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Context

This study provides a glimpse of the living conditions, health status, and quality of life (QOL) of
older persons 65 years and older in the Occupied Palestinian Territories (oPt), a country
marked by persistent challenges in political, economic, and social stability that enforce
hardships on various aspects of the population's daily life. This study seeks to assess personal
characteristics, socioeconomic and demographic information, social support, functionality,
housing conditions, and healthcare status. It is widely recognized that QOL in the older is
influenced by determinants specific to older age, including but not limited to social roles and
support, fluctuation of physical health status, and coping with challenges brought on by ageing.
Personal characteristics, demographic variables, socioeconomic, and self-value are predictors
of QOL [1]. In addition, low economic status, low education level, and healthcare status as well
as poor social interaction result in poor QOL [2]. This is the first study in the oPt that explores
these factors on a large sample of older persons and looks at the association of living
conditions and health status with quality of life among a representative sample. It must be
noted that this study was carried out prior to the recent war in Gaza, and the results
presented reflect the responses of older individuals collected before October 7, 2023.

Key Findings

19.4% and 29.9% of respondents rated their ability to conduct their usual daily activities and work
activities as poor, respectively. 24.9% stated they could not move independently outside of their
home, including 4.1% who were bedridden

6.7% of respondents rated their mental well-being as poor or very poor, while 15.2% rated it as fair

37.6% of respondents had some or a lot of difficulty accessing health services in the past 6 months,

while 15.4% did not have access to the medications they needed

49.9% of respondents had some or a lot of difficulty paying for health services, and 9.8% reported

rarely being able to afford the medications they needed in the past 6 months

52.1% of respondents had a monthly income of less than 1,000 shekels to live on, and 47.3% were

financially dependent on their families

93.4% of respondents lived in houses which they owned, and 23.1% lived in slightly or partially

damaged houses



13.3% of respondents rarely or never saw friends or family, while 19.7% often felt neglected by

family members

50.6% of respondents reported always or regularly taking care of their health, while 17.1% reported

they do not take care of their health enough

33.4% of respondents reported difficulty in accessing help when needed, and 79.8% stated that

their family members at home provided them with care when needed

Key Figures

Self-rated quality of life and satisfaction with
life among older persons (N=1053)

Quality of Life [JJ] Satisfaction with Life

60.0%
50.0% Difficulty in eyesight: 63.6%
Difficulty in hearing: 43.5%

40.0% Difficulty in walking/

30.0% climbing stairs: 72.5%
Difficulty in

20.0% communication: 19.9%
Difficulty with

10.0% .
0.0%

concentration/memory: 40.3%
Very Poor - Poor Acceptable Good - Very Good

Need of support with basic needs/daily

activities
Always Not at all
Hypertension: 62.4% 32.4% 33.9%

Diabetes: 47.7%
Cancer: 2.8%

CVD: 27.7%
Respiratory disease: 9.3%
Bone disease: 31.6%
Dementia: 3.2%
Musculoskeletal disorder: 5%
Mental iliness: 1%

Sometimes
33.7%



Background

Population ageing has become a global trend and one of the most significant demographic
phenomena of modern times, as a result of achievements in human development. With
improvements in health, increasing longevity, lower fertility, and declining mortality rates [1],
the ageing of the world’s population has many countries facing unprecedented proportions of
older persons [2]. Estimates show that people above the age of 65 are the fastest-growing
segments of the population worldwide and, in 2019, outnumbered children younger than 5
years old for the first time in history [3]. In 2019, there were 703 million older persons in the
world, accounting for 9% of the total population, and this number is expected to increase to
16% or 1.5 billion by 2050 [4]. The number of people aged 60 years or older is also expected
to rise from 1 billion in 2020 to 2.1 billion in 2050. Between 2010 and 2015, the average life
expectancy at birth was 78 years in developed regions and 68 years in developing regions. It is
predicted this will increase to 83 years in developed regions and 74 years in developing
regions by 2045-2050. Approximately two-thirds of the global older population are living in
developing countries and the majority are females [5]. This demographic shift towards growing
older populations has presented considerable economic, cultural, and social challenges
globally, and will have important implications for health. However, these far-reaching
implications of ageing have so far received limited attention in policy and practice [6].

Countries in the Middle East are also experiencing a demographic shift including reduced
fertility, lower mortality, and longer life expectancy, all of which have accelerated population
ageing in the region. Predictions show nine countries in the Arab region will have more older
persons than children under 15 years old by 2050. The Arab region is known for its young
society and an observed “youth bulge” in most countries [7], yet population ageing is still
occurring and many countries in the region are not paying attention to this demographic
phenomenon. While not all longevity is associated with ill health and an increased need for
care provision, the proportion of the population that is living longer means that more people will
need support and care as they move to the end of life [7, 8]. Countries around the world need
to respond to population ageing by adopting new approaches to age-related issues and
ensuring effective integration of ageing within the national development process.

