may perceive
benefits of attending health promotion program at the health centers.
2. The sports health promotion program should provide basic knowledge of health
promoting activities to elderly people.
3. The Sports health promotion program should also provide information about health
promoting activities so that family members may be more likely to support to elderly
people to participate in health promotion program.
4. The sports health promotion program should provide physical exercises in a simple
way so that they can easily, effectively perform these even at home.

The target groups for health promotion program include both elderly people and
their family members.

The following communication channels that may be used effective to them.
a) Mass media such as radio and television;
b) Massages given by booklets, phamplet ,leaflet, fold sheet, etc.;

c) Inter personnel communication between health educators with people.
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5.4 Further studies

From the findings of this research, the following studies are suggested to study:

1. “ The most suitable styles of health promotion program that the different sex prefer”.

2. “ Perception, attitude of leaders’ private organizations in sharing the responsibility of

organizing the health promotion programs for elderly ”.
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APPENDIX
QUESTIONNAIRE

No 1 Demographic, socio-economic and cultural characteristics

1. SeXurvorerenene l.r__l Male 2 D Female
2. Age...cveniins
3. Marital Status 1. [[] Unmarried 2. L Marriea
3. [ ] split 4. [ ] Other (specify)
4. Religion............. 1. [] Buddhism 2.[] Christian
3. |:| Islam 4. |:| Other (specify)
5. Education................. 1. D Primary 2. I:] Secondary

3. |:| High school 4. D Diploma
5 D Bachelor degree 6. D Higher than bachelor
degree
7. |:| School of religion 8. I:I Other (specify)
6. Occupation................. 1. D Merchandise 2. D retirement officer
3. [ | Employment 4[] House wife
5. D Private employment 6.D Personnel business
7. ] Other (specify)
7. Income per month (personal)
0 |__—] No 1. D Yes

8. Family income pef month ........ .

9. Number of self children (own)

.
Ry
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10. Number of adopt children (adopted).............
11. Number of children who stay with.( specify )
12. Age of last child ......cooviiciniiiiiiicns
13. Number of nephew and niece.........c.ccovvrvrnn.
14. Status of Household.
1. D Household head 2 D Spouse
3. D Live with other................... (specify)
15. What are your responsibilities at your home ?
1 D Shopping b D Cooking 3 D Child bearing/rearing
4 D Public activities 5 D Other (specify)
6. D No responsibility .
16. If no, aé the member of household what activities you perform ?
| DT \ Wi’ s

No 2 Attending in Government Health Promotion Program.

17. Do you attend Government health promotion program of Hoa Mark Sports health
Center

OD No 1 L__\Yes

18. Are you the member of Hoa Mark Sports health Center .

ODNO ll:] Yes

19. If no, do you intend to enroll to be membership of Hoa- Mark Sports Health Center .

0 D No ( specify ) 1. D Yes
20. Information from whom, to lead you to be the membership of Hoa-Mark Sports

Health Center.
1. [ ] Family 2. [] Self. 3.[] Other ( specify )
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21. How long you are the membership of Hoa-Mark Sports Health Center....’ .............

22. How often do you attend Hoa-Mark Sports Health Center .

1. D Regular. ( specify the activities )
2. [ ] Irregular ( specify the activities )
23. How often do you attended Hoa-Mark Sports Health Center on last month.
0 D No 1. D Some time
2. D Often 3. D Everyday

24. Have your member card expired.

0[] No 1 L] Yes.

- If yes , do you renewal the member card.
0 [] No(specify) 1 L] Yes.

No 3 Perceived health status

26. Did you feel sick during last three week and could not continue work for two day?

0 DNO 1. D Yes

27. Did you visit your doctor during last three month ?

0 [JNo 1 []] Yes Ifyes(specity)

28. How do you feel about your health status?( assessment of your own health ).

1 D Good 2 D Fair 3 D Poor

29. Compare with last year how are your present health status.

1 D Better 2 L_—l The same 3. D Worse
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30. How much do you worry about your health?
1 [:l Much 2 D Not much 3 DNone

31. How often do you weight yourself?

1 L__] Everyday 2 L—_l Once in a while 3. D None

32. When do you have problems, what will you do?
1. D Exercise 2. D Consult with close friend.
3. D Keep in side 4.D Play the music. 3. D Other (specify)
33. Do you have problems in the following activities ?
1. D Physical activity(movement) 2. D Bowel movement
3. [ ] Eating 4] Slecping 5. [] Vision
6. [___] Hearing 7. D Speaking
34. Do you think you have unstable emotion ?
0 D Regular 1. D Some time. 2. D Never
35. How much you can control yourself, when you have stress.
0 D Can not control 1.[] Moderately 2. D Can control.

