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The Association Between Medical Diseases and Late-Life Depression:
The Presence, Number, and Type of Medical Diseases

Emre Senol-Durak’ Mithat Durak’
Abstract

Medical diseases are highly prevalent among older adults and lead to several changes in psycho-
social life. One effect of those problems is seen on depression. On the other hand, whether the
type orthe number of medical diseases are associated with late-life depression have notexamined
in the literature. The aim of the present study is to examine whether the place of residence, type of
illnesses or a number of illnesses would make a difference on late-life depression. For this purpose,
older adults living at home (N= 1100) and nursing home (N=1177) participated in the present
study. The Demographic Information Form, including the type and number of medical diseases,
and the Geriatric Depression Inventory were applied. Results demonstrated that older adults
having two or more medical diseases had higher scores of late-life depression than those with
one medical disease and those without suffering any medical disease. Older adults with suffering
only psychiatric disease or digestive system disease had a higher level of late-life depression.
Besides, older adults having chronic medical diseases had higher scores of late-life depression
such as patients with psychiatric disorders, digestive system diseases, cardiovascular system
diseases, metabolic and endocrine disorders, rheumatic and musculoskeletal diseases, central
nervous system - neurological disorders, urinary system diseases, and sensory system disease.
Results were discussed in the light of literature about medical diseases, late-life depression, and
caring needs of older adults.

Keywords: Older adults, late-life depression, medical diseases, disorders, type of disease, num-
ber of physical illness

Key Practitioners Message
» Older adults with chronic disease experience higher depression than the other ones.

» Developing screening tools among older adults with physical problems are recommended
since there are some overlapping symptoms of depression and medical illnesses among pa-
tients with medical diseases in late-adulthood.

» Educating doctors about early recognition of depression among older adults are encouraged
when dealing with multiple diseases.

> Giving information to older adults about the medical disease is also recommended to handle
depression.

One of the psychological disorders seen among  service (Luppa et al., 2012). It is estimated that
older adults is depression. Depression prevalence among half of older adults, the first onset of de-
is noted as 5% of older adults living at their home, pression is likely to see in late adulthood (Fiske,
and 42% of older adults living in long-term care  Wetherell, & Gatz, 2009). Depression among older
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adults is also called late-life depression, which is
observed as changes in cognitions and somatic
complaints mostly (Fiske et al., 2009). However,
inadequate empirical evidence is mentioned
about somatic complaints and depression rela-
tionships in late-life depression (Haigh, Bogucki,
Sigmon, & Blazer, 2018). Besides, psycho-social
variables are noted as necessary for late-life de-
pression, which is highly seen among ones be-
ing separated and divorced and having no for-
mal education (Subramaniam et al,, 2016; Lue et
al., 2010). Similarly, higher education and lower
late-life depression are reported (Fiske et al.,
2009; Zivin et al., 2010). Also, loneliness and low-
er social support effect depression scores of old-
er adults who have medical diseases (Fiske et al.,
2009). In respect to gender, women participants
are more likely to suffer more depression than
the others (Lue et al., 2010). On the other hand,
genetic markers of medical diseases are report-
ed to affect men more than women in the case
of depression (Petkus et al., 2017). Similarly, it is
mentioned that stressful life events affect aged
men more than women (Forlani et al., 2014).
Therefore, controversial results appear in the re-
lationship between gender and late-life depres-
sion.Besides, researchers question whether late-
life depression is different from depression in
adulthood. The prognosis of depression in late
adulthood is differentfrom other life periods that
relapse is more likely to see due to the effect of
medical diseases (Haigh et al., 2018). Also, it is
highlighted in the literature that difficulties relat-
ed to medical diseases combine with challenges
about aging that lead to difficulty evaluate de-
pression (Saracino, Rosenfeld & Nelson, 2016).
Therefore, examining medical disease and de-
pression relationship is essential to reveal the
nature of late-life depression.

Medical diseases are highly prevalent among
older adults. Hypertension, cardiac problems,
diabetes, sensory problems are some of the
commonly seen medical diseases among them.
Those health problems affect daily life and lead
to several changes in the psycho-social lifecycle.
For instance, older adults with diabetes monitor
blood glucose levels and dietary in every day

and attend sports activities. All of those chang-
es in activities are necessary to regulate medical
diseases and include additional energy, which is
quite challenging in old age. Also, sleep distur-
bance problems arise commonly among older
adults (Bao etal., 2017; Garfield, Llewellyn, & Ku-
mari, 2016) whose energy is affected adversely
by sleep problems. When older adults have the
inability to make psycho-social changes in life-
style, their difficulty with medical diseases arises
since physical and psycho-social life are inter-
connected. For instance, physical disability and
frailty influence individuals (Collard et al., 2017)
that older adults having a high functional disabil-
ity has higher scores of suicidal ideations (Fass-
berg et al.,, 2016). It is noted that older adults
with severe health problems experience burnout
(Boe et al., 2017; Subramaniam et al., 2016) that
some of them commit suicide, therefore. Similar-
ly, suicidal behavior is associated with depres-
sion and medical diseases in old age (Cheung
& Sundram, 2017). Likewise, higher physical dis-
ability and higher depression are more likely to
seen among older adults that re-admission to
the health care centers and mortality rates are
results (Hummel et al., 2017). Similarly, low phys-
ical activity and high depression are mentioned
to be associated (Mclntyre et al., 2019). Also,
medical diseases are revealed to limit social life
that affects higher depressive feelings (Petkus
et al, 2017). Therefore, it can be concluded that
medical diseases, restrictive social life, activity
level, and depression are highly related.

In addition to the influence of medical diseases,
itis questioned whether there is a difference be-
tween types of diseases on depression. In a study
inquiring about the type of medical disease,
depression is highly seen among older adults
with heart problems, diabetes, ischemic attacks,
physical impairments (arthritis), asthma, cough,
internal disease (stomach or intestine), and pa-
ralysis (Subramaniam et al., 2016). Also, depres-
sion is seen among older adults with cancer pa-
tients (Saracino et al., 2016). In another study,
older adults with lung and heart disease prob-
lems are reporting higher depression, whereas
patients with diabetes, hypertension, and stroke

70



Journal of Aging and Long-Term Care

reported lower levels of depression (Zivin et al.,
2010). Besides, more inadequate health percep-
tions about medical disease and higher late-life
depression are associated with each other (Lue
et al., 2010).

Understanding the nature of depression and its
relation to weakness in health is crucial among
older adults uniquely to define risk factors (Col-
lard et al., 2017). Also, exploring psycho-social
factors increasing the incidence of late-life de-
pression is highlighted to be important in pre-
vention (Lue, Chen, & Wu, 2010). The medical
disease and depression relationship are dynam-
ic (Zivin et al. 2010). The bidirectional relation-
ship between health problems and depression
among older adults living in different places
would help professionals to figure out early in-
tervention strategies. On the other hand, wheth-
er the type and number of medical health prob-
lems in older adults are associated with late-life
depression has not been extensively examined
in the literature. Although screening studies
have been conducted with older adults who
are admitted to hospital or resident in a nursing
home, studies with older adults living in their
own homes are rarely seen in the literature. The
number of studies conducted with large samples
is also limited.

The present study aims to investigate the relation-
ship between late-life depression and the number
or type of medical diseases in a large sample of
older adults. The aim of this study is to investi-
gate whether late-life depression is related to the
number and type of physical illnesses that older
adults suffer from. In this frame, three hypotheses
are tested:

1- Late-life depression levels of older individu-
als with any medical diseases are higher than
healthy older adults.

2- The late-life depression levels of older adults
suffering from medical diseases in more than
one health category are higher than those hav-
ing health problems in one health category.

3- The late-life depression level varies according
to the type of medical health problem experi-
enced.

Method

The data of the study were collected with 2277
older adults aged 60 and over. The age range
ranged from 60 to 100 for older adults (M = 72.92,
SD =8.21)and 52.0% of the participants were men
(n = 1183) and 48.0% were women (n = 1094).
The rate of the participants living in the nursing
home is 51.7% (n = 1177) and the percentage of
the participants living in their own home is 48.3%
(n = 1100). The majority were married (37.7%,n =
859) and widowed participants (39.1%, n = 890);
13.1% (n = 299) of the divorced, 6.7% (n = 152) of
the unmarried and 3.4% (n = 77) of the separate.

The Demographic and Health Information Form: The
form prepared before data collection includes
questions to be asked to the participants regard-
ing age, gender, place of residence, marital status,
and type or number of diseases/disorders.

The Geriatric Depression Scale (GDS): The Geriatric De-
pression Scale (GDS) is a 30-item scale developed
by Yesavage et al. (1983) to be answered as “yes”
and "no” format. Some of the items of the scale
are "Are you basically satisfied with your life?”, “Are
you hopeless about the future?”, “Do you feel very
sorry about the past? Itis a scale that excludes so-
matic complaints and substances that may cause a
reaction in older adult patients with low diagnostic
value. Turkish validity and reliability study was con-
ducted by both Ertan et al. (1996) (test-retest con-
sistency, r = .77; internal consistency coefficient =
.92) and Sagduyu (1997) (test-retest consistency,
r = .87; internal consistency coefficient = .72). In
this form of the cutting point adapted to Turkey
scale 13/14, the sensitivity of this breakpoint .90.
The scale adapted by Sagduyu (1997) was used
in the study.

Before collecting the data, researchers received
ethical approval from the research board of the
university. In order to reach a large sample size,
the data of the study were collected from old-
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er adults living at a nursing home or their own
homes who were voluntarily involved in the pres-
ent study. Informed consent was taken before
data collection. It took 10-15 minutes to complete
the questions.

All statistical analyses were conducted by using
the SPSS-25 (IBM, Armonk, NY, USA). The p-value
threshold used to decide statistical significance
was established at .05.

Results

Participants were asked whether they experi-
enced diseases or disorders in thirteen medical
health problem categories: (1) Respiratory system
diseases, (2) cardiovascular system diseases, (3)
hematopoietic system diseases, (4) diseases of
the digestive system, (5) endocrine and metabol-
icdisorders, (6) urinary system diseases, (7) breast
diseases, (8) immune system diseases, (9) derma-
tological diseases, (10) sensory system diseases,
(11) central nervous system disorders / neurolog-
ical disorders, (12) rheumatic and musculoskele-
tal diseases, and (13) psychiatric disorders. The
six most common categories of diseases in the
present study are listed as follows: Cardiovascu-
lar system diseases (38.12%), metabolic and en-
docrine disorders (15.46%), psychiatric disorders
(12.38%), rheumatic and musculoskeletal diseas-
es (9.00%), central nervous system / neurological
disorders (7.64%), and respiratory system diseas-
es (6.98%). The categories of medical health prob-
lems, the diseases or disorders in the categories,
and the frequencies of disease categories in the
sample of the present study are shown in Table-1.