As a consequence of the increase in life expectancy, older people will have complex health
and care needs. These are often associated with having multiple chronic diseases,
accompanied by a need for increased support with daily tasks. Older people, particularly in low
and middle-income countries (LMICs) face multiple barriers in accessing health services.
Systems designed to diagnose and cure acute (short-term) conditions are ill-equipped to
respond to the chronic (longer-term) illnesses more common with older age. In addition, many
LMICs lack any formal system for delivering long-term care and support. The challenges of
simultaneously providing complex health and social care services put people with complex
needs at risk of living a greater proportion of their older age in poorer health, with higher rates
of disability and lower levels of well-being.



Over the past two decades, the occupied Palestine territories (oPt) have also been witnessing
a rapid improvement in life expectancy. With this steady rise, the proportion of people aged 65
years or above is expected to increase from the current level of 3.2% to nearly 7.7% in 2050
[9]. The older population is one of the most vulnerable population groups in the oPt, requiring
special treatment due to the possibility of health challenges and changes in psychosocial
status. Yet, very little attention is given to their needs, health status, quality of life, and overall
well-being.

With age comes many limitations, such as in walking and manageing home and personal care.
An estimated 39% of the older population in Palestine are currently living with one or multiple
types of disabilities, particularly mobility and sight-related, with females tending to be more
vulnerable to health conditions than males. According to a 2019 study, Palestinian females
were about two times more likely to have a disability compared to men. Functional impairment
in later life increases the sense of social exclusion of older persons, leading to depression,
loneliness, and lack of self-care [10]. A rapid field research initiative undertaken by Caritas also
showed worrying signs of neglect and/or abuse of older persons in Palestine.

Traditionally, elderly care in Palestine has been the responsibility of the family. Older persons
are usually provided with basic health services covered by the insurance of their children, by
social care, or by the retirement council. However, an increasing number of families, especially
smaller ones with less financial means, are struggling to meet their older family members' care
needs. For instance, in households where both adults work, an older parent may be left alone
for long hours in the house, negatively affecting their well-being. These challenges can mainly
be attributed to the situation in Palestine. The ongoing conflict in the region is a major
contributor to older persons' hardships, as it forces this population to face extreme
socioeconomic and health challenges, one of which is the elevated rates of unemployment.
The conflict also exacerbates difficulties in accessing proper healthcare services, especially for
those living in refugee camps, as the number of older persons with very complex healthcare
needs is outpacing the supply of care providers equipped with the knowledge and skills to
adequately care for them. This is extremely critical as this population tends to have a higher
prevalence of chronic health conditions like heart disease and diabetes.

One of the key challenges, thus, is ensuring a good quality of life (QOL) for the older
population in Palestine. To do so, we must first consider the many factors that can significantly
impact health outcomes and, consequently, influence one's QOL. As mentioned above, living
conditions, encompassing aspects such as housing, financial stability, and social support, can
all lead to poor quality of life and overall well-being. QOL of older persons is influenced by
determinants specific to older age, including but not limited to social roles and support,
fluctuation of physical health status, and coping with challenges brought on by ageing.
Personal characteristics, demographic variables, socioeconomic, and self-value are predictors
of QOL [7, 11]. In addition, low economic status, low education level, and healthcare status as
well as poor social interaction result in poor QOL [12].



Thus, to assess and improve the quality of life for the older population in Palestine, we must
study and look at various health and living factors and their associations with overall QOL for
this population, providing a comprehensive picture of the factors that contribute to an
individual's overall well-being.

Unfortunately, there is a significant lack of data about health, well-being, and functional ability
in older age worldwide, particularly in LMICs. Relative to other regions around the world,
research on older adults in Arab countries has been sparse [7], especially in Palestine. There
are no assessments that explore the living conditions, health status, and safety and well-being
of the older population. These factors have been measured before for different age groups and
populations in Palestine, but never for older persons. This leads to poor understanding and
recognition of health and care needs in older age, and a lack of evidence to inform policy
development and the design, delivery, and evaluation of services.

This study aims to fill the knowledge gap on the older population in Palestine by undertaking
three areas of investigation: living conditions, health status, and overall quality of life. The
demographic shift towards an ageing population in Palestine and the improvements in life
expectancy necessitate a comprehensive examination of the challenges and opportunities this
transition brings. The limited attention given to older persons in the region, despite their
vulnerability and specific needs, highlights the urgency of this study, as do the potential strains
on caregiving systems. Furthermore, the higher prevalence of chronic health conditions and
disabilities among older persons emphasizes the critical importance of understanding the
factors influencing their overall well-being. Investigating the three aforementioned areas would
provide evidence-based data on the older population in Palestine that can inform policies and
strategies, allow better resource allocation, and contribute to the development of targeted
healthcare and social support systems, ensuring the formation of effective interventions and
the improvement of care for the older population in Palestine and offering them a dignified and
optimal quality of life.

