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Since the elderly population statistics is on a continuingly increasing trend, the World
Health Organization has proposed the concept of the age-friendly city in 2007 as a response to
the aging society with an aim for healthy life among the elderly. This study was a cross-
sectional research design with the goal to learn about the association between demographic
characteristics and the perception toward the age-friendly city with the mental health status of
the elderly in Photaram District, Ratchaburi province, Thailand. The respondents were 432
elderly both male and female with an age between 60-79 years. Data collection tool was a face-
to-face interview questionnaire. The interview questions were divided into three parts:
demographic characteristics, the perception toward the age-friendly city, and the mental health
status of the elderly. For the data analysis, descriptive statistics was used and inferential
statistics of the Chi-square for testing of the association was also employed. The results
indicated that the level of the perception toward the age-friendly city was on the moderate level
in all components, which was also true for the mental health status. As for the association, it
was found that the level of education, income, and chronic disease, were associated with the
mental health status of the elderly with statistical significance (p < 0.05). The perception toward
the age-friendly city in all components was associated with the mental health status of the
elderly with statistical significance (p < 0.05) also: outdoor space and building (p=0.014),
transportation (p=0.05), housing (p=0.012), social participation (p=0.008), respect and social
inclusion (p=0.008), civil participation and employment (p= 0.030), communication and
information (p=0.002), as well as community support and health service (p=0.015). This study
result could help in planning for the development of Photaram District, Ratchaburi province,

Thailand, to become an age-friendly city in the future.
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CHAPTER I
INTRODUCTION

1.1 Background and rational

The world population aging is increasing 56 percent from 2015 to 2030 around
901 million to 1.4 billion. Other from this it will double increase in 2015 to be 2.1
billion. The number of the people aged 80 years or over is rising up quicker than the
number of older people overall. The predication in 2050 shows the people aged 80 years
or over is increasing triple in number since 2015 nearby 125 million. In the next 15
years, the number of older people are increasing fastest in Latin America and Caribbean
with 71 percent in the population aged 60 years or over followed by Asia 66 percent,
Africa 64 percent, Oceania 47 percent, Northern America 41 percent and Europe 23
percent. By growing up fast in urban area more than rural area. The worldwide picture
in 2000 to 2015 show the number of people aged 60 years or over is rising up to 68
percent in urban area and 25 percent in rural area (United Nations, 2015).

For mental health, over 20 percent of elderly in the world trends suffer from a
mental or neurological disorder and 6.6 percent of all disability (disability adjusted life
years-DALY') among over 60s is attributed to neurological and mental disorders. The
most common neuropsychiatric disorders in this group are dementia and depression.
Elderly lose their ability to live independently because of limited of mobility, chronic
pain, frailty or other mental or physical problems, and require some form of long-term
care. Similarly, the elderly is sadness, drop in socioeconomic status with retirement, or
a disability. All of these factors can result in isolation, loss of independence, loneliness
and psychological distress in elderly. According to this problem the challenge of the
health provider is to train the health workforce in care the elderly, prevent and manage
age-associated chronic disease including mental, design sustainable policies on long-
term and palliative care, develop age-friendly service and setting for support the elderly
to live longer (The World Health Organization, 2013).

The World Health Organization generated the Age Friendly City concept to
raising chances for health, participation and security in life of the elderly with 8

domains that are Outdoor Spaces and Buildings, Transportation, Housing, Social



Participation, Respect and Social Inclusion, Civic Participation and Employment,
Communication and Information and Community and Health Services. Moreover, they
have the network like United State, Canada to implement the age-friendly concept in
there city (The World Health Organization, 2007).

Meanwhile, the population structure in Thailand is decreasing in people aged
under 15 years (Youth) and people aged 15-59 years (Working-age), but increasing in
people aged 60 or over (Elderly) continuously. The percentage of elderly will be
gradually increase from 13.2 in 2010 to 32.1 in 2040. The people aged 80 or over will
grow up 12.7 percent of the total elderly population. From the prediction, the elderly
population will grow up in urban area from 39.7 percent in 2010 to 59.8 percent in 2040
or around 3.3 million people to 11.6 million people (Foundation For Older Persons'
Development, 2015).

Furthermore, Department of Mental Health have the policies in 2015-2016 for
supporting the aging society in Thailand by training the heath workforce who works
with the elderly, create the club in the community for the elderly to join and set the
program for improving the elderly who has depression inside and outside health care
unit. The aim of this policy is to bring in the elderly to the community and have the
participation (Department of Health, 2016). For support the elderly so that they can go
outside with secure and can help themselves in daily life activities. They should have
the feature that provided from family and community. That is why Thailand’s
government setting the National Plan on the elderly (2002-2021) for encourage the
elderly on wellbeing and have longevity (Ministry of Social Development and Human
Security Thailand, 2009).

At Mueang Ratchaburi District in Ratchaburi province, one of the place that
provided the features for the elderly with age-friendly city concept. There are 7 domains
of age-friendly city features in good level of satisfactory; outdoor space and building,
transportation, housing, social participation, respect and social inclusion,
communication and information, community support and health services. Just only one
domain that is in fair level which is civil participation and employment (Wang, 2015).
The Photaram district that have the context similarly with Mueang Ratchaburi District
and have the size of elderly population at 3 ranked. The proportion of elderly in

Photaram district is 15.51 percent it means that this area is the “Aging Society” as same



as Mueang Ratchaburi District because the proportion of the elderly more than 10
percent (Ministry of Social Development and Human Security Thailand, 2013).
Moreover, the elderly and disable plan 2016 in Photaram District Public Health Office
that point to improve health of the elderly including physical health, mental health and
the environment for protecting the problem of the elderly that can occur in the future
by the stakeholder as participation from family, community, local government and
public health center. In part of the environment that point in the feature that support the
elderly can live in home and community with safe and have the features to support them
to live. For the mental health that point to the depression in the elderly if the elderly
cannot go outside then the elderly will be sad and it will be effect to physical health too
(Photaram District Public Health Office, 2016). From this reason, it is very important
to find the association between the perception toward age-friendly city features and
mental health status of the elderly. Furthermore, this study will support the plan and
policy in this place to provide the feature for them.

Table 1 Distribution of the population aged 60 or over in Ratchaburi in 2013

Population Population aged 60 and over
Rank District
All of Age Male Female Total %
Total 2,482,467 165,004 209,096 374,100 15.07
1 Mueang 532,508 38,138 48,988 87,126 16.36
Ratchaburi
2 Banphong 545,830 36,098 45,304 81,402 14.91
Photaram 368,154 24,378 32,715 57,093 15.51
4 Damnuen 299,958 21,492 29,255 50,747 16.92
Saduak
5 Phaktor 216,315 13,096 15,506 28,602 13.22
6 Bangpae 129,820 8,454 10,970 19,424 14.96
7 Jombueng 148,771 8,655 10,135 18,790 12.63
8 Banka 124,036 7,401 7,586 14,987 12.08
9 Suanpueng 77,838 4,235 4,348 8,593 11.04
10 Wadplaeng 39,201 3,057 4,279 7,336 18.71

Source: (Ministry of Social Development and Human Security Thailand, 2013)



1.2 Research Questions

1) What is the demographic data, the perception toward age-friendly city
features, and mental health status of the elderly in Photaram district, Ratchaburi
province?

2) Is there an association among demographic data, the perception toward age-
friendly city features, and mental health status of the elderly in Photaram district,

Ratchaburi province?

1.3 Research Objectives

1) To describe the demographic data, the perception toward age-friendly city
features, and mental health status of the elderly in Photaram district, Ratchaburi
province.

2) To find an association among demographic data, the perception toward age-
friendly city features, and mental health status of the elderly in Photaram district,

Ratchaburi province.

1.4 Research Hypothesis

1) There is an association between the demographic data and mental health
status in the elderly.
2) There is an association between the perception toward Age-Friendly City

feature and mental health status in the elderly.



1.5 Conceptual Framework

Figure 1 Conceptual Framework

Independent variables Dependent variables

Demographic characteristics;
1. Gender

2. Age

3. Education

4. Income

5. Medical condition

‘ Mental Health Status

The perception toward Age-
Friendly City features;

1. Outdoor space and building

2. Transportation

3. Housing

4. Social Participation

5. Respect and social inclusion

6. Civil participation and
employment

7. Communication and information

8. Community support and health

1.6 Operational Definitions

1) Elderly refers to Thai people aged 60-79.

2) Perception refers to the way you think about or understand someone or

something.



3) Outdoor space and building refers to public places, pavements, pedestrian
crossing, building and public toilets that have to be clean and pleasant, sufficient in
number, free of obstructions and also situated together and are accessible.

4) Transportation refers to the public transportation that provide within the
community which are settle at the safety place which is easy to access, having a
specialized transportation available for disabled people, and always have a maintenance
for a walk way for the safety. Also traffic has to be adjust for the flow and road safety
and the traffic sign has to be in the place that it won’t block the traffic of the driver
view.

5) Housing refers to sufficient, affordable housing that is available in areas that
are safe and close to services and the rest of the community. The housing well-
constructed, clean, well-maintained, and affordable. Besides, community have to
provide the shelter or services for take care the elderly.

6) Social Participation refers to clubs or activities for elderly that came from
community participation. They will receive the support from their family or community
by providing the transportation and also the place for the activity. All the information
of the activity will be announcing through the community media

7) Respect and social inclusion refers to elderly must be loved, respect and
have a good care from family or community. Community’s activities appropriate for
everyone in every age group.

9) Civil participation and employment refers to decision-making bodies in
public, private and voluntary sectors encourage and facilitate membership of older
people A range of flexible and appropriately paid opportunities for older people to work
is promoted.

10) Communication and information refers to both print and spoken
communication by staff in both private and public sector must use simple, familiar
words in short, straightforward sentences. Which all the printed information has good
size for elderly, yet Public and commercial services provide friendly, person-to-person
service on request.

11) Community support and health services refers to health and social
services that are conveniently located and accessible by all means of transport. All staff

are respectful, helpful and trained to serve older people. The community will encourage
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and support the volunteer to look after the elderly. Health and social service for elderly
who is disabled are provided.

12) Mental health Status refers to the degree of competence shown by a person
in psychological, emotional, knowledgeable, and personality functioning. There are 3
group of Mental Health Status; good, moderate and poor.
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CHAPTER I
LITERATURE REVIEW

2.1 Aging Society

The world population aging are increasing 56 percent from 2015 to 2030 around
901 million to 1.4 billion. Other from this it will double increasing in 2015 around 2.1
billion. The number of the people aged 80 years or over is rising up quicker than the
number of older people overall. The predication in 2050 show the people aged 80 years
or over is increasing tripled in number since 2015 nearby 125 million. In the next 15
years, the number of older people are increasing fastest in Latin America and Caribbean
with 71 percent in the population aged 60 years or over followed by Asia 66 percent,
Africa 64 percent, Oceania 47 percent, Northern America 41 percent and Europe 23
percent. By increasing fast in urban area more than rural area. At the worldwide picture
in 2000 to 2015 show the number of people aged 60 years or over is growing up 68
percent in urban area and 25 percent in rural area (United Nations, 2015).

In Thailand, the population are decreased in people aged under 15 years (Youth)
and people aged 15-59 years (Working-age) but increased in people aged 60 or over
(Elderly) continuously. The percentage of elderly grow up from 13.2 in 2010 to 32.1 in
2040. The people aged 80 or over will grow up 12.7 percent of the total elderly
population. From predication, the elderly population will grow up in urban area by
increased 39.7 percent in 2010 to 59.8 percent in 2040 around 3.3 million to 11.6
million (Foundation For Older Persons' Development, 2015).

At Ratchaburi province, all of districts are the “Aging Society” because the
proportion of the elderly more than 10 percent (Ministry of Social Development and
Human Security Thailand, 2013). The size of population in top 3 are Mueang
Ratchaburi district, Banphong district and Photaram district so this trend is the
challenge of the public health provider in this place to plan or set the strategies for the

elderly.
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2.2 Elderly and Mental Health Status

Mental health is a state of well-being in which an individual realizes his or her
own abilities, can cope with the normal stresses of life, can work productively and is
able to make a contribution to his or her community. The mental health in the elderly
almost get the depression or anxiety because they live alone and didn’t have the activity
outside. WHO Mental Health action plan 2013-2020 focus on the government set the
policy to provide comprehensive, integrated and responsive mental health and social
care services in community-based settings and implement strategies for promotion and
prevention in mental health (The World Health Organization, 2013).

Furthermore, in Thailand the policies in 2015-2016 for support the aging society
in Thailand by training the heath workforce who work with the elderly, create the club
in the community for the elderly can join, and set the program for improvement the
elderly who get the depression inside and outside health care unit. The aim of this policy
that for drive the elderly to the community and have the participation (Department of
Health, 2016).

