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Abstract

Background: Mobility limitations are common in older adultsfedting the physical, psychological, and social
aspects of an older adult's life. The term quadityife (QOL) references the general well-beingirdividuals
and societies. The term is used in a wide rangeonfexts, including the fields of international dmpment,
healthcare, and politics. Quality of life shouldt h@ confused with the concept of standard of gyiwhich is
based primarily on income. Instead, standard indisaof the quality of life include not only wealtnd
employment but also the built environment, physaad mental health, education, recreation andreisme,
and social belonging Quality of life (QOL) is abdaroncept affected in a complex way by the persphissical
health, psychological state, social relationship the relationship to salient feature of the esrvinent.Aim:
This study aimed to assess the nature of relatipristween mobility on QOL in older adults througgsessing
the older adults’ mobility, Activity of daily livig (ADL) and QOL.Subjects and methods. A descriptive study
was conducted on a convenient sample of 75 oldelitsath Social Care Home at Makkah AL-Mukarramabh.
Tools of data collection were an interview questi@ine form to collect socio-demographic charactess
Elderly Mobility Scale (EMS), WHOQOL-BREF, and ADResults. The current study revealed that nearly
half of older adults their ages ranged from (>75-y8ars) and more than two thirds of them had astbotis,
hypertension, diabetes mellitus, and urinary inic@mice, more than half of the study sample wereived
assistance in bathing, dressing, and continence o than half of subjects feeds themselves withou
assistanceConclusion: There is a strong positively relationship betw&gnlL, ADL, and elderly mobility (EM).
Most of the older adults at geriatric home are cetey dependent in ADL and mobility. Also theresmaighly
statistically significant difference between QOldg®M. Recommendation: Training exercise must be provided
upon initial range of motion of older adult, andcearage the older adult to applied ADLs.

Key words: Mobility, Quality of Life, Older Adult and Geridt Home.

1. Introduction

Sarcopenia, the age-associated loss of skeletallenoass and function, has considerable societelezpuences
for the development of frailty, disability, and fthacare planning. A group of geriatricians andestists from
academia and industry met in Rome, Italy, on Novemb8, 2009, to arrive at a consensus definition of
sarcopenia. The current consensus definition waso&pd unanimously by the meeting participants ianas
follows: Sarcopenia is defined as the age-assatiatss of skeletal muscle mass and functibielding, and
Roger, 2011).

Spontaneous self-definition was investigated iregefogeneous sample of N = 516 participantb@Berlin
Aging Study, aged between 70 and 103 years. Theerbof the self-definition revealed that old aretwold
persons view themselves as active and presenttediefihe self-definition also reflected an inwaréentation,
and central themes of life-review, health, and far(fFreund, Alexandra M., et al, 2009).

This age group is further classified into the stleckearly old, who are aged 64-75 years, anddheaied older
elderly, aged 75 years or older. The definitioranfolder or elderly adult can be considered fronoblogical,

biological, or socio-cultural perspectives. Chramgital age is generally used as a default, andr @dde is
typically defined as the age at which a person beso eligible for statutory and occupational retie@m
pensions.( Gibson, et al.2010). Aging is often agganied by a decline in functional performance disdbility

as described in the disablement process model,(€falt. 2012).

Mobility is fundamental to active aging and is imétely linked to health status and quality of lildthough
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there is widespread acceptance regarding the impoet of mobility in older adults, there have beew f
attempts to comprehensively portray mobility, aeskearch has to a large extent been disciplinefgpdéinstey,
et al. 2006).

Mobility is broadly defined as the ability to moemeself (e.g., by walking, by using assistive desjoor by
using transportation) within community environmethtat expand from one’s home, to the neighborhaad,to
regions beyond. The concept of mobility is portchythrough 5 fundamental categories of determinants
(cognitive, psychosocial, physical, environmengadd financial), with gender, culture, and biogragpgrsonal

life history) conceptualized as critical crossagtiinfluences. Each category of determinants ctss an
increasing number of factors, demonstrating greetenplexity, as the mobility environment expandshfar
from the home. (Anstey, et al. 2006).