Methods

Study design, population, and setting

This report is based on descriptive and participatory methodology, presenting baseline findings
of older persons in the occupied Palestinian Territories. It should be noted that the study was
conducted before the recent war on Gaza, and the findings reflect responses gathered from
older persons before the conflict began on October 7, 2023. The cross-sectional study involved
1,053 female and male older persons aged 65 years and older living in the Northern Gaza Strip
and the West Bank between August 15 and September 15, 2023. The sample was drawn from
camps, villages, and cities in five governorates in the West Bank (Hebron, Nablus, Tubas,
Ramallah, and Bethlehem) and four areas in the Northern Gaza Strip (Beit Lahia, Beit Hanoun,
Jabalia, and Jabalia camp). Households in the study site neighborhoods were randomly
selected, and participants were recruited if there was at least one older person aged 65+ years
living there. Snowball sampling was also employed to recruit additional older persons in the
selected study sites.



Older persons who had
hearing/speaking impairment or any
other cognitive impairment did not have
any family member/relative with them at
the time of the interview, and could not
provide written consent for participation
were excluded from the study. The
recruitment of the sample was stratified
by gender, age group, place of living,
and governorate.

Data Collection

Fig 1: Distribution of sample by area of residence
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Data collection was carried out by 13 experienced health workers, who have extensive
training in conducting interviews and surveys. Data were collected using face-to-face
interviews. Although this instrument is usually completed by the subject, it was decided to use
direct interviews, given that older persons may have difficulty in reading, problems with vision,
and may not fully understand the questions. Data collectors received training on
communication skills, study aims and objectives, questionnaire items, and potential areas for
misconception. The mean time to complete the questionnaire was 35 minutes.

Before the interview sessions, the study’s aim and objectives were explained to participants,
and written consent was obtained from either the participants themselves or the participants’
partners/carers. Privacy, voluntary participation, autonomy, and confidentiality were

emphasized by the field worker before the interview. Ethical approval was obtained from the

Helsinki Committee in the Gaza Strip.

Tools and Measurements

The study was carried out using a structured questionnaire, which includes participants’
sociodemographic information, living conditions, the HelpAge Health Outcomes Tool, which
comprises interrelated domains that measure factors affecting older people’s health status
and well-being, and a standardized tool to assess quality of life (WHOQOL-BREF).

- Sociodemographic and personal information: age, gender, place of living, education level,
marital status, employment, refugee status, financial dependency and income, literacy
status, affordability to pay for necessities, social media use, and engagement in
community. In this study, age will be reported as a mean and by age groups: young old
(65-74 years), middle old (75-84 years), and very old (85 years and older).

. Living conditions: type of shelter, housing situation and conditions, occupancy status,
housing affordability, safety at home, and access to basic needs (food, water, hygiene)

including transportation.

- Health status: The Health Outcomes Tool is a community-based survey tool on healthy
ageing for use in LMICs to better understand health and care in older age. It was designed
to inform how best to support health and functional ability in older age and to provide
evidence to support advocacy and policy work.



It comprises interrelated domains that measure factors affecting older people’s health. The
tool includes a set of self-reported questions and the “sitting-to-standing test” — a
functionality test that assesses a person’s ability to stand from a sitting position. The
domains in the tool include:
- General information: disabilities with hearing, communicating, memory and
concentration, etc.
- General health perception: self-rated health and life satisfaction
« Functionality: the ability to conduct social and work activities, mobility, support
provided, and objective sitting to standing test
« Health services: respondents’ perceptions of access, quality, and affordability
- Self-care: who is considered responsible for health, the extent of self-care, and
action(s) taken
The data collected under each domain is analyzed individually and in comparison with
other participants to provide a holistic view of older people’s self-perceived health, well-
being, and functional ability.

« Quality of life: The first aspect of assessing participants' quality of life involves evaluating
their safety and emotional well-being through self-reported questions. This encompasses
factors such as exposure to harm and abuse, experiences with political instability, and the
strength of their support networks and relationships, all of which play a crucial role in
shaping life satisfaction and overall well-being. The WHOQOL-BREF questionnaire (Arabic
Version) was also used to assess the quality of life (QOL) of older adults. The questionnaire
consists of 26 items, covering four domains: physical, psychological, social relationships,
and environment. Respondents rated their QOL on Likert scales for various aspects of life.
The study computed average scores for each QOL domain, and these scores were linearly
transformed following WHOQOL-BREF guidelines. Higher domain scores indicated higher
QOL levels. Notably, there were no specific cut-off points for categorizing QOL as "poor" or
"good." Instead, the analysis classified participants into two extreme groups based on their
perception of QOL and satisfaction with health — those with good QOL/satisfaction and
those with poor QOL/dissatisfaction. This approach aimed to simplify the evaluation by
focusing on the extremes of perceived QOL and health satisfaction.

Data Analysis

The data analysis presented in this report aims to provide a detailed picture of the health
status, living conditions quality of life, and well-being of older people in the governorates
surveyed. The analysis explores emerging patterns, trends, similarities, and differences in the
data, as well as the quality of life and satisfaction with life disaggregated by age, gender,
socioeconomic factors, and location.

We performed univariate analysis for all variables to identify basic study sample
characteristics. Bivariate analysis was carried out to assess the association between housing
and living conditions, access to healthcare, disabilities, self-care, social support, and
sociodemographic factors. Finally, the predictors of quality of life and satisfaction with life in
the oPt were investigated.