2.3 Age-Friendly City Features

Age-Friendly City is concept created by The World Health Organization to
support the government to developing social policies. The policy is “optimizing
opportunities for health, participation and security in order to enhance quality of life as
people age”. From this concept, the leader can develop the community to be good aging
society. It is the key for help the elderly access to the community. Likewise, improving
health and support them to live longer (The World Health Organization, 2016b).

Nowadays, the number of The WHO Global Network for Age-friendly Cities
and Communities (the Network) are increasing continuously. The city or the countries
that success to place the age- friendly city concept in the strategic plan or action plan
or national policy such as New York City, London, Dublin city. For example; New
York City, the government start with assess the age-friendly city features by
participation of the citizen and then set the committee from the government and non-
government including academic as the specialist or expert to analyze the data. The

result from the data become to the input for the policy marker to set the strategic plan
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to provide the features and improving the environment for improving health in the
elderly and adding the opportunity to get long live (Blasio, 2015).

In Thailand, the government is improving the quality of life of the people not
only the elderly, but including the disable person, pregnant woman, sick people and
children by improvement the environment and provide the facilities support. The
government began to develop the Ko Kret in Pak Kret district, Nonthaburi province as
the universal design community model by the participant to provide the opportunity for
people to access the services and will expand to other district (The Government Public
Relations Department, 2016). The road map in the strategic plan of the elderly are
provided the service with equity and easy to access including participation in the
community to improving mental health (Ministry of Public Health, 2014). There are
two cities; Mueang Pattaya and Mueang Nonthaburi that have agreement with
Department of Health to develop the city with age-friendly city concept based on the
participation and context of the community. The goal of this agreement is to drive the
elderly to the social and improving their health (Department of Health, 2016). There
are 8 domains of age-friendly city follow by;

2.3.1 Outdoor space and building

The outside environment that the main impact to quality of lie including
physical and mental health and independent movement in the elderly. The environment
should be clean and there are no distractions and have the green space for relaxation
including clearly the way between car and people. In the building have the feature to
support elderly for helping themselves and sufficient toilet for service. Moreover, all of
this will service with safety and easy to access (The World Health Organization, 2007).
As mention earlier, the study in United Kingdom state that exposure to the environment
as the green space and gardens was associated with a lower odds of anxiety and
depression in the elderly (Wu, Prina, Jones, Matthews, & Brayne, 2015). As well as the
greater stress in the elderly will reduce when stay in the garden environment (Rodiek,
2014). Meanwhile, the study in Malaysia show the correlation between the well-being
of the residents of the elderly care center with a well-designed outdoor space. The
landscaping and greenly around the compound is well kept and these to certain extent

do relieve the stress among the elderly (Othman & Fadzil, 2014).
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2.3.2 Transportation

The transportation is the key to make the active aging because it supports the
elderly to join in the community activity or access to health service. The public transport
should ready to serve and have the clear signs for showing the information. The
schedule of transportation is adequate for use. In transportation have provide the seating
for the elderly. Moreover, having the regular check for the quality of vehicles. About
location of parking it will be near the building and transportation station as well as
having the importance landmark for support elderly such as hospital, temple. In part of
services, the driver will serve with safety, polite and concern about the accident that
can occur in elderly. If this domain is not working then the elderly will not able to go
outside because they don’t have the son or family member to take them to community
(The World Health Organization, 2007). As same as the previous study, the lack of
accessible and affordable transportation options in the elderly was mentioned in all
regional in the Canada as one of the most importance issues to create the active aging
society (National Senior Council, 2013). Also one study in Australia said lacking of
transportation was negatively affect the ability of elderly to access a variety of health
services (Corcoran, McNa, Girgis, & Colagiuri, 2012). The other study in Europe
reference the assess to transportation can help the elderly to gain themselves of goods,
services, employment and other activities as well as containing sense of freedom and
independence in life (B.P. Shrestha et al., 2016).

2.3.3 Housing

The housing is support the elderly with safety and be the key factor that link the
elderly to the community. The home will be designed with facilities for the elderly and
made from standard equipment to ensure the accident will not occur when elderly use.
Home will have an updated assessment and always maintained. In the house for rent, it
must be low cost with safety because some of elderly has low income, therefore they
will not be able to afford. However, the home should located within the community for
driving the elderly to participate in activity (The World Health Organization, 2007). For
aging in place, the design that seamlessly incorporate the necessary support devices
such as grab bars and handrails in an unobtrusive manner (Perkins, 2015). Mental

Health America did mentioned that having a safe and secure home to live is an
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important part of recovery, along with access to services that enable those with mental
health illnesses to live as independently as possible (Mental Health America, 2017).

2.3.4 Social Participation

The community organized the activity for elderly with facilitate support such as
chair and toilets. The activity should integrate the international culture because the
elderly can exchange ideas with each other or set the activity that under the interesting
of elderly as dancing or cooking. The pattern of activity is not complicated and easy to
join by the elderly and have the people in community to join with. The information of
activity should be clear about agenda and date (The World Health Organization, 2007).
For example, paying the money to the central fund in the community for support the
weakness group, join in the elderly club in the community (Kamonthip
Tanglakmankhong & Kanchana Panyathorn, 2017). The previous study in Japan
reference the social participation had defensive effects on depression and increase the
chances for recover older people’s health (Katsunori Kondo & Ichiro Kawachi, 2013).
As the study in America show elderly touch members in the community had a decrease
in depression and improvement in dimensions of social, physical , and mental health
functioning (National Council on Aging, 2017).

2.3.5 Respect and Social inclusion

The elderly often as a consultant to people in the community and willing to share
the knowledge and good experience to people who is the next generation. The services
should provide the facilities according to the needs of the elderly. About health service
will train the family to take care the elderly in the right way and encouraged the elderly
to participate in the activities. The public service should be provided for elderly who
have low-income too (The World Health Organization, 2007). The report from the
Canada show if the elderly isolation from the social it’s mean the social skills in the
elderly will decrease including affects the psychological and perceptive of heath.
Moreover, the social isolation is associated with higher levels of depression and suicide
(National Senior Council, 2013).

2.3.6 Civil participation and employment

The volunteer and employment are the programs for improving the skill in the
elderly. Before program is given the knowledge and training is measure to ensure the

elderly can work in the organization because some organization use the high technology
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for supporting the elderly by set the transportation to work. Moreover, the elderly can
be the policy marker or consultant in the community (The World Health Organization,
2007). The community provide the occupation, social-work and volunteer for the
elderly that can decrease the social isolation in the elderly and increase the satisfaction
in life (National Senior Council, 2013).

2.3.7 Communication and information

The pattern of communication for the elderly should be simple and easy to
understand. In the mass media, it should set with the interesting of elderly, in verbal
communication the elderly can be talk in the public meeting, in print out information
should be in large alphabets and short wording to understand and in the high technology
information should have the guideline to use (The World Health Organization, 2007).
The good information is the great tool to help the elderly stay the connected as well as
actively involved in decision making (National Senior Council, 2013). Also, good
communication was positively impact on stress and mental health problems (Deakin
University, 2017).

2.3.8 Community support and health services

In this component is very important for support the elderly well-being because
the elderly cannot live without the social support if they have the social support they
will improving their health and mental health. In health service, should provide the
facilities for support all people located in near elderly community aimed at they can
access easily (The World Health Organization, 2007). Linking with the study in Canada
show the lack of a supportive social network is linked to a 60 percent increase in the
risk of dementia and cognitive decline; while socially-integrated lifestyles protect

against the dementia in the elderly (National Senior Council, 2013).

2.4 Demographic Characteristic and Mental Health Status

2.4.1 Age

Age of the elderly is the factor that very important for the family and community
for set the facilities for them because there are 3 stages of the elderly begin, moderate
and older so the different stage their movement and mental health are different too. The

elderly in begin and moderate stage can join activity outside and good daily activity
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more than older stage also less than risk of mental health problem (Faculty of Medicine
Ramathibodi Hospital, 2015).

2.4.2 Income

Income is the factors support the elderly for living. They want to work and get
the salary like the working group. Income is the factor that affected the different level
of mental health statistically significant at the 0.05 level and the elderly in group of
high income are good mental health than elderly no income. For protect this problem
from this cause, the community should provide the work for the elderly. Moreover they
have income they will have the good relationship in the community too (Kasorn
Muijeen, 2015).

2.4.3 Gender

Gender is a serious determinant of mental health and mental illness. The
morbidity associated with mental illness has received substantially more attention than
the gender specific determinants and mechanisms that promote and protect mental
health and foster resilience to stress and adversity. From the depressive disorder
account show the 41.9 percent of the disability from neuropsychiatric disorders among
women compared to 29.3 percent among men. The cause of mental health problem in
women that created by multiple roles, gender discrimination and associated factors of
poverty, hunger, malnutrition, overwork, domestic violence and sexual abuse. There
are 3 mains of factors that can protect these problems. First by having sufficient
autonomy to exercise some control in response to severe events. Second, access to some
material resources that allow the possibility of making choices in the face of severe
events. Third is psychological support from family, friends, or health providers is
powerfully protective (The World Health Organization, 2016a). In the same time, the
study in Nonthaburi province, Thailand show the women living with the depression
more than men and the social support from the family or the community can protect
this problem (Napa Paungrod, 2015). So, from this fact that is the reason to study the
mental health status in the elderly by gender.

2.4.4 Education

Education one of the factor support of the elderly. The elderly who have the
high level of the education will have the mental health status in good level more than

the elderly in low level because they have the knowledge to finding the way to solve
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the problem and can control their emotional when facing with the unexpected situation
like the health status. So, from this reason the education will come to be the factor that
effect the mental health in the elderly. To protect this problem the community can train
or set the workshop for them to work or can join in the activity (San Klinwichit,
Wethaka Klinwichit, Puangthong Incha, & Klinwichit, 2015). Linkage to the one study
in China that show there is a significantly negative relation between education and
depression. Compared to those without any schooling, older people who have an
elementary education or above are less likely to suffer from depression (Bai, Pong, &
Liu, 2015). Moreover, one study in Spain that present a higher education level amplifies
significantly the inverse association between income and disability in the Spanish
elderly (Abella'n, Rodri'guez-Laso, Pujol, & Barrios, 2015). Meanwhile, the study
from American Psychological Association that present elderly with less than a high
school education are at greater risk for depression and low educational achievement has
consistently been associated with a higher incidence of Alzheimer’s disease later in life

(American Psychological Association, 2017).

2.4.5 Medical condition

About the medical condition, the depression was associated with the chronic
disease. This association between depression and chronic disease appears attributable
to depressive disorders precipitating chronic disease and to chronic disease
exacerbating symptoms of depression (Justin G. Trogdon et al., 2015). The people with
other chronic medical conditions such as diabetes hypertension and cardiovascular
disease have a higher risk of depression as well as the people with depression have an
increased risk of cardiovascular disease, diabetes, stroke, and Alzheimer’s disease
because they may have a harder time caring for their health. However, access to the
good medical care is the way to decrease the depression (The National Institute of
Mental Health, 2016). Besides, the study from National Center for Chronic Disease
Prevention and Health Promotion (2012) that present people who suffer from a chronic
disease are more likely to also suffer from depression but not identify if having a
chronic disease increases the prevalence of depression or depression increases the risk
of obtaining a chronic disease (National Center for Chronic Disease Prevention and
Health Promotion, 2012).
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2.5 Perception

Perception is the clarification of sensory information in command to represent
and understand the environment. All perception includes signals in the nervous system,
which in turn result from physical or chemical stimulation of the sense organs.
Perception is not the passive receipt of these signals but is molded by learning, memory,
expectation, and attention. Perception can be divided into two processes. First, the
sensory input, which change the low-level information to higher-level information.
Second, linked with a person's concepts and knowledge including attention that
influence perception. Perception depends on complex functions of the nervous system,
but subjectively seems mostly effortless because this processing happens outside
sensible awareness (Epstein & Dember, 2017).

2.6 The perceptions of the elderly toward age-friendly city feature

One study in Busan Metropolitan City show mean score of the perception of the
elderly toward age-friendly city features was highest in outdoor spaces and buildings
followed by those of transportation, community support and health, housing, respect
and social inclusion, communication and information, and social participation. The
civic participation and employment was the lowest among the eight domains of age-
friendly city features. Meanwhile, there were significant differences by participant
gender, age, living arrangements, education level, marital status, self-rated health, and
financial adequacy (Lee & Kyeongmo, 2016).