The relationship between the number of diseases
and late-life depression was tested by One Way
ANOVA. The number of diseases is categorized
into three groups: No illness-disorder, one ill-
ness-disorder category, two or more illness-dis-

order categories. One Way ANOVA test result
is significant, [F (2, 2274) = 71.20, p = 1.02%3°],
According to the results of the Bonferroni post-
hoc comparison, groups are statistically different
from each other. The older individuals who report
disease from at least two disease categories (two
or more illness-disorder group; M = 11.93, SD
= 7.20, n = 502) are more depressed than older
individuals who report disease from one disease
category (one illness-disorder group; M = 9.88,
SD = 6.94, n = 1220) (p = 3.11¢%) and older in-
dividuals who do not report any disease (no ill-
ness-disorder group; M = 7.03, SD = 5.80, n =
555) (p = 1.02%%). Moreover, the older individuals
who report disease from one disease category
(one illness-disorder group) are more depressed
than older individuals who do not report any dis-
ease (no illness-disorder group) (p = 8.92¢%). Ac-
cording to these results, the first two hypotheses
of the research were accepted. The results of the
One-Way ANOVA test are shown in Figure-1.

N
|

No Disease-Disorder One Disease-Disorder Two or More Disease-

Category Disorder Categories

Figure-1. The relationship between the number of diseases
and late-life depression

The participant numbers, late-life depression
means and standard deviations of ten disease
categories, except the disease categories of he-
matopoietic system diseases, breast diseases,
and immune system diseases that cannot be in-
vestigated because their observed frequencies
are low, are shown in Table-2.

Psychiatric disorders are associated with a high
level of late-life depression, alone (M = 12.67, SD
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=7.81) orin the presence of other accompanying
diseases (M = 13.86, SD = 6.99). As expected, de-
pressive symptoms are frequently seen with other
psychiatric diseases.

After psychiatric disorders, digestive system dis-
eases are the second category of diseases associ-

ated with high levels of late-life depression, alone
(M =11.63,SD =7.89) orin the presence of other
accompanying diseases (M = 11.98, SD = 7.21).

The presence of one or more diseases causes
many diseases to be associated with high levels
of depression among people with cardiovascular

Table-1. The categories of medical health problems

Categories of Medical

Medical Health Problems Frequencies %
Health Problems 4 °
1. Cardiovascular System  Rhythm and conduction disorders, coronary artery diseases, vascular 868 38.12
Diseases diseases and inflammation, peripheral artery disease, hypertension, etc.
2. Metabolic and Endo- Diabetes mellitus, elevated cholesterol, graves’ disease, Hashimoto 352 15.46
crine Disorders thyroiditis, Addison’s disease, goiter, obesity, epiphysis, thyroid, para-
thyroid, thymus, liver, pancreas, intestinal system and other conditions
associated with insufficiency or excess of adrenal gland hormones
3. Psychiatric Disorders Anxiety disorders, depression, bipolar disorder, obsessive-compulsive 282 12.38
disorder, social phobia, panic disorder, obsessive-compulsive disorder
(OCD), post-traumatic stress disorder (PTSD), schizophrenia eating dis-
orders, personality disorders, substance abuse, etc.
4.  Rheumatic and Muscu-  Inflammation, infections, and deterioration of muscle, joints, and bones, 205 9.00
loskeletal Diseases rheumatoid arthritis (arthritis), Systemic lupus erythematosus (SLE), etc.
5. Central Nervous System Paralysis, epilepsy, meningitis, rabies, Alzheimer's, dementia, sleep 174 7.64
/ Neurological Disor- disorders, multiple sclerosis (MS), amyotrophic lateral sclerosis (ALS),
ders Parkinson’s, balance disorders, myasthenia gravis, Guillain-Barré Syn-
drome and so on.
6. Respiratory System Upper and lower respiratory diseases, acute bronchitis, chronic bron- 159 6.98
Diseases chitis, Chronic Obstructive Pulmonary Disease (COPD), pneumonia,
tuberculosis, asthma, lung cancer, and so on.
7.  Diseases of the Diges- Diarrhea, constipation, reflux, indigestion, hemorrhoids, breech frac- 112 492
tive System tures (anal fissures), colitis, stomach cancer, bowel cancer, liver can-
cer, gallbladder cancer, pancreatic cancer, esophagus cancer, salivary
gland cancer, gastric ulcer & bleeding , gastritis problems, gallstones
and inflammations, diseases of the stomach and duodenum, diseases
of the small intestine, diseases of the large intestine, diseases of the
rectum, bleeding from the esophagus varicose veins, stomach and in-
testinal polyps, cirrhosis, etc
8. Urinary System Dis- Kidney infection, bladder infection, infection of other organs of the uri- 109 4.79
eases nary tract, inflammation of the prostate and other connected organs
(prostatitis), urinary production and excretory system-related disorders,
urinary production and excretory system-related anomalies, urinary pro-
duction and excretory system-related obstructions, stones, malignancies
9.  Sensory System Dis- Diseases and disorders related to the sense of sight, hearing, smell, 56 2.46
eases and taste.
10. Dermatological Dis- Eczema, atopic dermatitis, acne, skin infections through sexual contact, 17 0.75
eases warts, herpes, shingles, fungal diseases, benign and malignant tumors
of the skin, diseases of the scalp, nail disorders, moles, allergic and
itchy skin diseases, vitiligo, etc.
11. Hematopoietic System  Leukemias, lymphomas, multiple myeloma, myelodysplastic syndrome, 12 0.53
Diseases hemophilia, Mediterranean anemia, pernicious anemia, aplastic ane-
mia, thrombocytopenia, and so on.
12. Breast Diseases Breast tissue anomalies, fat tissue loss, ductal obstruction, cysts, cancers 0.09
13.  Immune System Diseas- Psoriasis, psoriatic arthritis, inflammatory bowel disease (IBD), immune 0.00

es

vasculitis, celiac disease, Sjogren’s syndrome, HIV, etc.
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Table-2. The relationship between the type of diseases and late-life depression

Presence of the Disease (PD)

One Disease Category

Multiple Disease

Absence of the Disease (AD)
Multiple Disease

One Disease Category

Categories Categories
n M SD n M SD n M SD n M SD
Cardiovascular 512 9.17 6.55 356 11.33 6.97 708 10.38 717 146  13.40 7.55
Endocrine 151 9.39 6.73 201 12.21 6.91 1069 9.94  6.97 301 11.74 7.39
Psychiatric 49 12.67 7.81 233 13.86 6.99 17 9.76 6.88 269 10.25 6.96
Musculoskeletal 118 9.70 6.93 87 10.77 717 1102 9.89 6.94 415 1217 7.19
Neurological 117 10.63 6.99 57 12.84 8.29 1103 9.80 6.93 445 11.81 7.05
Respiratory 96 10.83 7.85 63 9.54 6.56 1124 9.79 6.85 439  12.27 7.22
Digestive 65 11.63 7.89 47  11.98 7.21 1155 9.78 6.87 455 11.92 7.20
Urinary 68 10.82 7.12 41 1285 7.87 1152 9.82 6.93 461  11.85 7.14
Sensory 29 8.69 5.56 27 11.00 750 1191 9.90  6.97 475  11.98 7.18
Dermatological 8 7.13 3.64 9 7.00 7.35 1212 9.89  6.95 493 12.02 7.7

Note-1. n = number of participants, M = mean, and SD = standard deviation

Note-2. Disease = Disease or disorder.

Note-2. Since the observed frequencies are low, the hematopoietic system diseases, breast diseases, and immune system diseas-

es are not included.

system diseases, metabolic and endocrine dis-
orders, rheumatic and musculoskeletal diseases,
central nervous system - neurological disorders,
urinary system diseases, and sensory system dis-
eases. In the presence of another or more diseas-
es, cardiovascular system diseases, metabolicand
endocrine disorders, rheumatic and musculoskel-
etal diseases, central nervous system - neurolog-
ical disorders, urinary system diseases, and sen-
sory system diseases are related to a high level of
late-life depression. Two exceptions to this condi-
tion have been observed: Respiratory system dis-
eases and dermatological diseases (see Figure-2).

Discussion

The present study aimed to explore medical dis-
eases comorbidity with depression among aged
adults. Researchers suggested an understand-
ing of the association with medical diseases and
depression to define risk factors and prevention
strategies (Collard et al., 2017; Lue et al., 2010).
This study investigates the role of the type and the
number of medical diseases on late-life depres-
sion.

In respect to the percentage of diseases or dis-
orders, cardiovascular system diseases, metabol-

Figure-2. Graphical demonstration of the relationship between disease types and late-life depression

1

10

Late-Life Depression

Musculoskeletal

Cardiovascular Endocrine Psychiatric

=== PD-One Disease Category s |PD-Multiple Disease Categories
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ic and endocrine disorders, psychiatric disorders,
rheumatic and musculoskeletal diseases, central
nervous system / neurological disorders, and re-
spiratory system diseases are the six most com-
monly observed categories of diseases. As ex-
pected, older adults having two or more medical
diseases category has higher scores of late-life
depression than those with one medical disease
category or those without any medical disease.
Individuals exposed to two or more medical dis-
ease might experience more boredom than the
others when considering burnout and medical
disease relationship (Boe et al.,, 2017; Subrama-
niam etal.,2016). Those people should adhere to
treatment, which is requiring high effort.

Likewise, seen in other studies (Subramaniam et
al., 2016), the types of medical diseases are re-
lated to late-life depression. In the present study,
higher depression is seen among participants
who have psychiatric disease and digestive sys-
tem alone. Since depression is one of the psychi-
atric disorders, higher depression among patients
with any psychiatric disorder is understandable.
Patients might feel hopeless and helpless about
the treatment of a psychiatric disorder that those
symptoms are part of depression. The digestive
system is also called the second brain since it sup-
ports the immune system for healthy functioning
(Lipski, 2012). Therefore, higher late-life depres-
sion among patients with digestive diseases is
understandable since individuals’ capability to
digest well is limited, which leads to difficulty in
life. Besides, in the case of multiple diseases, pa-
tients with psychiatric disorders, digestive system
diseases, cardiovascular system diseases, met-
abolic and endocrine disorders, rheumatic and
musculoskeletal diseases, central nervous system
- neurological disorders, urinary system diseases,
and sensory system disease. Besides, as cited in
the literature, older adults with chronic disease
experience higher depression (Zivin et al., 2010).
Similar findings were seen for higher depression
with respiratory and heath disease (Zivin et al,,
2010). A possible reason is those problems have
restrictive value on the daily life of older adults.
For instance, older adults with urinary problems
should use restrooms frequently during the day,

which limits the life cycle. Also, older adults with
metabolic or endocrine system disorder should
monitor blood glucose levels and use a restrictive
diet every day. Patients with rheumatic and mus-
culoskeletal diseases have the inability to move in
places that also limit the level of solid functional-
ity. In case of experiencing multiple diseases, old-
er adults have higher caring needs. Managing the
medicine cycle (i.e., taking pills) becomes compli-
cated. Therefore, having more than one chronic
disorder and a higher depression relationship is
expected.