The world health organization (WHO) defines Quabfylife as “an individual's perception of their gition in

life in the contest of culture and value systerwhich they live and relation of their goals, expdicn, standers
and concerns”. It is broad ranging concept affedteda complex way by the person’s physical health,
psychological status, person’s beliefs, social timhship and their relationship to silent featurfs their
environment(. Abdel Alkadr.A.2012).

A positive approach to health encompasses physieital, emotional and social wellbeing. Stressagament,
meditation and visualization, brain fitness, lagghherapy, healthy lifestyles, self-motivation angbrovement,
happiness, attitudes and prevention, as well asngbar of other approaches, can make a huge impasche's
quality of life, health, and happiness. Motivated anformed readers can enjoy the resources hedéstover

approaches to healthier living as they explorelities between mind, body and brain.( Fowler and géia,

2013)

The nurse who work with healthy older adult pessin their communities, acutely ill elders remgr
hospitalization and treatment, and chronicallpilldisabled elders in long term care facilitieslla# care, home
care and hospice. The scope of practice for gelagical nursing includes all older adults frone ttime of old
age until death. Roles of the gerontological nangecare giver or provider of care, teacher, adegcaanager,
and research consumer.( MauR010).

2 . Significance of the problem:

In recent years, there has been a sharp incredbe imumber of older persons worldwide and morepeldple
are alive nowadays than at any time in historyptugortion of the population aged 60 and ovea)$® growing
each year. By the year 2025, the world will ho&t Hillion people aged 60 and over and rising toHilgon in

2050. The proportion of the elderly populationdtat population was 5.8% in 2000 it expected tahe®7% by
year 2025 and 15.0% by 2050. ( National CenterGtopnic Disease Prevention And Health Promotior0201

The mobility has direct effect on quality of liferfolder adult. There are some changes on oldédr tda affect
their mobility on quality of life. Changes that accwith older adult fall into four categories: pigad,
psychological, emotional, and soci@lational Association of Chronic Disease Direct608).

Physical changes, decrease in physical strengttiurance, and flexibility and the second are decime
efficiency of body organs. In psychological chasighere are decrease the ability in learn, deergmacquire
new skills and information, and decrease recortlieginformation. In emotional changes older adaits often
perceived as lonely, hopeless, and sad. Even altidts who report high levels of satisfaction freqily express
beliefs that most other older adult are not fasiedl. (Eliopoulos, 2005),(Reker, 2006) (and Anstey, 2009):

Social changes, later life of older adult begiretgperience many different types of losses, sucheadh, job,
money, home, and death of friends and family. Thianges that effect on older adult’s mobility sashinjuries
due to a fall are the commonest cause of decrdabere mobility, there are some important factbet effect on
quality of life’s older adult such as falling andqu eyesight, disruption of balance sense, muselakmess or
limited core stability, inadequate nutrition (vitermD deficiency), and poor nervous system contealds to
downward of immobility and then disturbance in thquality of life.(Anstey, 2009).

3. Aim of the Sudy

This study was carried out to assessthe naturelafionship between mobility on QOL in
older adults through:

3.1. Assessing older adults’ mobility conditiontsta
3.2. Assessing older adults’ activity of daily living [PA).
3.3.  Assessing older adults’ Quality of life.
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4. Research Question

Are there relationship (correlated) between mabdihd quality of life among older adults in theiggic home
(Social Care Home at Makkah AL-Mukarramah)?

5. Subjects and methods

5.1. Technical design:
5.1.1. Resear ch design:

The study design is a descriptive study.
5.1.2. Setting:

The study was conducted at geriatric home for raatefemale (Social Care Home at Makkah AL-Mukarrayna
5.1.3. Sampling:

A convenient sample of all available older adutizles and females was taken from Social Care HdarMakkah
Al-Mukarramabh included (65 older adults female —older adults male) they were chosen accordinbedriclusion
criteria for older adult who able to communicate.

5.1.4. Tools of data collection:

- Tools of data collection:

1-The first tool: (An interviewing assessment form)

A- Part 1: (social demographic data) which includedftilowing: (age, gender, marital status, occugati
and income).
B- Part 2: (health assessment) which included thewatlg: (activity, habits, chronic disease according

body system problem and mobility).

