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ABSTRACT

Introduction: Aging is currently a process that is progressing significantly, in which modern
medicine and leading a healthy lifestyle are important factors. Unfortunately, age is most often
associated with a deteriorating state of health. The gradual reduction of biological reserves in
people over 65 years of age reduces the response to pathogens and triggers the simultaneous
occurrence of symptoms characteristic of aging.

Objective: Assess the health of patients over 65in selected hospital wards.

Materials and methods: The study was conducted among 142 patients over 65 years of age,
who were hospitalized in the following wards: Neurology, Rheumatology, Endocrinology and
Internal Medicine,atSamodzielnyPublicznySzpitalKliniczny nr 4 w Lublinie[Independent Public
Clinical Hospital No. 4 in Lublin] and 1 WojskowySzpitalKliniczny z Poliklinikq w
Lublinie[Military Clinical Hospital No. 1 with the Polyclinic in Lublin]between December
2015 and May 2016.
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Results: Better performance is statistically more common for people below 75 years of age,
living alone, taking 1-2 medication(s),as well as not having neurological/rheumatic diseases or
mental disorders. Lower scores, indicating better functional capacity in each of the areas, were

recorded for younger people.

Conclusions:
1. Functional capacityin patients over 65 with relation of basic life activities differs
significantly.
2. Patients over 65 who are in selected hospital wards are mostly at varied risk of falling

and risk of malnutrition.

3. Mental and psychiatric state is normal in most patients over 65 years of age.
4. Patients show reduced functional capacity in all NOSGER areas.
5. Health status in respondents is significantly affected by: old age, systematic intake of 5

and more medications per day, as well as neurological/rheumatic diseases and mental disorders.

Key words: patients over 65, health status

INTRODUCTION

Aging is currently a process that is progressing significantly, in which modern medicine and
leading a healthy lifestyle are important factors. Unfortunately, age is most often associated
with a deteriorating state of health. The gradual reduction of biological reserves in people over
65 reduces the response to pathogens and triggers the simultaneous occurrence of symptoms
characteristic of aging. Geriatric care is there to provide appropriate assistance to such persons,
so that they can maintain bio-psycho-social capacity for as long as possible and so that they do
not need to rely on others in their daily functioning [1].

Every patient aged 65 is an individual case in terms of health status. Recognizing a disease is
then no longer enough to provide the patient with the optimal conditions in terms of functional
capacity (sometimes referred to as functional capabilities).Comprehensive geriatric assessment
(CGA) is aimed at determining the health status of a patient over 65 years of age and at detecting
any psychological, physical and functional conditions that might affect their performance.
When carried out properly, CGA is the right way to plan care for an elderly person, providing

an opportunity to either improve health or retain its current status for as long as possible [2].
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Aging is a process directly correlated with the person’s age, consisting in reduction of
functional reserves of particular organs, which in turn hinders the proper maintenance of
homeostasis in the body. Anyone from 65 to 75 years old is considered young old, while late
old age starts at 75 [3].

The aging process is different for everyone, driven by many factors which influence the
changes that occur in the elderly person's body, such as: diseases, intake of medications, and
socioeconomic factors.

Aging is a natural stage in the life of every human being. It involves changes in the body and
leads to a reduction in functional reserves, which affect the performance of individual organs.
The decrease in body performance first shows after 35 years of age, but the rate of changes
varies between individuals, being conditioned by a number of factors such as lifestyle, genetic
factors, and environmental impact [4].

In Poland, like in other European countries, an advancing aging process has been observed. In
1931, 4.8% of the population were over 65, but that percentage rose to 12% in 1999. In 2013,
the population of Poland was 38.5 million, of which 5.7 million were people over 65 years of
age, which is approximately 15%. The increase in the percentage of people over 65 is related
to the rise in life expectancy and the falling birth rate [5].

