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Healthy ageing is a desirable expectation of all
alrnmunities in the worldt. The United Nations (UN) and
:e \\brld Health Organization (WHO) have been in the
lcmeiont in encouraging Governments to promote policies
:o*'ards healthy and successful ageing of their people.
Global population of elderly would increase to 15% by the
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year 2025 and to 22Yo in 2050 and about 60% of elderly
persons live in the developing world. The percentage of
population over 60 years in Sri Lanka has increased from
4.2Yo in l97l to 9.2Yo in 2000 and is expected to reach
28.5%by 205Gr. Sri Lanka is being unique in the present
process ofageing.

ln this context ofincreased life expectancy, Sri Lanka
needs to concentrate in the improvement of quality of
life among the increasing elderly population. Thus, it is
essential to equip the system with qualified medical
personnel specializing in elderly care to deliver the high
quality health services to eldersa. Although the health
authorities provide a wide range of services in Sri Lanka,
with special hospitals for children and mothers, elders are
not provided with such specialized services separately,
and the elders need not become a burden to the society
and family, and even to themselvess.

The healthcare services in the Batticaloa district are
being provided by both central and provincial health
ministries and these are available from primary care to
tertiary care levol. The health seeking behavior in the
district is being different in many aspects among elders in
accessing'the health facility, in the context of triple
transition involving epidemiologic, demographic and
technological trends.
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This study was aimed to understand essentially the
issues relating to the health care needs of the elierly
through their health care problems, and health seekin!
behaviors alongwiththe services available forthem. Thusl
this study attempted to explore the nature of the health
care needs ofelders, and services available in Batticaloa
district. The outcome of this study is expected to bring
possible improvements in elderly care with bettei
innovations at primary care level in tle district.

Methodology

This cross sectional descriptive study was carried
out in Batticaloa dishict, which aimed at looking health
care needs and services available for elders as the main
objective. This study further focused on health care
problems, health seeking behaviors among elders along
with accessibility of health and social ,"*i""r.

All fourteen Divisional Secretariat divisions (DS
divisions) of the Batticaloa District were considered as a
study setting. All elders of both sexes in the Batticaloa
district were considered as the study population. This
study has consisted 2 components.

This was a community based cross sectional and
descriptive study using interviewer administrated
questionnaire. All fourteen Divisional Secretariat divisions
(DS divisions) of the Batticaloa District were included in
this study. Elders who were residents for more than one
year were eligible to enter the study as inclusion criteria.
Elders, who were unable to communicate effectively, those
who refused to participate and those who were institu_
tionalized were excluded.

Sample size for this study was calculated by using
the practical manual on minimal sample size determination
byLwangaand Lemeshow ( 199l)6.Based on a Sri Lankan
sttrdy7 35Yo of the elders'population was considered as
anticipated population proportion and, l\%owas taken as
the relative precision in the present study. With this anti_
cipated population proportion and relative precision, the
sample size was 7 I 3 and it was rounded up ti I t S. Sample
size was^increased by lg% considering the non_respon_
siveness8. Thus, the final sample size wis g44 and for the
practical convenience it was rounded to a figure of g45.

As already 14 sub populations existed in adminis_
trative terms, random sampling was used for obvious
reasons. Therefore, in order to get a representative sample,
following sampling scheme has been summarized. Number
of elders participated were selected proportionately using
the formula below z, _ n jL which was used for cal_
culating the sample size foi proportional allocationu to
divide the sample to each Divisional Secretariat (DS)
divisions of the Batticaloa dishict.

4

The proportionate and simple random sampling
method were used in two stages for data collection li,
stage was proportionate according to the size ofthe study
populatione from availed informationro and2nd stage by
simple random sampling.

List of elders in each sub population was available
and household details also obtained from Grama Servaka
Niladhari (GSN) divisions. Thus, using computer software
"WinPepi", random numbers *"." !"rr".uted for each
DS division (using SRS- withoutreplicement option) for
required sample size. Subsequently the generated num_
bered elder was identified with the help irom the GN of
respective area. Then the data was collected from the elders
forJhis study by house hold visits. Only one elder from
each identified household was included in the survey.