There are certain limitations to the present study.
Association between types of and the num-
ber of illness and depression were investigated
cross-sectionally. It is recommended to examine
whether the time is contributing to results. There-
fore, longitudinal studies can help to investigate
physical changes in time relation to depression.
Also, individuals' ratings about the importance of
the disease in their daily life are recommended
for future studies in case especially patients with
multiple disorders. On a behind of limitations, the
present study participants are composed of old-
er adults who are living at a hospital, in a nursing
home, or in a home. Also, using a large sample is
one of the strengths of the present study.

In clinical settings, developing screening tools
among older adults with physical problems are
recommended (Saracino et al., 2016; Subrama-
niam et al., 2016) since there are some overlap-
ping symptoms of depression and medical ill-
nesses among patients with medical diseases in
late-adulthood (Haigh et al., 2017; Saracino et al.,
2016). Also, collaborations between psycholo-
gists and doctors are necessary (Subramaniam et
al., 2016). Moreover, it is highlighted to educate
doctors about early recognition of depression
(Fiske et al.,, 2009). Also, pharmacological treat-
ment to be less efficacious (Haigh et al., 2017).
Therefore, psychological treatment is necessary.
Giving information to older adults about medi-
cal disease is also recommended to handle de-
pression (Fiske et al., 2009). Besides, as seen in
a meta-analysis, encouraging older adults’ social
support groups (Forsman, Schierenbeck, & Wahl-
beck, 2011) and applying cognitive-behavioral
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psychotherapy treatment (Hummel et al., 2017)
are helping to recovery from late-life depression.

Briefly, older adults with chronic medical diseases
and late-life depression relationship are revealing
the bidirectional functions of the physical and psy-
chological system. Future studies are encouraged
to examine those relations between the systems.
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Abstract

Retirees in Lebanon currently experience a number of socio-cultural and economic obstacles that
limit their ability to experience retirement in a meaningful and productive way. The current paper
draws on research and programming in Lebanon that was developed to understand and promote
a healthy culture of retirement in Lebanon where the needs of retirees were explored by a joint
initiative by the government and civil society. Results of two focus groups and the implementation
of community enrichment pilot programs for retirees fed into the development of a framework to
highlight the ways in which investments in retirees could be optimally realized at the national and
municipal levels in Lebanon. Future plans for research and programming to test this model further
were also generated as part of this overall project. These results provide a framework for how
retirees may be further engaged in civil society and a roadmap for conceptualizing programs for

retirees that need minimal large-scale government action.

Keywords: Retirement, social support, social norms, culture, intervention, Lebanon

Key Practitioners Message

> This may be a beneficial model for those practitioners working in countries in middle income
and post-war transitional phase governments where significant legislative commitments to
retirees may be slow to enact.
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the burden of supporting Lebanese pensioners
would increase from 10.8% in 2000 to over 27%
in 2050. To add to their struggle, the aftermath of
the July 2006 War resulted in older adults as the
most vulnerable population having more severe
difficulty in attaining their needs (Sibai, Yount, &
Fletcher, 2007). This is due to the current system
not attending to the needs of Lebanese adults
older than 65, including retirees, and that the po-
litical situation does not allow for any foreseeable
reform (Saadeh & Mikhael, 2016; Sibai, 2000;
SSA: Social Security Administration, 2010). The
local and foreign institutions have proposed to in-
stitute a non-contributory social security scheme
to counteract this troubling economic reality
(Rached, 2012). Unfortunately, to date, no govern-
ment propositions have been realized (Table-1).

This paper turns to other types of governmental
and civil support that may not be monetary but
rather based on educating, socially valuing, em-
powering, and better understanding retirees.
These resources and supports begin with pro-
viding aid to retirees in financial planning as they
age, such as covering benefits, pension plans,
health and continued education as well as devel-
oping projects for retirees to contribute produc-
tively to society and their local community. These
are also resources and programs that with cultural
adaptations, may provide frameworks for coun-
tries outside of Lebanon navigating similar issues
with their population of retirees to implement.

This paper will introduce the “culture of retire-
ment,” a concept very new to the Lebanese pop-
ulation. The culture of retirement is likened to an
educational pedagogy where we need to gain
knowledge and culture to understand it and have
it prosper. We write with the hope that this con-
ceptual framework will be utilized, revised, and
practiced to serve the needs of diverse Lebanese
communities. Like any new concept, it remains in
its nascent form and will need multiple iterations
through evaluation and monitoring to understand
what works and what does not. The core structure
of this model may also serve as a template for oth-
er communities to develop their own national or
community-specific paradigms.

Literature Review

Lebanon is a country in the Middle East located
in the Eastern Mediterranean. It has a population
estimated at 6.86 million, though no official cen-
sus has been conducted since 1932. The popu-
lation pyramid favors youth with citizens young-
er than 54 years of age, constituting 84% of the
population. Having said that, the portion of the
population 55-64 years of age accounts for 8.34%
of the total population (241.206 males; 267.747
females) and people aged > 65 years of age as
7.03% (185.780 males; 243.015 females), num-
bers that are on the rise (Sibai et al., 2004; SSA,
2010). Twenty-five percent of the Lebanese pop-
ulation lives below the poverty level (ReliefWeb,
2017). Despite this predicted rise in population
demographics and increased financial insecuri-
ty, little research has taken place in Lebanon to
gauge the climate of retirement in the country.

Recent protests took the streets demanding for
equality and the end of corruption (BBC, 2019).
Many were demanding reforms in all sectors, in-
cluding urgent retirement reforms and end-of-
job security. 28% of Lebanon’s 1.5 million healthy
workforces are covered by a 1963 pension law.
80% of Lebanon'’s population aged > 65 years of
age lacks pension and health coverage, as most
have worked in the informal economy or private
sector (ILO: International Labor Organization,
2013). The remaining 20% of workers are from
the public and military sectors and have their own
retirement scheme (SSA, 2010). The social secu-
rity in Lebanon is regulated by an outdated law
of 1963, which provides for a social insurance
system granting end-of-service indemnity (EOSI)
lump-sum benefits only with no further security
benefits. There is no monthly payment, and all
benefits, including health coverage, end at retire-
ment (Abdulrahim, Ajrouch, & Antonucci, 2014;
Rached, 2012; The Presidency of the Council of
Ministers, 2019). The system covers employees in
the industry, commerce, and agriculture sectors.
Public sector employees and teachers are cov-
ered by a separate system. The employers con-
tribute solely to the fund constituting 8.5% of the
payroll, leaving a real strain on employers also
at the end of service as they must muster a large
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sum when the employee retires (Rached, 2012).
The insured person does not have to make any
contribution. The old-age benefitis available from
age 60 but is compulsory after 64.

This benefit consists of a lump sum of the fi-
nal month of earnings (or one month of av-
erage monthly earnings during the previous
twelve months, if higher) multiplied by the number
of years of service up to 20 years plus 1.5 months
of earnings per year of service beyond 20 years
or up to age 64 (The Presidency of the Council of
Ministers, 2019) (Table-1). Public pensions make
up 3% of Lebanon's Gross Domestic Product
(GDP) and operate on the pay-as-you-go system.
The most recent pension increase was granted in
2012.1n 2017, a new bill to compensate for the in-
crease in salary and new pension plans for a salary
increase was complicated by a tax hike and was
debated in parliament (The Daily Star, 2017).

The NSSF currently operates in the private sec-
tor and helps provide end of service pension
plans, covers sick leave, maternity leave, portions
of medical care, and a handful of additional ser-
vice benefits that are only available to working
members of society employed in the private sec-
tor and who are insured (SSA, 2010). Most indi-
viduals working in the private sector (excluding
those who are self-employed) rely on the NSSF
for end of service benefits (Jarmuzek & Nakhle,
2016; SSA, 2010). The National Social Security
Fund (NSSF) and additional private sector social
security schemes also do not address the financial
needs of those who have never been employed, a
demographic in Lebanon primarily comprised of
women (Abdulrahim et al., 2014) (Table-1).

With this scheme above, Lebanon is one of the
shrinking minority of countries that maintain EOSI
(Sibai, 2000). In comparison, other countries in the
region such as Jordan, UAE, Syria, Iraq, and Saudi
all cover regular pension. Moreover, in compari-
son to low-income countries in the African conti-
nent, Lebanon continues to fall behind in services
offered and reforms enacted to meet the needs
of its retirees. Uganda (population 42.86 million)
covers 10.2 % of its total workforce and allows for
a pension plan, annuity, and lump sum (Munyam-

bonera, Katunze, Munu, & Sserunjogi, 2018). In
fact, in 2018, Uganda had to expand pension cov-
erage as retirees’' numbers increased, and the cov-
erage was uneven (Munyambonera et al.,, 2018).
In another example, Rwanda (population 12.21
million) maintained a social security law framework
since 1956 with reformed laws in 1974, 2003 and
2015 for their national pension scheme. Salaried
workers (temporary and casual), professionals,
trainees, civil servants, politicians and govern-
ment employees in Rwanda are all covered. Even
self-employed citizens have voluntary coverage of
up to 50%. The employee starts with 3% of covered
earnings and can go up to 30% after 3 years while
the employer covers 3% of payroll. At the end of
employment, the retiree is offered a lump sum in
addition to a monthly pension. There is even a dis-
ability coverage, sickness and maternity coverage
as well as survivor pension. In 2016, Rwanda enact-
ed a new reform to cover self-employed women,
often in agriculture and small-scale artisans, in their
maternity security coverage as well as end-of-work
indemnity (SSA, 2017).

There is no doubt that Lebanon could gain a
great deal from reviewing its own law and mov-
ing towards the acceptable global reality when
it comes to social security. Many reform propos-
als have been drafted, essentially to transform
the lump sum payment, which is rapidly spent
when citizens need it most to cover healthcare
and other expenses, into a monthly pension for
the remainder of their lives as it will be best for
the retirees and also easier on the employers. In
2004, the government proposed a flat indemnity
for the public sector to individuals who have not
worked enough and a minimum pension for tho-
se who had enough contributions (Rached, 2012).
In 2011, there was another new draft which pro-
moted individuals to pay a contribution from their
salaries and receive at least 40 % of their wages
if they have worked for more than 30 years (ILO,
2013). World Health Organization (WHO) also
proposed an investment policy to increase the
monthly contributions and get; as a result of a
monthly lifetime pension under ethical principle
to protect and “senior citizens have the right to be
fully insured” (Hamade, Ghobeira, & Yassin, 2015).
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Table-1. Comparison of public vs. private retirement schemes in Lebanon

PUBLIC SECTOR

PRIVATE SECTOR

Maximum retirement age 64 for civil servants
Maximum retirement age 58-64 for military members

Retirement Age
depending on military rank.

The maximum age is 64 for eligibility to accrue
end of service indemnity.