The aging process is associated with a gradual deterioration of individual organs and systems,
which is caused by the passage of time. This means that people over 65 years of age have more
difficulties maintaining homeostasis in the event of disruption of the body's function or damage
to its structure. Old age is marked by an increased susceptibility to multiple morbidities [6].
The aging process follows an individual course, relative to the individual rate of changes
occurring in each person’s body as well as the individual rate of changes in particular organs
[7].

In the elderly, changes that occur in the musculoskeletal system concern all its elements
(muscles, bones, joints), further prompted by the deterioration of the nervous system which
affects deep sensation and therefore the positioning of organs inside the body [8].

In people who lead a sedentary lifestyle, muscle mass is reduced by 1% annually. When
comparing muscle mass in a person aged 30-40 with a person aged 80-90, the difference can
reach up to 50%. Physical activity can reduce the rate of this process by 50%. The reduction in
muscle mass is also the result of weight loss. Older people have less muscular strength, their
physical stamina is weaker when performing intense exercise for a short period of time. This is

related to the loss of fast-twitch fibers which are capable of oxy-glycolytic metabolism [9].
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Joints also change by becoming stiff and more susceptible to injuries, therefore indicating a
greater risk of degenerative deformities. This is caused by a decrease in the quality of building
material and a decrease in the amount of water within articular cartilages [10].

The senses which are most severely affected in the aging process are sight and hearing, whose
acuity is markedly reduced.

Presbyopia is long-sightedness caused by loss of elasticity of the lens of the eye and the limited
capacity of accommaodation.

Presbycusis refers to changes that occur in the hearing organ during the aging process,
especially bilateral hearing loss of higher-frequency sounds [11].

Changes that affect hearing acuity occur in the external and internal part of the ear, that is, in
the auditory tract and auditory nerve (cochlea) and the central nervous system's auditory centers
and pathways [12].

The performance of the respiratory system in people over 65 is primarily dependent on their
lifestyle, environmental impact and medical history. The factor that alters and affects the
respiratory system is also age, where typical changes include:

Chest stiffness caused by decreased joint mobility in the chest area and a decrease in the strength
and mass of respiratory muscles. Fast muscular fatigue is one of the elements of reduced
tolerance to physical exertion [13].

Vital capacity (VC) - the difference in air filling of the lungs after maximum exhalation - is
reduced, which is due to the increased residual volume (RV) of the air in the lungs after
maximum inhalation. RV doubles in individuals aged 30-40 and 70-80. This is the result of
reduced lung elasticity and it may potentially lead to emphysema [14].

Also the number of neurons decreases throughout the aging process, although this does not
affect the proper functioning of the brain, which is conditioned instead by the body’s ability to
transmit signals between individual cells. With age, as a result of the decrease in nerve cells,
new connections are formed which level out increasingly fewer cells. Cognitive functions
change little with the passage of time, but memorization is impaired and recent memory
deteriorates [15].

The neurological system in people over 65 is burdened by a slow impulse conduction, which
means that reflexes are decelerated. Peripheral sensation is also reduced, especially deep
sensation. Due to these changes, older people are more likely to fall [16].

Kidneys undergo changes in the aging process, in which their weight is reduced by 25-30%,
and so is their volume and size. The number of active nephrons decreases as well. A healthy

person should have 2-3 million active nephrons, where absent nephrons are replaced with the
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remaining ones so as not to disturb homeostasis. This, however, is associated with an excessive
burden on the body [17]. As a result of loss of active nephrons, filtration performs worse due
to the reduced filtration surface. Between 30 to 80, glomerular filtration can be reduced by as
much as 50%.

Renal function is assessed by means of the evaluation of the increase in creatinine, a parameter
which stays within the norm in elderly people despite their impaired renal function. The reason
for this is a partial reduction in muscle mass, thus reducing creatinine concentration by 5-10%
in people aged 80 compared to those who are in their 40s [18].

Kidney function is also reduced by changes that occur in the area of kidney tubules, whose
ability to dilute and concentrate urine decreases. The concentration of electrolytes in the serum
is limited. Kidney capacity is reduced to regulate the acid-base balance [19].