In Malaysia, the transportation and housing domain is known as the most
important feature of age-friendly. The transportation and housing would enable the
elderly to participate in local community social events, exercise in parks, receive
adequate healthcare, and visit family and friends, which would help promote social
connectedness and participation. Followed by, outdoor spaces and buildings play an
important role in the adaptability of adults in their living environment. Safe outdoor
spaces equipped with the appropriate facilities help ease the mobility of adults,
especially older adults. The community support and health services domain is perceived
as another significant age-friendly feature. It serves as a proactive intervention in light

of increasing healthcare cost resulting from poor health and chronic diseases among
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aging people. These findings are strongly in line with the need for a reform in the local
healthcare system. It is worth noting that the other four domains of the age-friendly
features are perceived to be not significant in the Malaysian context. They are respect
and social inclusion, social participation, civic participation and employment, and
communication and information (Lai, Lein, Lau, & Lai, 2016).

As the result, of the eight-domain elderly mostly known about the domain that
relate with physical equipment such as outdoor space and building, transportation and
housing because it is what they have been seen and used. On other hand, the domain
that is about social or something that elderly can join like social participation, civic
participation and employment, and community and health service all these domain the
elderly tend to know less. Because elderly often think that they are older, so they don’t

have the potential to do work or join the activity.

2.7 Conclusion

The world trends of the elderly are increasing 56 % from 2015 to 2030 around
901 million to 1.4 billion and in 2000 to 2015 show the number of older people
increasing 68 % in urban area and 25 % in rural area (United Nations, 2015). Besides,
over 20 % of elderly in the world trends suffer from a mental or neurological disorder
(Dementia and depression) (The World Health Organization, 2013).

Meanwhile, the predication of the elderly in Thailand will grow up in urban area
by increased 39.7 % in 2010 to 59.8 % in 2040 around 3.3 million to 11.6 million
(Foundation For Older Persons' Development, 2015). Also, the proportion of elderly in
Photaram district is 15.51 % its mean this area is the “Aging Society” because the
proportion of the elderly more than 10 percent (Ministry of Social Development and
Human Security Thailand, 2013). About mental health of the elderly in Thailand, the
government created the policies in 2015-2016 for support the aging society
(Department of Health, 2016). Also in Photaram district have the elderly and disable
plan 2016 (Photaram District Public Health Office, 2016).

For support the aging society (physical and mental health), The World Health
Organization create the Age-Friendly City concepts with eight domains; outdoor space
and building, transportation, housing, social participation, respect and social inclusion,

civil participation and employment, communication and information, community
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support and health services (The World Health Organization, 2007). As same as
implement this concept in Thailand by top to down policy (Department of Health,
2016). So this study try to find the association between the perception of age-friendly
city features and mental health status of the elderly in Photaram district because this
concept mention that for improving the mental health problem of the elderly.
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CHAPTER 111
RESEARCH METHODOLOGY

3.1 Research Design

The quantitative and qualitative methods (methodological triangulation) were
used in this study by cross sectional study pointing to describe the perception toward
age-friendly city features and mental health status in the elderly at Photaram district,

Ratchaburi province, Thailand.

3.2 Study Area and Study Period

The study area was located at Photaram district, Ratchaburi province, Thailand.

The period of study was from mid-May to mid-June 2017.

3.3 Study Population

The participants of this study were the people who was 60-79 years old, both
male and female, who lived in Photaram district, Ratchaburi province more than 6
months.
3.3.1 Inclusion Criteria
1) The participants aged of 60-79.
2) Male and female, who live in Photaram district, Ratchaburi province
more than 6 months.
3.3.2 Exclusion Criteria
1) The participants who hearing loss because the researcher cannot
communicate with the participants
2) The participants who is the bedridden person.
3) The participants who have cognitive and dementia impairment based
on doctor diagnosis. The researcher has screened them by the documents from health

center staff.
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3.4 Sample and Sample Size

Yamane formula was used to calculate the sample size in this study and the
sample size included people aged 60-79 who passed the inclusion criteria of the study;

Sample size (n) = TN

When n = sample size
N = the number of people aged 60 or over Photaram district, Ratchaburi
province.

e = the error of sampling (= 0.05)

In this study, the total number of people aged 60-79 in Photaram district,
Ratchaburi province was 19,196 people (Photaram District Public Health Office, 2016).

The calculation show;

_ / 19196 _ _
Sample size (n) = 1+(19196 (0,05)7) 391.84 = 392

The sample size of this study was 392 people from 19,196 of population. And
added 10% in case of non-response or non-complete response, so the final sample size

was 432 people from the total.

3.5 Sampling Technique

The sampling technique in this study was the Multi Sampling as show in the
figure 2. First, focused on the whole population of people aged 60-79 at Photaram
district, Ratchaburi province, Thailand.

Second, separated each sub-district and calculated the population of the people
aged 60-79 in that sub-district both male and female except Photaram sub-district and
Chet Samian sub-district because they didn’t have the Sub-District Health Promoting
Hospital that was the limitation in the step of collecting data. The researcher request
has been approved to have the name list from the Head of Sub-District Health

Promoting Hospital of each districts.
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Third, did the proportion to size technique to find the representative population
from each sub-district by used the population size of 432 people aged 60-79 as
participants.

Fourth, the simple random sampling technique was used to select the first
participants of each group. Then the rest of the participants the researcher selected by
interval technique such as Don Krabueang sub-district total population is 599 people
and the target population was 16 people so the total population divided with the target
population, 599/16, therefore the interval of this group was 38. Every 38 people count
after the first participants from simple random sampling technique.
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3.6 Measurement Tool

There are 3 parts of the questionnaires in this study follow by;
3.6.1 The demographic characteristics: 5 questions
The demographic characteristics included gender, age, education background,
income and medical condition.
3.6.2 The perception toward age-friendly city features: 39 questions
In this part, the questionnaire of the perception toward age-friendly city features
was developed from the checklist age-friendly city by The World Health Organization
(2017) and the criteria of age-friendly city in Thailand by Department of Health (2015)
based on the context of Photaram district, Ratchaburi Province, Thailand with opinion
or feeling scale from very good, good, fair, poor and very poor (Brown, 2010).
There are 8 domains as below;
Domainl: Outdoor spaces and buildings (7 questions)
Domain 2: Transportation (6 questions)
Domain 3: Housing (4 questions)
Domain 4: Social participation (4 questions)
Domain 5: Respect and social inclusion 4 questions)
Domain 6: Civic participation and employment (4 questions)
Domain 7: Communication and information (4 questions)
Domain 8: Community and health services (6 questions)
3.6.3 Mental health: 56 questions
Thai Geriatric Mental Health Assessment (T-GMHA-56) was used in this study
that was developed by team from Khon Kaen Rajanagarindra Psychiatric Hospital,
Department of Medical Sciences Ministry of Public Health and Somdet Chaopraya
Institute Psychiatry in year 2015 with opinion or feeling scale from strongly disagree,

sometime agree, agree and strongly agree (Prapat Ukranan et al., 2015).

The researcher was made an official request to the World Health Organization
for the use of age-friendly city check-list questionnaire in this study. An official request
have sent to Prapat Ukranan et. al. (2015) for the use of the mental health status

guestionnaire in the study.
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3.6.4 Validity

The researcher was referred the questionnaires to four experts for review and
checking validity of questionnaires. After experts checked, the researcher was
developed the questionnaires again follow as the experts comment and recommend.
Then the researcher sent back to the experts for approval.

3.6.5 Reliability

The research sent out for 30 sets of questionnaire at Banphong sub-district,
Banphong district, Ratchaburi province, Thailand because the context of this place was
similar to Mueang Ratchaburi/Photaram district. The sample size was both male and
female people aged 60 -79. The Cronbach's Alpha more than 0.7 indicate the reliability
for the item in the questionnaires. So, the result of reliability of the variables show as
the table below;

Table 2 The reliability of the variables

Items Cronbach's
Alpha
The perception toward age-friendly city features (39 questions) 0.948
Domainl: Outdoor spaces and buildings (7 questions) 0.928
Domain 2: Transportation (6 questions) 0.845
Domain 3: Housing (4 questions) 0.770
Domain 4: Social participation (4 questions) 0.867
Domain 5: Respect and social inclusion 4 questions) 0.805
Domain 6: Civic participation and employment (4 0.720
questions)
Domain 7: Communication and information (4 0.873
questions)
Domain 8: Community and health services (6 0.738
questions)

Mental health (56 gquestions) 0.920
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3.7 Data Collection

The pattern of collecting data was “Face-to-Face interview” about 30-45
minutes per person. The Village Health VVolunteers in Photaram district about 50 person
were the researcher assistance. The criteria of researcher assistance shown as follow;

1) Read and write Thai fluently

2) At least have Grade 9 diploma

3) First, the researcher trained the researcher assistance by explain all the criteria
of the questionnaire. Then the researcher observed the researcher assistance when
he/she did an interview workshop until the researcher confident that the researcher
assistance was ready for the field.

The researcher informed the Head of Sub-District Health Promoting Hospital
that the data collection was from mid-May to mid-June 2017. Therefore, the researcher
asked the head of Sub-District Health Promoting Hospital to form a team for the
researcher so that they can bring the researcher team to the community.

The researcher informed the purpose of this study and clarified the
questionnaires before data were collected including got the agreement from the
participants by signed in the consent form. During interview, the questions were asked
and recorded by researcher or researcher assistance and carefully rechecked the
questionnaires. In case the elderly aged 60-79 who lived in the same house more than
1 person, the researcher or researcher assistance were collected the data based on the
name list from simple random sampling technigue.

In case the participants exhausted and loss focus from the interview, the
researcher has paused the interview and started a conversation to make the participants
relax or did some activity. When the research sure that the participants was ready then

the interview continue.

3.8 Data Analysis

The data was analyzed by using Statistical Package for the Social Science

version 17 licensed for Chulalongkorn University.
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3.8.1 The demographic characteristics

The demographic characteristics collect the data in nominal scale, ordinal scale

and ratio scale. The descriptive statistic was used to analyze the frequency and

percentage in gender, education, age in group, income and medical condition. The

variable of age that collecting the data with ratio scale for analyze mean, standard

deviation, maximum and minimum values and then divided in group of the stage in the

elderly — early and middle— as shown in the table below;

Table 3 Data scale and categories of the demographic characteristics

Variables Scale

Categories

1. Gender Nominal Scale

1= Male
2= Female

2. Age Ratio Scale

The current age of the elderly,

Ordinal Scale

1= aged 60-69
2=aged 70-79

3. Education Ordinal Scale

Background

1= Not educated

2= Primary School
3= Secondary School
4=Vocational School
5= Bachelor’s degree

6=Master degree or above

4. Income Ordinal Scale

1= Less than 5,000
2=15,000 — 9,999
3=10,000-14,999
4=15,000-19,999

5= 20,000 and above

5. Medical Nominal Scale

Condition

1=None
2=Hypertension
3=Diabetes

4=Cardiovascular disease
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3.8.2 The perception toward age-friendly city features
The perception toward age-friendly city features collected the data in Likert
scale. The rating scales are;

Opinion Scores
Very poor 1
Poor 2
Fair 3
Good 4
Very good 5

The descriptive statistic was used to analyze frequency, percentage, max, min,
mean, standard deviation including divide the total scores of all domains and in each
domain in 3 group of perception; good, fair and poor by used mean and standard
deviation to calculate the range of score (Lai et al., 2016).

3.8.3 Mental Health Status

The mental health status was collected the data in Likert scale based on feeling

or opinion of the participant with 56 questions. The rating scales are;

Feeling/ Opinion Scores
Strongly disagree 1
Sometime agree 2
Agree 3
Strongly agree 4

Except the questions no.7-14 and 26-28 because there were the negative
questions. The rating scales are;
Feeling/ Opinion Scores
Strongly disagree 4
Sometime agree 3
Agree 2
Strongly agree 1
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The descriptive statistic was used to analyze frequency, percentage, max, min,
mean, standard deviation including divide the total scores in 3 group of mental health
(Prapat Ukranan et al., 2015);

Group Score range
Good 182-224
Moderate 160-181
Poor <159

3.8.4 The association between the perception toward age friendly city
features and mental health status

The Chi-square test or fisher’s exact test was used as the inferential statistics to
test the association between the perceptions toward age-friendly city features and
mental health status as same as describe the association between demographic

characteristic with mental health status in the elderly.

3.9 Ethical Consideration

This study was approved by the Ethical Committee of Chulalongkorn
University (Reference no. 067.1/60). Before collecting the data, the researcher must
clarify and inform the participants about the purpose and process of the study. The
researcher started the interview only if the participants is willing to participate by
signing the consent form. The participants can reject and withdraw from the study
anytime if they feel that the study didn’t give any benefit for them or they feel like it is
useless. All the information of the participant was kept secretly and only use in this
research. Moreover, during the interview, if the researcher observed that the participant
has the high risk of mental health problems such as crying while interviewing.

Researchers was update the information to the health staff for follow up closely.
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3.10 Limitation

There were four limitations of this study. First, the number of the elderly was
not up to date. The sample size calculated from the last available data on the elderly
population by Ministry of Social Development and Human Security was record in year
2012. Now, the population structure in Thailand was increasing in people aged 60 or
over from 13.2 percent in 2010 to 32.1 percent in 2040 (Foundation For Older Persons'
Development, 2015).