< 20 years service receives an end of service payment
> 20 years service received choice between lifetime

pension of end of service payment
Benefits
end of service payment

Dependents can inherit pension upon death of the em-

ployee

> 40 years service receives both a lifetime pension and

Once the end of service indemnity is claimed, re-
tiree received lump sum totally one month’s worth
of salary for every year worked, and 1.5 month’s
worth of salary for every subsequent year worked
after 20 years. The downfall is that they lose all
benefits, including health services, after retire-
ment

Contributions . B
during retirement

6% of basic salary; retirees do not have to contribute

Employees do not contribute. Employers contrib-
ute 8.5% of employees taxable income

Exceptions

University teachers, private school teachers, and
private syndicates have alternative or additional
retirement schemes

Collaborative Framework for a Proactive
Initiative

With little meaningful research and difficulties in
delivering a developed contemporary policy for
retirees in Lebanon, we joined efforts with the
Lebanese Ministry of Social Affairs (MOSA) to
explore alternative avenues to empower retirees
and value their contribution to Lebanese society.
MOSA assumes a pivotal role in developing the
older adults” welfare pension scheme and has the
power to solidify partnerships with United Nations
Development Programs (UNDP) for pieces of trai-
ning and more. Other stakeholders for such prog-
rams have been historically International Labor
Organization (ILO), the World Bank, Ministry of Fi-
nances, and Ministry of Labor, NGOs, civil society,
media, senior citizens. Our collaborative project
aimed to develop a richer and more nuanced pi-
cture of the nature of retirement in Lebanon. A
primary aim of the study was to determine what
additional social, cultural, health, and economic
factors hindered retirees in Lebanon and what
concrete steps could be taken to incentivize grea-
ter political and community investmentin retirees.
These recommendations were then presented in
a larger framework with the potential benefits of
a new social contract between Lebanese retirees

and civil society.

Research Design and Methodological Ap-
proach

In December of 2013, two focus groups were con-
ducted with retired civil servants in Beirut by the
first author upon an invitation from the Lebanese
Ministry of Social Affairs (MOSA). The focus groups
provided insight on a variety of challenges faced
by retirees and possible mechanisms for creating
a healthy culture of retirement beyond increased
pensions or social security benefits. The focus
groups comprised of individuals from diverse Le-
banese regions. Their responses were then adap-
ted to set a pilot plan exploring what could be
done to disseminate a healthier retirement cultu-
re in Lebanon. This initial endeavor included new
opportunities for education, community deve-
lopment programs in the six municipalities of the
country, fundraising, and a retiree appreciation
day. Of note, the six municipalities volunteered to
take part in the pilot program. As MOSA serves all
Lebanese, it always divides its fieldwork and proje-
cts to cover 6 mohafazat (counties).

The two focus groups were comprised of a total
of 30 participants; n=18 in one group n=12 in the
second (Figure-1). Members of the focus groups
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were retired civil servants and military members
convened by MOSA in Beirut. The two groups
were both heterogeneous in age, socioeconomic
status, and religion. All participants but one were
men. An interview guide was developed to probe
for challenges facing retirees in Lebanon and how
an ideal culture of retirement could be implemen-
ted in the country.

With data gathered in the focus group and after
participants’ consent given to MOSA organizers
for the dissemination of the results of the focus
groups, retirees from the public and private sec-
tor, NGO donors, experts on aging and finances,
and municipal councils set to explore and test
multiple approaches to improve retirement cultu-
re in Lebanon.

Results of the Focus Groups

Retirees in the focus groups generated a number
of challenges they felt were most salientin charac-
terizing the lack of retirement culture in Lebanon.

Members of the focus groups felt that the primary
responsibility for facilitating efforts to serve reti-
rees in Lebanon was with the government. Both
focus groups described the government’s current
role as “idle” and that “the government offers no
support” with respect to its stance on aiding reti-
rees. While policy reforms by the government had
been enacted in the past, before the start of the ci-
vil war in 1975, the retirees felt that these reforms
were often not realized in the community. No bills
of this nature have been brought to parliament to
vote on, especially as the country continues to be
divided along sectarian lines and has never made
it out of a post-war transitional phase to a stable
good governance phase. Since 2013, there has
been a public slogan that the social protections
enacted through a robust and equitable pension
plan is within reach (ILO, 2013). Unfortunately, this
plan has not transpired.

Retirees in the focus group stated that some way
to monitor government implementation of poli-

cies toward retirees was critical for building the-
ir trust. A “watchdog” group to oversee external
supervision of the government would also need
to include retirees. It was also a desire of the re-
tirees to see that these social policies from the
government were sustainable and could remain
enacted in the long term. One participant in the
focus groups stated that “a bill with new rights”
for retirees would be an essential next step to ac-
hieve this.

Asignificant worry for retirees, per the focus groups,
was that there are few resources in Lebanon for re-
tirees to learn how to be financially savvy and inde-
pendent after they no longer work. As one partici-
pant stated, “it is helpful to get training to prepare
for this new phase, but no one offers anything.”
Courses on financial planning, wealth management,
navigating inheritances, and family responsibilities
in retirement were suggested as a way in which reti-
rees could better prepare for the economic challen-
ges engendered by the current system.

Moreover, Lebanon is seeing a prominent migra-
tion of working individuals to other countries. It is
currently estimated that there is a more significant
Lebanese diaspora than the current population of
Lebanon (Abdulrahim et al., 2014). Traditionally,
working family and community members have pla-
yed a direct role in assisting retirees. However, the
shifting demographics of Lebanese society leave
many retirees to navigate the management of the-
ir finances alone and without many resources for
preparation and guidance. The government may
not be able to provide support to retirees throu-
gh the more substantial end of service payments.
However, it could improve the quality of their tran-
sition into retirement by providing the tools nee-
ded to manage their finances better and think ear-
ly on to include education to their financial future
throughout their productive working years.

In the current generation of retirees in Lebanon,
most women have not worked and therefore are
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not eligible for even the meager financial bene-
fits provided at the end of service for workers in
the private sector. The focus groups noted that
any meaningful social policy enacted by the go-
vernment for retirees needs to accommodate
the current reality where men and women retire
differently (Sibai, 2000; Sibai et al., 2004; Sibai
et al., 2007). Traditionally, women who have not
worked are not supported by the NSSF end of
service indemnities, private syndicate schemes,
or pension plan of a spouse. Unfortunately, pub-
lic sector pension plans are the only schemes
that ensure a worker's pension will pass on to a
surviving spouse if the retiree dies (Jarmuzek &
Nakhle, 2016). For women of retirement age, fa-
ctors such as childbirth and family life have often
prevented even those women who have worked
in their lifetime from being employed the num-
ber of years needed to receive maximum NSSF or
pension benefits. According to the Lebanese Le-
ague of Women in Business, over 15 pieces of le-
gislature and amendments to the legislature as of
2011 have specifically aimed to add benefits for
Lebanese women workers or to make their access
to benefits more equitable to male counterparts.
To date, almost all proposed items are “pending
follow-up by the Lebanese Parliament” (MENA
Group: World Bank Middle East and North Africa
Social and Economic Development Group, 2009).

Not all problems with the current culture of reti-
rement in Lebanon discussed by the focus group
were financial. Retirees stated that their psychoso-
cial needs were not being met and that these too
were requirements for a meaningful retirement
culture. There was a general feeling among mem-
bers of the focus groups that retirees were unde-
rappreciated by the government. Retirees viewed
their experience in the community, their desire for
productivity, and the years of investments made in
them by the government while working to be an
untapped resource. One participant described
that “one should not surrender to retirement but
should have a project.” Rather than an idle period,
the retirees viewed retirement as another phase
in the “continuum” of their productive lives. Posi-

tive cultural recognition of retirement and retirees
was a necessary ingredient for any social contract
between them and the government. However, the
resources needed to galvanize such efforts, such as
money and governmental support, were lacking.

How retirement in the military field should be bet-
ter addressed was a primary concern for the focus
groups. When individuals are active in their mili-
tary careers, the government of Lebanon invests
heavily in their professional development. These
career investments include receiving rigorous tra-
ining locally and abroad. Retirees from the army
thus felt dismayed by the sense of feeling seve-
red from the military at the end of their careers.
One participant in the focus groups described
that once retirement begins, “we leave and vanish
into thin air” After the resources that had been
provided for their career development, the for-
mer military members of the focus group stated
that they wished to both give back to the military
through other forms of service. Instead of being
“retired” from the military, a more favorable term
posited by the focus groups was an “end of servi-
ce.” (Figure-1).With this background in mind, the
outcomes from the focus groups centered on the
new initiatives detailed below.

On the national level, a Retiree Loyalty day was
planned by MOSA and celebrated June 2, 2015,
at the United Nations Educational Scientific and
Cultural Organization (UNESCO) palace. Additio-
nal sponsorship also was provided by Lifeline and
First National bank. There were 264 participants,
among them 179 retirees who were involved in
the municipality planning, 42 retirees from the
public sector, and six retirees from the National
Commission of the Elders. Many people were ho-
nored, and the event made national news. A ple-
dge ensued to keep the celebration on a yearly
basis in the period of May-June. Retirees on the
planning committee wanted to connect to other
groups worldwide to brainstorm and learn about
how other nations promote an active, fruitful, and
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Themes Generated by Focus

Goals for Research and Programming

Groups

Aging

Additional focus groups with
more representative sample

Retirement at individual level

Role of government in retirement
Target individuals
Community benefit with active retirees contemplating retirement
Engage civil society in next
steps

Retiree visibility

Volunteering
Validate retirement as part of
Retirement as worldwide experience continuum of productive life

Cultural views on retirement Develop campaign

Increase public commitment to
retirees

Social roles for retirees

Policy, rights, and reforms for
retirees

Managing finances in retirement

Gender differences in retirement

Recommendations for Program
Development and Research

Increase retiree self esteem

Increase retiree participation in public programs and civil
—.=| society

Provide an active voice for retirees in Lebanese society

Provide sustainable programming that does not require
government action

Programs Developed From Focus Group
Recommendations and Goals

Day of the Retiree
Fundraising campaign
Educational courses for retirees

Community projects for retiree involvement and benefit

Figure-1. General themes about the nature and challenges of retirement in Lebanon

Note 1: These general themes were stated in the focus groups. Themes were translated into recommendations and goals for
future programming, resources, and legislature in Lebanon for retirees. Programming developed as a result of the focus group

was included in this model.

Note 2: Bolded text indicates theme discussed by both focus groups.

fulfilling retirement phase where retirees are fi-
nancially independent.

Civil society groups, private donors, and the go-
vernment also collaborated to implement a sta-
ged fundraising campaign. The purpose of the
fundraising campaign was to raise money to help
implement a national program for retiree enga-
gement in multiple municipalities in Lebanon.
The fundraising campaign collected a total of
$46.000 (USD). This money would help augment
the $12.000 (USD) a year that municipalities are
participating in the pilot program already recei-
ved annually from the Lebanese Ministry of Inter-
nal Affairs to spend on local projects.

Prior to the start of the development project plan-
ning process, region retirees attended presenta-
tions to help them better prepare for life during
retirement. These presentations were conducted
by medical professionals, financial advisors, and
occupational therapists. Presentation topics for

the retirement community included wellbeing,
healthy aging, productive time management, as
well as managing finances in retirement. These
courses were provided in part to meet the retire-
es’ desire to receive education for planning reti-
rement as well as to help provide information for
community leaders to inform the pilot projects.