The digestive tract is not subject to major changes with age compared to other systems, but it
is not left entirely unaffected either. Nutrition problems in elderly people are conditioned by a
number of factors, which are:

— a decrease in liver mass (by 30%) and its ability to regenerate. Lipofuscin (an aging dye) is
accumulated in hepatocytes which impairs liver function, and as a result, hinders the
metabolism of medications. Upon reaching the age of 30-35, the hepatic blood flow also
decreases, which further reduces the ability of elderly people to metabolize medications [20];
— weaker intestinal muscle contractions that lead to constipation;

— smaller absorption area and weaker intestinal blood supply lead to lower absorption of
nutrients. On the other hand, liposoluble vitamins, i.e. vitamin A, are better absorbed. The
activity of some enzymes, including lactase which participates in the digestion of
carbohydrates, is reduced [21];

— presbyesophagus is a concept that determines changes in esophageal motility occurring as a
result of the aging process;

— gastric acidity is reduced, the mucous membrane and smooth muscle are subject to atrophy;
—an increased risk of tooth wear (loss of dental hard tissues) and consequent teeth lossis a major
issue for elderly people, making it difficult to chew and swallow large bites of food. It is often
a reason for diet changes and may cause malnutrition. It is also influenced by age-related dry
mouth [22].

OBJECTIVE

Assess the health of geriatric patients in selected hospital wards.
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MATERIALS AND METHODS

A questionnaire was the tool used in theresearch.

The research tools used in the study are:

- the ADL scale,

- the NOSGER (Nurses' Observation Scale for Geriatric Patients)

Katz index (ADL - Activities of Daily Living); this scale assesses basic life activities. It consists
of six questions addressed to the respondent regarding the independent performance of the

following daily life activities:

° bathing,

. dressing,

. eating,

o toileting (independence in using the toilet),

o transferring (the ability to get out of bed or chair and move a short distance, within the
same room),

o continence.

It takes 2 to 4 minutes to complete the scale. The patient can choose between two answers, yes
or no, and is given 1 point upon confirming his fitness for a given activity. Thus, the maximum
number of points is 6, where:0-2 pts means significant incapacity and inability to function
independently, 3-4 pts means moderate incapacity where partial assistance is required in
performing basic activities, and 5-6 pts means the person is functional.

The NOSGER consists of 30 questions pertaining to six areas. These are:

o activities of daily living [ADL],

o instrumental activities of daily life [IADL],
o mood,

. memory,

. social behavior,

o disturbing behavior.

5 questions are assigned to each of the areas and for each question the patient can receive from
1 to 5 points, that is, 5-25 points per area. More points meansworse bio-psycho-social health of
the elderly respondent. The minimum number of points to be obtained is 30, while the

maximum is 150.
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The study was conducted among 142 patients over 65years of age, who were hospitalized in
the following wards: Neurology, Rheumatology, Endocrinology and Internal Medicine, at
SamodzielnyPublicznySzpitalKliniczny nr 4 w Lublinie [Independent Public Clinical Hospital
No. 4 in Lublin] and I WojskowySzpitalKliniczny z Poliklinikq w Lublinie [Military Clinical
Hospital No. 1 with the Polyclinic in Lublin] between December 2015 and May 2016. A
statistical analysis based on the computer software STATISTICA v. 10.0 (StatSoft, Poland) was
run for the collected material. Analyzed parameters were determined using cardinality and
percentage points. Chi-square (x?) of homogeneity was used to assess the existence of
differences in the evaluation of improvement in health. A 5% significance level (error of

inference) was assumed.

RESULTS

The assessment of the health status of patients over 65 in selected hospital wards, including
demographic variables and the ADL and NOSGER scales, are presented in Tables 1 to 5.
Table 1. Comparison of functional capacityin respondentsusing the ADL scale by sex, age,
marital status, occupation, living arrangements, number of medication taken, neurological
diseases, endocrine diseases, cardiovascular diseases, rheumatological diseases, and mental

disorders.