Figure 2: Sample characteristics and sociodemographic information (N=1053)
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Sample Characteristics

Figure 2 contained sociodemographic information of the sample. Among the sample of older
persons, the majority were female (68.3%). The mean age for men and women was 72. 68%
of participants were between 65 and 74 years old (young-old), 25.3% were between 75 and
84 years old, and 6.7% were 85 years or older. Over 55% were refugees and had a primary
education, 89.7% were unemployed, and 58.8% were married. 42.9% of respondents lived in
cities, 32.9% in camps, and 24.2% in villages. Nearly half (47.3%) of older individuals stated
their financial dependence on their families, with over 50% surviving on less than 1,000 ILS
per month. A higher proportion of women (58%) reported earning less than 1,000 ILS monthly
compared to men (44%).

The primary sources of income as reported by older individuals included children (52%),
government (welfare) (19%), retirement (11%), and spouses (11%). A majority of participants
— around 67% — possessed the ability to both read and write. When asked to rate their
computer literacy, 88.3% of the sample rated themselves as poor to very poor, while 55.6%
rated their mobile usage as poor to very poor. Overall, 56.6% of older persons did not use a
mobile, while 23.3% rarely used one.

In this study of older persons, there was a higher proportion of older females, more female
widows (52.9%) than male widows (12.3%), and a higher percentage of females (87.8%)
reported being fully or partially dependent on family members and spouses compared to
males (60.6%). Additionally, females constituted the majority of the 16.6% of participants who
reported living alone. Males were more likely to have completed high school or received
higher education, whereas the majority of females either reported no formal education or had
only finished primary school.

Main Findings
Living Conditions
i. Housing Situation & Conditions

Women were more likely to report not being able to afford housing (67.9% vs. 32.1%),

food, (69.4% vs. 30.6%), and water expenses (68.2% vs. 31.8%) when compared to men

In total, nearly all (95.3%) of participants reported living in houses, of which the majority
(93.4%) owned them. 83.4% of respondents reported living with someone else, either a
spouse or with their children. Among those living with family, almost 40% lived in households
with five members or more.

Our findings also showed that around 26% of respondents could not afford to pay for housing.
Older persons with low income (< 2,000 ILS), those who were single or widowed, those who
were unemployed, those who were financially dependent, and those living in villages were
more likely to be among this percentage.
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In addition, 75.5% of respondents reported their house is intact with no damages and 23.1%
stated they have slightly or partially damaged houses. A greater proportion of older individuals
who indicated residing in slightly or partially damaged houses are Gaza residents, have an
income < 2,000 ILS per month, live in camps, are unemployed, are financially dependent on
family members, and face difficulties in affording housing.

When participants were asked if their homes, toilets, and furniture were equipped to meet the
needs of older persons, at least 40% of them reported that each of the three variables were
either somewhat equipped or not equipped at all, as shown in Table 1 below.

Table 1: Distribution of older persons’ responses regarding the equipped status of
their house, toilet, and furniture to meet their needs

Equipped to Somewhat equipped to Not equipped

meet needs meet needs at all

50.6% 35.1% 14.3%
57.8% 32.6% 9.6%
52.8% 38.0% 9.2%

The table below shows more housing troubles and challenges participants reported facing
when they were asked if any of the below statements apply to them.

Table 2: Reported housing troubles and challenges among respondents

1.7% Home is far

15.2% Not enough space at home
19.4% Live far away from healthcare facilities
4.1% Cannot access home easily
17.2% Home needs minor repairs

9.9% Home needs major repairs

12



ii. Access to Basic Needs

Almost a quarter of respondents reported that they could not afford to pay for food and clean
drinking water, and more than one in ten older persons reported not being able to afford
critically needed hygiene items, as shown in Figure 3 below. Participants reported the most
common sources of food in the past seven days were their own cash (47.2%), family and
friends (28.3%), international/local organizations (10.6%), and children (8.6%).

Figure 3: Affordability for food, water, and hygiene

24.3 23.3% I 13.3%

Cannot afford Cannot afford clean Cannot afford critically
to pay for food drinking water needed hygiene items

In the comparison between the Gaza Strip and the West Bank, older individuals residing in the
West Bank were more inclined to report challenges in affording housing and food compared to
their counterparts in the Gaza Strip. Those who were unable to afford housing, food, water,
and needed hygiene items were typically unemployed and had low incomes. Additionally,
older persons with lower levels of education, those who lived in villages or camps, those who
were financially dependent, and those who were single or widowed were reportedly less likely
to afford food and clean drinking water.

Participants were asked about the duration and means of transportation to reach a local
supermarket. Around 32% of older persons stated they cannot access local supermarkets,
while 61.3% mentioned it takes them up to an hour to get to one. Among those who can travel
to the supermarket, 26.4% went by foot, 31.1% by public transportation, and 13.3% by car.