2-The second tool:(Older adult Mobility Scale SQdileEMS):

Scale of assessment of mobility of older peopl&ariatric Home setting, good things about it aredtional,
clinically significant, minimal training needed,rcae used as an assessment tool and an outcomareeasd

it is limitations are difficult to use in communignvironments, not sensitive for patients with éssof poor
confidence. The purpose is to provide a scale $sessment of mobility, considering locomotion, beéaand
key position changes. Modified by the researchemuit the nature of the current study and havielisalfrom 2
academic staff from nursing college in Umm Al-QWaiversity. It was used and filled by the researshe
individually to assess older Ad49).

It include the following items:

First Item: Lying to Sitting (independence - needs help o&fdspn —and needs help of >2 people).

Second Item: Sitting to Lying (independent- needs help of 1spar— and needs help of >2 people).

Third Item: Sitting to Standing (independent in under 3 sesoitlependent in over 3 seconds- needs help of
1 person - needs help of >2 people).

Fourth Item: Standing (Stands without support and able to reStdmds without support but needs support to
reach- Stands but needs support- Stands only \ithigal support of another person)

Fifth Item: Gait (Independent - Independent with frame- Molwi¢h walking aid but erratic/unsafe- Needs
physical help to walk or constant supervision)

Sixth Item: Timed Walk 6 meters ( under 15 seconds- 16-30rgiss over 30 seconds- unable to cover 6 meters)
Scoring system:the total scores are 18 points divided into:

Scores under 8 — generally these clients are depéid mobility maneuvers; require help with ba&lalL, such
as transfers, toileting and dressing.

Scores between 8 — 12— generally these clientsaokerline in terms of safe mobility and indepermem ADL
i.e. they require some help with some mobility mares.

Scores over 12 — Generally these clients are ablgetform mobility maneuvers alone and safely arel a
independent in basic ADL.

3- the third tool: (Activity of daily living)-(ADL)

Are an important component in determining the lenfetare needed during a nursing home stay. ADkstlag
necessary activities many of us take for grantedh @is feeding and bathing ourselves, dressinggeoahming,
and generally doing the things needed to get throemch day. It is critical that nursing home andiced
facilities use tools that measure and track ADLgheir care and treatment of the physically and taign
challenged50).

It include the following items:

First item: Bathing- sponge bath, tube bath, omsho( Receives no assistance gets by self- receissistance
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in bathing only one part of the body- receivesstasice in bathing more than one part of the body)

Second item: Dressing- get clothes from closetsdra@vers , including underclothes and outer garsarges
fasteners (without assistance- without assistan@ept tying shoes- receives assistance or stayypart
completely undressed)

Third item: Toileting- going to the toilet room ftwowel and urine elimination; cleans self aftemitiation and
arranges clothes (without assistance- receivestasse- doesn't go to toilet room )

Fourth item: Transfer- (moves without assistancevas with assistance- doesn't get out of bed)

Fifth item: continence- (controls urination and lebwovements completely by self- has occasionalitients"-
supervisions helps keep urine or bowel controhetsr is used, or is incontinence)

Sixth item: feeding- (without assistance- feed s€ept for getting assistance in cutting meat witeling
bread- receives assistance)

Scoring system:total scores are 12 points divided into :

Scores from 0 to 5 —these patients are completghgadent inall activities; require help with ba&BL, such as
transfers, toileting and dressing.

Scores from 6 to 9 — these patients are partiadlyeddent in some of activities; they require sorip kith
basic ADL.

Scores from 10 to 12 —these patients are indepérohehable to perform mobility maneuvers alone saiely
and are independent in basic ADL.

4- The fourth tool: (Quality of life)-(WHOQOL)-BREF

The WHOQOL-BREF instrument comprises 26 items, Whiteasure the following broad domains: physical
health, psychological health, social relationshigg] environment. The WHOQOL-BREF is a shorterioersf

the original instrument that may be more convenfenuse in large research studies or clinicalgrModified

by the researchers to suit the nature of the custily and have validity from 2 academic stafiviraursing
college in Umm Al-Qura University. It was used dilléd by the researchers individually or in grotgpassess
the QOL of the Older Adulf51).