Socio-demographicvariables ADL Total Statistical
Functionalper | Moderatelydysf | Significantlyd analysis
sons unctional ysfunctional

Sex Female 33 12 35 80
41,3% 15,0% 43,8% 100,0%

Male 28 9 25 62 v?=0,227
45,2% 14,5% 40,3% 100,0% p=0,893
Age Below 75 | 44 11 16 71
yearsold 62,0% 15,5% 22,5% 100,0% %2=25,065
Above 75 | 17 10 44 71 p<0,001
yearsold 23,9% 14,1% 62,0% 100,0%

Marital status Single 27 11 34 72
37,5% 15,3% 47,2% 100,0%

In al34 10 26 70 x2=1,890
relationship 48,6% 14,3% 37,1% 100,0% | p=0,389

Occupation Physical 27 13 36 76
35,5% 17,1% 47,4% 100,0% ¥2=3,708
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Mental 34 8 24 66 p=0,157
51,5% 12,1% 36,4% 100,0%
Livingarrangements | Alone 18 3 4 25
72,0% 12,0% 16,0% 100,0%
With family 43 18 56 117 ¥2=11,066
36,8% 15,4% 47,9% 100,0% | p=0,004
Number of | 1-2 25 0 0 25
medicationstaken 100,0% ,0% ,0% 100,0%
3-4 27 13 14 54
50,0% 24,1% 25,9% 100,0% | x2=66,727
5 and more 9 8 46 63 p<0,001
14,3% 12,7% 73,0% 100,0%
Neurologicaldisease | Yes 22 12 47 81 %2=22,054
S 27,2% 14,8% 58,0% 100,0% p<0,001
No 39 9 13 61
63,9% 14,8% 21,3% 100,0%
Endocrinediseases Yes 35 16 44 95
36,8% 16,8% 46,3% 100,0% x2=4,438
No 26 5 16 47 p=0,109
55,3% 10,6% 34,0% 100,0%
Cardiovasculardisea | Yes 44 15 50 109
ses 40,4% 13,8% 45,9% 100,0% y?=2,521
No 17 6 10 33 p=0,284
51,5% 18,2% 30,3% 100,0%
Rheumatologicaldise | Yes 25 11 38 74
ases 33,8% 14,9% 51,4% 100,0% | ¥*=6,055
No 36 10 22 68 p=0,048
52,9% 14,7% 32,4% 100,0%
Mentaldisorders Yes 6 1 16 23
26,1% 4,3% 69,6% 100,0%
No 55 20 44 119 | ¥78687
p=0,013
46,2% 16,8% 37,0% 100,0%

It was found thatpeople aged below 75, living alone and taking 1-2 medication(s), having no

neurological/rheumatic diseases or mental disorders, have statistically better functional

capacity.
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Tablel. Comparison of NOSGER vs. marital status

NOSGER - scales | Marital status | N Average Standard Mann-Whitney U Test
deviation

ADL Single 72 13,8889 7,64633
In a| 70 11,5571 7,08261 -1,738 0,082
relationship

IADL Single 72 15,1389 7,04174
In a| 70 12,8000 6,52442 -2,079 0,038
relationship

Mood Single 72 13,7361 6,28881
In a| 70 10,8857 5,64799 -2,977 0,003
relationship

Memory Single 72 12,5417 7,32147
In a| 70 9,5429 6,00407 -2,633 0,008
relationship

Socialbehavior Single 72 14,1667 7,34272
In a| 70 11,4857 6,53806 -2,412 0,016
relationship

Disturbingbehavior | Single 72 12,4028 6,58564
In a| 70 10,0429 5,23211 -2,374 0,018
relationship

NOSGER Single 72 81,8750 40,82665
In a| 70 66,3143 35,37441 -2,527 0,012
relationship

Lower results, and therefore better functionality in each area, were obtained by respondents
who are in a relationship, except for the ADL scale.
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Table2. Comparison of NOSGER vs. living arrangements