Second, there were 19 sub-districts in Photaram district, but in the process of
data collecting the researcher cannot cover all of sub-districts because two sub-districts,
Photaram and Chet Samian, didn’t have the District Health Promoting Hospital.
Therefore, it didn’t have the Village Health Volunteer to bring the researcher to the
community.

Third, the sample size came from the population in Photaram district,
Ratchaburi province, therefore, the result cannot support the planned or projected in
Ratchaburi province as a whole.

Fourth, this study just described the perception toward age-friendly city features

that not the assessment.

3.11 Obstacles and Strategies to Solve the Problem

There were two obstacles in this study. First, the climate change, raining. The
researcher cannot collect the data in working hour. (8.00 am — 5.00 p.m.) The strategy
to solve this problem was change the time to collecting data from working hour to be

in the early morning and evening.

Second, because of the questionnaire had a lot of questions. Therefore, the
elderly was not focus in the interview. The strategy to solve this problem was to pause
the interview and started a conversation to make the elderly relax or did hand exercise.

When the elderly was ready then the interview continues.
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The data of the demographic characteristics show there are 277 (64.1%) females
and 155 (35.9%) males. The mean of age is 66.94 years old, standard deviation 6.055

years old, maximum 79 years old and minimum 60 years old. There are 295 (68.3%) of
the participant aged 60-79 and 137 (31.7%) aged 70-79. The education background

shows that 194 (44.9%) of the participants has finished in primary school, follow

by

not educated 83 (19.2%) and the master degree or above least 10 (2.3%). In monthly

personal income shows that 235 (54.4%) of the participants has income less than 5,000
baht, follow by 5,000 — 9,999 baht with 91 (21.1%) and 20,000 baht and above least 19
(4.4%). There are 264 (61.1%) of the participants have medical condition-hypertension
174 (65.2%), diabetes 88 (33.0%), cardiovascular disease 46 (17.2%) and other: thyroid

disease, cancer, allergic rhinitis and hypercholesterolemia 27 (10.1%).

Table 4 The demographic characteristics of the participants

The demographic characteristics n =432 Percent
Gender
Male 155 35.9
Female 277 64.1
Age
Aged 60-69 295 68.3
Aged 70-79 137 31.7

Mean 66.94 years old, S.D. 6.055 years old, Max 79 years old, Min 60 years old

Education Background

Not educated 83 19.2
Primary School 194 44.9
Secondary School 73 16.9
Vocational School 37 8.6
Bachelor’s degree 35 8.1

Master degree or above 10 2.3
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Table 4 (continue)

The demographic characteristics n =432 Percent
Income
Less than 5,000 Baht 235 54.4
5,000 — 9,999 Baht 91 21.1
10,000-14,999 Baht 51 11.8
15,000-19,999 Baht 36 8.3
20,000 Baht and above 19 4.4
Medical Condition
No 168 38.9
Yes 264 61.1
Hypertension 174 65.2
Diabetes 88 33.0
Cardiovascular disease 46 17.2
Other 27 10.1

4.2 The perception toward age-friendly city features

The result show by items with perception rated from very good, good, fair, poor
and very poor. Meanwhile, divide the total score of the perception by three groups;
good, fair and poor (Lai et al., 2016).

4.2.1 Outdoor spaces and buildings

The perception of outdoor space and building by items, the participants rate in
good level of all. Most of participants rate in item 2 the public place has provided
outdoor seating which is sufficient in number, well-maintained and safe 200 (46.3%),
follow by item 1 the public place has to be clean and pleasant 196 (45.4%). Item 4
pedestrian crossings are sufficient in number and safe for people with different levels
and types of disability, with nonslip markings, visual and audio cues and adequate
crossing times 196 (45.4%). Item 3 pavements are well-maintained, free of obstructions
and reserved for pedestrians 192 (44.4%). Item 5 buildings are well-signed outside and
inside, with sufficient seating and toilets, accessible elevators, ramps, railings and

stairs, and non-slip floors 184 (42.6%). Item 6 public toilets outdoors and indoors are
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sufficient in number, clean, well-maintained and accessible 172 (39.8%). Lastly, item
7 public place are situated together and are accessible 169 (39.1%). [Table 5]

The perception toward outdoor space and buildings is having a mean of 28.48
points, standard deviation 5.317 points, maximum 35 points and minimum 8 point. The
total scores grouped into 3 level; good, fair and poor by use mean score + standard
deviation (28 + 5). The data show the perception most in fair level (23-33 point) with
250 (57.9%), follow by good level (more than 33 points) with 117 (27.1%) and poor
level (less than 23 points) with 65 (15.0%). [Table 6]

Table 5 Participants' perception toward outdoor space and building

Perception (n=432)

e Good Fair Poor very
Items good poor
n n n n n
(%) (%) (%) (%) (%)
1. The public place have to be 155 196 66 14 1
clean and pleasant. (35.9) (454) (15.3) (3.2) (0.2)
2. The public place have provide 140 200 79 12 1

outdoor seating which is sufficient  (32.4) (46.3) (18.3) (2.8) (0.2)
in number, well-maintained and

safe.

3. Pavements are well-maintained, 132 192 92 15 1
free of obstructions and reserved (30.6) (444) (21.3) (3.5) (0.2)
for pedestrians.

4. Pedestrian crossings are 163 196 54 16 3
sufficient in number and safe for (37.7) (45.4) (12.5) (3.7) (0.7)
people with different levels and

types of disability, with nonslip

markings, visual and audio cues

and adequate crossing times.




Table 5 (continue)

36

Perception (n=432)

very Good Fair Poor very
Items good poor
n n n n n
(%) (%) (%) (%) (%)
5. Buildings are well-signed 154 184 72 19 3
outside and inside, with sufficient ~ (35.6) (42.6) (16.7) (4.4) 0.7)
seating and toilets, accessible
elevators, ramps, railings and
stairs, and non-slip floors.
6. Public toilets outdoors and 150 172 84 21 5
indoors are sufficient in number, (34.7) (39.8) (19.9) 4.9 (1.2)
clean, well-maintained and
accessible.
7. Public place are situated 142 169 95 26 0
together and are accessible. (32.9) (39.1) (22.0) (6.0) (0.0

Table 6 Group of participants’ perception toward outdoor spaces and building

Group of the perception n %
Good (> 33 points) 117 27.1
Fair (23-33 points) 250 57.9
Poor (< 23 points) 65 15.0

Mean 28.48 points, S.D. 5.317 points, Max 35 points, Min 8 points

4.2.2 Transportation

The perception of transportations by items, most of participant rate in item 4

there will always have a maintenance for a walk way for the safety in good level with

143 (33.1%). Follow by item 1 in the community have the public transportation - good

level. Item 2 the route of the public transportation in the community and it will settle at

the safety place which is easy to access - fair level and item 5 the traffic has to be adjust

for the flow and road safety —good level equally with 142 (32.9%). Meanwhile, rate the
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item 6 the traffic sign has to be in the place that it won’t block the traffic of the driver
view in good level with 135 (31.3%) and item 3 specialized transportation is available
for disabled people or elderly people in very good level with 129 (29.9%). [Table 7]

The perception toward transportation has the mean of 22.28 points, standard
deviation 5.397 points, maximum 30 points and minimum 7 points. The total scores
grouped into 3 level; good, fair and poor by use mean score + standard deviation (22 £
5). The data show the perception most in fair level (17-27 points) with 262 (60.6%),
follow by good level (more than 27 points) with 111 (25.7%) and poor level (less than
17) with 59 (13.7%). [Table 8]

Table 7 participants' perception toward transpartation

Perception (n=432)

Very _ Very
ltems athd Good Fair Poor boor
n n n n n
(%) (%) (%) (%) (%)
1. In the community have the 108 142 130 48 4
public transportation (25.0)0 (329) (30.1) (11.1) (0.9
2. The route of the public 112 129 142 47 2

transportation in the community (25.9) (29.9) (3290 (10.8) (0.5)
and it will settle at the safety

place which is easy to access.

3. Specialized transportation is 129 108 119 57 19
available for disabled people or (29.9) (25.00 (275 (13.2) (4.4)
elderly people.

4. There will always have a 117 143 128 40 4

maintenance for a walk way for (27.1) (33.1) (29.6) (9.3) (0.9
the safety.
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Table 7 (continue)

Perception (n=432)

very Good Fair Poor very
Items good poor
n n n n n
(%) (%) (%) (%) (%)
5. The traffic has to be adjust for 108 142 140 38 4
the flow and road safety. (25.00 (32.9) (32.4) (8.8) 0.9
6. The traffic sign has to be in the 125 135 131 32 9
place that it won’t block the (28.9) (31.3) (30.3) (7.4) (2.1)

traffic of the driver view.

Table 8 Group of participants’ perception toward transportation

Group of the perception n %
Good (> 27 points) 111 25.7
Fair (17-27 points) 262 60.6
Poor (< 17 points) 59 13.7

Mean 22.28 points, S.D. 5.397 points, Max 30 points, Min 7 points

4.2.3 Housing

The perception of housing by items, participant mostly fall in item 2 the house
is well constructed that provides safe and comfortable shelter from the weather in very
good level with 189 (43.8%), follow by item 3 housing is clean, well-maintained, safe,
and supplies are available and affordable in very good level with 175 (40.5%). Item 1
sufficient, affordable housing is available in areas that are safe and close to services and
the rest of the community in fair level with 171 (39.6%) and
item 4 the community have to provide the shelter or services for take care the elderly
in very good level with 151 (35.0%). [Table 9]

The perception toward housing has mean of 16.17 points, standard deviation
3.248 points, maximum 20 points and minimum 6 points. The total scores grouped into

3 level; good, fair and poor by use mean score + standard deviation (16 + 3). The data
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show the perception mostly in fair level (13-19 points) with 228 (52.8%), follow by
good level (more than 19 points) with132 (30.6%) and poor level (less than 13 points)
with 72 (16.6%). [Table 10]

Table 9 Participants' perception toward housing

Perception (n=432)

Ve Ve
ltems go:;/ Good Fair Poor po?r/
n n n n n
(%) (%) (%) (%) (%)
1. Sufficient, affordable housing 151 171 83 24 3

is available in areas that are safe (35.0) (39.6) (19.2) (5.6) (0.6)
and close to services and the rest

of the community.

2. The house is well constructed 189 169 54 20 0
that provides safe and comfortable (43.8) (39.1) (12.5) (4.6) (0.0
shelter from the weather.

3. Housing is clean, well- 175 144 90 19 4
maintained, safe, and suppliesare  (40.5) (33.4) (20.8) (4.4) (0.9
available and affordable.

4. The community have to provide 151 131 91 51 8
the shelter or services for take (35.0) (30.3) (21.1) (11.7) (1.9

care the elderly.

Table 10 Group of participants' perception toward housing

Group of the perception n %
Good (> 19 points) 132 30.6
Fair (13-19 points) 228 52.8
Poor (< 13 points) 72 16.6

Mean 16.17 points, S.D. 3.248 points, Max 20 points, Min 6 points
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4.2.4 Social participation

The perception of social participation by items, the participants rate in good
level of all. The most of participants rate in item 2 the elderly can join the activity and
they will receive the support from their family or community by providing the
transportation and also the place for the activity with 155 (35.9%), follow by item 1
there are a clubs or activities for elderly that came from community participation with
153 (35.4%). Item 3 all the information of the activity will be announcing through the
community media with 145 (33.6%) and item 4 when joining the activity, they will
receive the support from their family or community with 143 (33.1%) [Table 11]

The perception toward social participation with mean of 14.59 points, standard
deviation 3.650 points, maximum 20 points and minimum 4 points. The total scores
grouped into 3 level; good, fair and poor by use mean score + standard deviation (15 +
4). The data show the perception most in fair level (11-19 points) with 302 (69.9%),
follow by good level (more than 19 points) with 68 (15.7%) and poor level (less than
11 points) with 62 (14.4%). [Table 12]

Table 11 Participants' perception toward social participation

Perception (n=432)

Ve Ve
ltems goor:l/ Good Fair Poor po:f
n n n n n
(%) (%) (%) (%) (%)
1. There are a clubs or activities 98 153 125 48 8
for elderly that came from (22.7) (354) (28.9) (11.1) (1.9
community participation.
2. The elderly can join the activity 89 155 124 59 5

and they will receive the support (20.6) (35.9) (28.7) (13.7) (1.2
from their family or community
by providing the transportation

and also the place for the activity.
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Table 11 (continue)

Perception (n=432)

very Good Fair Poor very
Items good poor
n n n n n
(%) (%) (%) (%) (%)
3. All the information of the 87 145 130 55 15
activity will be announcing (20.1) (33.6) (30.1) (12.7) (3.5
through the community media
4. When joining the activity, they 122 143 124 37 6

will receive the support from their  (28.2)  (33.1) (28.7) (8.6) (1.4)

family or community

Table 12 Group of participants' perception toward social participation

Group of the perception n %
Good (> 19 points) 68 15.7
Fair (11-19 points) 302 69.9
Poor (< 11 points) 62 14.4

Mean 14.59 points, S.D. 3.650 points, Max 20 points, Min 4 points

4.2.5 Respect and social inclusion

The perception of respect and social inclusion by items, most of participant
responded in item 2 public or private services are suitable with elderly in good level
with 155 (35.9), follow by item 3 elderly must be loved, respect and have a good care
from family or community in very good level with 153 (35.4%). Item 4 most of the
community’s activities is appropriate for everyone in every age group in very good
level with 148 (34.3%). Item 1 elderly can be the consultant or mentor in the community
or other organization to help in managing the community activities in good level with
145 (33.6%). [Table 13]

The perception toward respect and social inclusion with mean of 15.33 points,

standard deviation 3.595 points, maximum 20 points and minimum 4 point. The total
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scores grouped into 3 level; good, fair and poor by use mean score * standard deviation
(15 + 4). The data show the perception most in fair level (11-19 points) with 293
(67.8%), follow by good level (more than 19 points) with 103 (23.8%) and poor level
(less than 11 points) with 36 (8.4%). [Table 14]

Table 13 Participants' perception toward respect and social inclusion

Perception (n=432)

Very ] Very
tems good Good Fair Poor boor
n n n n n
(%) (%) (%) (%) (%)
1. Elderly can be the consultant or 119 145 119 34 15

mentor in the community or other ~ (27.5) (33.6) (27.5) (7.9) (3.5
organization to help in managing

the community activities.

