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 أو ﻓﻲ ﺑﯾوﺗﮭـم،ﻣﺳﺗوﯾﺎت اﻟﻌﺟـز ﺑﯾن اﻟﻣﺳﻧﯾن اﻟذﯾـن ﯾﺗﻠﻘـون اﻟرﻋﺎﯾـﺔ ﻓﻲ ﻣؤﺳﺳﺎت اﻹﯾـواء
ﻓﻲ اﻟﺑﺣرﯾـن
ﻓﯾﺻل اﻟﻧﺎﺻر وﻣﺣﻣد ﺧﻠﯾل اﻟﺣداد

 أﺟرﯾﻧﺎ ﻣﻘﺎرﻧﺔ ﺑﯾن ﻣﺳﺗوﯾﺎت اﻟﻌﺟز ﺑﯾن اﻟﻣﺳﻧﯾن اﻟﻣﻘﯾﻣﯾن ﻓﻲ ﻣؤﺳﺳﺔ ﻟﻺﯾواء وﺑﯾن أوﻟﺋك:ﺧﻼﺻـﺔ
 ﻣﻧﮭم، ﺷﺧﺻﺎ74  وﻛﺎن ﻣﺟﻣوع اﻟﻣﺳﻧﯾن اﻟذﯾن ﺷﻣﻠﺗﮭم ھذه اﻟدراﺳﺔ0اﻟذﯾن ﯾﺗﻠﻘون اﻟرﻋﺎﯾﺔ ﻓﻲ ﺑﯾوﺗﮭم
" واﺳﺗﻌﻣﻠت "طرﯾﻘﺔ ﻛﻠﯾﻔﺗون ﻟﺗﻘدﯾر ﺣﺎﻟﺔ اﻟﻣﺳﻧﯾن0 ﯾﻌﯾﺷون ﻓﻲ ﺑﯾوﺗﮭم18  ﻣن ﻧزﻻء اﻟﻣؤﺳﺳﺔ و56
 وﻟﻘد ﺗﺑﯾن أن اﻟﻣﻘﯾﻣﯾن ﻓﻲ ﺑﯾوﺗﮭم0ﻣن أﺟل ﺗﻘﯾﯾم وﻣﻘﺎرﻧﺔ ﻋﺟز اﻟﻘدرات اﻟﺳﻠوﻛﯾﺔ ﺑﯾن اﻟﻣﺟﻣوﻋﺗﯾن
0 وأﻓﺿل ﺗواﺻﻼ وأﻗل ﺗﺧﻠﯾطﺎ ﻋن ﻧزﻻء اﻟﻣؤﺳﺳﺔ، وأﻛﺛر أﻟﻔـﺔ، ﻛﻣﺎ ﻛﺎﻧوا أﻗل ﺳﻠﺳﺎ،ﻛﺎﻧوا أﺻﻐر ﺳﻧﺎ
0ھذا ﺑﺎﻟرﻏم ﻣن أﻧﮭم ﻛﺎﻧوا أﻛﺛر ﻋﺟزا ﻓﯾﻣﺎ ﯾﺗﻌﻠق ﺑﺎﻻﺳﺗﺣﻣﺎم واﻟﻣﺷﻲ

ABSTRACT: We compared the levels of disability between he elderly admitted to
an institution and those cared for at home. Of the 74 elderly people in this study, 56
were institutionalized and 18 were living at home. The Clifton Assessment Procedure
for the Elderly (CAPE) was used to assess and compare the behavioral disabilities
between the two groups. In addition to their younger age, the home-cared elderly
were less incontinent, more social, better communicators and less confused than the
institutionalized group, despite the fact that they had more physical disabilities with
regard to bathing and walking.