NOSGER - scales | Livingarrangements | N Average Standard Mann-Whitney
deviation Test

ADL Alone 25 9,4400 7,07743 -2,827 0,005
With family 117 13,4444 7,35368

IADL Alone 25 10,6400 6,63250 -2,729 0,006
With family 117 14,7009 6,73164

Mood Alone 25 10,8000 6,35085 -1,391 0,164
With family 117 12,6581 6,05885

Memory Alone 25 8,8800 6,91207 -2,070 0,038
With family 117 11,5299 6,77288

Socialbehavior Alone 25 10,6400 7,11149 -1,956 0,051
With family 117 13,3162 6,99217

Disturbingbehavior | Alone 25 9,4400 6,17846 -2,174 0,030
With family 117 11,6239 5,98234

NOSGER Alone 25 59,8400 39,53024 -2,317 0,020
With family 117 77,2735 38,22768

Respondents living alone showed better functioning in the area of activities of daily living,
instrumental activities of daily living, memory, disturbing behavior and the overalINOSGER

result.

Table 3. Comparison of NOSGER vs. age

NOSGER - scales | Age N Average Standard Mann-Whitney U Test
deviation
ADL Below 75y.0. 71 9,1549 5,71126
-6,034 <0,001
Above 75y.0. 71 16,3239 7,26788
IADL Below 75 y.o. 71 10,5070 5,38217
-6,004 <0,001
Above 75 y.0. 71 17,4648 6,44278
Mood Below 75 y.o. 71 9,7465 4,99061
-5,094 <0,001
Above 75 y.0. 71 14,9155 6,10093
Memory Below 75 y.o. 71 7,6338 4,62984
-6,244 <0,001
Above 75 y.o. 71 14,4930 7,01198
Socialbehavior Below 75 y.o. 71 9,6479 5,69736
-5,649 <0,001
Above 75 y.o. 71 16,0423 6,87529
Disturbingbehavior | Below 75 y.o. 71 8,5493 4,24530
-5,263 <0,001
Above 75 y.o. 71 13,9296 6,41054
NOSGER Below 75 y.o. 71 55,2394 28,82879
-6,132 <0,001
Above 75 y.o. 71 93,1690 38,55089
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Younger people obtained lower results, and thus, better functioning in each area.

Table 5. Comparison of NOSGER vs. number of medications taken

NOSGER - scales | Number of | N Average Standard Mann-Whitney U Test
medicationstaken deviation

ADL 1-2 25 5,6400 1,43991
3-4 54 9,8519 5,93807 65,224 <0,001
5 and more 63 18,0317 6,23716

IADL 1-2 25 7,6000 3,21455
3-4 54 11,3333 5,79850 58,305 <0,001
5 and more 63 18,7937 5,33751

Mood 1-2 25 7,7200 3,11609
3-4 54 9,8704 4,38284 46,842 <0,001
5 and more 63 16,2698 5,97091

Memory 1-2 25 5,8000 2,50000
3-4 54 8,0741 4,68982 52,711 <0,001
5 and more 63 15,7143 6,67066

Socialbehavior 1-2 25 7,4400 3,65240
3-4 54 10,0741 5,67966 49,206 <0,001
5 and more 63 17,3651 6,43905

Disturbingbehavior | 1-2 25 7,0800 2,90000
3-4 54 8,5000 3,94658 51,014 <0,001
5 and more 63 15,2381 6,08200

NOSGER 1-2 25 41,2800 15,00144
3-4 54 57,7037 28,80817 60,206 <0,001
5 and more 63 101,4127 34,88536

The best functional capacity was obtained by people taking 1-2 medications, while the worst
by those who take 5 or more. Differences were observed for each area.

Discussion

Life expectancy has been on the rise in recent years. This is good information because the
elderly have now more time to enjoy life and its pleasures. However, it also comes with
everyday difficulties.

