
Abstract. – OBJECTIVE: Changes occurring
with increased age as well progressive illnesses
can negatively affect the independent function-
ing of older people. The goal of this study was to
identify the most common problems that make
independent life at home more difficult for the el-
derly and to try and present their relation with
age and gender.

PATIENTS AND METHODS: A total of 506 per-
sons over 60 years of age took part in the study.
They were residents of Poznań, Poland and sur-
rounding areas. The research instruments were
the Abbreviated Mental Test Score and EASY-
Care Standard 2010 questionnaire which makes
it possible to analyze patient's functioning in
seven areas and includes three risk scales: Inde-
pendence score, Risk of breakdown in care, Risk
of falls.

RESULTS: In the group studied the greatest
difficulties included performing complex activi-
ties of everyday life connected with moving
around (III area), difficulties with performing
household tasks (50.8%), shopping (39.7%) and
falls (35.0%). The most frequently reported
symptom that was a cause of worry was pain
(68.2%). Other health problems reported includ-
ed sleep disorders (58.9%), incorrect body
weight (52.6%), low tolerance of physical effort
(48.4%), urethral sphincter functioning disorder
(42.7%) and forgetfulness (40.5%). The feeling of
being lonely was found in 45.8% of older people.

CONCLUSIONS: Significant differences in
functioning between the genders were found in
the areas of meal preparation, falls, mobility out-
side the home, not feeling safe, lack of physical
activity, low tolerance of physical effort and al-
most all of area VII – Mental health and well-be-
ing. The main determinants of risk scores with
the Independence Score, Risk of breakdown in
care and Risk of fall domains were age and sub-
jective feelings of pain.
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Introduction

Demographic changes and a gradual increase
in the population of older people have increased
the interest of health and social care providers in
the health of senior citizens, and in particular,
their level of functionality. Functional efficiency
can be described as the ability to independently
undertake activities of daily living (ADL), as
well as more complex instrumental activities of
daily living (IADL) that are associated with nor-
mal independent functioning, both inside and
outside the home1,2. The independence of elderly
persons is related to successful aging.
Healthy aging is described as a lifelong process,

which supports, improves and maintains physical,
social and mental health, independence and a good
quality of life and facilitates the ability to adapt
easily to any changes that life might present3.
However, few people manage to live to an ad-
vanced age while maintaining full functionality.
The aging process gradually reduces mental and
physical abilities and this results in a deterioration
of the ability to complete daily tasks such as dri-
ving a car, managing money or taking medication4.
Some of these changes result from physical aging
of the body. However, most limitations are a conse-
quence of ongoing pathogenic processes. As diag-
nostic and therapeutic methods are developed, ac-
tive disease progression can be eliminated; howev-
er, existing complaints and psycho-social conse-
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in various aspects of life. It also provides a
chance to monitor the effects of the support pro-
vided in the area of independence and early iden-
tification of risk of falls or breakdown of care
and independence. In addition, the information
obtained can be the basis for collaboration be-
tween community nurses and social workers, for
example in obtaining equipment that facilitates
independent mobility or visits of a social carer,
who could help with shopping or cleaning the
house. Used periodically, the questionnaire also
facilitates the analysis of mobility changes.
The aim of this study was to identify the most

common problems making independent life at
home more difficult for the elderly and to try and
present their relation to age and gender.

Patients and Methods

Organization of the Research
A research was carried out from March to Sep-

tember of 2015 in two outpatient clinics and two
senior clubs. Students do internships in both
these units. The collected questionnaires let the
researchers know elderly persons living in the
area of the clinic’s operations better. Study par-
ticipants were chosen at random from among pa-
tients who were visiting their family doctor for a
check-up and guests participating in activities or-
ganized by senior clubs. A total of 20 persons de-
clined to continue participation in the survey, six
questionnaires were not filled in properly and
were thus not included in the database. The
analysis was finally based on 506 questionnaires.
Before each questionnaire was completed, the

researcher explained the purpose of the study to
the interviewee and discussed the instruments
used. Seniors could ask for help when filling out
the questionnaire and could opt out of the study
at any time.
Each examination began with an assessment of

cognitive performance using the Abbreviated
Mental Test Score (AMTS) scale. This required a
score of at least 6 points for the participant to be
further included in the study.