- 
A modified Delphi technique was applied to formulate

study instruments for this study. The questionnaire and
check list were prepared after focus gioup discussions
with experts. prior to data collectionl peimission was
obtained from Government Agent Batticaloa and subs_
equently from all 14 Divisional secretariats and relevant
Grama Niladharis, and from all Health authorities of the
Batticaloa region. The principal Investigator (pI) and his
trained team visited each DS divisionLd involved in
collecting data from the selected participants.

Each team visited households during weekends which
improved the availability of employed-family members.
Written informed consent was obtained fromthe subject
prior to data collection. privacy of the subject was
maintained throughout.

Data collections were done at suitable places either
at GN office or at the patient,s residence to aiminister the
questionnaire.

All questionnaires were checked for errors and
omissions at the end of the day by the interviewers. A
coding key was prepared and tho questionnaires were
coded before data entry. Statistical package for social
sciences (SPSS) l6 version software was useJfor analysis.
Descriptive statistic was used to assess the mean and the
percentages ofthe variables. Chi_square test was used to
find out significant association between two categorical
variables. Significant level of< 0.05 was set all the time.

Ethical considerations

Ethical clearance was obtained from the Ethic Review

_C-ommittee, 
Faculty of Health Care Sciences, Eastern

University, Sri Lanka. permissions were obtained from
relevant authorities before commencement of the study.
Informed written consent was obtained from each partici_
pant. Confidentiality was ensured at every stage of data

..collection. All personal information was kipt unAer
confidential by the principal investigator throughout the
study.
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Results

Socio-demographic characteristics of the participants

Thble 1. Socio-demographic characteristics ofparticipants based on gender differences

Characteristic Response Male
n (%o)

Female
n (%o)

Total
n (%o)

Gender

Age group (years)

Ethnic background

Educational level

Monthly income (Rs)

Marital status

84s (100.0)

44(s2.s)

401(47.s)

6(0.7)

6aQt.2)

231Q7.4)

6(0.7)

310Q6.7)

345 (40.8)

180(2r.3)

10(1.2)

718(8s.0)

se(7.0)

2sQ.e)

43 (5.1)

3 (0.3)

s76(68.2)

7 (0.8)

2seQ0.7)

60-69

70 andmore

Sinhalese

Tamil

Muslim

Burger

Never attended school

Up to grade 5

UptoGCE(O/L)

Up to GCE (A/L) and above

< 1,000

1,000-3,000

3,001 - 5,000

>5,000

Single

Married

Divorced/Separated

Widowed

367 (43.4)

187(50.e)

180(4e.1)

s (1.4)

280(76.3)

8t(n.0)

l (0.3)

e3Qs.3)

170(46.3)

e8Q6.7)

s(1.7)

2uQ7.4)

37 (r0.1)

14(3.8)

32(8.7)

2(0.s)

321(87.s)

1(0.3)

43(11.7)

478(s6.6)

2s7 (s3.8)

221(M.2)

r(0.2)

3n67.4)

lso(31.4)

5 (1.0)

217 (4s.4)

t7sQ6.6)

82(17.2)

4(0.8)

434 (e0.8)

22(4.6)

ttQ.3)

ttQ.3)

t (0.2)

2ss(s3.4)

6(1.3)

216(4s.1)

GCE (O/L) - General Certificate of Education (Ordinary Level), GEC (A/L) - Gcneral Certificate of Education (Advanced level)

Health care and other problems faced by elders

Thble 2. Distribution ofproblems faced by elders

More than half of elders were in the age group of
60-69 with female predominance. Majority (71%) of the
elders were Tamils and2TYo were Muslims in this study.
Two thirds of the elders were married, one third were
widowed. In educational level and gender, just over one
third never attended the school whlle 4l%o studied up to
grade 5. Most ofthe elders had family monthly income of
less than 1000 rupees or no income at all.