This arm of the program was conducted in six
municipalities located in five regions of Lebanon
(Table-2). Lebanon is divided into six mohafazat:
Beirut, Mount Lebanon, North Lebanon, South Le-
banon, Bekaa, and Nabatieh. In February of 2015,
representatives from NGO civil society donors
Likaa el Athnayn, MOSA staff, members of the mu-
nicipal councils, and four retirees (two men and
two women) in each municipality were selected
to plan, engage their communities, and oversee
the implementation of chosen pilot development
projects to help promote retiree engagement
within the community. Money raised in the fund-
raising portion of the program was used to help
the municipalities cover the cost of their projects.
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Each municipality that participated in the pilot
development project portion of the study develo-
ped a program that was implemented in the com-

munities (Table-2).

cultural relevance (Figure-2).

Table-2. Completion status of pilot development programs by region and municipality

turns that are concrete and easily measured and
those that are less tangible but may hold crucial

Region

Municipal-

ity

Program

Phases of comple-
tion

North

North

Chouf

Bekaa

South

Mount

Halba

Zgharta

Amateur

Rachaya

Nabatieh

Jounieh

Established agricultural coop, irrigation tools, and farmland to grow crops.
Crops sold at a lower price to retirees and non-retirees paid full price. Full
price lower than the regular market price to make coop produce more lu-
crative in the community.

Committee established a retiree club and education center. Started educa-
tion workshops by retirees for retirees and the public. Workshops based on
the teaching retiree’s interest and specialty.

Established a retiree club and local meeting place for social gatherings or
for study. Aimed at increasing socialization and to provide opportunities for
retirees to work on projects and be consultants on community projects.

Bus purchased to help retirees conduct business within the region and out-
side of the municipality. The aim was to expand the capacity for retirees to
be productive and involved with various projects taking place in the region.

Constructed a sports club for members of the community, including retir-
ees. Membership for community members to the club was free to individ-
uals who wished to be physically active but had limited financial resources.

Constructed a retiree club for social gatherings, studying, and community
projects. Prioritized the work of retirees on aspects of local urban develop-

Completed and
launched

Completed and
launched

Completed and
launched

Completed and
launched

Completed and
launched

Construction plans
completed. Awaiting

Lebanon . .
ment projects and expansion.

contractors bids

Conceptual Framework for a New Social
Reality for Lebanese Retirees

The current literature on the economic pitfalls of
retirement in Lebanon and the results of the focus
group generated new ideas to explore in the field
and advanced a conceptual framework for deve-
loping a healthy retirement culture in the country
(Figure-2). The top part of the model outlines po-
tential investments that could be made by civil so-
ciety in retirees. These investments fall into three
categories: socio-cultural, health, and economi-
cal. Within these categories are suggestions ge-
nerated by the focus groups and the literature on
retirement in Lebanon. On either side of this “in-
vestment funnel” are those challenges that limit
and restrict the investment potential in retirees
and development of retirement culture. Limiting
factors fall into the category of “socio-cultural”
and “economic.” The amount of investment direc-
ted into the development of a positive retirement
culture in Lebanon then yields potential returns.
These benefits fall on a spectrum of tangible re-

Potential Benefits Through the New Con-
cept of “Culture of Retirement”

Increased integration of retirees into Lebanese ci-
vil society could have meaningful impacts, both
tangible and intangible across the country. Preli-
minary data highlighted the desire of retirees to
be more productive members of society. These
benefits have been integrated into the conceptu-
al model and are presented from most tangible to
most intangible.

Though no longer working in a profession, reti-
rees may still remain a source of assistance in
communities. Lebanon is currently a leader eco-
nomically in the Middle East and North Africa
(MENA) region and has one of the largest retiree
communities in the area (Abdulrahim et al., 2014;
Saadeh & Mikhael, 2016). Investments in retirees,
which mobilize them as a demographic with the
potential for economic productivity, may ultima-
tely advance the country’s financial growth, rather
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Socio-cultural challenges limiting/restricting
investment potential

Lack of discussion around
gender and retirement

—_—

‘Youth migration from Lebanon

v

Lack of value in society by government

Respect for elders in Lebanese society

Investments Made In Retirees by Government

Sports and activity clubs for
Involvement in community and local retirees

and national decision making Ratiremant

Opportunities to remain
Wiewing retirement as 3 productive in retirement
beautiful and productive
time in the life span

Retirees
Subsidized healthcare for

retirees Additional retiree-

Funding for community projects
and national programs for

and Civil Society
Socio-Cultural Health Economic
Retiree loyalty and appreciation programs Resources for remaining NSSF Reform
heaithy and active in
retiramant

Non-contributery universal social security system

Resources for financial planning in

Economic challenges limiting/restricting
investment potential

NSSF limited and outdated

A

Lack of political agreement needed
for economic reform

A

women often ineligible for retirement banefits

Opportunities for centered <
» national and legislation
community
service No accountability for gevernment an following through
Retired military members devalued once no longer with laws and initiatives for retirees
in active service
>
Development of Positive Culture of Retirement in Lebanon
Involvement More Healthy Retirees Community Mentor youth, Retirees feel
helping with local financially decision preserve and happy and
projects, source and socially makers and transmit appreciated
of national prepared for resources Lebanese nationally
service navigating culture and and locally
retirement values
Return on Investments
< =
—p
Tangible Intangible

Figure-2. A conceptual framework for a new social reality for Lebanese retirees
I of socio-cultural, health and economic investments that can be made in Lebanese retirees is presented alongside factors that restrict this investment
potential. The model then describes the benefits that may be reaped from the development of a positive culture of retirement in Lebanon on a spectrum of more tangible to intangible

Note: An “investment funne

returns on retiree investments.
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than hinder it due to the cost of this type of social
investment.

Currently, there is no foreseeable change to the
structure and purpose of the NSSF. While awai-
ting the reforms, in lieu of a stagnant social insu-
rance system, educational courses and materials
for individuals nearing and in retirement to pro-
mote health and financial planning may be a use-
ful start and meaningful measure in aiding retire-
es. Even simple resources to help retirees remain
active and healthy during retirement and able to
navigate the costs that increase during that phase
of life, such as health care, could have the poten-
tial to improve retiree quality of life and potential
for productivity significantly. Future public health
research on this demographic can better determi-
ne what resources would be most effective in pro-
moting retiree health and financial management
acumen. These types of public policy measures
require less enactment of political agreement as
well as little economic restructuring at the natio-
nal level (National Social Security Fund).

The international community can help Lebanon
with developmental programs targeting the pre-
paration for retirement (Sayed & Robalino, 2009).
While they continue to await Lebanon’s partner-
ship, in their mutual trades with the Lebanese
government, the international community and
economic donors and players could enforce that
such plans are conducted on the ground for the
procurement of a stronger social protection net
and stabilized economy in Lebanon. This, in fact,
would work as an incentive for Lebanon to ensure
that its government abides by basic international
employment and retirement law and hence bene-
fit from more funding. In return, the international
community will benefit from a stable and prospe-
rous Lebanese economy.

On a local level, mutual benefits to retirees and
Lebanese civil society through a new collabora-

tive era may not be tangible or always quantifi-
able. Yet, these benefits may nonetheless be
culturally impactful. In the focus groups, retirees
expressed that the potential to mentor youth in
their communities was important to them. The
retirees recognized they might have a unique
role to play in both preserving and transmitting
Lebanese culture and values to younger generati-
ons. Lebanon is experiencing rapid demographic
shifts, particularly in younger generations. Caring
for members of society who no longer work has
been a longstanding cultural value in Lebanon
and a source of pride (Abdulrahim et al., 2014).
However, this type of respect is not felt in the way
the government treats retirees. Acknowledging
the prevailing cultural tendency to view retirees
as individuals with wisdom, insight, and leaders-
hip may strengthen national pride and adherence
to social values across age groups. Initiatives from
civil society to bolster this positive attitude could
be done by tapping into local NGOs and commit-
ted Lebanese activists.

An easily overlooked benefit of addressing the
pitfalls of retirement culture in Lebanon per the
focus group data is that retiree self-perception
may likely improve with a societal shift. It will bo-
ost their morale, giving them a sense of value and
self-confidence and impact positively on their
wellbeing and quality of life. Previously discussed
benefits have focused primarily on harnessing
retiree potential for improving Lebanese civil so-
ciety as a whole. Some reluctance in trusting the
Lebanese government’s ability to deliver on poli-
cies to benefit retirees stemmed from the belief
that it does not prioritize the appreciation and
comfort of retirees. Feeling appreciated and that
policies for retirees were in the interest of forwar-
ding their vision of retirement was of deep perso-
nal significance to those in the focus group

Limitations of the New Concept

These efforts to explore effective pathways for
creating a positive culture of retirement in Leba-
non have been some of the first of their kind in
the country. However, significant limitations did
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exist with this project that requires further resear-
ch into the lives and needs of retirees. One of the
critical limitations of this work was that the focus
groups were made up of former civil servants and
military officials. All those interviewed for the fo-
cus groups were among the minority of Lebanese
retirees who were eligible for a lifetime, ensured
pension plans from the government due to their
employment in the public sector.

Information provided about the needs of retirees
may have been biased by the sample being rela-
tively privileged benefits-wise compared to reti-
rees from the private sector. For these individuals,
themes in the groups focused primarily on impro-
ved quality of life, cultural appreciation, and more
significant investment from the government in
the productivity of retirees. Data from a more rep-
resentative sample of retirees may have yielded
different results and priorities for improving the
challenges associated with retirement in Lebanon.
Additionally, the focus groups were comprised of
almost entirely men. Women retirees themselves
were not sharing their experiences in retirement,
though gender was stated as a critical issue in
the focus groups. The selection of participants
was not under the control of the author, who led
the group. Further research with an economically
representative sample and greater gender repre-
sentation is needed for future studies, particularly
on women in retirement or who have a spouse in
retirement if they themselves have not worked.
Focus groups or qualitative interviews targeting
the retirement experience of women might better
clarify what specific programs would most benefit
this demographic in Lebanon.

For continuing research and community program-
ming to promote retiree wellbeing, pre and post
measures should be taken to quantify better and
characterize the changes taking place as a result
of these programs. Prior to the pilot development
projects, no data regarding the status of and atti-
tudes towards retirees was gauged by the study
team and collaborators. Data were not collected
during or after the implementation of the projects
to measure the effectiveness of these programs
in meeting their stated goals. Measures of retiree
satisfaction with the government before and af-

ter new programming, preferences surrounding
programming, changes in the way non-retirees
perceive retirees after programmingis implemen-
ted, and the health outcomes of retirees in com-
munities with more significant opportunities for
retirees could all serve as possible ways to track
significant changes in the culture of retirement in
Lebanon.