Research Inclusion Criteria
– Age: 60 years and over,
– Mental capacity that allowed for the complet-
ing the AMTS,

– Being an inhabitant of Poznań or the surround-
ing area,

– Consent to participate in the study.

quences are often remained present until the end of
life5. Early diagnosis of health disorders makes it
possible for carers to reduce negative conse-
quences, most importantly functional limitations6.
Limitations of mobility in elderly persons cause
multi-faceted problems. These affect, first of all,
the elderly themselves as their quality of life deteri-
orates. It also, however, affects their families, who
must engage more in the care for the elderly person
or provide financial support. Finally, it puts a strain
on public health as the number of people requiring
medical and social support increases and this sig-
nificantly increases the overall cost of health care7-
9. Moreover, caregivers are likely to suffer from
long-term consequences such as deterioration of
physical and mental health and financial standing
as well as limits on their professional and social ac-
tivities10. Such factors might contribute to the deci-
sion to resort to institutional care11. The financial,
personal, and social costs of care can be reduced
through attempts to preserve as much indepen-
dence in the elderly as possible. Towards this end,
functional condition and the need for care are as-
sessed12-16. If those areas of activity in which the el-
derly lose autonomy are identified then appropriate
care can be organized. This is a task for both, so-
cial services and healthcare providers. A tool that
could be used by those employed in both sectors of
care has been sought for decades.
Until now, the most frequently used methods

are single scales found in the comprehensive
geriatric assessment (CGA). Although their com-
pletion requires very little time, the analysis and
cross-referencing of the results present a much
greater time burden. In addition, in order for the
assessment to be carried out accurately and if the
patient has more than one carer, there must be
good and clear communication between all carers
in order to ensure that the scales are rated with
the same understanding. This is of course much
more difficult if there is no direct contact be-
tween carers.
As a consequence of the aforementioned limi-

tations and in response to the problem of an ag-
ing population, many different researchers have
gone to great lengths to try to develop tools that
would enable a comprehensive assessment of the
functional capacity of elderly patients. Such rec-
ommendations have been given to the EASY-
Care questionnaire16-21. The questionnaire can be
recommended both during home visits by nurses
and in the offices of primary care physicians. It
makes it possible to analyse the functioning of
elderly persons in seven areas related to activity
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Participants
The study involved 506 persons aged over 60

from the city of Poznań and the surrounding area.
The study group included 149 (29.4%) men and
357 (70.6%) women. The mean age of the group,
including both sexes, was approximately 75
years. Using two age group categories: 60-74 and
75 and over, no statistically significant difference
was found between the age and gender of respon-
dents (Mann-Whitney test, p = 0.575). Most of
the respondents lived in the city of Poznań
(75.1%). Persons who were married (39.5%) or
widowed (42%) were dominant in terms of mari-
tal status. The majority (76.9%) lived with a
spouse or a family member, only a quarter of the
group reported that they lived alone.
The characteristics of the study group are

shown in Table I.
The Abbreviated Mental Test Score

(AMTS)22 was used to assess cognitive perfor-
mance. The scale ranges from 0-10 points. Ob-
taining a score between 4 and 5 points indicates
moderate impairment while a score between 0

and 3 indicates severe impairment. A normal
state of mental ability is indicated by a score of
6-10 points.
The scope of independent functioning was

analysed using the EASY-Care Standard 2010
questionnaire, an instrument that makes it possi-
ble to comprehensively assess the functional
and socio-medical needs of older people in their
everyday environment as well as in healthcare
institutions16,18-21. It enables an analysis of func-
tional capacity in seven areas, which are I See-
ing, hearing and communicating; II Looking af-
ter yourself; III Getting around; IV Your safety;
V Your accommodation and finances; VI Stay-
ing healthy; VII Your mental health and well-
being.
There are 3 summarizing scales in the final

part of the questionnaire:

• Independence Score – used to determine inde-
pendence in basic and complex life activities.
On the basis of this score, it is possible to
identify those activities, which pose difficul-
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Women Men Both