Health Status

i. Functionality

Figure 4 highlights the results of the functionality test
taken by our sample of older persons. Overall, 29.7%  able to stand
of respondents were able to stand independently e
using their hands, 27.5% were able to stand without P
using their hands and stabilize independently, 19%
needed moderate or a lot of assistance to stand, and
23.8% needed minimal aid to stand or were able to
stand using their hands after several tries.

Figure 4: Functionality test among
sample
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older persons (65-74 years). Similarly, individuals with a chronic illness appeared to face more
difficulty in standing up compared to those without a chronic disease. Furthermore, male older
persons exhibited a higher likelihood of standing without using their hands and stabilizing
independently compared to female older persons.

ii. Mental Health Figure 5: Self-rated mental well-being

Older persons were asked to self-rate their overall Poor/Very Poor
mental well-being. Participants overall reported 6.7%
high levels of mental well-being, with around 78%
either reporting it ‘good’ (43.3%) or ‘excellent’

(34.8%), as shown in Figure 5. Good

43.3% Excellent

34.8%
Participants who were more likely to report poor or

very poor mental well-being were those of
advanced age, residing in villages, refugees,
single, divorced, unemployed, illiterate, and with

lower income levels. Fair
15.2%

iii. Chronic llinesses

Our findings reveal a very high proportion (81.4%) of older persons surveyed in this study had
at least one chronic illness, and 62.6% regularly received care for their condition. Among the
most prevalent chronic illnesses among the respondents were hypertension (62.4%), diabetes
(47.7%), and bone disease (31.6%), as shown in Figure 6. Our findings indicate women,
individuals with lower levels of education, and residents of the Gaza Strip were more likely to
report the presence of chronic diseases. In addition, individuals with chronic diseases tended
to be younger members of the older population, as opposed to those who were more
advanced in age. The place of residence was significantly associated with the presence of
chronic diseases, as individuals residing in camps and villages were more likely to report
having at least one chronic disease, and the majority reported having two or more chronic
diseases.

Figure 6: Chronic iliness prevalence among respondents
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iv. Disabilities

When assessing the respondents' hearing abilities, 43.5% showed difficulties hearing even if

they wore a hearing aid. When classified by age, we found that in the 65 to 74 years age
group, the majority (65.4%) reported no difficulty in hearing, and a very low percentage

reported a lot of difficulty (4.2%). In the 75 to 84-year-old age group, the percentage reporting

some difficulty increased significantly (49.3%), with a notable percentage reporting a lot of

difficulty (11.3%). For individuals aged 85 and older, the percentage reporting some difficulty

remained high (45.1%), and the percentage reporting ‘a lot of difficulty’ increased further
(25.4%). This is shown in Figure 7 below.

Figure 7: Difficulty hearing even if using hearing aid
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When assessing eyesight, we found that 63.6% had difficulties seeing even if they wore
glasses. When classified by age, slightly more than half of the 65 to 74 years age group
reported some difficulty in seeing (51.1%), as shown in Figure 8 below. 37.6% reported no
difficulty, and a very low percentage (0.8%) reported being unable to see at all. In the 75 to
84-year-old age group, similar patterns were observed, with more than half reporting some
difficulty (51.1%), a higher percentage reporting a lot of difficulty (17.7%), and a decreased

percentage reporting no difficulty (29%). For individuals aged 85 and older, there was a lower

percentage reporting a lot of difficulty (14.1%), and there was an increase in the percentage
reporting an inability to see at all (4.2%).

Figure 8: Difficulty seeing even if wearing glasses
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When assessing walking/climbing abilities, we found that 72.5% had difficulties walking and
climbing stairs. When classified by age, 45.1% of respondents reported some difficulty walking
and climbing stairs in the 65 to 74 years age group, while a significant portion (25.8%)
reported a lot of difficulty in walking or climbing stairs. In the 75 to 84-year-old age group,
there was a notable increase in the percentage reporting a lot of difficulty (40.2%), with a
decrease in those reporting no difficulty (11.7%). For individuals aged 85 and older, the
percentage facing some difficulty decreased compared to the other age groups, the
percentage reporting a lot of difficulty increased (36.6%), and a substantial portion (22.5%)
reported being unable to walk or climb stairs at all, as shown in Figure 9.

Figure 9: Difficulty walking/climbing stairs
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This data suggests an overall increase in difficulties — and therefore disabilities — with
advancing age for all three variables, with the oldest age group experiencing the highest levels
of difficulty. This is marked by the rise in the percentage of individuals reporting 'a lot of
difficulty’ in the two older age groups compared to the youngest, and the notably higher
percentage of those who 'can't at all' in the 85+ age group compared to the 65-74 years group.
Additionally, a drastic decrease was noted in the 'no difficulty' percentages with age for all.
Overall, older people are more likely to report 'a lot of difficulty' with advanced age.

Almost 40% (39.4%) of older persons in this study reported using assistive devices. The most
used assistive devices by participants were walking sticks, crutches, wheelchairs, eyeglasses,
and hearing aids.

