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Abstract
Background: The health and social care needs of people aged ≥ 80 years are a neglected topic. 
Aims: To determine the prevalence of unmet health and social care needs and associated factors in community-dwelling 
individuals aged ≥ 80 years in Izmir District of Balçova, Turkey. 
Methods: There were 1075 participants aged ≥ 80 years. The dependent variables were unmet health and social care 
needs. Independent variables were sociodemographic, socioeconomic and lifestyle characteristics. The data were collected 
in face-to-face interviews conducted at the homes and analysed by multiple logistic regression model. Ethical approval 
was obtained from the Non-Invasive Research Ethics Board of Dokuz Eylul University Medical Faculty (2017/26-24). 
Results: The mean age was 84.1 (3.7) years and 61.0% were female. Healthcare needs were expressed by 88.2% of the partic-
ipants and 78.9% claimed that they had social care needs. Prevalence of unmet health and social care needs was 32.5% and 
46.6%, respectively. Approximately 90.0% of their needs were covered by families. Perceived low-income status was a risk 
factor for unmet healthcare needs, and lack of social support was a risk factor for unmet social care needs. Additionally, 
not receiving formal education was a protective factor in unmet social care needs. 
Conclusion: Public health policy should be developed to enable better access to care, especially for the oldest people, 
considering that nearly one third of the participants in this study had unmet healthcare needs and almost half had unmet 
social care needs. 
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Introduction
In Turkey, the proportion of people aged ≥ 65 years is 
8.8% (1) and this is projected to reach 22.6% by 2060 (2).  In 
the Turkish elderly population, 21.3% comprises individu-
als aged ≥ 80 years, and by 2050, it is expected that 25% of 
elderly people will be aged ≥ 80 years (3). Along with age-
ing, the health and social care needs of the elderly popu-
lation have become more apparent, and especially among 
people aged  ≥ 80 years, cognitive and functional limita-
tions and the need for care have increased (4–7). Despite 
the increasing number of people aged ≥ 80 years world-
wide, this group has often been neglected in previous re-
search. Unmet health care is defined as no visit from or to 
a physician within a defined time period despite having 
specified conditions (8). Unmet social care need is de-
fined as lack of support for individuals or institutions de-
spite having needs in daily activities (9). Both definitions 
have been found to be associated with mortality among 
older people (8,10). There is a necessity to develop strate-
gies to meet the health and social care requirements of 
elderly people as unmet care needs affect quality of life 
and increase severity of illness, complications, hospital 
admission and mortality (8,9,11,12). 

In Turkey, most of the elderly population has 
health coverage. Even if this facilitates access to health 
care, there are difficulties in fulfilling the health and 
social needs resulting from the loss of income due to 
retirement, ageing and socioeconomic inequalities. The 
needs of elderly people are generally provided by their 
families. Factors such as changes in family dynamics 
and women joining the workforce have increased the 
risk of encountering difficulties in meeting the needs 
of elderly people. Therefore, there is a clear necessity 
to establish political strategies to fulfil the health and 
social care needs of older people. When discussing and 
developing policies for the elderly population, it is critical 
to incorporate both health and social care needs (13). In 
situations in which policies are restricted due to financial 
constraints, it is important to target individuals aged ≥ 80 
years. There have been no studies in Turkey to pinpoint 
the unmet health and social care needs of the elderly 
population. Additionally, although the needs of people 
aged ≥ 80 years are higher, they have often been ignored 
in studies of ageing. 

The aims of this study were to determine: (1) the 
prevalence of unmet health needs; (2) the prevalence of 
unmet social care needs; and (3) the associated factors 
with unmet health and/or social care needs in community-
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dwelling individuals aged ≥ 80 years, residing in the 
Balçova District of Izmir, Turkey.