Problems Tbtal
o//o

Medicalproblem

Financial

Psychological problems

Inmandgingtime

Limitation ofpersonal needs

582

484

40

5

t9

68.9

57.3

4.7

0.6

2.2

Vol. 34, No. 1,2018
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Majority (69%) of the elders had medical problems and 57Yo had financial problems and there was no statistical
significant difference Gt:0.22) between prevalence of chronic medical conditions and age groups. In addition, there was
no statistical significant difference (p:25) between gender and financial problems.

Chronic illnesses

Thble3. Long standing medicalproblems among elders

Health problems Male Female Total
o//oo//o%

Hypertension (HT)

Arthritis

Backache

Bronchial asthma (BA)

Diabeticmellitus(DM)

Cardio vascular Disease

Mental disease

Any types of malignancy

n4
t24

8l

6
48

35

t4

5

13.5

14.7

9.6

7.8

5.7

4.1

1.7

0.6

216

tv
129

g7

I
4t

t7

10

2s.6

18.2

15.3

10.3

n.7

4.9

2.0

t2

330

n8
210

153

147

76

31

15

39.1

32.9

24.9

18.1

t7.4

9.0

5.t

1.8

Nearly 39Yo of elders had hypertension, 330lo had arthritis, l8% asthma and lTYo diabetes mellitus. No statistical
significant difference between long standing DM and HT (p:0.06, p:0.93) and age groups.

Table 4. Distribution of problems with gender commonly associated with old age

Problems Male Female Total P Value

%o//o%

Poor sleep

Poor appetite

Poormemory

Constipation

Incontinence

2W

198

81

T2

x

24.5

23.4

9.6

8.5

J.J

310

317

136

90

4

36.7

37.5

t6.l

10.7

5.2

517

515

2t7

t62

72

61.2

fi.9
2s.7

t9.2

8.5

0.01

0.00

0.03

0.2s

0.6s

Majonty $l%) ofthe elders had poor appetite and poor sleep. There was statistically significant difference (p<0.05)
between above variables and gender. Further, majonry (65%) had visual and23%hadhearing impairments. There was no
statistical significant difference (p > 0.05) between gender and visual, hearing and mobility impairments.

Thble 5. Prevalence and nature of falls among elders

Characteristics Responses Males Females Total
%o,1%

Falls

Recent history
offall

Yes

No

Within 3 months

Within4 - 6 months

WithinT-9months

Within 10 - 12 months

Beyond I year

Accidental fall

Fainting

80

287

2'.|

9

J

I

40

76

4

21.8

78.20

33.8

n.2
3.8

t2
s0.0

95.0

5.0

89

389

18.6

814

M.t
10.1

2.3

l.l
40.4

91.0

9.0

169

676

68

18

5

2

76

157

t2

20.0

80.0

40.2

10.7

3.0

t2
45.0

92.9

7.1

4t

9

2

1

36

81

8

Nature of fall

Sri Lankan Family Physician
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In this study, 20%o of elders had fallen at any time within last one year. Among them, about 50% of them had fallen
within 6 months. Major cause of the fall was due to accidental. There was no significant difference (p>0.05) between
gender and occurrence offalls.

Health seeking behavior towards chronic illness

Table 6. Patterns of clinic attendance among elders

[cal

las

o//oo//o
I

Clinic details Variables Males Females
n%,

Tbtal

4A

443

351

35

t6

24
2i2

216

24

6

t3

50

t9

104

I

Lr
I

Clinic attendance

Place ofclinic

Duration of
follow-up (months)

Yes

No

Govemment

Private

Native

0 -12

13 -24

25 -36

>36

156

2tl

135

l1

10

58

l3

11

68

42.5

57.s

86.5

7.1

6.4

37.2

8.3

10.9

43.6

s1.5

48.s

87.8

9.7

2.5

29.7

20.3

7.7

42.3

131

63

36

172

47.6

52.4

87.3

8.7

4.0

32.6

15.7

9.0

42.8

F
i

;
D

About 48Yo attended clinic and 88% of them at
govemment hospitals and 3 years follow up was observed
umong 43o/o. In addition, 95% of elders took prescribed
medicines and one third of them took 5-10 drugs
simultaneously. Most ofthe elders (889%,rr75l) sought
treatment at hospitals and 5%o directly from pharmacies.
All most all respondents (98.9o/o, n:836) did not receive
age related health advice from their health care providers
during their hospital visits for acute and chronic illnesses.
Laundry work was the most assistance needed activity
,morg elders in this study.