36. Do you have any diseased diagnosed by your doctor ?

0o [ ] No 1. [ Yes

No 4 Family Support

37. Did your family member seek information from government health promotion
program of Hoamark Health Center?

P L yes » T o
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38. Do they ask you to participate in to the health promotion program?
1 D yes 2 D No

39. If yes, who ask you to participate in Government health promotion program of
Hoamark Health Center?

1 D Husband or Wife Z.D Son 3 D Daughter
4. D Daughter and son-in-law SD Nephew 6 D Niece

40. How do you attend the Government Health Promotion program of Hoamark
health center?

1 D By bus 2 D By private vehicle 3 D Motorcycle

4 [] By walking 5 ] Small boat 6 [ ] Other specify

41. How do you get money for Transportation cost to participation in Hoa-mark Sports
Health Center or the other Government Health Center.

0. D self salary
D family member ( can specify more than one)

1 D husband or wife 2 D son 3 D daughter
4 D son-daughter in-law 5 D nephew 6[:] niece

7 D other (specify)

42. How do you get money for service charge to be member of Hoa-mark Sports Health
Center or the other Government Health Center.

0. D self salary

D family member ( can specify more than one)
1 D husband or wife 2 D son 3 D daughter
4 D son-daughter in-law 5 [:' nephew 6 D niece

¥ 7 l___] other (specify)

LT

¥,
ha &
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43. Who is the most encouraging persons for your participation in government health
promotion program?

1 L__I husband or wife 2 D son 3 D daughter
4 D son-daughter in law 5 D nephew 6 D niece
7 D other (specify)

44. Who accompany with you to participate in the Government Health Promotion
program?

1 D husband or wife 2 D son 3 D daughter
4 D son-daughter in law 5 D nephew 6 D niece
7 D other (specify)
45. With whom, are you living at present time?
1 D Alone ) D With spouse 3 D With relative
4 D Others(specify)
46. If alone, do you have any one visit you at least once a month?
1 D Family member 2 D Relative 3 D Others(specify)

47. Do they perform your own work for you when you are participating in Government
Health Promotion programs?

1D Yes 2[] No

No 8. Question for Non participation in Hoa- Mark Sports Health Center

48. Have you ever practice physical exercises ?

o [] No 1] Yes

e~
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49. If yes , what kind of activity do you ever involve ?

1 D Fast walking 2 D Static ergometer
3 D House work 4 D Free hand exercise
5 D Jockeying 6 |____| Other (specify

50. Have you ever known about Hoa-mark Sports Health Center ?
0 D No 1 D yes
51 What is the reason for never attending in the Government health promotion program
1. D Never known about Hoa-mark Sports Health Center.
2 D Ill-health 3 D Elderly should not exercise
4 D No sparing time 5 I:] Other (specify)

52. Do you think, non participation in health promotion program can cause ill- health,
or not ?

1 D No 2 D Yes
53. If yes, what is its ?
1 D Week 2 D Stress
3. ] Obesity 4 [] Other (specify)
54. Do you think, what kind of activity be perform in Hoa-mark Sports Health Center ?
1 D Sports 2 D Recreation

3 D Treat ill-health 4 I:I Other (specify)
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Perceived benefit of the health promotion program:Do you think benefit of

health promotion program are following thing ?

Agree | Unsure | Disagree

1. Sharing experience with other
colleagues advantages.

2. Advantages enough for investment of
attending in health promotion program.

3. Received more social information

4. More advantages in role and position
of management in group.

5. Received of respecting from staff office

and the other members in term of aging

o))

. Increasing daily exercise.

~]

. Received physical examination.
8. Received knowledge of health
education for own healthy condition .
9. Not beneficial enough for loosing of time.
10. More potential to be in leadership

on sports and activities for health.
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Knowledge of health promotion program

right.

: Please mark on item that you think ig

Incorrect not sure | correct

1. Aerobic exercise for 20 minute
is enough for control weight .

2. Elderly should not take a shower in
day time can sleeplessness at night

3. Bean, nut and meat, fish, poultry are
primary a source of carbohydrate .

4. For proper control of weight need to
omit some time of meal.

5. Chinese boxing is a good exercise for
physical,mental,and release stress.

6. Social activities are beneficial to
health.

7. Regular physical examination may
control of ill health

8. Alcohol beverage can decrease of

physical performance more than cigarette
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Self assessment of confidence of physical exercise: Do you have a confidence

in the following thing ?

uncertain

neutral

certain

1. Controlling own health

2. Not stumbling against stairs
even in a little bit tired

3. Not catching a cold.

4. Having a deep sleep everyday.

5. Having a regular passage.

6. Eating every things as delicious.

7. Leading a regular life.

39357
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