Methods

Study design
This study was carried out using data from the Balço-
va Older People Health and Social Care Project in 2018. 
The project was carried out through a protocol between 
Balçova Municipality and Dokuz Eylul University Medi-
cal Faculty Public Health Department. The municipality 
financed the data collection process to find individuals 
aged ≥ 80 years in need in Balçova District. The authors 
of the paper designed the study, planned and monitored 
the data collection process, and analysed data without 
receiving any fee from the Municipality. This was a pop-
ulation-based cross-sectional study. The study group 
comprised 1603 community-dwelling individuals aged 
≥ 80 years living in Balçova District. Information on 
those individuals were obtained from Balçova Munici-
pality List-Based Address-Based Population Registration 
System. We aimed to reach all residents in the relevant 
age-group without sample selection.  In total, 1075 elder-
ly participants were evaluated (response rate 67.1%). The 
data on falls, fear of falls and associated risks have been 
published from this database elsewhere (14).

Ethical approval
Ethical approval for the study was obtained from the 
Non-Invasive Research Ethics Board of Dokuz Eylul Uni-
versity Medical Faculty (2017/26-24).

Variables
The dependent variables were unmet health and social 
care needs and independent variables were defined as 
gender, age groups, educational status (latest school 
graduation), marital status, cohabitation, number of 
children, house ownership, self-perceived income and 
expenditure, health insurance and social support (with 
the question “Is there anybody that you could call and get 
support from if you needed it?”).   

Unmet healthcare needs
Unmet healthcare needs were defined as situations in 
which a participant needed health care but did not re-
ceive it (15). Initially, 3 items were used to determine 
healthcare needs. (1) The presence of chronic disease: for 
chronic diseases such as diabetes mellitus, hypertension, 
cardiovascular disease, or chronic obstructive pulmonary 
disease, a physician’s diagnosis was requested, and par-
ticipants’ own statements were evaluated. Even if 1 of 
the conditions existed, this was considered relevant. (2) 
The presence of dependence: dependence status was de-
fined according to the Barthel Activities of Daily Living 
(ADL) Index (16) (Supplementary Table 1) at the time of 
the interview. Validity and reliability of the index have 
been studied by Kucukdeveci et al. (17). For this scaling 
approach, any participant who had severe (21–61 points) 
or full (0–20 points) dependency according to the Barthel 
Index was considered as having a need. (3) Poor self-per-

ceived health: individuals perceiving themselves as being 
worse than their peers at the time of the interview, were 
considered as having a need. 

Later, we asked participants who had unmet needs 
whether they had received any health care at home or 

Supplementary Table 1 Barthel Activities of Daily Living 
Index

Area Point
Feeding

Independent 10

Needs help 5

Unable 0

Bathing

Independent 5

Unable 0

Grooming

Independent 5

Unable 0

Dressing

Independent 10

Needs help 5

Unable 0

Bowel control

Continent 10

Occasional accident 5

Incontinent (or needs to be given enemas) 0

Bladder control

Continent 10

Occasional accident 5

Incontinent (catheterized, unable to manage 
alone)

0

Toilet use

Independent 10

Needs help 5

Unable 0

Transfers (bed to chair and back)

Independent 15

Needs minor help (verbal or physical) 10

Needs major help (1 or 2 people, physical), can sit 5

Unable 0

Mobility on level surfaces

Independent (but may use any aid, e.g., stick) > 
50 yards

15

Walks with help of one person (verbal or 
physical) >50 yards

10

Wheelchair independent, including corners, 
>50 yards

5

Immobile or <50 yards 0

Stairs

Independent 10

Needs help (verbal, physical, carrying aid) 5

Unable 0
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at a medical facility in the last 6 months. If they had not 
received any health care this was considered as having 
unmet healthcare needs. 