Introduction
Since the beginning of this century, the number of people over 65 years of age has
increased worldwide. Although this number is relatively stable in European
countries, there are increasing numbers of elderly people in developing countries
[1,2]. In the UK there are around 500 000 elderly people living in institutionalized
care; 6.3% of the population over 65 years of age [3]. Of these, one-third is in
specialized nursing facilities (hospitals and nursing homes) and two-thirds in
residential homes. Out of the total population in Bahrain, the percentage of
individuals between the ages of 60 and 69 years constitutes 3.2% of the population,
and 1.81% are over 70 years of age. The percentage of elderly in residential care
(residential home, nursing home or hospital) is nearly 1.33% of the total population
over 65 years of age and of these, 0.5% are in nursing facilities (hospital and nursing
homes), 0.7% attend as day patients, while 0.13% live with their families [1].
As the overall number of elderly people increases there is a corresponding rise in the
number of older persons with disabilities. Such disabilities may be social, physical,
mental or psychological. Data from the USA have estimated that 9.5 million, non-
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institutionalized individuals, experience difficulty in performing basic activities, such
as walking, self-care and home-management activities [4]. Of these, 59% are over
the age of 65 years. In the 65-74 years-old age group, one in nine individuals have
difficulty in performing basic activities. This ratio rises to one in four in the 75-84
years-old age group and three in five in individuals aged 85 years and over.
Epidemiological studies of mental, physical and social disorders among the elderly
are vital for setting policies and for planning and providing services to this section of
the population. It is claimed that by the age of 65-75 years, 3% of the total population
will have some cognitive impairment and that by the age of 85 years nearly half may
be demented [5]. However, this percentage rises to 66% when the elderly are
institutionalized [6]. A Canadian study of institutions fro the elderly found that
cognitive and behavioural impairment was widespread among the residents of three
types of institution: nursing homes, homes for the aged and psychiatric hospitals [7].
In Hong Kong the age-specific prevalence rate of dementia for people aged over 75
years varies from 2.5% to 15.9% [8], while this rate increases to between 32% and
63% among confined to institutions [9].
The degree of cognitive impairment of elderly people in institutions should influence
the type of care required. Special programmes offering social stimulation, as well as
skilled nursing care, should be offered to minimize functional problems [8]. After
examining various possible interactions to improve the care provided to nursing home
residents who have cognitive and behavioural problems, Rover and Rubins suggested
that the most effective intervention would be to increase the staff-to-resident ratio
[10].
Instruments for assessing mental health in the elderly vary greatly in content, detail
and administration time, but it is generally agreed that brief screening tests are
clinically useful for case identification and in monitoring changes over time [10,11].
The Clifton Assessment Procedure for the Elderly (CAPE) rating scale has been
extensively used to measure several areas of disability, including self-care,
incontinence, mobility, behaviour, communication and cognition. Few studies,
however, have made a direct comparison between the elderly institutionalized in
residential homes and those living in their own homes. It is more relevant; however,
to compare the features of disability in the ability in the elderly that may lead to their
being institutionalized or being cared for in their homes [12].
In this study we have attempted to compare levels of disability between the elderly
admitted to an institution and those who remained in their homes.
Two homes for the elderly are available in Bahrain. The first, with a capacity of 48
beds, was built in 1985 in Isa Town. The other, the Muharraq Home for the Elderly,
with a capacity of 60 beds, of which only eight were occupied initially, opened in late
1996. Both homes are under the care of the Ministry of Labour and Social Affairs.
Since the main objective of social planning in Bahrain is to maintain the well-being of
the elderly while remaining in their own homes, strict regulations were drawn up to
control admission to these institutions. These conditions were that:
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The elderly should be Bahraini nationals over the age of 60 years;
They should be unable to work and satisfy their need on their own;
They should be free from infectious diseases and/or mental disorders;
They should have no support and be prepared to live in the home;
Their families should be unable to provide the necessary care for them;

In these institutions the elderly were given extensive social and health care, provided
with vocational therapy and cultural and recreational programmes. These institutions
also extend their care to the elderly who opt to live in their own homes but need
special care. This service is provided by the Mobile Unit Programme, which extends
its services on a day-care basis in the institution.