In connection with the aging process arising in the third decade of a person’s life, the changing
biological reserves in the body lead to a deterioration of the individual’s bio-psycho-social state.
Maintaining functional capacity is the most difficult at late old age, when even basic activities
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may become a major challenge. Reduced and limited independence springs from individual
factors that affect people over 65 years of age. Early detection and assessment of health through
preventive programs is the correct approach for the elderly to retaining independence in daily
functioning [23].

With a view to examining existing facts and assess the health of elderly patients in selected
hospital wards, a research study was conducted on the health status of a selected group of
geriatric patients. In the process, scales related to functional status, as well as physical, mental
and psychological health, were used. 142 respondents aged from 65 to 96 participated in the
study, whose results allowed to draw relevant conclusions.

The results of the tests carried out using the scale of the assessment of activity of daily living
(ADL) show that bathing and dressing/undressing prove to be the most challenging.
Respondents, however, have the most capacity in performing activities such as transferring
(getting out of bed and moving to the armchair) and eating (consuming meals by themselves).
Those who show greater capacity are under 75, live alone and take 1-2 medications per day,
plus they do not have any burden in the form of neurological/rheumatic diseases or mental
disorders. Individuals living alone usually enjoy good fitness, due to which functional persons
accounted for 43% of respondents, with 14.8% being moderately dysfunctional and 42.3%
significantly dysfunctional. However, a study by M. Bujnowska-Fedak using the ADL scale
finds that results of respondents were mostly positive in patients over 65, where the majority
obtained the average score of 5.78 on a scale from 0 to 6. In addition, no factors were observed
that could affect this result [24]. Based on a study by Slusarska B. et al., people over 65 are in
most cases independent, while 46.5% of respondents are moderately or partially dysfunctional
and 18.8% are significantly dysfunctional in terms of everyday capacity [25].

Data from the findings of research studies using the NOSGER were collected, which were
presented as an arithmetic mean. The general score obtained by respondents was 74.2 pts, with
the best results scored in the area of memory (11.1 pts) and disturbing behavior (11.2 pts). At
the same time, elderly people showed reduced capacity inactivity of daily living (ADL)(12.7
pts), mood (12.3 pts) and social behavior(12.8 pts). The worst functioning was recorded in the
area of instrumental activities of everyday living (IADL) (14 pts). Findings contained in a study
by W. Fidecki et al.indicate that the overall average score is 60.41 pts, broken down as follows:
disturbing behavior (8.87 pts), memory (9.58 pts), ADL (9.85 pts), mood (10.05 pts), social
behavior (10.94 pts), IADL (11.13 pts) [26].

Based on a 2014 study by Fidecki W., the average value for respondents in the NOSGER was

74.76 pts, a sum aggregated from the following scores: disturbing behavior (7.83 pts), memory
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(10.38 pts), mood (12.18 pts), ADL (13.19 pts), social behavior (14.42 pts), and IADL (16.74
pts) [27].

The sex of respondents did not affect the results. In a study by Fidecki W., women are found to
function better than men(59.67 pts vs. 61.68 pts for men) [28].

Another variable tested for in health assessment was age. People below 75 years of age obtained
better results, with the average score at 55.2 pts. They excelled in the area of memory (7.6 pts),
followed by disturbing behavior (8.5 pts). ADL (9.6 pts), social behavior (9.6 pts) and mood(9.7
pts) were at a similar level, while IADL was at 10.5 pts. People over 75 years of age had an
average score of 93.2 pts, faring particularly poorly in IADL (17.5 pts).Respondents were found
to have more capacity in the area of ADL (16.3 pts) and social behavior (16 pts), and slightly
less for mood (15 pts) and memory (14.5 pts). The best results were observed in the area of
disturbing behavior (13.9pts). In a study by E. Koscielna and E. Kotat. respondents were
divided into three age groups, which obtained the following scores: 65-70 (65.88 pts), 71-80
(79.17 pts), and 81-90 (82.31 pts). Broken down into areas, the youngest group, i.e. 67-70 year-
olds, scored as follows: disturbing behavior (7.60 pts), memory (9.04 pts), mood(9.64 pts), ADL
(12.68 point), social behavior (13.04 pts), IADL (13.88 pts). In 71-80 year-olds, it was:
disturbing behavior (8.86 pts), mood (10.08 pts), memory (11.81 pts), ADL (13.61 pts), social
behavior (16.53 pts), IADL (18.28 pts). Finally, the group of 81-90 year-olds fared best in the
area of disturbing behavior(8.97 pts), followed by mood (10.41 pts), memory (12.90 pts), ADL
(14.64 pts), social behavior (16.87 pts), and lastly, IADL (18.51 pts) [ 29].