Unmet social care needs
Unmet social care needs were determined with the 
Barthel ADL Index and Lawton–Brody Instrumental ADL 
(IADL) Index (16,18) (Supplementary Table 2). Participants 
who were unable to perform at least 1 of those activities 
at the time of the interview, were considered as having a 
social care need. These people were asked if they received 
help from any individuals or institutions. If the answer 
was negative, this was considered an unmet social care 
need. The data were collected by face-to-face interviews 
at participants’ homes between February and May 2018 
by trained interviewers who were medical and nursing 
students. A standard training programme was provided 
for the interviewers by researchers. For testing purpos-
es, the questionnaire was administered to community 
members of another district who were aged ≥ 80 years. 
The participants who could or did not complete the inter-
views during 3 visits were excluded from the study. 

Statistical analysis
The data were analysed using SPSS version 15.0 (SPSS, 
Chicago, IL, USA). The continuous data were presented as 
mean (standard deviation), and the categorical variables 
were presented as percentages. The multiple logistic re-
gression model was used to determine the associated fac-
tors with unmet health and social care needs. The model 
included all of the initially selected independent varia-
bles. P < 0.05 was considered statistically significant.

Results
The mean age of the participants was 84.1 (3.7) years 
(range 80–101 years). A total of 701 (65.2%) of the respond-
ents were between 80 and 84 years old, and 656 (61.0%) 
were female (Table 1). Among the elderly, 1012 (94.9%) had 
social support, and 1014 (94.9%) had health insurance. 

The most common activities for which elderly people 
had severe or full dependence on the ADL were: climbing 
stairs (46.1%), bladder control (32.7%), mobility on level 
surfaces (27.7%), bathing (27.2%); and on IADL: shopping 
(57.6%), preparing food (56.1%), doing laundry (47.9%), and 
housekeeping (46.2%). 

Prevalence of health and social care needs were 
determined as 88.2% and 78.9%, respectively. The health 
and social care needs and the degree to which these needs 
were met are shown in Figure 1. These needs were not 
fulfilled in 32.5% of individuals who required health care, 
and 46.6% of those who needed social services. According 
to the individuals’ own declarations, the frequency 
of their need for care was 40.9%. According to their 
needs on the ADL, 88.5% were covered by their families, 
111.2% by their caregivers and only 0.3% had care by the 
Municipality. There were similar observations for IADL 
needs (90.0%, 9.8% and 0.2%, respectively. 

Supplementary Table 2 Lawton–Brody Instrumental 
Activities of Daily Living Index

Ability to use telephone
Operates telephone on own initiative – looks up and dials 
numbers, etc. 

1

Dials a few well-known numbers 1

Answers telephone but does not dial 1

Does not use telephone at all 0

Shopping

Takes care of all shopping needs independently 1

Shops independently for small purchases 0

Needs to be accompanied on any shopping trip 0

Completely unable to shop 0

Food preparation

Plans, prepares and serves adequate meals independently 1

Prepares adequate meals if supplied with ingredients 0

Heats, serves and prepares meals, or prepares meals, or 
prepares meals but does not maintain adequate diet

0

Needs to have meals prepared and served 0

Housekeeping

Maintains house alone or with occasional assistance (e.g., 
heavy work domestic help)

1

Performs light daily tasks such as dish washing, bed 
making

1

Performs light daily tasks but cannot maintain acceptable 
level of cleanliness

1

Needs help with all home maintenance tasks 1

Does not participate in any housekeeping tasks 0

Laundry

Does personal laundry completely 1

Launders small items – rinses stockings, etc. 1

All laundry must be done by others 0

Mode of transportation

Travels independently on public transportation or drives 
own car

1

Arranges own travel via taxi, but does not otherwise use 
public transportation

1

Travels on public transportation when accompanied by 
another

1

Travel limited to taxi or automobile with assistance of 
another

0

Does not travel at all 0

Responsibility for own medication

Is responsible for taking medication in correct dose at 
correct time

1

Takes responsibility if medication is prepared in advance 
in separate dosage

0

Is not capable of dispensing own medication 0

Ability to handle finances

Manages financial matters independently (budgets, writes 
checks, pays rent, bills, goes to bank), collects and keeps 
track of income

1

Manages day-to-day purchases, but needs help with 
banking, major purchases, etc.