2. Public or private services are 106 155 127 36 8
suitable with elderly. (24.5)  (35.9) (29.4) (8.3) (1.9
3. Elderly must be loved, respect 153 134 115 21 9

and have a good care from family  (35.4) (31.0) (26.6) 4.9 (2.1)
or community.

4. Most of the community’s 148 147 103 29 5
activities is appropriate for (34.3) (34.0) (23.8) (6.7) (1.2)

everyone in every age group.

Table 14 Group of participants' perception toward respect and social inclusion

Group of the perception n %
Good (> 19 points) 103 23.8
Fair (11-19 points) 293 67.8
Poor (> 11 points) 36 8.4

Mean 15.33 points, S.D. 3.595 points, Max 20 points, Min 4 points




43

4.2.6 Civic participation and employment

The perception of civic participation and employment by items, most of
participant rate in item 2 workplaces are adapted to meet the needs of all people in good
level with 170 (39.4%), follow by item 4 decision-making bodies in public, private and
voluntary sectors encourage and facilitate membership of older people in very good
level with 162 (37.5%). For item 1 options for older volunteers is available, with
training, recognition, guidance and compensation for personal costs in good level with
149 (34.5%). Item 3, a range of flexible and appropriately paid opportunities for older
people to work is promoted in good level with 138 (32.0%). [Table 15]

The perception toward civic participation and employment has mean of 14.90
points, standard deviation 3.257 points, maximum 20 points and minimum 5 points.
The total scores grouped into 3 level; good, fair and poor by use mean score + standard
deviation (15 + 3). The data show the perception most in fair level (12-18 points) with
300 (69.4%), follow by good level (more than 18 points) with 85 (19.7%) and poor
level (less than 12 points) with 47 (10.9%). [Table 16]

Table 15 Participants' perception toward civic participation and employment

Perception (n=432)

pan Good Fair Poor very
Items good poor
n n n n n
(%) (%) (%) (%) (%)
1. Options for older volunteers is 96 149 124 48 15
available, with training, (22.2) (345) (28.7) (11.1) (3.5
recognition, guidance and
compensation for personal costs.
2. Workplaces are adapted to meet 99 170 131 28 4
the needs of all people. (22.9) (39.4) (30.3) (6.5) (0.9
3. A range of flexible and 84 138 133 63 14

appropriately paid opportunities (19.4) (32.00 (30.8) (14.6) (3.2)
for older people to work is

promoted.
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Table 15 (continue)

Perception (n=432)

Very ] Very
ltems good Good Fair Poor ooor
n n n n n
(%) (%) (%) (%) (%)
4. Decision-making bodies in 162 148 97 21 4
public, private and voluntary (37.5) (34.2) (225 4.9 0.9

sectors encourage and facilitate

membership of older people.

Table 16 Group of participants' perception toward civic participation and

employment
Group of the perception n %
Good (> 18 points) 85 19.7
Fair (12-18 points) 300 69.4
Poor (< 12 points) 47 10.9

Mean 14.90 points, S.D. 3.257 points, Max 20 points, Min 5 points

4.2.7 Communication and information

The perception of communication and information by items, the most of
participant rate in item 4 public and commercial services provide friendly, person-to-
person service on request in good level with 173 (40.0%), follow by item 3 regular and
widespread distribution of information is assured and a coordinated, centralized access
is provided in good level with 153 (35.4%), item 1 printed information has large
lettering and the main ideas are shown by clear headings and bold-face type in fair level
with 148 (34.3%), and item 2 print and spoken communication by staff in both private
and public sector must use simple, familiar words in short, straightforward sentences in
good level with 143 (33.1%). [Table 17]

The perception toward communication and information with mean of 14.93
points, standard deviation 3.460 points, maximum 20 points and minimum 4 point. The

total scores grouped into 3 level; good, fair and poor by use mean score + standard
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deviation (15 * 3). The data show the perception most in fair level (12-18 points) with
278 (64.4%), follow by good level (more than 18 points) with 100 (23.1%) and poor
level (less than 12 points) with 54 (12.5%). [Table 18]

Table 17 Participants' perception toward communication and information

Perception (n=432)

very Good Fair Poor very
Items good poor
n n n n n
(%) (%) (%) (%) (%)
1. Printed information has large 104 145 148 30 5
lettering and the main ideas are (24.1) (33.6) (34.3) (6.8) (1.2)
shown by clear headings and
bold-face type.
2. Print and spoken 111 143 142 31 5
communication by staff in both (25.7) (33.1) (32,9 (7.2) (1.1)
private and public sector must use
simple, familiar words in short,
straightforward sentences.
3. Regular and widespread 95 153 134 41 9
distribution of information is (22.0) (354) (31.0 (9.5) (2.1)
assured and a coordinated,
centralized access is provided.
4. Public and commercial services 106 173 118 31 4
provide friendly, person-to-person  (24.6)  (40.0) (27.3) (7.3) (0.9

service on request.
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Table 18 Group of participants' perception toward communication and information

Group of the perception n %
Good (> 18 points) 100 23.1
Fair (12-18 points) 278 64.4
Poor (< 12 points) 54 12.5

Mean 14.93 points, S.D. 3.460 points, Max 20 points, Min 4 points

4.2.8 Community support and health services

The perception of community support and health service by items, the most of
participant rate in item 1 an adequate range of health and community support services
is offered for promoting, maintaining and restoring health in very good level with 184
(42.6%), follow by item 4 all staff are respectful, helpful and trained to serve older
people in very good level with 179 (41.4%). For item 2 health and social services are
conveniently located and accessible by all means of transport in good level with 177
(41.0%). Item 3 health and social service for elderly who is disabled are provided in
good level with 174 (40.3%). Item 5 the community will encourage and support the
volunteer to look after the elderly in good level with 161 (37.3%). Lastly, item 6
community emergency planning takes into account the vulnerabilities and capacities of
older people in fair level with 126 (29.2%) [Table 19]

The perception toward community support and health service has mean of 22.99
points, standard deviation 4.663 points, maximum 30 points and minimum 9 point. The
total scores grouped to 3 level; good, fair and poor by use mean score * standard
deviation (23 + 5). The data show the perception most in fair level (18-28 points) with
307 (71.0%), follow by good level (more than 28 points) with 72 (16.7%) and poor
level (less than 18 points) with 53 (12.3%). [Table 20]
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Perception (n=432)

very Good Fair Poor very
Items good poor
n n n n n
(%) (%) (%) (%) (%)
1. An adequate range of health 184 160 55 28 5
and community support services (42.6) (3700 (12.7) (6.5) (1.2)
is offered for promoting,
maintaining and restoring health.
2. Health and social services are 149 177 66 34 6
conveniently located and (34.5) (41.0) (15.3) (7.9) (1.3)
accessible by all means of
transport.
3. Health and social service for 137 174 88 30 3
elderly who is disabled are (31.7) (40.3) (20.4) (6.9) (0.7)
provided.
4. All staff are respectful, helpful 179 165 55 33 0
and trained to serve older people. (41.4) (38.3) (12.7) (7.6) (0.0
5. The community will encourage 71 161 133 51 16
and support the volunteer to look (16.4) (37.3) (30.8) (11.8) (3.7)
after the elderly.
6. Community emergency 80 110 126 75 41
planning takes into account the (18.5) (25.5) (29.2) (17.4) (9.4)

vulnerabilities and capacities of

older people.
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Table 20 Group of participants' perception toward community support and health

services
Group of the perception n %
Good (> 28 points) 72 16.7
Fair (18-28 points) 307 71.0
Poor (< 18 points) 53 12.3

Mean 22.99 points, S.D. 4.663 points, Max 30 points, Min 9 points

4.2.9 All of domains of age-friendly city features

The perception toward age-friendly city features mean is 149.68 points,
standard deviation 27.714 points, maximum 195 points and minimum 65 point. The
total scores grouped into 3 level; good, fair and poor by use mean score + standard
deviation (150 + 28). The data show the perception most in fair level (122-178 points)
with 307 (71.1%), follow by good level (more than 178 points) with 70 (16.2%) and
poor level (less than 122 points) with 55 (12.7%). [Table 21]

Table 21 Group of participants' perception toward domain of age-friendly city

Group of the perception n %
Good (> 178 points) 70 16.2
Fair (122-178 points) 307 71.1
Poor (< 122 points) 55 12.7

Mean 149.68 points, S.D. 27.714 points, Max 195 points, Min 65 points

4.3 Mental Health Status

The participation rates the feeling/opinion with 4 scales from strongly agree,
agree, sometime agree and strongly disagree. The data of mental health by the items
show the feeling/opinion of the participant from strongly agree to agree that more than
90% in item 29 “please with other success”, item 30 “feeling sad when seeing other

distress” and item 53 “there is health care center near by my house". [Figure 3]



49

Figure 3 Participants’ opinion from strongly agree to agree that more than 90%

91.7

91.4

91.2

29. Please with other  30. Feeling sad when 53. There is health care
success seeing other distress center near by my house

Therefore, more than 85% in item 4 life is lively, item 15 satisfy with the new
relationship with new friends, item 16 having a good relationship with neighbor, item
31 feeling happy when helping other, item 49 the community is safe, item 50 feeling
secure when living in this community, item 52 satisfy with environment where 1 live
right now and item 54 there is nearby public health office that is easy to ease.

[Figure 4]

Figure 4 Participants’ opinion from strongly agree to agree that more than 85%
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88.2 88.4
87.1
86.1

85.2 I

15. Satisfy 16. Having 31. Feeling 49. The 50. Feeling 52. Satisfy 54. There is

with the agood happy when community secure when  with nearby

new relationship  helping issafe  living in thisenvironment  public
relationship with other community where | live health office
with new  neighbor right now that is easy

friends to ease
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Meanwhile, more than 80% in item 2 life is meaningful, item 3 life is happy,
item 32 always help people when there is a chance, item 35 | am meaningful to my
family, item 45 feeling comfort wen staying with family, item 46 my family have a
strong bond, item 47 my family will take of me very well when I'm sick, item 48 all
the family member always helps me and item 55 when | or my family member is sick
we will go to use the nearby public health care center. [Figure 5]

Figure 5 Participants’ opinion from strongly agree to agree that more than 80%

84.5 843
83.4
82.2 82.0
81.7
81.3
80.8
80.3

2. Lifeis 3. Lifeis 32. Always 35.1am 45.Feeling 46. My 47.My  48. All the 55. When |
meaningful  happy help people meaningful comfort family have family will ~ family or my
when there  tomy wenstaying astrong take of me member family

isachance family with family  bond very well  always — member is

whenI’'m  helps me sick we will

sick go to use

the nearby
public

health care
center

However, there are some negative questions in this part, no.7-14 and 26-28.
Also, the negative questions that feedback the mental health problem. The result shows
the participants rate their opinion from strongly agree to agree that more than 80% in
item 7 daily life is boredom, item 8 disappointed with yourself, item 9 life is full of
distress and item 10 feeling worry. [Figure 6]
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Figure 6 Participants’ opinion from strongly agree to agree that more than 80% in
negative questions

89.3
87.6

85.6

82.2

7. Daily life is 8. Disappointed 9. Life is full of  10. Feeling
boredom with yourself distress worry

In conclusion, there are three groups of mental health status. The most of
participant are in moderate mental health status with 168 (38.9%), follow by poor
mental health status with 133 (30.8%) and good mental health status with 131 (30.3%).
[Table 22]

Table 22 Group of mental health status

Group of the Mental Health N %
Good (182-224 scores) 131 30.3
Moderate (160-181 scores) 168 38.9
Poor (< 159 scores) 133 30.8

Mean 167.48 points, S.D. 26.029 points, Max 221 points, Min 73 points

4.4 The association between the demographic characteristics and mental health

status

There are three variables of the demographic characteristics significant
associate with mental health status. Firstly, education background (p=0.000), secondly
income (p=0.000) and the last medical condition (p=0.007). [Table 23]
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For education background, not educated are poor mental health status with 50
(60.2%). Therefore, primary school 81 (41.8%), secondary school 30 (41.1%) and
vocational school 20 (54.1%) are moderate. Meanwhile, bachelor’s degree 20 (57.1%)
and master degree or above 9 (90%) are good.