The next considered variable was marital status. Elderly people who were in a relationship were
found to have better functional capacity (66.3 pts), scoring worse only for ADL (11.6 pts).
People over 65 who were in a relationship head the fewest issues in the area of memory (9.5
pts). A similar score was recorded for disturbing behavior (10 pts) and mood (10.9 pts). Social
behavior remained at 11.5 pts, while the average for IADL was 12.8 pts.

Single people were worse off than those in a relationship, having obtained an average of 89.9
pts. These people were the best at acting in the area of disturbing behavior (12.4 pts) and
memory (12.5 pts). A similar level was presented in areas such as mood (13.7 pts) and ADL
(13.9 pts). IADL (15.1 pts) turned out to be the most problematic to respondents.

In multiple studies by W. Fidecki, divorced respondents retained the best functional capacity
(58.68 pts), similarly to widowed patients (59.71 pts). The average score for single people was
61.66 pts, while the worst functional capacity concerned people in a relationship [35]. A study
by M. Wysokinski presented the following findings for single people: the overall average of

72.54 pts, broken down as follows: disturbing behavior (8.18 pts), mood (11.21 pts), memory
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(11.54 pts), ADL (12.12 pts), social behavior (13.69 pts) and IADL (15.78 pts).Those in a
relationship obtained the result of 60.05 pts, showing best capacity in disturbing behavior(8,29
pts) and memory (9.41 pts). In other areas, they obtained the following scores: mood(11 pts),
ADL (11.35 pts), social behavior (11.58 pts), IADL (14.41 pts). Widowed people functioned
slightly worse (75.64 pts), or to break it down: disturbing behavior (7.76 pts), memory (10.77
pts), mood(12.01pts), ADL (13.45 pts), social behavior (14.92 pts), IADL (16.71 pts). Divorced
people scored overall the lowest (79.00 pts), a sum consisting of: disturbing behavior(9.90 pts),
memory (11.80 pts), ADL (12.80 pts), mood(13.40 pts), social behavior (15.10 pts) and IADL
(16.00 pts) [30].
When assessing patients using the NOSGER, it was examined whether their living
arrangements (alone vs. with family) influence their health. Studies have shown that people
living alone retain more functional capacity, obtaining an overall average of 59.8 pts. The best
results concerned memory (8.9 pts), followed by ADL and disturbing behavior (9.4 pts), and
then IADL and social behavior whose average result was 10.6 pts. People living alone scored
the worst for mood (10.8 pts). On the other hand, people living with their family had worse
functional capacity, with the average score of 77.3 pts, retaining most successfully memory
(11.5 pts), disturbing behavior (11.6 pts) and mood(12.7 pts). However, their results were lower
for the following areas: social behavior (13.3 pts), ADL (13.4 pts) and IADL (14.7 pts).