It is widely recognized that the number of functional difficulties experienced by older people
increases with age. This suggests the need for assistive devices also increases with age, and
older people frequently have multiple challenges and complex needs, requiring access to the
devices they may need. Unfortunately, older persons in the oPt face many challenges in
accessing these devices. Our findings show that among the approximate 13% who needed a
device and did not have one, around 10% reported it is because they could not afford it.
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v. Cognitive/Communication Abilities

Our data reports some cognitive and communication disabilities among the older population.
Among the total sample, the majority (79.3%) reported no difficulties in communication (ex.
understanding or being understood), while 19.9% reported some or a lot of difficulties. 40.3%
of respondents reported having at least some difficulty with their memory or concentration.
24.8% stated their memory had somewhat been preventing them from carrying on with their
daily activities, while approximately 10% stated their memory had been affecting them quite a
lot or completely, as shown in Figure 10.

According to further in-depth analysis, Figure 10: Impact of memory problems on
women reported having significantly more daily activities

difficulty in walking, climbing stairs, and

concentration than males. Substantial 20.0% 44.1%

variations in the prevalence of disabilities 40.0%

were also identified between the Gaza Strip 30.0%

and the West Bank. =

20.0%
Individuals who reported having a chronic 10.0% 8.1%

disease exhibited significantly greater
challenges in terms of eyesight, climbing
stairs, and walking. Those who reported G &
being unable to afford healthcare services in *
the past 6 months were also more likely to

experience difficulties in disabilities, including issues related to eyesight, hearing, walking, and
climbing stairs.

0.0%

vi. Access to Healthcare

Access to formal health services and care and support that are coordinated and integrated
(providing a continuum of care) is critical for older people as their health needs become more
complex and their need for support with daily tasks simultaneously grows.

Due to the daily challenges faced by older individuals in the oPt, some of the major issues
they experienced were transportation, affordability of healthcare services, and physical
restrictions. Almost 40% (37.6%) of respondents reported that it was somewhat or very difficult
for them to find transportation to healthcare facilities, and half (49.9%) stated that it was a little
or very difficult for them to pay for healthcare in the past six months. Over a fifth of the sample
(21.4%) could not access healthcare services due to physical restrictions.

In-depth analyses stratified by age and gender showed that females were more likely to report
physical restrictions in accessing healthcare services than men (24.3% vs. 17.3%). Likewise,
older adults aged 75-84 years and 85+ years reported physical restrictions in accessing
healthcare more often than older adults in the 65-74 years age group (23.3% vs. 21.1% vs.
20.7%). In terms of financial means, females were more likely to report difficulty in paying for

healthcare compared to males in the past six months (11.9% vs. 5.0%). 1
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Figure 11: Access to healthcare services
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In terms of medications, 80.2% of respondents were on regular medications for their chronic
illnesses, with 77.2% having had access to these medications in the last six months. Just over
60% reported they often or always were able to afford medications in the past six months
(Figure 12), with females having more difficulty in access and affordability of medications than

males.

Our findings show that overall older persons
were generally happy with the quality of the
services provided to them, with over 60% rating
the quality of services at the hospitals and clinics
they went to as ‘good’ or ‘excellent’ (Figure 13).

Similarly, 65.1% and 71% of participants stated
they were satisfied with the services they
received at health facilities and with
communication with health staff, respectively. On
the other hand, 27% of participants reported that
the health facilities they attended were not
properly equipped to meet the needs of older
people (e.g., elevators, wheelchair accessibility).

Figure 12: Affordability of medications
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Figure 13: Quality of service ratings
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In Palestine, and particularly in this study, it is evident that the inadequacy of the health
system and the lack of any formal system for the provision of care and support means that
the responsibility for older people's health and care needs often rests with family and
community members. These caregivers are often unrecognized, undervalued, unpaid, and
under-supported. The cost of this responsibility for families could be acute in financial terms
but also about the caregivers' own health and emotional well-being. This could have an
impact on the quality of care provided. Older females are particularly affected, taking on the
caregiving responsibility for spouses, other family members, and peers while often needing
care themselves.

Our data supports the call for increased access to health and care services and

support that are better targeted at the needs of older people

vii. Functional Independence

When respondents were asked about their mobility and ability to move around freely, only
41.5% reported being able to go anywhere they wanted independently, and 15.6% reported
only being able to move around in the house independently. In general, women were more
likely to be bedridden compared to men, while men were more likely to move around
independently compared to women. Over 65% of respondents reported needing assistance,
at least occasionally, from others to carry out their regular daily activities, while around 20%
reported poor to very poor ability to conduct their usual daily activities by themselves in the
last three months (Table 3).