For income, personal monthly income between 5,000 — 9,999 baht 34 (37.4%)
are poor mental health status. Meanwhile, less than 5,000 baht 91 (38.7%) and between
10,000- 14,999 baht 27 (52.9%) are moderate. Moreover, between 15,000-19,999 baht
and 20,000 baht or above are good.

For medical condition, 100 (37.9%) of the participants have the medical
condition are in group of moderate as same as 68 (40.5%) of the participants that don’t

have the medical condition.

Table 23 The association of the demographic charecteristic with mental health status

Mental Health Status

The demographic All Mode- p -
o Good Poor
Characteristics (n=432) rate value

n@) n((%) n((%) n (%)

Gender
Male 155 41 68 46 0.242
(35.9) (26.4) (43.9) (29.7)
Female 277 90 100 87
(64.1) (32.5) (36.1) (31.4)
Age
Early stage of the elderly 295 87 123 85 0.195
(68.3) (29.5) (41.7) (28.8)
Middle stage of the elderly 137 44 45 48

(31.7) (322) (32.8) (35.0)
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Table 23 (continue)

Mental Health Status

The demographic All Mode- p -
- Good Poor
Characteristics (n=432) rate value

n@) n((%) n((%) n (%)

Education Background

Not educated 83 9 24 50 0.000*
(19.2) (10.9) (28.9) (60.2)
Primary School 194 61 81 52
(44.9) (31.4) (41.8) (26.8)
Secondary School 73 25 30 18
(16.9) (34.2) (41.1) (24.7)
Vocational School 37 7 20 10
(8.6) (18.9) (54.1) (27.0)
Bachelor’s degree 35 20 12 3
(8.1) (57.1) (34.3) (8.6)
Master degree or above 10 9 1 0

(2.3)  (90.0) (10.0) (0.0)

Income
Less than 5,000 Baht 235 57 91 87  0.000*
(54.4) (24.3) (38.7) (37.0)
5,000 — 9,999 Baht 91 27 30 34
(21.1) (29.6) (33.0) (37.4)
10,000-14,999 Baht 51 16 27 8
(11.8) (31.4) (52.9) (15.7)
15,000-19,999 Baht 36 19 13 4
(8.3) (52.8) (36.1) (11.1)
20,000 Baht or above 19 12 7 0

(4.4) (632) (36.8) (0.0)




54

Table 23 (continue)

Mental Health Status

The demographic All Mode- p -
- Good Poor
Characteristics (n=432) rate value

n@) n((%) n((%) n (%)

Medical Condition

No 168 62 68 38 0.007*
(38.9) (36.9) (405) (22.6)
Yes 264 69 100 95

611) (26.1) (37.9) (36.0)

4.5 The association between the perception toward age friendly city features and
mental health status

The perception of participants toward domain of age-friendly city features are
significant associate with mental health status by outdoor spaces and buildings
(p=0.014), transportation (p=0.005), housing (p=0.012), social participation (p=0.008),
respect and social inclusion (p=0.008), civic participation and employment (p=0.030),
communication and information (p=0.002), community and health service (p=0.015)
and all of domain of age-friendly city (p=0.000) [Table 24]

For the perception toward domain of outdoor spaces and buildings, the
participant perceive in good level are moderate in mental health status with 49 (41.9%)
as same as perceive in fair level with 95 (38.0%). While, perceive in poor level are poor
mental health status with 30 (46.2%).

For the perception toward domain of transportation, the participant perceive in
good level are moderate in mental health status with 44 (39.6%) as well as perceive in
fair level with 104 (39.6%). While, perceive in poor level are poor mental health status
with 29 (49.2%).

For the perception toward domain of housing, the participant perceive in good
level are having good mental health status as same as are moderate equally with 48
(36.4%). Therefore, perceive in fair level are moderate mental health status with 93

(40.8%). While, perceive in poor level are poor mental health status with 33 (45.8%).
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For the perception toward domain of social participation, the participant
perceive in good level are moderate in mental health status with 27 (39.7%) same as
perceive in fair level with 121 (40.1%). While, perceive in poor level are poor mental
health status with 31 (50.0%).

For the perception toward domain of respect and social inclusion, the participant
perceive in good level are in good mental health status as same as are moderate equally
with 38 (36.9%) Therefore, perceive in fair level are moderate mental health status with
116 (39.6%). While, perceive in poor level are poor mental health status with 19
(52.8%).

For the perception toward domain of civic participation and employment, the
participant perceive in good level are good mental health status with 34 (40.0%). On
the other hand, perceive in fair level are moderate mental health status with 124
(41.4%). While, perceive in poor level are poor mental health status with 22 (46.8%).

For the perception toward domain of communication and information, the
participant perceive in good level are moderate in mental health status with 41 (41.0%)
as same as perceive in fair level with 110 (39.6%). While, perceive in poor level are
poor mental health status with 29 (53.7%).

For the perception toward domain of community support and health service, the
participant perceive in good level are good mental health with 28 (38.9%). Meanwhile,
perceive in fair level are moderate mental health status with 124 (40.4%). And perceive
in poor level are poor mental health status with 26 (49.1%).

Finally, for the perception toward age-friendly city feature, the participant
perceive in good level are moderate in mental health status with 28 (40.0%) as same as
perceive in fair level with 124 (40.4%). While, perceive in poor level are poor mental
health status with 31 (56.4%). For the perception toward all of domains of age-friendly
city feature, the participant perceive in good level are moderate in mental health status
with 28 (40.0%) as same as perceive in fair level with 124 (40.4%). While, perceive in

poor level are poor mental health status with 31 (56.4%).
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Mental Health Status

The perception of age-friendly All Mode- -
) Good Poor
city features (n=432) rate value
n%) n(%) n((%) n (%)
1. Outdoor spaces and buildings
Good 117 41 49 27 0.014*
(27.1) (35.0) (4190 (23.1)
Fair 250 79 95 76
(57.9) (31.6) (38.0) (30.4)
Poor 65 11 24 30
(15.00 (16.9) (36.9) (46.2)
2. Transportation
Good 111 42 44 25  0.005*
(25.7) (37.8) (39.6) (25.6)
Fair 262 79 104 79
(60.6) (30.2) (39.6) (30.2)
Poor 59 10 20 29
(13.7) (16.9) (33.9) (49.2)
3. Housing
Good 132 48 48 36  0.012*
(30.6) (36.4) (36.4) (27.2)
Fair 228 71 93 64
(52.8) (31.1) (40.8) (28.1)
Poor 72 12 27 33
(16.6) (16.7) (37.5) (45.8)




Table 24 (continue)

57

Mental Health Status

The perception of age-friendly All Mode- p -
i Good Poor
city features (n=432) rate value
n%) n(%) n((%) n (%)
4. Social participation
Good 68 20 27 21  0.008*
(15.7)  (29.4) 39.7) (30.9)
Fair 302 100 121 81
(69.9) (33.1) (40.1) (26.8)
Poor 62 11 20 31
(14.4) (17.7) (32.3) (50.0)
5. Respect and social inclusion
Good 103 38 38 27  0.008*
(23.8) (36.9) (36.9) (26.2)
Fair 293 90 116 87
(67.8) (30.7) (39.6) (29.7)
Poor 36 3 14 19
(8.4) (8.3) (38.9) (52.8)
6. Civic participation and
employment
Good 85 34 28 23 0.030*
(19.7)  (40.0) (329 (27.1)
Fair 300 88 124 88
(69.4) (29.3) (41.4) (29.3)
Poor 47 9 16 22
(10.9) (19.2) (34.0) (46.8)




Table 24 (continue)

Mental Health Status

The perception of age-friendly All Mode- p -
i Good Poor
city features (n=432) rate value
n%) n(%) n((%) n (%)
7. Communication and
information
Good 100 34 41 25  0.002*
(23.1) (34.0) (41.0) (25.0)
Fair 278 89 110 79
(60.4) (32.0) (39.6) (28.4)
Poor 54 8 17 29
(12.5) (14.8) (31.5) (53.7)
8. Community support and
health service
Good 72 28 25 18  0.015*
(16.7) (38.9) (36.1) (25.0)
Fair 307 94 124 89
(71.0)  (30.6) (40.4) (29.0)
Poor 53 9 18 26
(12.3) (17.0) (34.0) (49.1)
9. All of domains
Good 70 24 28 18  0.000*
(16.2) (34.3) (40.0) (25.7)
Fair 307 99 124 84
(71.1) (32.2) (40.4) (27.9)
Poor 55 8 16 31
(12.7)  (145) (29.1) (56.4)
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4.6 Interview and observation

4.6.1 Interview

From interviewing the health staffs, head of villages and some elderly about
social status they mention that both male and female are equally in social status by
having role on decision making in the family and community. About eating behavior,
they mention most of the elderly didn’t cooking because they still working and the cost
of homemade food are expensive than buying.

For the perception toward age-friendly city feature they mention that the age-
friendly city in Photaram district is in process. They implement some of domain based
on community context. For domain 1, outdoor space and buildings, the elderly perceive
that each Sub-District Health Promoting Hospital is having the slope way for
wheelchair, handle in the toilets, an exercise area and equipment provided for
everybody. However, the process of improving the building with age-friendly city

feature are difficult based on insufficient resources and lack of expert for consult.

For domain 2, transportation, they mentioned about the area that have the public
transportation and they know how to get there. While, when the community have the
event, the officer will provide the car for bring them to join such as monthly financial
support from the local government in every month, New Year party or Thai New Year.

However, some of location to access the public transportation are not secure.

For domain 3, housing, they mentioned the elderly perceive and request their
member family to improving their house with the age-friendly city feature, in fact in
each elderly household they adapted the local wisdom to create the age-friendly city.
Some household, the health staff provide the feature for them. Linkage with the study
in Canada show for aging in place, the design that seamlessly incorporate the necessary
support devices such as grab bars and handrails in an unobtrusive manner. (Perkins,
2015)

For domain 4, social participation, they mentioned that in Photaram district they
have the aging school for elderly to join including have the club as the dancing and
making the soap for sales. The family member of the elderly will support them to join
as same as the community that provide the staff, resources for them. Meanwhile, about
news of activity in the community they always perceive from health staffs and village

health volunteers.
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For domain 5, respect and social inclusion, they mentioned some elderly come
to be head of club also leader in the community after they retired. The community have
the cultures’ day that represent to pray respect for adult such as Thai New Year.
Moreover, changing the pattern of the projects that separate by age group to cover all
to increase the chance for elderly to join.

For domain 6, civic participation and employment, they mentioned this domain
linked with domain 4 because the domain 4, social participation, the club will teach the
elderly to making the soap, shampoo, Chan-flowers. By participating the club, the
elderly will have a chance to use the knowledge to make and sell those product,
therefore they can earn some extra money. Meanwhile, about the election an elderly
should use his/ her voice to vote. Moreover, most of elderly come to be Village Health

Volunteer or charity work.

For domain 7, communication and information, they mentioned the elderly
perceive the information that related with them by health staff, village health volunteer,
community radio and community newspaper as well as the health staff in District Health

Promoting Hospital by seeing information posters with big front size.

In domain 8, community support and health service, is the most perceptible
domain among elderly because they come to the health center for follow up their health
regularly. Meanwhile, the emergency response system in the community is not yet
stable because the limitation of staff and equipment.

4.6.2 Observation

The observation’s data has showed that the food that buying outside was too
oily, salty and high in carbohydrate. This was concerned by the researcher that the

elderly is lack of the awareness on their health. [Figure 7]



Figure 7 Unhealthy food from observation

61



62

CHAPTER V
DISCUSSION, CONCLUSION AND RECOMMENDATIONS

The quantitative and qualitative methods (methodological triangulation) were
used in this study by cross sectional study pointing to describe the perception toward
age-friendly city features and mental health status in the elderly at Photaram district,
Ratchaburi province, Thailand. The population are people aged 60-79. The sample size
is 432, both male and female. The sampling technique is multi sampling. For data
analyzing, the researcher used the descriptive statistics and Chi-square for finding the
associate between variables with significant of p-value < 0.05.