Scoring Domains of the WHOQOL -BREF:

The WHOQOL-Bref produces a profile with four domaoores and two individually scored items about an
individual's overall perception of quality of lifand health. The four domain scores are scaled positive
direction with higher scores indicating a highealify of life.

The Questions score level of questions (3-4-26hgkd to little =1, Moderate =2, Very much =3. Iitlude the
following domains:

Domain 1 (overall and physical ability) = Q2+Q15+@3+Q10+Q1+Q16+Q17+Q152).

Domain 2(psychological)= Q5+Q6+Q7+Q11+Q19+(28).

Domain 3 (social relationships)=Q20+Q21 +{32) .

Domain 4 (the environment)=Q8+Q9+Q12+Q13+Q14+Q234+X5(52).

Note: In World Health Organization of Quality Offéi (WHOQOL-Bref) the higher score indicates better
health(53)

Find total score for QOL tool:

1-Overall and physical domain: total scores are 21 points divided into: 14 to 8lhayhQOL, <14 to 7 as
moderate as moderate QOL, and <7 as low QOL.

2-Psychological:total scores are 18 points divided into :12 to 4&high QOL, < 12 to 6 as moderate QOL, and
<6 as low QOL.

3-Social Relationship:total scores are 9 points divided into: 9 to 6igh IQOL, < 6 to 3 as moderate QOL , and
< 3 as low QOL.

4-Environment:total scores are 24 points divided into: 24 to $&igh QOL, < 16 to 8 as moderate QOL, and <
8 as low QOL

5.2. Operational design:

5.2.1. Preparatory phase:

A review of the past, current related literatuowering all aspects of the problem using availdidek, journals,
articles, and magazines was done to be a quanwitbdthe various aspect of research problem. Tlo¢ ¢b data
collection was adopted and modified by the reseaschnder supervision of experts in the field akmg.

5.2.2. Exploratory phase:

1 Pilot study:

A pilot study was carried out on 10% of older adolttest the study tools for it's simplicity, rddikity, clarity,
validity, and the time required to fill the toolsgcause any changes of the tools constructionilibtespudied sample
were included in the study sample results.
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2. Field work:

The actual field work was carried out from 28-1(B4Kl to 18-12-1434H for data collection. The reskars were
available 1 day/ week at Social Care Home for 3ksdeom 8 a.m. to 12 p.m. The nature and purpdskbeostudy
were explained to the studied older adult. Thesssaent sheet was filled out by the researchersithdilly or in
group. The average time needed for completion ci éarm was around (15-20 minutes).
5.3. Administrative design:
An official permission to conduct the current studigs obtained from the dean of faculty of nursindJmm AL-
Qura University and manager of Social Care Hondakkah AL-Mukarramah.
5.3.1. Statistical design:
The collected data were coded and analyzed usmguimber and percentage distribution, usiigest (p>0.05=
not significance, P<0.05= significance, and P<0=0Bigh significance.

5.3.2. Limitation of the study:
1- There were some difficulties during data collectimecause the presence of older adults with cognitiv
(mental) impairment as dementia and Alzheimer disea
2- Most of the elderly males not participate in thedst because of culture barriers at Makkah AL-
Mukarramabh.
5.3.3. Ethical consideration:
Permission for data collection at the previouslyntimed study sitting was obtained from manageBadial Care
Home at Makkah AL-Mukarramah. Meeting and discussiavere held between the researchers and the ghysit
the Social Care Home and she organized with therastmative personnel. Aims, objectives, and expéaiutcomes
were explained and they get better cooperationlearcand simple clarification was given to eachdgtaubject.
They were secured that all the gathered informatitinbe confidential and used for research purposly and they
were allowed to withdraw from the study at any ghasd an oral consent was obtained prior to thelusion in the
study.