Variable N = 357 70.6% N = 149 29.4% N = 506 100%

Age (60-101 years old)
60-64 15.0 4.2 11.0 7.4 26.0 5.1
65-69 80.0 22.4 27.0 18.1 26.0 5.1
70-74 61.0 17.1 32.0 21.5 107.0 21.1
75-79 94.0 26.3 35.0 23.5 93.0 18.4
80-84 53.0 14.8 28.0 18.8 129.0 25.5
85-89 38.0 10.6 16.0 10.7 81.0 16.0
90 and over 16.0 4.5 ----- ------- 54.0 10.7
Mean ± SD 75.7 ± 8.0 74.9 ± 7.3 75.5 ± 7.8
Median 76.0 76.0 76.0
Location of dwelling
Countryside 88.0 24.6 38.0 25.5 126 24.9
City 269.0 75.4 111.0 74.5 380 75.1
Marital status
Single 23.0 6.4 4.0 2.7 27 5.3
Married 141.0 39.5 110.0 73.8 251 49.6
Divorced 43.0 12.0 51.0 5.4 51 10.1
Widowed 150.0 42.0 27.0 18.1 177 35.0
Living arrangement
Alone 102.0 28.6 14.0 9.4 116.0 22.9
Cohabiting 73.0 20.4 57.0 38.3 130.0 25.7
With family 182.0 51.0 78.0 52.3 260.0 51.4
Economic status
Inadequate 32.0 9.0 9.0 6.0 41.0 8.1
Adequate 173.0 48.5 66.0 44.3 239.0 47.2
Positive 152.0 42.6 74.0 49.7 226.0 44.7

Table I. Characteristics of the study group.
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ties to the patient and to consequently plan for
appropriate support. The scale ranges from 0-
100 points. A higher score means a greater de-
pendence on others.

• Risk of breakdown in care – this scale helps to
determine the need for 24-hour care.
It includes the assessment of the patient’s de-
pendence in dressing, bathing, feeding them-
selves, using the toilet as well as changes in
their state of health including weight loss,
pain, a decline in interest in their surround-
ings, memory impairment and the rate of oc-
currence of falls. The scale ranges from 0-12
points. With an increase in points, there is an
increase in the risk of a breakdown in care and
consequently a need for continuing care.

• Risk of falls – the scale assesses the risk of
falls. The final score is between 0-8 points.
With an increase in points there is an increase
in the risk of falls19. The EASY-Care Standard
2010 tool underwent psychometric evaluation
in earlier studies20,23.

Statistical Analysis
The statistical package STATISTICA 10 PL

was used for analysis. The Mann-Whitney non-
parametric test was used to evaluate the differ-
ences between two independent groups whereas
the Kruskal-Wallis test was used when there
were at least four independent groups. Depen-
dence between variables expressed in a nominal
scale was evaluated using Fisher’s exact test. The
level of statistical significance was set at p <
0.05.
Accurate statistical analyses were performed

taking into account the variables of age and gen-
der. The variable age used two age ranges. One
has seven groups, which are 60-64, 65-69, 70-74,
75-79, 80-84, 85-89 and 90 and over. The second
divided respondents into two age groups, 60-74
and 75 and over.

Results

During the first stage of the study, each partici-
pant had their mental capacity checked by using
the AMTS as a screening tool. Most of the group
received close to the maximum points available,
the mean score in the group was 9.2 ± 1.0 points.
Both sexes obtained similar mean point totals (W
9.3 ± 1.0; M 9.1 ± 1.0, Mann Whitney test, p =
0.269).

The EASY-Care Questionnaire, which is rec-
ognized as an appropriate instrument for evaluat-
ing the need for support, was used to assess the
level of functional capacity in the study group.
Of the seven analysed areas, three areas: II –
Looking after yourself, VI – Staying healthy and
VII –Your mental health and well-being included
limitations for more than 40% of respondents in
independent functioning in at least one activity.
Also worthy of note is area III – Getting around,
in which 25% reported problems in almost all
theactivities analysed.

EASY – Care Questionnaire – Analysis
Within the study group, respondents scored

relatively highly in relation to carrying out activi-
ties of basic life (II). One of the problems most
often pointed out was the loss of control of the
urethral (42.7%) and rectal sphincters (27.3%).
Urinary incontinence was often reported by
women (W 44.6%, M 38.2%) and fecal inconti-
nence by men (M 29.5%, W 26.3%). Older peo-
ple included in the study experienced greater dif-
ficulties when completing more complex activi-
ties of daily living (Table II), particularly related
to Getting around (III), Staying healthy (VI) and
Your mental health and well-being (VII).
While 87.9% (n = 445) of the group could

move around on their own, difficulty in using
stairs was reported by 26.9% (n = 136) and mov-
ing around outside the home by about one quar-
ter of the group. Problems with mobility lead to
other limitations, such as difficulty in performing
household chores (50.8%), shopping (39.7%) and
increase the incidence of falls (35.0%). Problems
with mobility may arise from, among other
things, skin lesions or foot problems, which oc-
curred in 25.3% (n = 128) of seniors.
The study group demonstrated a high level of

self-care (assessed as part of area VI).
Regular physical activity was undertaken by