5.1 Discussion

5.1.1 The demographic characteristic

Most of participants are female with 64.1%. There are 68.3% in aged of
60-69 years old. For education background, most of them finished in primary school
with 44.9% and 19.2% were not educate. Meanwhile, have income per month less than
5,000 baht with 54.4%. Therefore, the study showed the elderly in Photaram district,
Ratchaburi province are having a financial problem that might due to each of elderly
education background. Similar with one previous study in Spain that present a higher
education level amplifies significantly the inverse association between income and
disability in the Spanish elderly (Abella’n et al., 2015). About medical condition, 61.1%
of participants have medical condition that linked the data from observation and
interview, the elderly didn’t have homemade food because some of them mention they
still working so they don’t have time to cook food and some elderly mention cooking
by themselves are more expensive than buying outside food.

5.1.2 The perception towards age-friendly city features

The perception of the participants toward all domains of age-friendly city
features are in fair to good level. Highest in respect and social inclusion with 91.6%
follow by civic participation and employment with 89.1%, community support and

health service with 87.7%, communication and information with 87.5%, transportation
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with 86.3%, social participation with 85.6%, outdoor spaces and buildings with 85.0%
and housing 83.4%.

As a result, this study shows the differences from the study in Busan
Metropolitan City, South Korea. In Busan showed that the elderly perceived highest in
domain of outdoor spaces and buildings, while in this study highest in respect and social
inclusion(Lee & Kyeongmo, 2016). The researcher had made a comparison table as
shown in Table 25.

The contrast between the perceptions toward age-friendly city in Photaram
district, Thailand and Busan Metropolitan City, South Korea that can explain by the

data from interviewing;

Respect and social inclusion is the highest perception because the community
have the cultures’ day that represent to pray respect for adult such as Thai New Year.
Moreover, the pattern of the projects that cover all for increasing the chance of elderly
to join after they retirement some of them come to be the head of club or leader in the
community. Follow by civic participation and employment, the data show that the
community have the club that teach the elderly to make some products for sell. For
community support and health service, they perceived by assess health care center and
for emergency response system is not yet stable because the limitation of staff and
equipment. Communication and information, they perceive the information from health
staff, village health volunteer, community radio and community newspaper as well as
the health staff change the label of the drugs and information posters in big front size.
Transportation, this area has the public transportation also when the community have
the event, the officer will provide the car for take them to join. Social participation, in
Photaram district have the aging school for elderly to join including have the club. The
family member of the elderly is supporting them to join as same as the community that
provide the staff, resources for them. Outdoor space and buildings the elderly perceive
that have the slope way for wheelchair and handle in the toilets including in each Sub-
District Health Promoting Hospital have the exercise area and equipment provided for
everybody. However, the process of improving the building with age-friendly city
feature are not smooth based on insufficient resources and lack of expert for consult.
For example, the angular of the slope way that didn’t support the wheelchair deliver.

Finally housing, the elderly perceives and request their member family to improving
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their house with the age-friendly city feature, in fact in each elderly household they
adapted the local wisdom to create the age-friendly city. However, the process of install
the features that without the expert for suggestion so that not safe and secure.

Table 25 The comparison of order’s perception toward age-friendly city in Photaram
district, Thailand and Busan Metropolitan City, South Korea

Rank Photaram district Busan Metropolitan City

1 Respect and social inclusion Outdoor spaces and buildings

2 Civic participation and employment  Transportation

3 Community support and health Community support and health
service service

4 Communication and information Housing

5 Transportation Respect and social inclusion

6 Social participation Communication and information

7 Outdoor spaces and buildings Social participation

8 Housing Civic participation and employment

5.1.3 Mental Health Status

The most participants have the mental health status in moderate group with
38.9%. Follow by in poor group with 30.8% while in good group with 30.3%. So, in
poor mental health status it can be explain from the mental health questionnaire. In
question number 7-14 and 26-28 are the negative questions. For question number 7-10
the feedback from the elderly showed that about 80% of the elderly answer agree and
strongly agree and the question was asking about boredom, disappointment, distress
and worry. The result of negative questions can explain by the question no.22-23 that
asked about elderly have a way to solve the problem and can accept with the problem
that will occur. For "have a way to solve", in good group, the elderly rate in agree to
strongly agree with 97.7%, moderate group with 80.9% and in poor group at with
39.8%. The similar result for "can accept with the problem that will occur” shows the

elderly is in good group rate in agree to strongly agree with 96.2%, moderate group
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with 66.0% and in poor group with 28.6%. Moreover this result can reflex the way of
how elderly manage the problem by presenting in good, moderate and poor.

5.1.4 The association between the demographic characteristics and mental

health status

There are three variables of the demographic characteristic that significant
association with mental health status — education background (p = 0.000), income
(p = 0.000) and medical condition (p = 0.007). First, the education background in this
study show the similarity with the previous study by showing the elderly who have the
high level of the education will have the mental health status in good level more than
poor level because they can control their can control their emotional when face the
unexpected situation good well (San Klinwichit et al., 2015). Moreover, linkage to the
one study in China that show there is a significantly negative relation between education
and depression. Compared to those without any schooling, older people who have an
elementary education or above are less likely to suffer from depression (Bai et al.,
2015).

Second, income in this study show the elderly who have high income are good
mental health status more than low income as well as the previous study that show
income is the factor that affected the different level of mental health statistically
significant at the 0.05 level, the elderly in group of high income are good mental health
than elderly no income (Kasorn Muijeen, 2015 ). Furthermore, the study from American
Psychological Association that present elderly with less than a high school education
are at greater risk for depression and low educational achievement has consistently been
associated with a higher incidence of Alzheimer’s disease later in life (American

Psychological Association, 2017).

Third, medical condition in this study show the elderly who have the medical
condition are poor mental health status than group of without so related with The
National Institute of Mental Health (2016) that claimed that people with other chronic
medical conditions such as diabetes hypertension and cardiovascular disease have a
higher risk of depression as well as the people with depression have an increased risk
of cardiovascular disease, diabetes, stroke, and Alzheimer’s disease (The National
Institute of Mental Health, 2016). Besides, the study from National Center for Chronic
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Disease Prevention and Health Promotion (2012) that present people who suffer from
a chronic disease are more likely to also suffer from depression, but not identify if
having a chronic disease increases the prevalence of depression or depression increases
the risk of obtaining a chronic disease (National Center for Chronic Disease Prevention
and Health Promotion, 2012).

Meanwhile, gender and age are not associate with mental health status. About
gender, from observation and interview the head of village that show both male and
female are equally in social status and part of decision making in the family and
community. Therefore about age, in this study most 65% in group of early stage of the
elderly and mean of age is 66.94 years old so one study that said the same group of age
are same activity movement and mental health status (Faculty of Medicine
Ramathibodi Hospital, 2015).

5.1.5 The association between the perception toward age friendly city

features and mental health status

The statistically significant association was found in the perception toward age-
friendly city with mental health status in all of domains by domain 1 outdoor spaces
and buildings (p = 0.014), domain 2 transportation (p = 0.005), domain 3 housing
(p = 0.012), domain 4 social participation (p = 0.008), domain 5 respect and social
inclusion (p = 0.008), domain 6 civic participation and employment (p = 0.030),
domain 7 communication and information (p = 0.002) and domain 8 community
support and health service (p = 0.015). Similarly, the previous study in Malaysia, the
transportation and housing domain is known as the most important feature of age-
friendly. The transportation and housing would enable the elderly to participate in local
community social events, exercise in parks, receive adequate healthcare, and visit
family and friends, which would help promote social connectedness and participation.
Followed by, outdoor spaces and buildings play an important role in the adaptability of
adults in their living environment. Safe outdoor spaces equipped with the appropriate
facilities help ease the mobility of adults, especially older adults. The community
support and health services domain is perceived as another significant age-friendly
feature. It serves as a proactive intervention in light of increasing healthcare cost
resulting from poor health and chronic diseases among aging people. These findings

are strongly in line with the need for a reform in the local healthcare system. It is worth
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noting that the other four domains of the age-friendly features are perceived to be not
significant in the Malaysian context. They are respect and social inclusion, social
participation, civic participation and employment, and communication and information
(Lai, Lein, Lau, & Lai, 2016). Even though the study in Malaysia is not significant
associate in respect and social inclusion, social participation, civic participation and
employment, and communication and information but the previous study show in
domain respect and social inclusion that related with the mental health status because
social inclusion is a powerful determinant of mental health and wellbeing. Evidence
shows that belonging to a social network acts as a buffer against stress, promotes
positive mental health and supports healthy behavior patterns. Supportive relationships
help people to feel cared for, loved, esteemed and valued (The European Commission
and Portuguese Ministry of Health with the support of the Belgian Presidency of the
EU, 2010), domain social participation related with the study in Iran that show the
mental health status of the elderly in Iran was significantly associated with social
participation. (P = 0.01, r = 0.54) (Rashedi, Gharib, & Yazdani, 2014), civic
participation and employment that present the social-work and volunteer for the elderly
that can decrease the social isolation in the elderly and increase the satisfaction in life
(National Senior Council, 2013), and communication and information that show the
good information is the great tool to keep the elderly in the connection (National Senior
Council, 2013) including if they don’t understand they will get stress and fade away
from the social (The World Health Organization, 2007).

5.2 Conclusion

As a result, most of the participants are female. The participants are in the early
and middle stage of elderly then it is obvious that those people will have the better
movement than older stage. About 44.9% had primary school background and 19.2%
didn’t have a chance to study. While the cost of daily life expense is increasing, 54.4%
of them getting monthly income less than 5,000 baht per month. For the perception
toward age-friendly city feature, the participant is in fair level in all of domain as same
as the mental health status in moderate level. However, 30% of participant mental
health are in poor level that is the challenge of the community to solve this problem in

the future.
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Moreover, the demographic characteristics data (education background, income
and medical condition) are significantly associated with mental health status (p < 0.05)
that result confirm the first hypothesis of this study, there is an association between the

demographic data and mental health status in the elderly.

Lastly, the perception toward age-friendly city features (outdoor space and
buildings, transportation, housing, social participation, respect and social inclusion,
civic participation and employment, communication and information, community
support and health services) are significantly associated with mental health status (p <
0.05) that result also confirm the second hypothesis, there is an association between the
perception toward age-friendly city features and mental health status in the elderly.

5.3 Recommendations

5.3.1 Suggestion for application from the research
There are five suggestions for application from this study. Therefore;

First, the perception toward all domain of age-friendly city features are
significantly associated with mental health status (p < 0.05) that can be the information
for supporting the age-friendly city’s policy implementation in this area. Because age-

friendly city concept that can improve and protect mental health problem in the elderly.

Second, some of elderly try to apply the local wisdom with the age friendly city
features and have to make sure that feature works, the health staff or the local
government need to bring in the expert to involve with this development. Also, this

information for support the process of implement the age-friendly city policy

Third, some of elderly are in poor level of mental health status so the health
staff and village health volunteer can help to screening them again when they come to
the District Health Promoting Hospital or create the program such as matching the
elderly with the kid and let them have some conversation and take care each other so
that the elderly will not be lonely, therefore the elderly also receive the respect from
that kid (Peeungjun Sweatsriskul, 2012). Also, the health staff promote of how to

manage the problem when it occur to the elderly.

Fourth, the result of this study shows 61.1% of the participants have the medical

condition and from the observation, the researcher saw many elders show the lack of
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concern about their diet. Therefore, it will be great if the health staff can promote how
to be healthy by having a good diet.

Fifth, the data from interview showed that some of location to access the public
transportation in the community was not secure. Therefore, it would be great if the
health staff and the local government consider this information to find the way to solve
this problem in the community.

5.3.2 Suggestion for future study
There are two suggestions for future study. Therefore;

First, study as compare the perception of the staff in health center and local
government toward age-friendly city feature by one in the place that is the model of
age-friendly city for example Pattaya City or Nonthaburi province (Department of
Health, 2016) with the other place because the age-friendly feature are in process to
action policy in Thailand in 2016 for active aging society (The Government Public
Relations Department, 2016).

Second, might finding the association of the perception toward age-friendly city
with the quality of life because this concept that created for increasing the daily activity
of the elderly also support them living long life (The World Health Organization,
2007).
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Table 26 Activity and Time

74

Activity

2016

2017

August
September

October
November
December

January
February

March

April

May
June

July

1. Literature Review

A

v

2. Develop proposal

A

v

3. Proposal examination

4. Survey for develop the

guestionnaires

5. Ethical Consideration

6. To respond to the comments from

research ethics review

A

v

7. Try-out the questionnaires

8. Set and train the team for collecting
data

9. Data collection

?