Availability and accessibility of social seryices

Sixty nine percent ofelders (n:584) had their elderly
ID. Approxim ately 50Yo of elderly ID card holders did not
use them anywhere and 44%o ID cards holders were
moderately satisfied while 40Yonotsatisfied at all.

Mostofthe elders (63%) didnothave access orutilize
most of the social services, facilities for elders. Among
those, elderly committee participation was mostly accessed
or utilized. Grand parenting (44.3%) and watching TV
(36.4%) were the commoner leisure activities among the

Table 7. Description ofsocial subsidiaries elders received

Response Males Females
n94

Tbtdl
o//oo//o

Social
subsidiaries

Level of
satisfaction

Gort(Samurthy)

NGOs

Elders'society

Well wishers

HiCh

Moderate

I-ow

Notatall

30r

6

I

13

2

119

2t

t79

93.8

1.9

0.3

4.0

0.6

37.1

6.5 ..

55.8

422

9

J

8

I

169

4t

231

95.5

2.0

0.7

1.8

02

38.2

9.3

52.3

723

15

4

2t

J

288

62

410

94.8

2.0

0.5

2.8

0.4

5t.t

8.1

53.7

Vol. 34, No. 1, 2018
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elders in this study. Gardening and listening to radio were
higher among in the age group of 60-69 and there was a
statistical signifi cant difference (p>0.05) between those
and age group. Majority ofthe elders(74.6o/o) got involved
in their cultural activities and 85yo of the elders were
engaged in their religious activities. There was statistical
significant association between ethnicity and religious
activities (p:0.03).

Most of the participants were obtaining .Samurdhi,

government subsidiaries. More than half of them were
not satisfied at all about receipt ofsubsidiaries. All elders
had expressed that non availability of specially trained
doctors, nurses as well as minor employees for appropriate
elderly care at the hospitals attended either for acute or
chronic problems. In addition, there were no specific infra-
structure facilities available for the elders.

Discussion

The present study identified that the elders in the
Batticaloa district had faced several problems such as
medical, financial, psychological, time management and
limitation ofpersonal needs. The reasons for majority of
the elders facing medical problems could be explained by
the effect of ageing and chronic illnesses have become
the norm and the existence one or more chronic non
communicable diseases. In addition, elders suffer more
from visual and hearing impairments from mental,
neurological and bone disorders. The health and social
needs among elderly become complex in the context of
South Asiall. In Sri Lanka, elderly people face a greater
prevalence of disabling, chronic and degenerative
diseasesr2.

The financial problems noted in 57yo of the elders,
were mainly due to the chronic diseases as contributing
factor for most ofthe expenditure on healthcare. This study
revealed that elders were with many chronic long standing
problems. It is evidenced that more than 50yo of elders
have three or more chronic diseases13 and non-
communicable diseases Q.{CDs) have already become the
largest contributor to the disease burden in Sri Lankara.
The accelerated ageing ofthe population would bring new
challenges to the health care and social welfare systems
of Sri Lanka3. Multiple chronic conditions (MCCs) pose a
substantial health care problem, especially among the
aged and creating more complexpatterns ofhealth carers.
With the ageing population and the accompanying rise
in multi morbidity, the burden of chronically ill on
health service capacity and costs is expected to rise in
the futurer6. Thus one of the greatest challenges in
geriatrics is to provide optimal care for elderlywith multiple
morbidit;/.