1

Incapable of handling money 0
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Among all participants, the prevalence of unmet 
health care needs was 28.4% overall, and 25.6% based 
on the presence of chronic disease, 6.2% based on 
dependency on the ADL, and 8.9% according to perceived 
health. Among all participants, the prevalence of unmet 
social care needs was 36.9% in total, 23.3% according to 
ADL, and 31.5% according to IADL.

The main predictor in determining unmet health care 
needs was the participants’ self-perceived income and 
expenditures (Table 2). When compared to situations 
where income surpassed expenditure, there was a higher 
risk of unmet healthcare needs in situations where 
income was less than or equal to expenditure. Also, when 
determining unmet needs according to dependence, it 
appeared that while not being married increased risk, 
being alone was a protective factor [odds ratio (OR) = 0.4, 
95% CI: 0.2–0.8] Based on self-perceived health, not being 
married and not having health insurance were risks 
leading to unmet needs.

The presence of social support was associated with 
unmet social care needs in all models (i.e. for total, OR 
= 2.2, 95% CI: 1.2–4.0); in other words, the risk of these 
unmet needs was higher among people who did not 
have social support. In total, and according to IADL, not 
receiving formal education was a protective factor in 
unmet social needs (Table 3). According to ADL, being 
female was a risk factor in unmet needs.  

Discussion
In this study, we evaluated the unmet health and social 
care needs and associated factors in community-dwell-
ing individuals aged ≥ 80 years residing in Balçova Dis-
trict, İzmir, Turkey. We determined that 88.2% of the 
elderly people had healthcare needs, and approximately 
one third of these individuals and 28.4% of all the elderly 
people had unmet needs. The main factor in determin-
ing unmet health care was that income was lower than 
expenditure. Additionally, according to dependence and 
self-perceived health, not being married increased the 
risks while being alone was found to be a protective fac-
tor in unmet needs according to dependence. 

Table 1 Descriptive characteristics of the participants 

Characteristics n (%)
Gender  (n = 1075)

Male 419 (39.0)

Female 656 (61.0)

Age group (n = 1075)

80–84 yr 701 (65.2)

85+ yr 374 (35.8)

Educational status (n = 1069)

Illiterate 206 (19.3)

Literate 127 (11.9)

Primary school 403 (37.7)

Secondary school 88 (8.2)

High school 164 (15.3)

University 81 (7.6)

Marital status (n=1075)

Widowed 584 (54.3)

Married 473 (44.0)

Divorced 11 (1.0)

Never married 7 (0.7)

Cohabitation (n = 1071)

Alone 259 (24.2)

Spouse 375 (35.0)

Spouse and children 106 (9.9)

Children 298 (27.8)

Relatives 33 (3.1)

Self-perceived income and expenditure (n = 1055)

More income than expenditures 157 (14.9)

Equal income and expenditures 639 (60.6)

Less income than expenditures 259 (24.5)

House ownership (n = 1071)

Belongs to himself 646 (60.3)

Belongs to spouse 127 (11.8)

Belongs to children/relatives 188 (17.6)

Rent 110 (10.3)

Health insurance (n = 1059)

Yes 1014 (94.9)

No 55 (5.1)

Social support (n = 1066)

Yes 1012 (94.9)

No 54 (5.1)

Presence of chronic disease (n = 1070)

Hypertension 729 (68.1)

Cardiovascular disease 411 (38.4)

Diabetes mellitus 319 (29.8)

Chronic obstructive pulmonary disease 158 (14.8)

Having at least one 889 (83.1)

ADL (n = 1070)

Independency 436 (40.7)

Mild dependency 164 (15.3)

Moderate dependency 264 (24.7)

Characteristics n (%)
Severe dependency 107 (10.0)

Full dependency 99 (9.3)

Self-perceived health compared to peers
(n = 1062)

Better than 375 (35.3)

Similar to 372 (35.0)

Worse than 315 (29.7)