As a healthy retirement culture is streamlined, it
would be in the interest of researchers and civil
society leaders to expand their focus to the pe-
riod of time spent in preparation for retirement.
Retirees may be better served to receive resour-
ces that allow them to plan ahead of time for their
health and financial wellbeing. At present, mem-
bers of the private sector tend to be cut off very
quickly from their NSSF benefits the moment they
retire. Viewing individuals five years prior to reti-
rement as part of the target group for social re-
sources and programming might help provide a
"head start” in preparing for a stable and produc-
tive life after employment. These resources might
include financial planning courses, checklists for
retirement preparation, embracing community
volunteer work prior to retirement, or retiree led
talks for soon to be retirees in their communities.

Conclusion

Many challenges currently inhibit retirees in Le-
banon from feeling supported by the Lebanese
government and civil society. However, with spe-
cific types of investment in the social and econo-
mic wellbeing as well as in the health of retirees,
the Lebanese society as a whole may benefit from
a happier, more active, engaged, and visible reti-
ree population. Moreover, we find the conceptual
model of “retirement culture” could strengthen
the values of intergenerational work, increase and
empower collaboration between civil society and
the government. |deally, the current efforts that
have been made to develop a healthy culture of
retirement in Lebanon will be disseminated throu-
ghout the country and serve in a more extensive
global dialog on how to best support retirees in
the MENA region and/or other middle-income
countries.
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Abstract

After entering long-term care (LTC), many residents experience continued declines in functional
status, activities of daily living (ADLs), and increased fall risk. Therefore, there is a significant need
for activities capable of improving/maintaining functional status, decreasing social isolation, and
increasing residents’ quality of life. Bingocize®, a strategic combination of exercise, education,
and the game of bingo, is an innovative program shown to fulfill this need. The purpose of this
article is to describe an on-going United States (U.S.) Center for Medicare and Medicaid Civil
Money Penalty (CMP) grant-funded project to implement Bingocize® in multiple LTC facilities. As
part of this project, local universities and their faculty and students from across the state help LTC
staff administer the program. Over 800 trained LTC staff and students, and mostimportantly, over
1300 residents have successfully participated so far. Bingocize® can be a positive addition to LTC
activities because the program helps improve/maintain functional status and social engagement.
Applying for CMP funding eitherindividually, or in partnership with a local university, is a pragmatic
way for LTC facilities to access and sustain Bingocize® and other evidence-based programs.

Keywords: Exercise, quality of life, range of motion, intergenerational, Center for Medicare and
Medicaid, therapy, physical activity, social engagement

Key Practitioners Message

» A lack of social engagement and physical activity are major contributors to the continued
decline in functional status and quality of life of LTC residents.

» Bingocize®, a strategic combination of exercise, education, and the game of bingo, isan inno-
vative program shown to improve quality of life.

» A US. Center for Medicare and Medicaid Civil Money Penalty grant is a pragmatic way to
access Bingocize® and is also available for other projects or programs capable of improving
nursing home residents’ quality of life.

Problem - Significan(e for easy-to-use and enjoyable activities capable of
improving/maintaining functional status, decrea-
sing social isolation, and increasing residents’ qu-
ality of life. Bingocize®, a combination of exercise,
education, and the game of bingo, is an innovative
health promotion program that addresses these
needs (Crandall, Fairman, & Anderson, 2015).

A lack of social engagement and physical acti-
vity are major contributors to residents’ continu-
ed decline in functional status, activities of daily
living (ADLs), and increased fall risk in long-term
care (LTC) residents (Dipietro, Campbell, Buchner,
et al., 2019). Therefore, there is a significant need
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Innovation

Bingocize® is an innovative and strategic combi-
nation of physical exercise and the game of bingo.
The program consists of two 45-60-minute ses-
sions each week. A session begins with a group
of LTC residents sitting at tables with individual
bingo cards in an area large enough to accom-
modate the residents. Trained LTC staff members,
often with help from trained university students,
serve as program leaders. University students
positively affect LTC residents’ quality of life, and
the students, in turn, are positively impacted.
Students report being more empathetic to the
needs of LTC residents with increased interestin
aging-related careers (Neils-Strunjas, Crandall,
Shackelford, et al., 2018). See university students
leading a Bingocize® session for long-term care
residents in Figure 1. All participants provided
permission for the use of video and still photog-

raphy.

" 25 :c,‘
Figure 1: University students leading long-term care

The residents complete a series of gentle physical
exercises followed by the program leader calling
a bingo letter/number combination. This pattern

*

The authors obtained permission from the students
and residents to take this photo and use for this ma-
nuscript.

of movement followed by calls of bingo is contin-
ued until a participant wins the bingo game. After
the first game is completed, additional games of
bingo allow for completion of the exercises and
to keep the residents’ interest in the game. The
program exercises improve components of func-
tional mobility such as endurance, strength, and
balance (Dipietro et al., 2019). There is a special
emphasis on ensuring residents complete at least
15 minutes of active range of motion exercises
to help satisfy the U.S. Center for Medicare and
Medicaid (CMS) requirements. The strength ex-
ercises closely resemble functional exercises that
can improve ADLs and functional status as well
as reduce fall risk. For example, therapy balls are
used to increase grip strength which can lead to
animprovement in the daily activity of dressing. In
fact, restorative therapists may successfully inte-
grate residents’ therapy into Bingocize® sessions
because the exercises are adaptable for a wide

residents in a Bingocize® session. *

range of residents’ physical and cognitive abili-
ties.

Bingocize® is recognized by the U.S. Administra-
tion on Community Living and National Coun-
cil on Aging
Multiple investigations, funded by the Kentucky

as an evidence-based program.
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Science and Engineering Foundation, the Re-
tirement Research Foundation, and the National
Institutes of Health, confirmed the positive effects
of Bingocize® on older adults. In one investiga-
tion, a group of olderadults attended over 80% of
the sessions, and significantly improved muscular
strength, flexibility, balance, and cardiorespirato-
ry fitness over 10 weeks (Crandall et al., 2015). In
a second investigation, older adults significant-
ly improved on 7 of 8 functional performance
measures when compared to a waitlisted control
group. Just as crucial, the adherence rate was
97%, and over 86% of participants were retained
in the experimental group (Crandall & Steenber-
gen, 2015). In a recent investigation, participants
improved functional performance, health knowl-
edge, gait parameters, patient activation, and as-
pects of cognition (Shake et al,, 2018, Falls et al.,
2018; Dispennette et al., 2019).

The effects of the program on social engagement
in older adults suffering from dementia ata mem-
ory care facility were also examined. Bingocize®
provided a focused activity that tapped into the
remote memory of bingo games combined with
the encouragement to follow movements demon-
strated and prompted by university student lead-
ers. Residents displayed more nonverbal (i.e.,
following commands, gestures directed towards
others) and task-related verbal behavior during
Bingocize® than during other activities (coloring,
listening to music, eating a snack, etc.) (French et
al., 2016). Residents were also found to talk with
others and report being happy during Bingocize®
(Stevens, 2019).

Implementation

Recognizing the potential for Bingocize®to create
a culture change within LTCs, our research team
was awarded Kentucky Civil Money Penalty (CMP)
funding with the primary goal of training LTC staff
to lead Bingocize® in 28 LTC facilities across the
state. The CMP funding mechanism is available
to nursing homes and other organizations to
help improve nursing home residents’ quality of
life. The funds come from monetary penalties im-
posed against skilled nursing facilities for either

the number of days or for each instance a facility
is not in substantial compliance with one or more
Medicare and Medicaid participation require-
ments for LTC Facilities (Code of Federal Regula-
tions (CFR) 42 Part 488.430).

Because Bingocize® can facilitate strong commu-
nity partnerships between educational institutions
and LTC, our secondary goal of this project was to
create partnerships between faculty and students
at 10 universities and LTC staff. This has proven
to be an important and productive partnership in
three ways. First, the program provides students
the opportunity to build technical knowledge, as
well as relationships and empathy-building skills,
which are essential to working with older adults
(Yu & Kirk, 2008). Second, the program leads to
students from multiple disciplines (e.g. social
work, physical therapy, psychological sciences,
occupational therapy, communication sciences
and disorders, gerontology, and exercise science)
to acquire a deep and thorough understanding
of complex issues related to aging and long-
term care. Finally, Bingocize® also helps prepare
students for future aging-related careers by sig-
nificantly improving students’ attitudes towards
older adults afterimplementing a Bingocize® pro-
gram (Neils-Strunjas et al. 2018). This is critically
important considering the ongoing shortage of
qualified LTC staff and high turnover rates among
the LTC workforce. To understand the impact of
their experiences, students complete written re-
flections and/or create videos highlighting their
experiences. Others complete research projects
that demonstrate the physical and social benefits
of Bingocize®. The final student projects are pre-
sented to the LTC staff and residents.

Bingocize® leader training is required of all partic-
ipating LTC staff, university faculty, and students.
The training is presented online and consists of
self-paced modules taking approximately one
hour to complete. Leaders learn basic exercise
information including recruitment/motivation-
al strategies, safety and training principles, and
fall prevention information. They also learn tech-
niques to communicate with residents suffering
from varying degrees of dementia. Leaders can

print a “Certificate of Completion” after success-
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fully completing a post-training assessment with
a score of = 80%.

After completing training, LTC staff members
schedule a Bingocize® program at their respective
facility and invite qualified students from the part-
nering university to attend the weekly sessions
to aid the LTC staff. During scheduled university
breaks, the LTC staff administer the program with-
out the students.

Each LTC is provided “Bingocize® in a Box.” The
box includes a training manual for future refer-
ence, a leader t-shirt, prizes for game-winners,
and therapy balls. Winners of Bingocize® receive
prizes such as lotions, paper towels, sugar-free
candy, crossword puzzles, or other small person-
al/household items. To motivate residents to con-
tinue participating in Bingocize® and create group
cohesion, Bingocize® t-shirts are available for res-
idents.

Evaluation

The CMP project objectives are evaluated by 1)
tracking the number of trained LTC staff and uni-
versity faculty/students, 2) tracking the number
of residents in attendance at each session, and
3) monitoring residents using Minimal Data Set
(MDS 3.0) items that focus on fall risk, ADLs, and
social engagement. After two years, over 1300
residents (mean age 79.12 = 92 12.77 years)
with a baseline Brief Interview for Mental Status
(BIMS) score of 10.22 = 4.47 participated in the
program; thus, indicating that LTC residents with
a wide range of ages and cognitive abilities can
participate in Bingocize®. Additionally, 800 uni-
versity students have participated. MDS 3.0 data
analyses are ongoing.

Comment

The U.S. Center for Medicare and Medicaid sup-
ported this project because Bingocize® provides
current and future LTC residents the opportunity
to participate in an innovative evidence-based
program capable of improving/maintaining func-
tional performance and increase social engage-
ment. Applying for CMP funding either individ-

ually, or in partnership with a local university, is a
pragmatic way to access Bingocize® and sustain
the program over time. CMP funding is also avail-
able for other projects or programs capable of
improving nursing home residents’ quality of life.