6. Results
Table (1): Distribution of the older adults regarding to their socio demographic characteristics (No=75).
Items No. %
Young old (65-75 yrs) 30 40%
Age Old-old (>75-85 yrs) 33 44%
Oldest old (>85-100 yrs) 12 16%
Gender Male 10 13.3%
Female 65 86.7%
Married 23 30.7%
. Widowed 34 45.3%
Marital status ;00 ceg 14 18.7%
Single 4 5.3%
Unable to work 35 46.7%
Unemployed 5 6.7%
Occupation
Retired 10 13.3%
Home wife 25 33.3%
1000 to 2000 58 77.3%
>2000-3000 7 9.3%
EEE >3000-4000 4 5.3%
>4000 6 8.1%

(Table 1). Theresuitsobtained fromthis sudy are categorized asthefolloning:

The characteristics of the study subjects, It idelli 75 older adults, (44%) of the studied subjeanys’ ranged
between >75-85 years, while (16%) of them ageseadrgetween >85 to 100 years. Also (86.7%) of subjec
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were female, (45.3%) of subjects are widowed, 418d706) of subjects were divorced. As for occupafidd 7%)
of them were unable to work, meanwhile (77.3%)h&f studied subjects their income ranged betweef 1®0
2000 SR/month

m Dependent =< 8
m Partially Dependent = 8-12
© Independent = >12

Figure (1): Total score number and percentage distribution of
the older adults according to their Elderly Mobility Scale (No.
=75)

(Figure 1) 66.7% of subjects were dependent on others for libhglwhile 20% of subjects were independent

for mobility.

m Completely Dependent
m Partially Dependent
= Independent

Figure (2): Total scores number and percentage distribution of older
adults according to their ADL (N=75)

(Figure 2) 52% of the subjects were completely dependenttioars to perform ADL, and 22.7% of them were
partially dependent.
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33.3%

m High QOL
® Moderate QOL
Low QOL

Figure (3): Total score number and percentage distribution of
older adults regarding to their QOL (No=73)

(Figure 3)54.7% of current study subjects were moderate @Dt,12.0% of them were high QOL.

Table (2): Relationship between Older Adults Socio demographic characteristics (age & occupation) and total
mobility (N0.=75)

Gepmndont | Dependny | ndepencen -
Items No.=50 No.=10 No.=15 x2 | value | gg
No. % No. % No. %
Age (years):
65-75 30 60.0 6 60.0 4 26.7
3.44 0.025 | (HS)
>75-85 12 24.0 3 30.0 9 60.0
>85-100 8 16.0 1 10.0 2 13.3
Occupation:
Unable to work 23 76.7 4 13.3 8 53.3
Unemployed 3 10.0 1 3.3 1 6.7 0.883 | 0.013 | (HS)
Retired 7 23.3 1 3.3 2 13.3
Home wife 17 56.7 4 13.3 4 26.7

(Table 2).There was highly statistically significant betwetitre age and mobilityalso there was highly

statisticallysignificant relationship between studied subjectsoccupation and their mobility

45



Advances in Life Science and Technology
ISSN 2224-7181 (Paper) ISSN 2225-062X (Online)

Vol. 17, 2014

www.iiste.org
JLLET |

ST

Table (3): Relationship between Older Adults Socio demographic characteristics (age & occupation) and their
Total ADL (No.=75)

ey | dom | M | e |
Items No0.=39 No.=17 ' X value Sig
No. % No. % No. %
Age (years):
65-75 15 38.5 7 41.2 8 42.1
2.74 0.014 | (H9
>75-85 20 51.3 6 35.3 7 36.8
>85-100 4 10.3 4 23.5 4 21.1
Occupation:
Unable to work 21 53.8 8 47.1 6 31.6
Unemployed 3 7.7 0 0.0 2 10.5 6.201 | 0.003 | (HS)
Retired 4 10.3 4 235 2 10.5
Home wife 11 28.2 5 294 9 47.4

(Table 3).There was a highly statistically significant redetship between the age of the studied subjects and

their ADL,; also there was a highly statisticallysignificant relationship between studied subjectsoccupation

and their ADL

Table (4): Relationship between Older Adults Socio demographic characteristics (age & occupation) and their
Total QOL (No.=75)