63% (n = 319), especially men (M 71.8%, W
59.4%), but a poor tolerance to exercise was re-
ported by 48.4% (n = 245). An additional prob-
lem for 41.1% (n = 208) of respondents was ex-
cess weight, which was slightly more common in
men (M 42.3%, W 40.6%). Women were more
often worried by unintentional loss in body
weight (W12.6%, M 8.7%) than men.
Most respondents reported problems within

the category Your mental health and well-being
(VII). Difficulties pointed out by 45.3% of se-
niors related to, among other things, hobbies and
learning. They were reported primarily by
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women (W 48.7%, M 36.9%.) and may have re-
sulted from memory disorders, among other fac-
tors. Forget fullness was reported by 40.5% (n =
205) of the group, more often by women (W
41.2%, M 38.9%) and those over 75 years of age.
Limitations in developing interests could also

result from problems with mobility outside the
home, visual impairment (40.1%) and hearing
loss (31.6%) (Area I). Visual impairments oc-
curred more frequently in men (45.0%) than
women (38.1%) and in patients over 75 years of
age (47.2%). Hearing loss was often reported by
women (W 32.0%, M 30.9%) and those from
the older age group (over 75 years, 44.7%). Al-
so, loneliness and persistent health disorders
were reported by participants in area VII. Al-
though only 22.9% (n = 116) of the group lived
alone, the feeling of loneliness affected 45.8%
(n = 232) of the group. It was more often report-
ed by women and patients over 75 years of age.
53.2% of the group assessed their health as be-

ing very good whilst 32.6% described it as
good. Men rated the state of their health slightly
higher than women. Health was rated as very
good by 4.7% men (n = 7) and 2.0% women (n
= 7), and as poor by 8.7% (n = 13) of men and
12.0% (n = 43) of women.
A worrying symptom reported by respondents

(68.2%) was the prevalence of pain, an ailment
reported more frequently by women (W 72.5%,
M 57.7%) and by patients over 75 years of age
(71.4%, compared to 64.2% among those under
75 years of age). Other health problems reported
by seniors, which include sleep disturbances
(58.9%) and depression (34.6%), were also re-
ported more frequently by women.

Gender and Age as Determinants
of Independence
During the process of identifying and selecting

those variables likely to affect the level of func-
tioning in individuals over 60, age and gender
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The whole 60-74
group N W M Statistical years > 75 Statistical

Area (%) N (%) N (%) analysis N (%) (N%) analysis

I Sight 203 (40.1) 136 (38.1) 67 (45.0) NS 71 (31.3) 132 (47.2) p = 0.0004
Hearing 160 (31.6) 114 (32.0) 46 (30.9) NS 35 (15.5) 125 (44.7) p = 0.0001
II Bathing 116 (22.9) 88 (24.6) 28 (18.8) NS 21 (9.3) 95 (33.9) p < 0.0001
Household chores 257 (50.8) 186 (52.1) 71 (47.6) NS 69 (30.5) 188 (67.2) p < 0.0001
Preparing meals 136 (26.9) 75 (21) p = 0.0000 35 (15.5) 101 (36.1) p < 0.0001
Dentition 166 (32.8) 118 (33.1) 48 (32.2) NS 66 (29.2) 66 (23.6) NS
Urinary incontinence 216 (42.7) 159 (44.6) 57 (38.2) NS 65 (28.7) 151 (53.9) p < 0.0001
Fecal incontinence 208 (27.3) 94 (26.3) 44 (29.5) NS 47 (20.8) 91 (22.5) p = 0.036
III Feet 128 (25.3) 91 (25.5) 37 (24.8) NS 44 (19.5) 84 (30.0) p = 0.008
Walking the stairs 136 (26.9) 102 (28.6) 34 (22.8) NS 28 (12.4) 108 (38.5) p < 0.0001
Falls 177 (35.0) 141 (39.5) 36 (24.1) p = 0.001 45 (19.9) 132 (47.1) p < 0.0001
Mobility outside home 142 (28.1) 110 (30.8) 32 (16.0) p = 0.033 31 (13.7) 111 (39.6) p < 0.0001
Shopping 201 (39.7) 151 (42.2) 50 (33.5) NS 38 (16.9) 163 (58.2) p < 0.0001
IV Feeling insecure 118 (23.3) 93 (26.1) 25 (16.8) p = 0.025 29 (12.8) 89 (31.8) p < 0.0001
outside the home
V Need for information 214 (42.3) 156 (43.7) 58 (38.9) NS 105 (46.5) 109 (38.9) NS
about benefits
VI Lack of physical 187 (37.0) 145 (40.6) 42 (28.2) p = 0.008 63 (27.9) 124 (44.3) p = 0.0001
activity
Little tolerance of effort 245 (48.4) 187 (52.4) 58 (38.9) p = 0.006 87 (38.5) 158 (56.4) p < 0.0001
Abnormal body weight 266 (52.6) 190 (53.2) 76 (51.0) NS 120 (53.1) 146 (52.1) NS
VII Development 229 (45.3) 174 (48.7) 55 (36.9) p = 0.015 66 (29.2) 163 (58.2) p < 0.0001
of interests
Loneliness 232 (45.8) 194 (54.4) 38 (25.5) p = 0.0000 82 (36.3) 150 (53.6) p = 0.0001
Sleep 298 (58.9) 231 (64.7) 67 (45.0) p = 0.0000 125 (55.3) 173 (61.8) NS
Pain 345 (68.2) 259 (72.5) 86 (57.7) p = 0.001 145 (64.2) 200 (71.4) NS
Low spirits 175 (34.6) 137 (38.4) 38 (25.5) p = 0.006 67 (29.6) 108 (38.6) p = 0.039
Forgetfulness 205 (40.5) 147 (41.2) 58 (38.9) NS 76 (33.6) 129 (46.1) p = 0.005