Table 3: Self-reported abiliity to conduct daily and work activities

7.2% 12.2% 26.7% 37.2% 16.7%

12.7% 17.2% 27.5% 30.9% 11.7%

Figure 14: Need of support with daily

o
Overall, 32.4% of older persons reported activities or basic needs

always requiring support with their usual daily
activities, while 33.7% reported sometimes Always
needing support, as shown in Figure 14. SHALE

Not at all
33.9%

viii. Self-care

Considering the circumstances older persons
face in the oPt, 43.5% reported regularly
taking care of their health. However, 23.8%
reported not taking care of their health enough

Sometimes
or at all. 33.7%
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In-depth analyses reveal that there were no differences in gender regarding self-care among
this sample of older persons, suggesting that individuals of all genders were equally engaged
in taking care of their well-being. However, older people in rural communities appeared to be
less engaged with self-care than those living in urban areas, particularly those residing in
camps who did not adequately take care of their health compared to those living in cities.
Additionally, individuals in older age groups, those with lower income, those facing barriers to
healthcare services, those with more than one chronic iliness, and those with lower levels of
social support were more likely to report neglecting their health entirely or feeling they did not
take care of their health enough. Older people who were able to meet their basic needs were
more likely to engage in self-care than those who were unable, as well as those with higher
levels of education.

Similarly, participants were asked about their perception of who was primarily responsible for
their health. Around 46% of older persons believed that they themselves were responsible,
while around 13% believed solely their family held this responsibility. 38.6% believed both
their family and themselves shared the responsibility, and 2.3% believed health services were
responsible. Common actions taken by older persons to maintain their health included taking
medications, eating healthy, attending regular checkups, and engaging in moderate levels of
physical activity.

Safety and Emotional Well-being

i. Support Network & Relationships

Older people in Palestine seem to maintain close connections with their families and have a
stable and strong support network. 64.1% of the sample reported regularly seeing friends or
family every month, while only 13.3% reported rarely or never seeing friends or family.

When assistance was required, 66.7% of participants reported they could easily access help,
while 30.7% indicated they had limited access to assistance when needed. Those who were
married and living with their spouse or children were more likely to get help when they
needed it compared to those living alone and divorced or widowed.

This study unveiled family members as the primary source of support for this sample of older
persons. In total, 79.8% of participants were cared for by family members at home when they
needed assistance, 41% relied on other family members or relatives (not residing with them)
to take care of their needs, and 6-9% reported receiving help from friends, neighbors, or
caregivers when needed. The maijority of respondents (63.4%) reported never feeling neglect
from family members (Figure 15).

An analysis of the age of respondents showed the youngest and oldest people in the sample
were least likely to be able to access support when needed. This trend may stem from a
prevailing perception among family and community members that those in the younger age
group do not yet need support, or that they should be able to take care of themselves. For
those in the oldest age group who face challenges in accessing support, this can be attributed

to their isolation and invisibility within their communities.
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The concerning aspect lies in the heightened Figure 15: Feelings of neglect from
necessity for support among the oldest family members
individuals, emphasizing the urgency of
addressing the insufficient support available to
this population group.

Rarely
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influences the extent to which older people can Sometimes
access support when they need it, showing 14.9%
those with higher incomes able to access

support much easier than those with lower

incomes.

Never

0,
Often 63.4%

2.9%

In addition, our findings revealed that geographical location plays a role in social support, as
individuals living in cities were more likely to access support compared to those in camps and
villages. Moreover, there was a notable difference in the availability of support based on the
level of education, with individuals having higher levels of education being more capable of
accessing support compared to those with lower levels of education.

The data on access to support closely aligns with the findings related to access to health
services when analyzed across different demographic factors. It suggests that older
individuals who struggle to access formal health services also face challenges in obtaining
support from family and friends. This presents a significant challenge in meeting the needs of
certain groups of older people.

ii. Harm & Abuse

Older persons constitute a vulnerable demographic often subjected to various forms of abuse
within family, community, medical, and institutional contexts. In this study, only 2% and 10.9%
of older individuals reported being physically and verbally abused by a family member in the
past six months, respectively. Additionally, 15.4% of older persons reported experiencing age
discrimination from healthcare staff at the facilities they visit. Older females were more prone
to reporting abuse compared to older males.

iii. Experiences with Conflict & Political Instability

Raids and exposure to violence are also high risks that the older population faces in
Palestine. When asked if participants had been exposed to raids and violence by the Israeli
occupation, 12.7% of older persons reported they had been impacted by raids, and 23%
reported they had been exposed to some kind of violence. In addition, 2.9% of participants
reported they had experienced eviction or threat of eviction from their home by Israeli forces
in the past six months.
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Quality of Life

For the assessment of QOL, we first will present the findings for the two global questions of
the first two questions of the WHOQOL-BREF assessment that will be reported separately.
The first item of the WHOQOL-BREF assessment reveals a positive outlook on the overall
quality of life among older individuals. In the first item of the WHOQOL-BREF scale,
respondents mainly fell within the 'acceptable' and 'good to very good' categories when self-
reporting their quality of life. This suggests that a significant portion of the older population
perceive their life quality favorably.

Most respondents were split between the 'acceptable' and 'good to very good' categories
when self-reporting their quality of life. More than 30% of those in the Gaza Strip and more
than half of those in the West Bank self-reported their quality of life as "good to very good",
and only a small portion — around 21% for Gaza Strip and 11% for the West Bank — self-
reported their QOL as poor to very poor (Figure 16).