Conflict of Interest Statement: The Western Kentucky
University Research Foundation (WKURF) has a
registered trademark for the term Bingocize®,
and author KJC and WKURF may benefit finan-
cially if WKURF is successful in marketing prod-
ucts related to this research. The terms of this ar-
rangement have been reviewed and approved by
Western Kentucky University in accordance with
its policy on Financial Conflict of Interest in Extra-
mural Contracts & Grants.
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Abstract

Religiosity and religious activity increase with age. On the other hand, it is less known whether
religiosity is related to satisfaction and physical and psychological health status. Associated
variables with being religious in old age are aimed to examine in this empirical research held in
Turkey among the older adults over the age of 60. Religious practices of the older adults (N=150)
such as attending to the mosque, practicing daily prayers, and praying (often, rarely never) were
compared with respect to their physical and psychological health, life satisfaction, self-serenity
and fear of death. According to Chi-square results, participants who rated both physical and
psychological health status as good, the number of participants performing often praying was
higher than the number of people who were rarely praying or did not ever praying. People who
rated their both life satisfaction and self-serenity as “good”, the number of participants visiting
a mosque often was higher than the number of people who were rarely visiting or did not ever
visiting. Also, people who describe their fear of death as “never”, the number of participants
never performing daily prayers was lower than the number of people who often prayers and
rarely prayers. Results revealed the possible association between physical/psychological health
outcomes and religious participation.

Keywords: Religiosity, gerontology, psychological, health, life satisfaction, fear of death

Key Practitioners Message

» In practice, considering possible roles of religious activity on physical and psychological
health is recommended.
> Religious participation, including active engagement like daily praying and praying, is associ-

ated with better physical and psychological health outcomes.

Religion has always been an important part of life
around the World (Badkar, 2018; Dollahite, Marks,
& Dalton, 2018). Its effect on building human rela-
tions (Dollahite et al., 2018) and forming traditions
in culture (Yang, 2019) has been mentioned in sev-
eral studies. The discussions are more about the
image of religion than the religious beliefs them-
selves.

The sociological explanation of religion is spread
on awide spectrum regarding the theoretical anal-
ysis. Religion is defined as part of social life (Wie-

be, 2019). According to some researchers, religion
has the power to rebuild the generations’ conti-
nuity (Bell, 1979) and regulates social life (Wiebe,
2019). Next, when the anthropologic thesis is re-
garded, the function of religion is to tolerate the
unresolvable problems of individual and social
life emotionally and to create symbols to perceive
the society as a “unit” (Hillmann, 2007). Finally, re-
ligion is also one of the dimensions of pedagog-
ical education, which is taught by using a peda-
gogical methodology (Schweitzer, 2005). Religion
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is learned through education (Demirel Ucan, &
Wright, 2019).

The importance of religion is observed, especial-
ly among older adults in societies. There is a re-
markable increase in the number of publications
carried about religion in the field of gerontology
in western societies (Koenig, Peteet, & Balboni,
2017; Levin, 1997; Shaw, & Stevens, 2019; Sper-
ling, 2004). This increment shows the significance
of religion among older adults; however, it does
not mean that the tendency to practice religious
activities more increases in old age. It is high-
lighted that the religious and symbolic world is
important for human being regardless of old age
(Sperling, 2004).

The relationship between religion and aging is
one of the critical focuses of gerontology. The
findings of studies, however, are controversial.
Regarding the disengagement theory, religious
practices decrease by age (Argyle, 2000; Koenig,
1992). Although, some researchers state that reli-
gion helps to overcome the fear of death among
older adults (Fortuin, Schilderman, & Venbrux,
2019; Wittowski & Baumgaertner, 1977), others
believe that it is not possible to cope with the
pressure of the end of life with religion (Templer
& Datson, 1970). Death is perceived as a way of
reaching God (Menzies & Menzies, 2018). Also, it
is pointed out that older adults having religious
participation has higher scores from fear of death
(Fortuin et al., 2019).

Religious activity is defined as the frequency of
attendance at religious services, or an amount of
participation in religious activities (Witter, Stock,
Okun, & Haring, 1985). It is proved that people
performing religious activities feel content about
themselves (Witter et al., 1985). Additionally, re-
ligious activities increase subjective well-being
more than religiosity, which is defined as the im-
portance of religion or interest in religion (Witter
et al., 1985). Intrinsic religiosity has a negative
correlation with the negative perception of death
(Hood et al., 1996). The fear of death decreases
when there is a belief in endless life and thereis a
spiritual meaning of death (Dittmann-Kohli, 1990;
Utsch 1992).

There is a discussion about the age in religious
behavior. The younger generation is refusing
the traditional religious concept. They are more
autonomous, praying less, practicing meditation
more, and have less expectancy from religious
communities than older adults (Dieckmann &
Maeillo 1980). There is also a gender difference,
where women are found to be practicing religion
more than men (Dieckmann & Maiello 1980).

The Theoretical Model of the Research

The frequency of attending religious ceremonies,
the visit of religious settings (church, mosque, and
synagogue), praying and practicing religion are
accepted as criteria of being religious (Seprling,
2004). The interest of gerontology with respect
to religion is its contribution to health (Kruse,
2007). The Turkish population is aging, and the
frequency of chronic illness is increasing in old
age. Therefore, the question of whether religion
helps to contribute to preventing health prob-
lems seems to be necessary. Around 27% of the
people between the age of 60 and 64 are handi-
capped and in most cases, the reason is a chronic
illness. Over the age of 80, the percentage of be-
ing handicapped is over 54% (DIE 2002, as cited
in Tufan, 2007).

Devotion to religion is a multidimensional de-
velopment process. Besides its religious- cultur-
al content, its importance for individuals should
be taken into consideration (Sperling, 2004). In
a study, the importance of the fact that religious
needs can be fulfilled by praying, meditation, and
joining religious discussions (Sulmasy, 2002).

Hays, Meador, Branch, and George (2001) have
created a tool to determine the development of
individual devotion to religion. During an individ-
ual lifetime, the spirituality help someone gets,
the importance of religion in family bibliography,
the supports gathered over religious beliefs and
disadvantages of being religious has been taken
into consideration.

Idlerand hercolleagues(2003)draw attentionthat
all the factors indicated here should be accepted
as religious dimensions such as the religion, the
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effects of religion of private life, the religious ex-
periences, the religious practices, participation in
religious activities, the supports due to religion,
the commitment for the religious community, and
the forgiving tendency of religiosity (I do forgive
myself, others and know that God forgives me).
Researches about older adults usually show a
positive effect of religion on subjective health sta-
tus, life satisfaction, and happiness. (Levin, 1997,
Sperling, 2004).

The hypothesis before the research was that sub-
jective health, life satisfaction, and self- serenity
are increasing with increased religious acts. The
subjects were asked to evaluate their individu-
al health status, life satisfaction self-serenity, and
fear of death.

Method

The sample consists of 150 people. While select-
ing participants, an equal number of men (n= 75)
and women (n = 75) was assigned to each group
with respect to the frequency of their practicing
daily prayers'. Daily prayers were divided into
three groups: never (n = 50), rarely (n = 50), and

Table-1. The distribution of the participants in each group

often (n = 50) practicing daily prayers. Participants’
gender, marital status, and education level were
distributed equally with respect to the sequence of
daily prayers. The distribution of the participants in
each group is demonstrated in Table 1.

It is well known that the education level has an es-
sential effect on the economic status of the people
in Turkey (Tufan, 2007). Therefore, balancing the
number of people according to their education-
al level may mean the minimization of the effect
of their economic status. Another factor affecting
the economic status is gender. It is well known
thatwomen have a markedly lower education lev-
el and economic status than men. (Tufan, 2007).
In this sampling, the effects of educational status
and gender differences were avoided by select-
ing an equal number of people in each category
since economic status might be a confounding
factor physical and psychological well-being of
individuals.

When looking at age groups, participants fre-
quency of daily prayers aged 60-64 (n = 25), 65-
69 (n =35),70-74 (n = 50), 75-79 (n = 25), 80 and
above (n = 15) were shown at Table-2.

Research has been performed in Antalya. The
data collected by a questionnaire that was de-

Gender Marital Status Educational Status
Low Medium High
Male Female Single Married Widowed  (0-5 years) (6-11 years) (12-16 years) Total
o Never 25 25 10 20 20 20 20 10 50
S >
§ = g Rarely 25 25 10 20 20 20 20 10 50
a
g% £ Often 50
= 25 25 10 20 20 20 20 10
Total 75 75 30 60 60 60 60 30 150

1 Performing daily prayers (known as "namaz” into Turkish) is one of the five
basic religious acts in Islam. Each Muslim is obliged to pray to Allah five ti-
mes a day. Praying is away of personal connection with Allah to express his/
hergratitude. Each Muslim who performs prayers turns his face to the Kaaba
in Mecca. The difference between daily prayers and praying is that daily pa-
yers is more systematic and time limited. On the other hand, praying does
not need to be systematic, it can be done at any time of the day and can be
performed verbally or heattily.

signed regarding theoretical and practical find-
ings from the literature. The participants were in-
formed about the aim of the present study, and
their consent was obtained. All subjects partici-
pated voluntarily.
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Interviews were conducted by specially trained
10 interviewers. Three groups have been

developed based on the frequency of practicing
daily prayers: Never practicing daily prayers (n =
50), rarely practicing daily prayers (n = 50), often
50). Participants
were rated their subjective physical health

status, subjective psychological health status, life

practicing daily prayers (n =

satisfaction, self-serenity, and fear of death by
using a 3-point Likert scale (1= Bad, 2= Average,
3= Good; for fear of death 1= Often, 2= Average,
3= Never Exist).

Table-2. The distribution of the participants according to age
and performing daily praying

Age Groups
60-64 65-69 70-74 75-79 80+ Total
> Never 8 12 17 4 9 50
c>0
o © .S Rarely 12 12 15 11 0 50
iy Often
L2oa 5 1 18 10 6 50
Total 25 35 50 25 15 150
Results

Data was computerized, and the hypotheses had
been examined via the SPSS.

24.67% of participants (n = 37) reported as their
physical health as “good,” while 75.33% (n = 113)
of the participants reported as their health as
HbadII.

Achi-square test of independence was performed
to test the relationship between daily prayer and
physical health status perception. As can be seen,
by the frequencies cross-tabulation in Table-3,
there was a significant relationship between dai-
ly prayers and health status perception, ¥? (2, n
= 150) = 22.46, p < .001. Among those who de-
scribe their health status as “good”, the number
of participants performing daily prayers often (n
= 24) was higher than the number of people who
rarely prayers (n = 8) or did not ever prayers (n
=5).

A chi-square test of independence was per-

formed to test the relationship between visiting a
mosque and physical health status perception. As
can be seen, by the frequencies cross-tabulation
in Table-3, there was no significant relationship
between visiting a mosque and health status per-
ception, ¥2(2, n = 150) = .93, p= 05.

A chi-square test of independence was per-
formed to test the relationship between praying
and physical health status perception. As can
be seen, by the frequencies cross-tabulation in
Table-3, there was a significant relationship be-
tween praying and health status perception, ¥* (2,
n=150)=23.32,p <.001. Among those who de-
scribe their health status as “good”, the number
of participants performing praying often (n = 24)
was higher than the number of people who were
rarely praying (n = 9) or did not ever praying (n =
4).