Health care use in the last 6 months  (n = 1070)

No 376 (35.1)

Table 1 Descriptive characteristics of the participants 
(concluded) 
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Figure 1 Unmet health and social care needs 

STUDY SAMPLE

Healthcare need

Unmet healthcare need 
32.5%

Unmet social care need 
46.6%

Social care need

According to chronic 
disease

No need 16.9%
(n = 181)

Need 83.1%
(n = 889)

Met
68.6%

Unmet
30.8%

According to 
dependence

No need 80.7%
(n = 864)

Need 19.3%
(n = 206)

Met
67.5%

Unmet
32.0%

No need 40.8%
(n = 437)

Need 59.2%
(n = 633)

Met
60.7%

Unmet
 39.3%

According to ADLAccording to 
perceived health

No need 70.3%
(n = 747)

Need 29.7%
(n = 315)

Met
69.8%

Unmet
30.2%

No need 26.4%
(n = 282)

Need 73.6%
(n = 788)

Met
57.2%

Unmet
        42.8%

According to IADL

Unmet healthcare needs vary worldwide. In Spain, 
for chronic illnesses among people aged ≥ 65 years, the 
proportion was 3.7%, 6.6% among those with poor health 
perception, and 1.4% among those with dependency on 
at least 1 activity of the ADL (8). In France, it was 23% in 
people aged ≥ 70 years (15). The prevalence of perceived 
unmet healthcare needs of people aged ≥ 65 years was 
between 7.1% and 26.3% (12,19–21). In research conducted 
in 6 European countries, 36.6% of people aged ≥ 65 years 
had unmet healthcare needs based on ADL. The nation 
with the highest prevalence was Greece (61.5%) and the 
lowest was Sweden (3.6%) (22). The large variations in 
prevalence are due to the use and implementation of 
different methods to determine unmet healthcare needs. 
There are also differences among countries due to the 
various health and social care policies and approaches. It 
is known that as age increases, there is an overall increase 
in unmet healthcare needs (15,23). The fact that different 
age groups were studied also might have contributed to 
the variations in prevalence.

In our study and many others, the main determinant 
in unmet healthcare needs was low income (15,21,24), 
although there are also a few, rare studies in which 
income status was not significant (20). Although most 
elderly people in Turkey state that they have health 
insurance, the fact that there is a significant relationship 
between self-perceived income and unmet healthcare 

indicates the presence of other barriers preventing access 
to health care. This group comprises very old people who 
clearly need to rely on an able companion when seeking 
health care. Among older people with low income, their 
health coverage is not sufficient to meet all their needs. 
It may be that poorer individuals are not be able to cover 
the transport costs for access to health care, or other 
medical fees paid out of pocket, and therefore their access 
to medical services may be restricted. A World Health 
Organization report supports this suggestion. In low- and 
low-to-middle-income countries, the greatest barriers to 
access to health care are costs related to healthcare visits 
and transportation (25). Like ours, some previous studies 
have indicated that being married or living with a partner 
is a protective factor against unmet healthcare needs (15, 
20). Even if they are of advanced age, without relying 
on others, married couples may aid one another when 
seeking health care. 

In this study, we determined that 78.9% of the elderly 
people had social care needs, and for approximately half 
of them, and 36.9% of the total population of the elderly, 
social needs were unmet. In 90% of cases involving 
older people, needs were covered and provided by their 
families. In our study, the main risk of unmet social care 
was the lack of social support. While being female (for 
ADL), and (for IADL) an equivalency between income and 
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expenditures were risk factors, lower educational status 
was protective. 

Generally, most research conducted to determine 
unmet social care needs uses the ADL and/or IADL. These 
studies indicate unmet social needs frequencies to be 
32.8% in people aged ≥ 60 years (26); 0.2–61.2% in those 
aged ≥ 65 years (22,27–29); and 50–67.5% in those aged 
≥ 75 years (13,30). The main reasons for the variations 
in prevalence of unmet needs are the differences in 
the criteria used in identifying the needs, approaches 
to collecting data, the characteristics of the aged being 
studied and cultural differences. 