Table II.Activities that require support*.

*Difficulties were experienced by more than 20% of the group, the given answers were: I require partial assistance, and I can-
not perform the function on my own.
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were examined. The analyses performed revealed
that age was a strong determinant that restricts
functioning (Table II). With an increase in age,
there was a decline in self-reliance in specific ar-
eas. A statistically significant difference (p <
0.05) in the assessment of functioning among
those aged 60-74 compared to those over 75 was
observed in all activities included in the EASY-
Care questionnaire 2010, with the exception of
problems with teeth (II), the need for information
about benefits (V), problems with weight (VI) as
well problems with sleep and pain (VII).
A detailed analysis of risk in the Independence

Score, Risk of break-down in care, and Risk of
falls utilizing sex as a variable and using Dunn’s
Multiple Comparison Difference showed a statis-
tically significant difference (p < 0.05) in func-
tioning where the age difference between
analysed groups was only 10 years (for example
65-69 and 75-79, p = 0.001).
A smaller difference in the assessment of

functioning was observed when analysing gender
as a variable. A statistically significant difference
(p < 0.05) between women and men in terms of
independent functioning was only observed for
preparing meals (men reported more difficulty)
area II, falls and mobility outside the home (more
common in women) area III, lack of security out-
side home (reported more often by women) area
IV, and lack of regular physical activity and low

tolerance for physical effort (more common in
women) area VI.
A statistically significant difference (p < 0.05)

between men and women was also observed in
all activities including development of interests,
loneliness, sleep, pain, felling down but with the
exception of forgetfulness when activities in area
VII were evaluated.

Scales of Risk
The final part of the EASY-Care Questionnaire

includes three scales, which are used to summa-
rize the collected data and to determine risk in
the following domains: Independence Score,
Risk of break-down in care and Risk of falls.

Independence Score
The scale operates on a scale of 0-100 points.

In the test group, the average score was 14.4 ±
19.7, which indicates a relatively low risk of dis-
ability. However, after taking into account the de-
gree of deviation and a recorded point spread of
1-95 points, it can be concluded that the group
was diverse in terms of independence (Figure 1).
The Mann-Whitney test was used to demon-

strate a difference in the risk assessment of dis-
ability when comparing the age ranges 60-74 and
75 and over (p < 0.0001). Dunn’s Multiple Com-
parison test showed that risk grew with an in-
crease in the age of the group. People aged 60-64

D. Talarska, S. Kropin’ska, M. Strugała, M. Szewczyczak, S. Tobis, K. Wieczorowska-Tobis

Figure 1. Independence score by age and gender*. *Graph based on the mean score.



attained a mean of 6.4 ± 18.4 points, those who
were70-74 years old scored 14.7 ± 9.9 points,
while those who were 85- 89 years old 30.3 ±
27.1 points. A statistically significant difference
was not observed in the assessment of the Inde-
pendence Score when using gender as a variable
(Mann-Whitney p = 0.358). Women and men ob-
tained similar scores (W15.0 ± 20.4, M 13.0 ±
18.0 points.).