Table-3. The distribution of the participants in each group ac-
cording to the health status and religious participation

Health Status “Good” (n = 37)

Practicing of Visiting to

daily praying  the mosque Praying
B 3 Never 5 10 4
c .2 3% Rarely 8 13 9
® 9 &
5% < Often
2 é’ 24 14 24

22.67% of participants (n = 34) reported as their
psychological health as “good,” while 77.33% (n =
116) of the participants reported as their psycho-
logical health as “bad".

A chi-square test of independence was per-
formed to test the relationship between daily
prayer and psychological health status per-
ception. As can be seen, by the frequencies
cross-tabulation in Table-4, there was a signif-
icant relationship between daily prayers and
psychological health status perception, ¥? (2,
n=150) = 21.53, p < .001. Among those who
describe their psychological health status as
"good”, the number of participants performing
daily prayers often (n = 22) was higher than the
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number of people who rarely prayers (n = 9) or
did not ever prayers (n = 3).

A chi-square test of independence was performed
to test the relationship between visiting a mosque
and psychological health status perception. As can
be seen, by the frequencies cross-tabulation in
Table-4, there was no significant relationship be-
tween visiting a mosque and psychological health
status perception, ¥>(2, n = 150) = .99, p= 05.

A chi-square test of independence was per-
formed to test the relationship between praying
and psychological health status perception. As
can be seen, by the frequencies cross-tabulation
in Table-4, there was a significant relationship
between praying and psychological health sta-
150) = 20.39, p < .001.
Among those who describe their psychological

tus perception, 2 (2, n =

health status as “good”, the number of participants
performing praying often (n = 22) was higher than
the number of people who were rarely praying (n
= 8) or did not ever praying (n = 4).

Table-4. The distribution of the participants in each group ac-
cording to the psychological health status and religious par-

ticipation
Psychological Health Status “Good”
(n=34)
Practicing Visiting
of daily to the
praying mosque Praying
- o Never 3 9 4
5 3
> .9
% = g‘ Rarely 9 12 8
0 5
ug)'% & Often
S 22 13 22
=

26% of participants (n = 39) reported as their life
satisfaction as "good,” while 74% (n = 111) of the
participants reported as their life satisfaction as

”bad”.

Achi-square test of independence was performed
to test the relationship between daily prayer and
psychological health status perception. As can
be seen, by the frequencies cross-tabulation in

Table-5, there was no significant relationship be-
tween daily prayers and life satisfaction, ¥? (2, n =
150) = 00, p= 05.

A chi-square test of independence was per-
formed to test the relationship between visiting a
mosque and life satisfaction. As can be seen, by
the frequencies cross-tabulation in Table-5, there
was a significant relationship between visiting
a mosque and life satisfaction , ¥? (2, n = 150) =
13.93, p <.001. Among those who describe their
life satisfaction status as “good”, the number of
participants visiting a mosque often (n = 22) was
higher than the number of people who were rare-
ly visiting (n = 11) or did not ever visiting (n = 6).

A chi-square test of independence was per-
formed to test the relationship between praying
and life satisfaction. As can be seen, by the fre-
quencies cross-tabulation in Table-5, there was a
significant relationship between praying and life
satisfaction, ¥2(2, n = 150) = 5.82, p < .05. Among
those who describe their life satisfaction status as
“good”, the number of participants performing
praying often (n = 17) was lower than the number
of people who were rarely praying (n = 15) or did
not ever praying(n = 7).

Table-5. The distribution of the participants in each group ac-
cording to the life satisfaction and religious participation

Life Satisfaction "Good" (n = 39)

Visiting
Practicing of to the
daily praying  mosque  Praying
> Never 13 6 17
c o 322
ot
SE B2 Rarely 13 1 15
“w = 0O
£ °g< Often 13 22 7

20.67% of participants (n = 31) reported as their
self-serenity as “good,” while 79.33% (n = 119)
of the participants reported as their serenity as

"bad".

Achi-square testof independence was performed
to test the relationship between daily prayer and
self-serenity status perception. As can be seen
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by the frequencies cross-tabulation in Table-6,
there was a significant relationship between daily
prayers and self-serenity, 2 (2, n = 150) = 10.82,
p <.01. Among those who describe their self-se-
renity as “good”, the number of participants never
performing daily prayers (n = 3) was lower than
the number of people who often prayers (n = 16)
and rarely prayers (n = 12).

A chi-square test of independence was per-
formed to test the relationship between visiting
a mosque and self-serenity. As can be seen by
the frequencies cross-tabulation in Table-6, there
was a significant relationship between visiting a
mosque and self-serenity, ? (2, n = 150) = 23.01,
p <.001. Among those who describe their self-se-
renity status as “good”, the number of participants
visiting a mosque often (n = 21) was higher than
the number of people who were rarely visiting (n
= 8) or did not ever visit (n = 2).

A chi-square test of independence was per-
formed to test the relationship between praying
and self-serenity. As can be seen, by the frequen-
cies cross-tabulation in Table-6, there was no sig-
nificant relationship between praying and self-se-
renity, 2 (2, n = 150) = 1.06, p =.05.

Table-6. The distribution of the participants in each group ac-
cording to the self-serenity and religious participation

Self-Serenity “Good” (n = 31)

Visiting

Practicing of to the

daily praying mosque  Praying
5y Never 3 2 8
ceiz
SE oz Rarely 12 8 11
555 3
% Often 16 21 12

20.67% of participants (n = 31) reported as their
fear of death as “never,” while 79.33% (n = 119) of
the participants reported as their health as “often”.

A chi-square test of independence was performed
to test the relationship between daily prayer and
fear of death. As can be seen by the frequencies

cross-tabulationin Table-7, there was a significant re-
lationship between daily prayers and fear of death,
¥ (2, n = 150) = 7.40, p < .05. Among those who
describe their fear of death as “never” the number
of participants never performing daily prayers (n =
4) was lower than the number of people who often
prayers (n = 14)and rarely prayers (n = 13).

A chi-square test of independence was per-
formed to test the relationship between visiting a
mosque and a fear of death. As can be seen by
the frequencies cross-tabulation in Table-7, there
was a significant relationship between visiting a
mosque and fear of death, ¥?(2, n = 150) = 10.82,
p < .001. Among those who describe their fear
of death status as "never”, the number of partic-
ipants visiting a mosque never (n = 3) was lower
than the number of people who were rarely visit-
ing (n = 12) or often (n = 16).

A chi-square test of independence was per-
formed to test the relationship between praying
and fear of death. As can be seen, by the frequen-
cies cross-tabulation in Table-7, there was no sig-
nificant relationship between praying and fear of
death, ¥*(2,n = 150) = 1.55, p =.05.

Table-7. The distribution of the participants in each group ac-
cording to the fear of death and religious participation

Fear of Death “Never Exist” (n = 31)

Visiting

Practicing of to the

daily praying  mosque  Praying
N Never 4 3 13
2 o 32
SE gz Rarely 13 12 10
O v = O
2 %9«
- Often 14 16 8

Discussion

The results of the research revealed the possible
association between religious participation and
physical or psychological health outcomes. Per-
ceived physical and psychological health status,
life satisfaction, self-serenity, and fear of death
were taken into account when considering reli-
gious participation.
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Participants who rated both physical and psycho-
logical health status as useful; the number of par-
ticipants often performing daily prayers was high-
er than the number of people who rarely prayers
ordid not ever pray. In other words, people whose
physical and psychological health status percep-
tion as good participated in daily prayers more
often or vice versa. Similarly, participants who rat-
ed both physical and psychological health status
as good; the number of participants performing
often praying was higher than the number of peo-
ple who were rarely praying or did not ever pray.
In other words, people whose physical and psy-
chological health status perception as good par-
ticipated praying more often. Similar findings of
religious participation health status relationships
were mentioned in the literature (Kruse, 2007).
On the other hand, there was no significant rela-
tionship between visiting a mosque and physical
and psychological health perception. Therefore,
visiting a mosque was independent of health per-
ception.

When looking at life satisfaction, there was no
significant relationship between daily prayers
and life satisfaction. On the other hand, there
was a significant relationship between visiting a
mosque and life satisfaction. People who rated
their life satisfaction status as “"good”, the number
of participants visiting a mosque often was higher
than the number of people who were rarely vis-
iting or did not ever visiting. Those people with
good life satisfaction might have more economic
independence to visit a different mosque. More-
over, when looking at life satisfaction and praying
relationships, people who describe their life sat-
isfaction status as “good”, the number of partic-
ipants performing praying often was lower than
the number of people who were rarely praying or
did not ever praying.

When looking at self-serenity and religious par-
ticipation, there was a significant relationship
between daily prayers and self-serenity. Among
those who describe their self-serenity as “good”,
the number of participants never performing dai-
ly prayers was lower than the number of people
who often prayers and rarely prayers. The sig-
nificant difference was also observed between

self-serenity and visiting a mosque. Among those
who describe their self-serenity status as “good”,
the number of participants visiting a mosque often
was higher than the number of people who were
rarely visiting or did not ever visiting. Findings for
daily praying and visiting mosque and self-sereni-
ty revealed that participation in religious activities
and a sense of content are associated (Witter et
al., 1985). On the other hand, there was no signifi-
cantrelationship between praying and self-seren-
ity. Therefore, on the basis of the type of religious
participation, self-serenity and religious participa-
tion results might be different.

When looking at fear of death relationships with
religious participation, there was a significant
relationship between daily prayers and fear of
death. Among those who describe their fear of
death as “never”, the number of participants nev-
er performing daily prayers was lower than the
number of people who often prayers and rarely
prayers. Also, people describe their fear of death
status as “never”; the number of participants vis-
iting a mosque never was lower than the number
of people who were rarely visiting or often. In oth-
er words, people who never visit a mosque had a
higher fear of death. Those results were showing
a significant association between fear of death
and both daily praying and visiting a mosque, all
of which confirmed earlier studies revealing high-
er religious participation and fear of death rela-
tionship (Fortuin et al., 2019). On the other hand,
there was no significant relationship between
praying and fear of death, which means the im-
portance of the type of religious participation in
fear of death.

The practice of daily prayers and prayers are be-
haviors that are obviously different from visiting a
mosque. In both of these religious activities, the
body and soul need to be active. This reminds
us of the disengagement and activity theories of
gerontology. Praying is more a passive behavior
and resembles the disengagement of the older
adults. The practicing of daily prayers and visit-
ings to the mosque is keeping one active, and this
increases life satisfaction and self-confidence and
helps to maintain health in old age.
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This research was limitedly evaluating the rela-
tionships between religious participation, phys-
ical and psychological health outcomes. Daily
praying, visiting a mosque, and praying were tak-
en as religious participation in the Islamic religion.
Those connections between religious participa-
tion and health outcomes should be considered
in the light of Islamic religion that could not be
generalizable. Also, further studies are needed
to a causal relationship between other religious
participation variables into Islamic religion as well
as other religions from the perspective of geron-
tology.
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