As in our study, others have shown that the main 
providers of care are spouses and other family members, 
or friends, or in other words, informal caregivers (13,27, 
28,30). When considering the prevalence of unmet social 
needs, it is obvious that families cannot fulfil all the needs. 
Therefore, social support needs should be compensated. 
Among many other variables, social support has been 
found to have a major protective influence in the ageing 
population (21,31). Similar to our study, being female 
is generally a risk factor for unmet social needs (13,27, 

30,32,33). The most important reason for this is that 
with individuals aged ≥ 80 years, women are generally 
widowed while men’s needs are met by their wives. 
Surprisingly, lower educational status was determined to 
be a protective factor in terms of unmet needs. However, 
in a population aged ≥ 80 years, Hoogendijk et. al 
obtained a result similar to ours (33). This might be due to 
the fact that in the region we studied, people with lower 
educational backgrounds retained a relatively traditional 
lifestyle. This might be the reason why they had more 
social support, especially in IADL.

The main limitation of our study was the cross-
sectional nature of the collected data, which prevents any 
determination of causality in the relationships revealed 
in our analyses. Additionally, it is difficult to compare 
estimates across studies because of differences in study 
methods and age groups. Another limitation of this 
study was the low participation rate. However, nowadays 
response rates of cross-sectional studies are more or less 
close to our participation rate. We do not know if there 
is a systematic difference between the participants and 
nonparticipants. Despite the low participation rate, we 

Table 3 Factors associated with unmet social care needs (multiple logistic regression analysis)

Presence of unmet social care need

Total According to ADL According to IADL

Variables (reference group) P OR (95% CI) P OR (95% CI) P OR (95% CI)
Gender (male)

Female 0.303 1.199 (0.849–1.695) 0.019 1.629 (1.085–2.445) 0.166 1.290 (0.900–1.850)

Age group (80–84 yr)

≥ 85 yr 0.388 0.884 (0.667–1.171) 0.949 0.990 (0.721–1.359) 0.881 1.022 (0.764–1.368)

No. of children 0.944 1.003 (0.920–1.093) 0.705 1.019 (0.925–1.122) 0.818 1.011 (0.924–1.106)

Marital status (married)

Not married 0.367 0.843 (0.581–1.222) 0.332 1.233 (0.807–1.885) 0.353 0.833 (0.566–1.225)

Educational status
(secondary school and above)

Primary school 0.168 0.796 (0.575–1.102) 0.823 1.045 (0.711–1.535) 0.198 0.801 (0.572–1.122)

No formal education 0.020 0.629 (0.426–0.929) 0.762 0.934 (0.598–1.457) 0.012 0.594 (0.395–0.893)

Self-perceived income and expenditure 
(more income than expenditure)

Equal income and expenditure 0.307 1.215 (0.836–1.765) 0.721 0.926 (0.607–1.413) 0.032 1.553 (1.039–2.322)

Less income than expenditure 0.947 0.985 (0.631–1.536) 0.912 0.973 (0.594–1.591) 0.513 1.173 (0.728–1.888)

Health insurance (yes)

No 0.092 1.668 (0.919–3.028) 0.905 1.042 (0.528–2.059) 0.121 1.618 (0.881–2.972)

House ownership (himself/spouse)

Children/relatives 0.746 0.942 (0.655–1.355) 0.335 0.817 (0.542–1.232) 0.824 1.044 (0.717–1.519)

Rent 0.540 0.868 (0.553–1.964) 0.700 0.906 (0.549–1.496) 0.489 0.845 (0.525–1.361)

Social support (yes)

No 0.007 2.226 (1.240–3.998) 0.040 1.906 (1.029–3.529) 0.005 2.330 (1.294–4.195)

Cohabitation (not alone)

Alone 0.211 1.247 (0.882–1.764) 0.295 1.221 (0.840–1.773) 0.867 1.032 (0.717–1.484)

Chronic disease (no)

Yes 0.318 1.95 (0.842–1.697) 0.178 1.338 (0.875–2.046) 0.996 0.999 (0.698–1.430)
CI = confidence interval; OR = odds ratio.
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interviewed > 1000 individuals. To our knowledge there 
is no general consensus on the definition of unmet health 
and/or social care needs. The varying definitions lead to 
varying levels of unmet needs. Thus, our results are based 
on the merits of our definition of unmet health and/or 
social care needs.