Risk of Breakdown in Care
Respondents could score between 0-12 points.

They gained a mean of 3.4 ± 2.5, which indicates
a lack of a need for full-time care (Figure 2).
A statistical analysis showed a statistically sig-

nificant difference (p = 0.0001) in the assessment
of risk of breakdown in care when comparing
women (3.7 ± 2.5 points) and men (2.8 ± 2.4
points) and when comparing age groups (p =
0.001): 60-74 years (2.6 ± 2.1 points) and 75
years and over (4.1 ± 2.6 points). However, al-
though the score for risk of full-time care in-
creased with age: 60-64, 2.0 ± 2.1 points; 70-74
years, 3.0 ± 2.4; 85-89 years 4.8 ± 3.0, it still re-
mained low.

Risk of Falls
The risk of a fall is indicated by a score of at

least 3 points and increases correspondingly with
an increase in points (Figure 3).

The analysis excluded those who were restrict-
ed to beds or armchairs and were not able to walk
independently. No statistically significant correla-
tion was found between risk of falls and gender
(Fisher test, p = 0.395). 80 (23.8%) women and 29
(20.0%) men found themselves in the category of
being at risk for falls. A statistically significant re-
lationship (p < 0.001) was found when evaluating
the risk of falls by age. In the 60-74 age, range
10.0% of people were found to be at risk, this in-
creased to 33.2% in the over 75 group. This result
confirms that the risk of falls increases with age.
The risk of falls was more frequently diagnosed
among women in respondents aged up to 80 years
old, while in the group 80-84 men suffered more
from this problem. The next age group showed
that both sexes were equally at risk while in the
group representing people over 90 years of age
there were only women and their risk of falls in-
creased significantly.

Discussion

With aging, the internal organs deteriorate and
this reduces the compensatory capacity of the
body, which results in functional decline. Initial-
ly, this deterioration affects activities that require
a greater degree of physical and cognitive in-
volvement (IADL). It later encroaches into the

781

Barriers in functioning of elderly people

Figure 2. Risk of break-down in care by age and gender*. *Graph based on the mean score.
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field of self-reliant functioning2 as well. To eval-
uate the level of independence of elderly per-
sons, the EASY – Care Standard 2010 question-
naire was used, which is recommended as a tool
for assessing the functional capacity of the el-
derly16-21,24.
In this study, despite the difference in num-

bers, the mean age for men and women was simi-
lar – about 75 years old. This is the age at which
disease and the aging process increasingly limits
independent functioning2,7. The group studied
demonstrated a great propensity for indepen-
dence with regard to self-service activities, but
did report problems with urinary incontinence,
which is also highlighted by other researchers as
a factor hindering independent functioning2,6,25-27.
Pinar et al26 also showed a statistically significant
difference (p < 0.001) in the assessment of the
risk in elderly patients with urinary incontinence
in three domains of the EASY-Care question-
naire; Independence Score, Risk of breakdown in
care and Risk of falls. Urinary incontinence also
affects the quality of life for older people27.
Greater limitations in the study group were

found in those domains, which included activi-
ties such as using stairs, being outside the home
or doing the shopping. More than half of the
group also had trouble with doing housework.
These difficulties were exacerbated by age and

a similar trend was also observed by other re-
searchers2,6,7,11,13,18,28. Among the factors signifi-
cantly affecting the functioning of older people
with respect to IADL, researchers from Brazil
and Canada mentioned the deterioration of cog-
nitive functioning, and with respect to ADL, oth-
er comorbidities, particularly of the feet and
joints as well as with the heart and eyesight2,7.
Obesity was also found to be an impediment in
performing activities of daily life, especially
those related to mobility29.
In analysing the functioning of the elderly,

the authors of earlier studies included such vari-
ables as age and gender2,7,18,28. Similarly to the
present study, they did not show statistically
significant differences when comparing the as-
sessment of the functioning of men and
women2,7,18,28. The analysis carried out by the
authors of this study in relation to scores in the
domains of Independence Score and Risk of
Falls, showed that there were no statistically
significant differences in the assessment of the
functioning between men and women1,7,28. In re-
lation to the Independence Score and Risk of
Falls, no difference was found in the assessment
of functioning between women and men. How-
ever, a statistically significant difference (p <
0.05) was confirmed between women and men
in Risk of breakdown in care.
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Figure 3. Risk of falls by age and gender*. *The chart contains the percentage of women and men at risk of falls in each age
group.