Low QOL Moderate QOL High QOL
No.=25 No.=41 No.=9 . :
Items X P-value | Sig
No. % No. % No. %
Age (years):
65-75 11 | 44.0 23 56.2 6 66.7
>75-85 9 36.0 14 34.1 3 333 | 3.741 0.025| (H9
>85-100 5 20.0 4 9.7 0 0.0
Occupation:
Unable to work 16 | 64.0 26 63.5 6 66.7
Unemployed 2 8.0 0 0.0 0 0.0
6.201 0.001 | (H9
Retired 3 12.0 6 14.6 2 22.2
Home wife 4 16.0 9 21.9 1 11.1

(Table 4).There was a highly statistically significant redaiship between the age of the studied subjects and

their QOL; also there was highly statisticallysignificant relationship between studied subjectsoccupation

and their QOL
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Table (5): Relationship between Older Adults mobility and their QOL (No.=75).

Completely Partially
dependent Dependent I ndl\zlag e:nlc;ent
ltems No0.=39 No.=17 X2 P- Sig
value
No. % No. % No. %
QOL:
High QOL =25 13 20.5 6 14.2 6 13.6
4.38 0.001 | (H9)
Moderate QOL=41 21| 51.2 9 21.9 11 26.8
Low QOL =9 5 55.5 2 10.0 2 13.3

(Table 5).There was a highly statistically significant retetship between the mobility and Q@K the studied
subjects

7. Discussion

Old age or elderly is defined as persons 65 yebage and older. There are some changes on Oldigt that
effect their mobility on QOL. The mobility has diteeffect on QOL for older adult. Changes that oawith

Older Adult fall into four categories: physical,ypbological, emotional, and social. There are simm@ortant
factors that effect on Older Adult’s QOL such allirfg and poor eyesight, disruption of balance semsuscle
weakness or limited core stability, inadequateitiotr, and poor nervous system control leads tordeavd of
immobility and then disturbance in there QOL.

As regards the socio demographic study charadt=risf older adults’ the result of this study reteelathat
approximately half of older aduli&im, et al. 2013). Ageing and adult health status in eight lower-meo
countries, and found that 15% of older adult age@sd overRegarding to gender of older adults the result of
this study clarified more than two third of subgstudy were female, and a little of study subjeetse male
because the culture barriers in Makkah AL-Mukarrama

Concerning with the older adults’ marital statig finding of the present study showed that neaalf of study
subjects were widowed which disagreement \{liflarj , et al, 2010). Those findings is never mataad divorced
had significantly higher odds ratios of poor selfed health than their respective reference grbow. trust was
significantly higher among the divorced and unneatrtompared to the married/cohabitating, also tfioséngs
disagreement with( Lindstrom,and Martin 2009). Thdisdings is marital separation or divorce in agke of
more than 1,300 adults assessed on several ocsdgitween 1960 and 2000.

As regard older adults’ physical domain in asses&QL the finding of the study subjects showedrdmult is
more than three quarters of studied subjects wetesatisfied with their sleeping. This finding wagreement
with (Sbarra, et al. 2009) whassess several changes that occur with ageinggeban sleep quality and
quantity can be the most difficult for many oldelulis and to be satisfied with ageing, older adedgerience
normal changes in sleep architecture and sleep-ojdes.

As regard older adults’ psychological domain ineasing QOL the finding of the study subjects showed

more than half of subjects think that they feeirtineeaning of life to be moderate. This findings agreement
with( Hawkins and Kevin, 2011) who found that tHdew adult generally reported a greater presenceeafning

in their lives than those in early or meddle achdith also.

The finding of this study showed that less thandgaat of the sample think they cannot concentratg much,
this findings are agreement with( Hawkins and KeJfl1l) who assess the cognitive performancereifit
between college first year student and older athdtresult was calculating for each age grouprségls. They
did not find any significant overall effect of catidn on cognitive performance for the first yeatlege student
P<.95 however, they did find significant effectoainduction on cognitive performance for older agslf&.03.