One of the strengths of our study was that it focused 
on people in the community and those aged ≥ 80 years; 
a group often ignored in other studies of the elderly 
and who are most in need of care. Most research tends 
to evaluate either health or social needs. However, as 
in our study, it is important to focus on both the health 
and social needs of elderly people. Another of our study’s 
strengths was that data were collected within the homes 
of the participants and by trained medical and nursing 
students. Consequently, after the data were collected and 
preliminary analyses completed, the Municipality of 
Balçova initiated services providing the identified needs. 

Conclusion
We determined that among people aged ≥ 80 years re-
siding in Balçova District, approximately one third had 

unmet healthcare needs and almost half had unmet so-
cial needs. Perceived low income status and not being 
married were risk factors for unmet health needs, and 
lack of social support and being female were risk factors 
for unmet social needs. Policies that alleviate the nega-
tive financial barriers preventing the fulfilment of needs 
and bring them to a minimum level need to be developed 
and implemented. For example, it is critical to improve 
and increase the rights of public retirees, discontinue 
out-of-pocket payments, provide transport services, and 
establish social support programmes. Additionally, in the 
health and social services, proactive action should be tak-
en for disadvantaged groups, which would help alleviate 
the inequalities arising from the unmet needs based on 
personal characteristics. The first step should be to set 
up a home follow-up programme incorporating health 
and social care to enable the identification of needs and 
provide residential care. In Turkey, it is clear that home 
healthcare services, which are only offered upon request, 
are inadequate in meeting healthcare needs and will con-
tinue so to be. 
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Besoins non satisfaits en matière de soins de santé et de soins sociaux et facteurs 
associés chez les personnes âgées de 80 ans et plus à Izmir (Turquie)
Résumé
Contexte : Les besoins en matière de soins de santé et de soins sociaux des personnes âgées de 80 ans et plus 
constituent un sujet négligé. 
Objectifs : Déterminer la prévalence des besoins non satisfaits en matière de soins de santé et de soins sociaux ainsi 
que les facteurs associés chez les personnes âgées de 80 ans et plus qui vivent au sein de la communauté dans le 
district d’Izmir de Balçova, en Turquie. 
Méthodes : Ont participé à cette étude 1075 personnes âgées de plus de 80 ans. Les besoins non satisfaits en 
matière de soins de santé et de soins sociaux constituaient les variables dépendantes. Les caractéristiques socio-
démographiques, socio-économiques et relatives au mode de vie constituaient les variables indépendantes. Les 
données ont été recueillies lors d’entretiens en présentiel menés dans les foyers et analysées par un modèle de 
régression logistique multiple. L'approbation éthique a été obtenue auprès du Comité éthique de la recherche pour les 
procédures non invasives au sein de la Faculté de Médecine de l'Université de Dokuz Eylul (2017/26-24). 
Résultats : L'âge moyen était de 84,1 ans (3,7) et 61,0 % des participants étaient des femmes ; 88,2 % des participants 
ont exprimé qu'ils avaient des besoins en matière de soins de santé et 78,9 % des participants ont déclaré qu'ils 
avaient des besoins en matière de soins sociaux. La prévalence des besoins en matière de soins de santé et de soins 
sociaux non satisfaits était de 32,5 % et de 46,6 %, respectivement. Près de 90,0 % de leurs besoins étaient couverts par 
les familles. La perception du statut de faible revenu était un facteur de risque pour les besoins en soins de santé non 
satisfaits, et le manque de soutien social était un facteur de risque pour les besoins en soins sociaux non satisfaits. De 
plus, le fait de ne pas avoir reçu d'éducation formelle était un facteur de protection pour les besoins non satisfaits en 
matière de soins sociaux. 
Conclusion : Une politique de santé publique devrait être mise en place pour permettre un meilleur accès aux 
soins, notamment pour les personnes âgées, considérant que près d'un tiers des participants à cette étude avaient 
des besoins non satisfaits en matière de soins de santé et que près de la moitié avaient des besoins non satisfaits en 
matière de soins sociaux. 
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احتياجات الرعاية الصحية والاجتماعية غير الُملباة والعوامل المرتبطة بها لدى المسنين البالغ أعمارهم 80 عامًا أو أكثر 
في منطقة بالكوفا، مدينة إزمير، تركيا