Another variable studied is the influence of diseases on the health status of patients over
65 years of age. Among the respondents, 57% suffered from neurological diseases, 69.9% from
endocrine diseases, 76.8% from cardiovascular diseases, 52.1% from rheumatological diseases,
and finally, 16.2% from mental disorders. Endocrine and cardiovascular diseases did not affect
the results, while those suffering from neurological diseases had worse functional capacity than
people without these conditions, obtaining the overall score of 87.2 pts. IADL were the most
problematic for the elderly with neurological diseases (16.3 pts average), followed closely by
ADL (15.4 pts). Social behavior (14.9 pts) and mood were noted to be at a similar level (14.1
points). Memory (13.3 pts) and disturbing behavior (13 pts) were the least problematic areas.
In those who do not suffer from neurological diseases, the overall result was 56.8 pts: IADL
(20.9 pts), social behavior (10 pts), mood(9.9 pts), ADL (9.2 pts), disturbing behavior (8, 9 pts)
and memory (8 pts).

People burdened with rheumatic diseases also showed worse functional capacity, with
these disorders differentiating the results as follows: in the area of the overall assessment (81.2
pts), IADL (15.6 pts), social behavior (14.2 pts), ADL (14.8 pts), mood (13.3 pts), disturbing

behavior (12 pts), memory (11.9 pts). Respondents who had no rheumatic diseases obtained the
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overall score of 66.6 pts. Taking into account the functioning in the best areas, the following
results were noted, respectively: memory (10.1 pts), disturbing behavior (10.3 pts), ADL (11.3
pts), mood (11.3 pts), social behavior (11.4 pts), IADL (12.2 pts).

Taking into account the presence of diseases and their influence on the health of elders,
the worst affected persons were those with mental disorders, with an overall score of 113.5 pts.
They performed markedly poorly in IADL (20.2 pts) and social behavior (20 pts). ADL (19.3
pts) and mood remained behind at a similar level (19pts), while disturbing behavior (17.5 pts)
and memory (17,4 pts) were two areas that were the least problematic.

In people who did not have mental disorders, the average score was 66.6 pts. They

functioned best in the area of memory (9.8 pts) and disturbing behavior (10 pts), while scoring
slightly more in the area of mood (11 pts), and then ADL and social behavior (both 11.5 pts).
On the other hand, they fared worst in the area of IADL (12.8 pts). In multiple studies by M.
Wysokinski, persons suffering from a single disease showed better functional capacity in all
NOSGER areas, while respondents suffering from two or more diseases functioned worse [31].
The next variable considered in the study of elderly people was the number of medications they
were taking, which was divided into daily intakes of 1-2, 3-4, or 5 and more. People taking 1-2
medications per day showed the best functional capacity in all areas, with an overall score of
41.3 pts. ADL (5.6 pts) and memory (5.8 pts) caused them the last trouble, and a similar result
was observed for: disturbing behavior (7.1 pts), social behavior (7.4 pts), IADL (7.6 pts),
mood(7.7 pts), respectively.
The results of the research demonstrated that people who take 3-4 medications per day had
worse functional capacity than the previously described group. Their average overall score was
57.7 pts, a sum aggregated from the following scores for each area: memory (8.1 pts), disturbing
behavior (8.5 pts), ADL (9.9 pts), mood (9.9 pts), social behavior (10.1 pts) and IADL (11.3
pts).

The worst result in all areas was found in elderly patients taking 5 and more medications
per day, with the overall average aggregated from all areas calculated at 101.4 pts. From worst
to best in terms of functional capacity, these were: IADL (18.8 pts) and ADL (18 pts), social
behavior (17.4 pts), mood (16.3 pts), memory (15.7 pts), and lastly, disturbing behavior(15.2
pts).

In a study by Burzynska M, also involving a questionnaire, it was found that 80 out of 94
respondents experienced ailments in different body systems, which was associated with taking

medications [32].
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Conclusions

Based on the results of the research presented in this paper, the following conclusions can be

drawn:
1. Functional capacity in patients over 65 is diverse in the area of activities of daily living.
2. Patients over 65 who are in selected hospital wards are mostly at varied risk of falling

and risk of malnutrition.

3. Mental and psychological state is normal in most patients over 65.
4. Patients show reduced functional capacity in all NOSGER areas.
5. Health status in respondents is significantly affected by: old age, systematic intake of 5

and more medications per day, as well as neurological/rheumatic diseases and mental disorders.
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