10. Data entry and analysis

?

11. Final examination

v

12. Revise and publication

\4




Table 27 Activity and Budget

75

Activity Budget (Baht)
1. Trip to try-out the questionnaires 1,500.00
2. The coffee break for training data collection team (Village 2,000.00
Health VVolunteer) (The reference from the Public health Officer
who work in Photaram district, Ratchaburi province)
3. Souvenir to data collection team (Village Health VVolunteer) 12,000.00
(As the cloth bags to reduce the plastic bags)
4. Souvenir to research participation like balm herb, smelling
alts 12,000.00
5. Trip to collect the questionnaires form 1,500.00
6. Printing and photo copy cost 1,000.00

Total 30,000.00

**All data collection expenses were self-funded
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Table 28 Participants’ opinioin on mental health by items

76

Feeling/ Opinion

Strongly Sometime  Strongly
Agree ]
Items agree agree disagree

n n n n

(%) (%) (%) (%)

1. Life satisfaction 104 240 71 17
(24.1) (55.6) (16.4) (3.9)

2. Life is meaningful 101 246 74 11
(23.4) (56.9) (17.2) (2.5)

3. Life is happy 113 242 65 12
(26.2) (56.0) (15.0) (2.8)

4. Life is lively 83 201 124 24
(19.2) (46.5) (38.7) (5.6)

5. Appreciate the succeed in 88 249 83 12
life (20.4) (57.6) (19.2) (2.8)
6. There is a reason to live 126 196 90 20
(29.2) (45.4) (20.8) (4.6)

7. Daily life is boredom 163 207 47 15
(37.7) (47.9) (10.9) (3.5)

8. Disappointed with yourself 236 150 40 6
(54.6) (34.7) (9.3) (1.4)

9. Life is full of distress 243 135 45 9
(56.3) (31.3) (10.4) (2.0)

10. Feeling worry 175 180 67 10
(40.5) (41.7) (15.5) (2.3)

11. Feeling lonely or isolate 188 164 73 7
(34.5) (38.0) (16.9) (1.6)




7

Feeling/ Opinion

Strongly Sometime  Strongly
Agree )
Items agree agree disagree
n n n n

(%) (%) (%) (%)
12. Feeling annoyed that 192 134 90 16
cannot move actively like (44.4) (31.0) (20.8) (3.8)
before
13. Feeling annoyed of the 128 172 93 39
change in the body such as eye (29.6) (39.8) (21.5) (9.2)
sight, hearing, and memory
14. Feeling worry with the 149 173 86 24
ability in daily life (34.5) (40.0) (19.9) (5.6)
15. Satisfy with the new 125 243 58 6
relationship with new friends (28.9) (56.3) (13.4) (1.4)
16. Having a good relationship 137 235 54 6
with neighbor (31.7) (54.4) (12.5) (1.4)
17. Have the sense of humor 113 200 98 21
and joyful (26.2) (46.3) (22.7) (4.8)
18. Join activity with friends 86 170 126 50
often (19.9) (39.4) (29.2) (11.5)
19. Having an expected social 74 232 105 21
status (17.1) (53.7) (24.3) (4.9)
20. Satisfy with the success 68 223 120 21
and improvement in life (15.7) (51.6) (27.8) 4.9
21. Satisfy with my social 84 231 95 22
status (19.4) (53.5) (22.0) (5.1)
22. All the problems there are a 88 229 98 17
solution (20.4) (53.0) (22.7) (3.9
23. When there is a problem | 61 214 112 45
am willing to accept it (14.2) (49.5) (25.9) (10.4)
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Feeling/ Opinion

Strongly Sometime  Strongly
Agree )
Items agree agree disagree
n n n n
(%) (%) (%) (%)
24. When there is an 72 175 132 53
emergency event | can keep (16.7) (40.5) (30.6) (12.2)
down myself
25. Confidently face with the 50 179 139 64
future problem (11.6) (41.4) (32.2) (14.8)
26. Feeling annoyed with thing 119 189 100 24
goes wrong not the same as | (27.5) (43.8) (23.1) (5.6)
expected to be
27. Always feel annoying with 106 194 109 23
every single thing (24.5) (44.9) (25.2) (5.4)
28. Always feel worry with 139 175 102 16
everything that come in my life (32.2) (40.5) (23.6) (3.7)
29. Please with other success 153 243 36 0
(35.4) (56.3) (8.3) (0.0)
30. Feeling sad when seeing 160 235 34 3
other distress (37.0) (54.4) (7.9) (0.7)
31. Feeling happy when 173 214 42 3
helping other (40.0) (49.5) (9.7) (0.8)
32. Always help people when 148 206 73 5
there is a chance (34.3) (47.7) (16.9) (1.2
33. Satisfy with my ability 104 228 85 15
(24.1) (52.8) (19.7) (3.4)
34. Proud of myself 111 216 95 10
(25.7) (50.0) (22.0) (2.3)
35. I am meaningful to my 139 212 76 5
family (32.2) (49.1) (17.6) (1.1)




79

Feeling/ Opinion

Strongly Sometime  Strongly
Agree )
Items agree agree disagree
n n n n

(%) (%) (%) (%)
36. There is thing to count on 123 219 65 25
in my life (28.5) (50.7) (15.0) (5.8)
37. When the problem come 101 211 88 32
there will be thing that can help (23.4) (48.8) (20.4) (7.4)
to move on.
38. Doing good thing will have 179 157 73 23
a good feedback (41.4) (36.3) (16.9) (5.4)
39. Once there is a problem in 78 199 18 37
life but the thing that I count (18.1) (46.1) (27.3) (8.5)
on can help me get through the
bad thing
40. Want to improve 38 169 125 100
something that already have (8.9) (39.1) (28.9) (23.1)
been done
41. Happy with new job and 53 138 133 108
will put all effort to finish it (12.3) (31.9) (30.8) (25.0)
42. Having the eager to learn 48 145 126 113
the new thing (11.0) (33.6) (29.2) (26.2)
43. Having friend who can help 87 208 112 25
when needed (20.2) (48.1) (25.9) (5.8)
44. Having some friends to 88 195 110 39
count on (20.4) (45.1) (25.5) (9.0
45. Feeling comfort wen 144 221 60 7
staying with family (33.3) (51.2) (13.9) (1.6)
46. My family have a strong 151 209 64 8
bond (35.0) (48.4) (14.8) (1.8)
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Feeling/ Opinion

Strongly Sometime  Strongly
Agree )
Items agree agree disagree
n n n n
(%) (%) (%) (%)
47. My family will take of me 148 201 78 5
very well when I’'m sick (34.3) (46.5) (18.1) (1.2)
48. All the family member 148 216 64 4
always helps me (34.3) (50.0) (14.8) 0.9
49. The community is safe 178 208 44 2
(41.2) (48.1) (10.2) (0.5)
50. Feeling secure when living 174 207 47 4
in this community (40.3) (47.9) (10.9) (0.9
51. I have enough money to 92 206 92 42
spend for my need (21.3) (47.7) (21.3) (9.7)
52. Satisfy with environment 174 202 52 4
where 1 live right now (40.3) (46.8) (12.0) (0.9
53. There is health care center 206 188 37 1
near by my house (47.7) (43.5) (8.6) (0.2)
54. There is nearby public 195 187 45 5
health office that is easy to (45.1) (43.3) (10.4) (1.2)
ease
55. When | or my family 188 165 64 15
member is sick we will go to (43.5) (38.2) (14.8) (3.5
use the nearby public health
care center
56. When I’m in the trouble, 88 157 107 80
there will be a public sector (20.4) (36.3) (24.8) (18.5)

come in to help
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There are four experts for review and checking validity of questionnaires. The
expert sheets will show as below;
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Second expert
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Third expert
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Fourth expert
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Questionnaire in English (Face to face interview)

No.

Interviewer

Date

Part I: The demographic characteristics
1. Gender
0 Male

o Female

3. Education Background

o Not educated

0 Primary School

o Secondary School

0 Vocational School

0 Bachelor’s degree

0 Master degree or above
4. Monthly Income

o No income

o Less than 5,000 baht

0 5,000 — 9,999 baht

o 10,000 - 14,999 baht

o 15,000 - 19,999 baht

o 20,000 baht or above
5. Medical condition

o No

o Hypertension

o Diabetes

o Cardiovascular disease

O OUNET e

For researcher
SEX|[ 1]

AGET ][ 1]
EDU ]

INCOME [ ]

MD[ ]



Part I1: The perception toward age-friendly city features

Direction: Please put the / in the box hat most suite your opinion

97

5 =very good 4 = good 3 = fair
2 = poor 1 = very poor
Age-friendly city features Perception For

514|3|2]|1]researcher

Outdoor space and building

1. The public place have to be clean and pleasant. Bl[ ]

2. The public place have provide outdoor seating B2[ ]

which is sufficient in number, well-maintained and

safe.

3. Pavements are well-maintained, free of B3[ ]

obstructions and reserved for pedestrians.

4. Pedestrian crossings are sufficient in number and B4[ ]

safe for people with different levels and types of

disability, with nonslip markings, visual and audio

cues and adequate crossing times.

5. Buildings are well-signed outside and inside, with B5[ ]

sufficient seating and toilets, accessible elevators,

ramps, railings and stairs, and non-slip floors.

6. Public toilets outdoors and indoors are sufficient B6[ ]

in number, clean, well-maintained and accessible.

7. Public places are situated together and are B7[ ]

accessible.

Transportation

1. In the community have the public transportation T1[ ]

2. The route of the public transportation in the T2[ ]

community and it will settle at the safety place

which is easy to access.
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Age-friendly city features Perception For

5/4|3|2]|1]researcher

3. Specialized transportation is available for disabled T3[ ]

people or elderly people.

4. There will always have a maintenance for a walk T4[ ]

way for the safety.

5. The traffic has to be adjust for the flow and road T5[ ]

safety.

6. The traffic sign has to be in the place that it won’t T6[ ]

block the traffic of the driver view.

Housing

1. Sufficient, affordable housing is available in areas H1[ ]

that are safe and close to services and the rest of the

community.

2. The house is well constructed that provides safe H2[ ]

and comfortable shelter from the weather.

3. Housing is clean, well-maintained, safe, and H3[ ]

supplies are available and affordable.

4. The community have to provide the shelter or H4[ ]

services for take care the elderly.

Social participation

1. There are a clubs or activities for elderly that P1[ ]

came from community participation.

2. The elderly can join the activity and they will P2[ ]

receive the support from their family or community

by providing the transportation and also the place for

the activity.

3. All the information of the activity will be P3[ ]

announcing through the community media

4. When joining the activity, they will receive the PAT ]

support from their family or community
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Age-friendly city features Perception For

5/4|3|2]|1]researcher

Respect and social inclusion

1. Elderly can be the consultant or committee in the R1[ ]

community or other organization to help in

managing the community activities.

2. Public or private services are suitable with R2[ ]

elderly.

3. Elderly must be loved, respect and have a good R3[ ]

care from family or community.

4. Most of the community’s activities is appropriate RAT ]

for everyone in every age group.

Civic participation and employment

1. Options for older volunteers is available, with E1[ ]

training, recognition, guidance and compensation for

personal costs.

2. Workplaces are adapted to meet the needs of all E2[ ]

people.

3. A range of flexible and appropriately paid E3[ ]

opportunities for older people to work is promoted.

4. Decision-making bodies in public, private and E4[ ]

voluntary sectors encourage and facilitate

membership of older people.

Communication and information

1. Printed information has large lettering and the Ci[ ]

main ideas are shown by clear headings and bold-

face type.

2. Print and spoken communication by staff in both C2[ ]

private and public sector must use simple, familiar

words in short, straightforward sentences.
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account the vulnerabilities and capacities of older

people.

Age-friendly city features Perception For

5/4|3|2]|1]researcher

3. Regular and widespread distribution of C3[ 1]

information is assured and a coordinated, centralized

access is provided.

4. Public and commercial services provide friendly, Cal ]

person-to-person service on request.

Community support and health services

1. An adequate range of health and community S1[ ]

support services is offered for promoting,

maintaining and restoring health.

2. Health and social services are conveniently S2[ ]

located and accessible by all means of transport.

3. Health and social service for elderly who is S3[ ]

disabled are provided.

4. All staff are respectful, helpful and trained to S41 ]

serve older people.

5. The community will encourage and support the S5[ ]

volunteer to look after the elderly.

6. Community emergency planning takes into S6[ ]

Part I11: Thai Geriatric Mental Health Assessment (T-GMHA)

Thai Geriatric Mental Health Assessment (T-GMHA) from Prapat Ukaranan

and his team (Prapat Ukranan et al., 2015).
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