This study also revealed a statistically signifi-
cant difference (p < 0.05) in the assessment of
the Independence Score and Risk of breakdown
in care in assessing the Risk of falls by age. With
aging the risk in different scales increased. Risk
of falls was higher in women.
More problems concerning ADL and IADL

were observed in the older age groups (over 80
years old), especially with those taking two or
more medications and suffering from cognitive
impairment2,6,7,13,18,28,30. The relationship between
cognitive impairment and efficiency in terms of
IADL, according to Freitas et al2 results from the
need to use cognitive processes (that require
higher thought processes) such as memory and
planning when performing such tasks as manag-
ing money, taking medications or using the
phone. Memory problems were reported by a sig-
nificant part of the group, often women. Prob-
lems with forgetfulness intensified with age with
nearly 50% of patients over 75 years old suffer-
ing from this problem.
The most disturbing disorder, occurring in

among two thirds of the study group, and sig-
nificantly affecting the three analysed scales,
was a persistent chronic pain. With regard to
pain, a statistically significant difference was
observed in the assessment of the three risk
scales (Mann Whitney test scores: Indepen-
dence, p = 0.0005, Risk of breakdown in care p
< 0.0001, Risk of falls p < 0.0001). Pain is rela-
tively common in the elderly due to health
problems, especially due to musculoskeletal
diseases24,31,32. It adversely affects nutrition,
mobility and sleep. The impact of pain may be
bidirectional in terms of movement. Although
pain may directly limit mobility, the lack of ac-
tivity that it induces can also lead to contrac-
ture and limit the range of motion of joints,
consequently leading to further pain. Chronic
pain can cause depression, physical or verbal
aggression, neuropsychiatric symptoms such as
withdrawal and delusions. It also significantly
restricts the performance of basic and instru-
mental life activities (ADL and IADL)32,33.
Another factor adversely affecting the assess-

ment of the functioning of the group, especially
in psycho-social terms, was the feeling of lone-
liness present in half of surveyed women and
people aged over 75, though the majority of re-
spondents lived with family. Feelings of loneli-
ness may be caused by an absence of a spouse
and/or by a lack of engagement in the emotional
life of the family. In addition, together with mo-

bility problems outside of the home, they could
also reduce social interactions. The feeling of
loneliness, commonly encountered in the elder-
ly, results not only from grief and limited sup-
port networks, but also from conscious with-
drawal from social life due to a feeling of being
inferior, less attractive than others or due to fi-
nancial problems1,13.

Conclusions

With age, the independence of older people in
the analysed areas diminishes. Significant differ-
ences in functioning between the genders were
found in such areas as preparing meals, falls, mo-
bility outside the house, feeling insecure, lack of
physical activity, low tolerance for physical effort
and in almost all of area VII – Mental Health and
well-being.
When planning support for those included in

the study, a number of principles must be taken
into account. Firstly, the group is not uniform in
terms of limitations, so consideration of individ-
ual needs is necessary. Support should be fo-
cused not only on current problems, but also on
the prevention of exacerbation of disability. Sec-
ondly, difficulties in independent functioning of-
ten resulted from modifiable factors such as a
lack of eyeglasses or hearing aid, hard corns or
calluses on the feet. This confirms that support is
insufficient.
The remedies that emerge include diagnosing

the cause of problems and eliminating them and
increasing mobility. There is appearance of prob-
lems that limit independent functioning may fa-
cilitate improvement of social interactions and at
least partially decrease the feeling of loneliness.
For older people to maintain their indepen-

dence periodic assessments of their functionality
should be carried out and support systems that
address the factors that limit their independence
should be implemented.
Limitations in bio-psycho-social functioning

within the study group were associated primarily
with low mobility, pain and feelings of loneli-
ness. These problems naturally need to be ad-
dressed and this work suggests that the most effi-
cient course of action should be to determine the
cause of pain, eliminate it and increase mobility.
Working on these problems could improve social
interactions and even partially decrease feelings
of loneliness.
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To preserve the independence of elderly per-
sons, their functional capacity must be periodi-
cally assessed and various support systems ad-
dressing those factors that limit their indepen-
dence must be implemented.
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