هاتيس سيمسيك، إرديم إركويون، علي أكوز، ألب إرجور، ريحان أوتشكو

الخلاصة
الخلفية: من الموضوعات المهملة تناول احتياجات الرعاية الصحية والاجتماعية للأشخاص البالغ أعمارهم 80 عامًا أو أكثر. 

الأهداف: هدفت هذه الدراسة الى تحديد مدى انتشار احتياجات الرعاية الصحية والاجتماعية غير الُملباة والعوامل المرتبطة بها بين الأفراد الذين 
يعيشون في مساكن مجتمعية وتبلغ أعمارهم 80 عامًا أو أكثر في منطقة بالكوفا، مدينة إزمير، تركيا. 

الصحية  الرعاية  احتياجات  التابعة هي  المتغيرات  أكثر. وكانت  أو  عامًا   80 أعمارهم  تبلغ  1075 مشاركًا  الدراسة  شارك في هذه  البحث:  طرق 
والاجتماعية غير الُملباة. بينما كانت المتغيرات المستقلة هي الخصائص الاجتماعية السكانية والاجتماعية الاقتصادية وخصائص نمط الحياة. وجُعت 
البيانات في مقابلات مباشرة أُجريت في المنازل، وتم تحليلها باستخدام نموذج الانحدار اللوجستي المتعدد. وتم الحصول على الموافقة الأخلاقية من 

مجلس أخلاقيات البحوث غير التداخلية، التابع لكلية الطب بجامعة دوكوز إيليول )2017/26-24(. 
النتائج: بلغ متوسط العمر 84.1 )3.7( عامًا، وكان 61.0% منهم من النساء. وعبَّ 88.2% من المشاركين عن احتياجاتهم للرعاية الصحية، وزعم 
الُملباة 32.5% و46.6% على  الصحية والاجتماعية غير  الرعاية  احتياجات  انتشار  وبلغ معدل  للرعاية الاجتماعية.  احتياجات  لديهم  أن   %78.9
التوالي. وكانت الأسر تغطي نحو 90.0% من احتياجاتهم. وكانت الحالة المتصورة لذوي الدخل المنخفض عامل خطر بالنسبة لاحتياجات الرعاية 
الصحية غير الُملباة، بينما كان نقص الدعم الاجتماعي عامل خطر بالنسبة لاحتياجات الرعاية الاجتماعية غير الُملباة. وبالإضافة إلى ذلك، كان عدم 

الحصول على تعليم رسمي عامل خطر بالنسبة لاحتياجات الرعاية الاجتماعية غير الُملباة. 
الاستنتاج: يجب وضع سياسة صحية عامة للتمكين من الحصول على الرعاية بصورة أفضل، لا سيَّما للمسنين، مع الأخذ في الاعتبار أن ما يقرب من 

ثلث المشاركين في هذه الدراسة لديهم احتياجات رعاية صحية غير مُلباة ونصفهم تقريبًا لديهم احتياجات رعاية اجتماعية غير مُلباة. 
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