As regarding to older adults’ social relationshipnthin in assessing QOL, the finding of the prestaty
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showed that less than quadrant of the subjectsfisatiwith sexual life very much. This finding asbserved
because all of the older adults in this geriatoemie living without husbands\wife also less tharf bélstudied
subjects dissatisfied with their personal relatiops

This findings are agreement with( Steger,et al.920Gho assess the prevalence of social engagemehieof t
disabled elderly was 23 people (26.7% of the pgaitts) also the finding of the study subjects stmbwhe
result is less than half of the sample satisfietth wupport they get from their friends is a litflénis finding are
agreement (Steger,et al. 2009) who assess Sogiglo8uand Self-Reported Health Status of older tacthiey
needed more support also reported having poordthre@empared with better health 2 times more oftem did
older persons who were satisfied with the suppaatiable to them.

As regard older adults’ environment domain in asisgsQOL the finding of the study showed that lésmn
quadrant of the sample think that there environmmit physically healthy. This findings are agreetmeh
(Gackowski,et al. (2011) who did a multinomial ikt regression analysis demonstrated a signifigdawer
rate of medical procedures among the residentpeaial nursing homes compared with those in cardicak
facilities, geriatric intermediate care facilitiesd group homes because it is more prepared arlthibea
physically .

Concerning to mobility of older adult at geriathome the needs for help of one person in sittirgtdading was
more than one quarter. The finding of (Ann Marigle009)who reported that the older adult needs help of one
person was 10%, which disagreement with the findihgurrent study. As regard to mobility, the feésias two
fifths of older adult needs physical help to watkconstant supervision, and agreed with(Nakanethal. 2013)
who showed that 32.2% of participants presentel imipaired gait and need for help of assistance.

As regard to mobility, the result of the currentdst reported that three fifth of older adult contelg dependent
on assistance to mobile. This result was contradigtith (Okochi, et. al.,2013) who studied that Imability

was observed in 16% of older adults and dependermtssistance. Concerning to mobility of older asjulhe
finding reported that less than one fifths of olddults were partially dependent on assistancedbilen This

was contradicting with (Mahlknecht, et. al., 2048)o reported that moderate levels of mobility wkmnend in

32% of older adults.

Also, the finding of the current study presentedt tne fifth of older adult independent and can itleobithout
assistance. But (Hudakova, et al. 2011) who wend¢radict that high level of mobility up to 52%aider adult.

As regard older adults’ ADLs the finding of the dyusample showed the result is nearly half of thealys
subjects were completely dependent. This finding wgreement with the study of basic ADL disabikityd
functional limitation rates among older Americ&fts(Wufan F., 2013yho reported that the rates of basic ADL
disabilities among community-dwelling adults agédahd older increased 9% between 2000 and 2005nWhe
institutionalized elders were included, basic ADkatility rates were stable among men but increasadng
women. Also this findings are agreement with( Fuléd. al., 2009) who assess progressive resiststnergth
training for improving physical function in oldedualts are review assessed physical function inrcddilts at
the level of impairment, functional limitation addability.

Also this finding are agreement( Liu, et al. 200#)o0 assess the mediating effect of chronic paintten
relationship between obesity and physical functiod disability in older adults and reported thateolobese
adults had greater ADL disability.

Regarding the relationship between the assessmiépDb and elderly mobility (EM), this study revedl¢hat
there were statistically significant relationshipetween the decreases of QOL and decreases thmeimtency
between QOL and older adult mobili§?( Okochi, et al. 2013).

8. Conclusion

There is a strong positively relationship betweddLQADL, and EM. Most of the older adults at gefimhome
are completely dependent in basic of activitieglafy living and mobility. Also there was highlyasistically
significant difference between QOL and EM, oldeulesslwho completely dependent have low QOL.

9. Recommendations
Based on the current study findings, the following recommendations can be suggested:

9.1. Training exercise must be provided upon ihidage of motion of older adults.
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9.2. Encourage exercise of (home and Geriatric haeue for older adults.

9.3. For the future study plan to apply trainingeise program for older adults at geriatric hohmeugh care-
givers.
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