Sleep problems are not a consequence ofthe ageing
processpers e ; they are related to medical and psychiatric

8

morbidity as well as psychosocial issues and estimated to
be about 40% in the elderly populationrT. In contrast, a
study reveale dthat23-34%o had poor sleep in the geriatric
populationls. It is well accepted that in elderly, poor
appetite is multi-factorial and associated with othermedical
conditions like multi-mobility, unrecognized mental or
psychological issues or due to polypharmacy as well. Like-
wise, constipation was also a problem in about one fifth
ofelders in this study. The factors for constipation in the
elderly were considered to include immobility, reduced
fiber and fluid intake, medicinal drugs, depression,
neurological disorders, endocrine disorders and gastro-
intestinal malignancy as well2. Falls and mobility problems
are two of the more common and serious concems faced
by elders. In this study, one fifth of elders had a fall within
last one year. Falls are a major concern in health care for
older adults because most falls are associated with a high
risk of fracfures, resulting in a need for long-term care.
Furthermore, in this study, fainting attack was the cause
in less than 8% offallen elders. Syncope in elderly is a
frequent, complex and potentially devastating problem as
brieftransient loss ofconsciousness and loss ofpostural
tone, with rapid spontaneous recoveryre.

In this study most ofthe elders were engaged in their
religious activities (85%) and cultural activities (75%). The
level of religious participation in elderly seems to be
greater because the religious community is the largest
source of social support outside the family. At the same
time, many elderly people felt that religion and prayers are
most important for them to cope with physical health
problems and stresses. Meditation is a physiological state
of reduced metabolic activity that elicits physical and
mental relaxation, and is reported to enhance psychological
balance and emotional stability2o. Once they are into
regular recreational activities, they would gain more self-
esteem. The activities could calm their moods, increase
their physical capability, slow down the ageing process,
improve the quality of life and reduce medical expenditure.
An exploratory study in Taiwan reveals that, leisure
activities are very important to the elderly population,
since such activities could keep the body active and
promote self-recognition2r. According to the sources at
Ministry of Health Sri Lanka, there have not been
specialized units at hospitals to specifically care for the
needs of the elderly. It could be well evidenced by the
World Bank report that the health system has insuf-
ficiently focused on the healthcare needs ofelderly and
constrained by the lack ofresources and their inequitable
distribution22.

Most of the participants (95%) in this study were
obtaining subsidiaries from the government Samurdhi.
More than halfthose (54Yo) were not satisfied at all about
receipt of subsidiaries. According to available sources,
public assistance allowances are paid to all vulnerable

Sri Lankan Family Physician
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categories including destitute elders. Increasing cost of
living and excessive health expenditures are the main
reasons among elders forpoor satisfaction. Therefore, an
urgent need to establish and maintain social security
systems to support elders23 is very much anticipated
because social security is a basic right that the senior
citizens ofa country should enjoy.

Regarding above perception of being burdened with
diseases may be due to existing long-term disability in the
elderly population and change in the capacity of the
support system2a'25. Furthermore, the productivity of the
elderly in terms of their rich experience and their support
as well as guidance to the younger generation, is less
recognized and in many instances, as they share the family
income without generating any incomd6, and also the
elders commanded authority and respect within the family
and in the community2T. As people live longer and have
fewer children, family structures are transformed, leaving
older parents with fewer options for cards.

Limitations of the study: This study did not include the
institutionalized elders' especially elders, homes,
hospitalized elders' where the care would be somewhat
organized.

Conclusion

Hypertension, muscular skeletal problems, bronchial
asthma and diabetes were the commonly identified long
sanding medical conditions. Poor sleep, poor appetite,
poor memory constipation and urinary incontinence were
identified as associated problems. Visual, hearing and
mobility impairments were also found.

OPD of govemment health care institutions were
mostly the first contact care and around half of them
*ttended the tertiary or secondary care level hospital for
c-hronic medical conditions.

There was no separate ward/unit or other infra-
stmcture facilities for elders in the health care institutions
in Batticaloa district. Health promotion activities were
minimal and trained resources were lacking in elderly care
sernices. Elders were not engaged in a productive manner
and leisure activities were home bound though they well
puticipated in cultural and religious activities. The existing
social security system is inadequate for elders.
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