Subject and methods
An English version of the questionnaire translated into Arabic (and re-translated back
into English to check for accuracy) was used to obtain information about levels of
various disabilities in the elderly. The CAPE assessment [12] contains 18 items
covering four areas: physical disability, apathy or inactivity, communication
difficulties and social disturbance.
All 56 of the elderly people residing in the two residential homes (institutions) in
Bahrain were included in the study and were compared with a group of 18 elderly
people living in their own homes but under the care of the institutions as day-carepatients. These 18 people were the only group of elderly people who were in their
homes and in the vicinity of the residential homes. The information was collected by
three senior nurses who were caring for these individuals. The nurses were trained to
complete the questionnaires and the interrater reliability among them was 96%.
The total sample of 74 people had an equal number of males and females. Their ages
ranged between 65 years and 85 years. The SPSS package was used for analysis and
the chi-squared test was applied to test the level of significance between the two
groups of various disabilities. P< 0.05 was considered significant.

Results
In the home-care group 78% were 74 years of age or under 22% were 75 years or
over. In the institutionalized group, 55% were 74 years or under and 45% were 75
years or over (P<0.05). There was no significant difference in sex ratio between the
groups. Table 1 compares the two groups using various disability factors incorporated in CAPE. These can be summarized as follows.
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Table 1 Disability levels in elderly people living in residential homes (institutions) and
those living in their own home, as determined by the 18 items of the CAPE behavioural
rating scale
Item
Institution Home
χ2
P-valuea
(n=56)
(n=18)
%
%
Personal characteristics
Sex
Male
55
33
Female
45
67
2.643
0.1>P<0.2
Age group (years)
≤ 65
66-74
75-84
≥ 85

18.2
36.4
38.2
7.3

22
56
11
11

4.728

NS

Physical disability
When bathing or dressing requires
No assistance
Some assistance
Maximum assistance

7
38
55

0
22
78

3.353

NS

5
34

0
17

61

83

3.382

NS

Is incontinent of urine and/or faeces (day or night)
Never
50
Sometimes
16
Almost always
34

83
17
0

8.715

0.02

Is in bed during the day (does not include couch or settee)
Never
57
Sometimes
34
Almost always
9

0
28
72

32.879

0.001

Is confused, loses his/her way
Never
Sometimes
Almost always

36
25
39

61
22
17

4.203

NS

Apathy and inactivity
If allowed outside, would:
Never need supervision
Sometimes need supervision
Almost need supervision

29
45
27

11
72
17

4.298

NS

Helps out in the home/ward
Often
Sometimes
Almost never

54
46
0

44
50
6

3.369

NS

With regard to walking
No signs of weakness
Walks slowly or uses a stick
Unable to walk or if able to walk, needs
a frame or someone by their side
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Table 1 (Continued)
Item

Institution Home
χ2
(n=56)
(n=18)
%
%
Keeps occupied in a constructive useful activity (works, reads, has hobbies)
Almost always
14
0
Sometimes
20
33
Almost never
66
67
3.684
Socializes with others
Establishes good relations with others
Has some difficulty establishing relationships
Has a great deal of difficulty establishing
relationships
Is willing to do things asked or suggested
Often goes along
Sometimes goes along
Almost never goes along

P-valuea

NS

45
23

89
11

32

0

11.583

0.01

9
30
61

5
78
17

12.789

0.01

Communication difficulties
Understands what you communicate (speaking, writing or gesturing)
Understands almost everything
54
83
Understands some of what you communicate
34
17
Understands almost nothing of what you
communicate
12
0

5.599

Communicates in any manner (speaking, writing or gesturing)
Well enough to be easily understood at all times 57
Can be understood sometimes or with difficulty 29
Can rarely or never be understood for whatever
reason
14

5

2.539

NS

83
17
0

2.989

NS

Social disturbance
Is objectionable to others during the day
Rarely or never
Sometimes
Frequently

63
32
5

0.5>P<0.1

78
17

Accuses others of doing him/her bodily harm or stealing his/her personal possessions –
if sure the accusations are true rate as zero, otherwise rate 1 or 2
Never
64
94
Sometimes
27
6
Frequently
9
0
3.362
0.05
Hoards apparently meaningless items (wards of paper, string, scraps)
Never
79
56
Sometimes
18
39
Frequently
3
5
3.744
NS
Sleep pattern at night is
Almost never awake
34
6
Sometimes a wake
59
50
Often awake
7
44
15.93
0.001
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Table 1 (Continued)
Item

Institution
(n=56)
%

Home
(n=18)
%

χ2

P-valuea

Sensory impairmentb
Sight
Can see (or can see with glasses)
Partially blind
Totally blind
Hearing
No hearing difficulties
No hearing difficulties although uses an aid
Has hearing difficulties which interfere
markedly with communication
a
P<0.05 significant
b
Items not scored in the rating
NS= not significant

63
0
37

67
0
33

0.102

NS

77
5
18

89
11
0

4.132

NS

Physical disabilities
Physical disabilities were mostly related to mobility. Disabilities affecting bathing were
higher among the home-cared elderly than the institutionalized (100% versus 93%) and
the same pattern was found for walking (100% versus 95%). In addition, more homecared elderly were in bed during the day (100% versus 34%, P<0.001) and fewer were
confused than the institutionalized group (39% versus 64%). The percentage of elderly
who were incontinent was higher in the institutionalized group (50% versus 17%).

Apathy or inactivity
More of the home-cared elderly were able to establish good relations with others than the
institutionalized (89% versus 45%). And more of them were willing to cooperate and do
things when asked (83% versus 39%).

Communication difficulties
The home-cared group were better communicators than the institutionalized (78% versus
57%); they also understood better when others communicated with them (83% versus
54%). These findings were not, however, statistically significant.

Social disturbances
The home-cared group socialized better than the institutionalized and had no difficulty in
establishing good relations with others. They were also less objectionable to others
during the day. More of the elderly who were admitted to residential care had a paranoid
attitude, e.g. accusing others of bodily harm. Although the institutionalized elderly slept
better at night compared to those at home, it was found that only five (9%) of the
institutionalized elderly were on regular hypnotic medication.
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Sensory impairment
The home-cared group had less sensory impairment; 89% had no hearing difficulties,
compared to 77% of the institutionalized group, and 67% had no visual impairment (with
or without the help of glasses) compared to 63%.

Discussion
The study revealed some significant findings in both populations. The home-cared
elderly were slightly younger than the institutionalized group, yet they had more physical
disabilities affecting activities like bathing and walking and, as a result, more of them
were in bed during the day.
Probably because of their younger age the home-cared group experienced less confusion
(39%) than the institutionalized group (64%). The higher percentage of both confusion
and incontinence among the institutionalized group could be a reflection of their more
advanced age. It could also be assumed that one of the main reasons for individuals
being admitted to residential care was the inability of relatives to tolerate and cope with
the disabilities of their elderly family members. This was further supported by the
finding of a higher number of elderly with incontinence among the residential group;
50% compared to 17% of the home-cared group (P<0.02). Both incontinence and
confusion seem to militate against keeping elderly people at home, since both conditions
demand extensive physical effort from their care givers.
The home environment usually provides stimulation for the elderly through continuous
activity by the family members and by friends and visitors. In this study that the homecared group were less confused and more social than the institutionalized group. They
were also better at establishing good relations with others and were more compliant.
In dealing with the elderly, families in this part of the world are faced with a dilemma.
On the one hand, because of psychological, economic and social factors, families may
prefer to delegate their care to an institution, on the other, the prevalent moral, religious
and cultural obligations dictate against admitting, however, the elderly tend to be
forgotten—the so-called “granny dumping” phenomenon. In an institution, these elderly
people will often have less contact with others, their social and psychological well-being
may deteriorate and ultimately they may develop paranoia. This behaviour characteristic
was found in our study, with more of the institutionalized group (36% versus 6%)
accusing others of doing harm to them or stealing their personal belongings than the
home cared elderly.
In Bahrain as well as in the others affluent countries in the area, the percentage of people
above the age of 65 years is increasing annually. It is expected that by the year 2000 the
percentage will be 3.25% of the population [1]. It is, therefore, very important to study
all the relevant issues relating to this sector of the population, as well as factors relating
to the family with regard to their abilities and the difficulties they encounter while trying
to take care of their elderly at home. It is hoped that in the future the services provided in
Bahrain will be based more on the needs of society, with preferences given to improving
the mobile home-care scheme, which presently provides a valuable service to those
elderly people ion their homes and to their families.
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