Figure 16: WHOQOL-BREF Item 1: Self-rated QOL

Gaza Strip I West Bank
60.0%

51.4%

50.0% 45.2%

40.0% 37.5%
34.0%

30.0%

20.8%
20.0%

11.1%
- -
0.0%

Poor/Very Poor Acceptable Good/Very Good

In terms of satisfaction with health, the majority of respondents across both regions reported
being satisfied to very satisfied on the second item of the WHOQOL-BREF scale, suggesting
a generally positive perception of health satisfaction among older individuals. Notably, a
higher percentage of individuals in the Gaza Strip (60.6%) expressed satisfaction with health
compared to those in the WB (54.3%) (Figure 17), even though living conditions and quality of
life in the Gaza Strip are arguably less favorable due to the region's 16-year siege and
experience with violence and wars.

This raises questions as to whether individuals in the Gaza Strip have more access to
healthcare than those in the West Bank. It might be that this is due to the Gaza Strip having
more health initiatives due to its long history of conflict and therefore of international aid
services. People may also have substandard perceptions of health and overall well-being in
the Gaza Strip, also due to the region's history of conflict and carnage.
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Figure 17: WHOQOL-BREF Item 2: Satisfaction with health
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Table 3 presents the mean transformed scores of the four domains of the WHOQOL-BREF
among the sample of older persons, in which a higher score of a domain indicated higher
levels of QOL in each of these domains. The mean score for the social health domain was
the highest (52.1 £ 12.3) among all four domains of WHOQOL-BREF whereas the physical
domain had the lowest (48.5 £ 11.5) mean score among all four domains of the WHOQOL-
BREF.

Table 3: Mean QOL scores for four domains of WHOQOL-BREF

QOL Scores (Mean * SD)

Physical 48.5+11.5
Psychological 51.7 £10.3
Social 52.2+12.3
Environment 50.0£9.8

This study found that younger older persons (aged 65-74 years) generally reported higher
perceived quality of life (QOL) scores compared to those aged 75 years and older,
particularly in the first two items of the WHOQOL-BREF (overall QOL and satisfaction with
health) and the physical domain of the WHOQOL-BREF. Participants who were older in age,
illiterate, had lower levels of education, were widowed or divorced, had low income, had
limited access to healthcare services, and faced challenges affording healthcare or
medications consistently reported significantly lower QOL across nearly all attributes of the
WHOQOL-BREF, including overall QOL, satisfaction with health, and the physical and
psychological health domains. Similarly, older persons living in camps reported lower levels
of QOL across all domains of the WHOQOL-BREF, including overall QOL and satisfaction
with health.
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Looking at gender differences, our findings show men reported higher scores in overall
quality of life and satisfaction of health than women. Similarly, men had higher scores in all
domains of the WHOQOL-BREF compared to women. In terms of education levels, older
persons who have a primary education or less, or did not learn at all had significantly lower
QOL in almost all attributes of the WHOQOL-BREF.

Current study findings showed that employed or self-employed participants. had better QOL
in three domains (physical, psychological, and social) of the WHOQOL-BREF, reported better
overall QOL, and more satisfaction with health than unemployed participants.

Older persons with chronic diseases, at least one disability (impairment in eyesight, hearing,
walking, communicating, memory/concentration), and restrictions in mobility have
compromised overall QOL, satisfaction of health, and lower levels of QOL in all four domains
of the WHOQOL-BREF. Moreover, those living in villages and camps, those who report
compromised activities of daily living and work capacity, lack transportation to healthcare
services, and lack self-care have lower levels of overall QOL and satisfaction of health in the
first two items of the WHOQOL-BREF.

Impairments in eyesight, hearing, walking, and communication, as well as restrictions in
mobility, physical barriers to accessing healthcare services, lack of support with basic needs
and mobility, and inability to conduct activities of daily living were all identified as significant
factors in the physical domain of the WHOQOL-BREF. We observed that older participants,
women, those who are illiterate, living alone, unemployed, and residents of the West Bank
with limited support for daily activities and needs were more likely to have at least one
disability, potentially leading to lower scores in the physical health domain of the WHOQOL-
BREF.

Our findings also revealed that individuals living alone exhibited the lowest level of QOL in
the social health domain compared to older persons living with family members or a spouse.
Lower scores in the social health domain were more prevalent among women, unmarried or
widowed individuals, the unemployed, those with lower education levels or illiteracy,
individuals living alone, those who seldom or never interact with friends or family, those
experiencing difficulties in sight, hearing, concentration, and communication, individuals with
mobility restrictions, those residing far from social connections, those reporting feelings of
neglect from family during the past 6 months, and those experiencing very poor mental well-
being.

Furthermore, our findings revealed that besides older age and gender, factors such as lower
education level, geographical location (camp and village vs. city), low income,
unemployment, living alone, and literacy status had a statistically significant effect on the
psychological health domain of WHOQOL-BREF regarding perceived QOL among our
sample of older persons.
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It was found that older persons with at least one chronic disease, at least one disability,
impairments in sight, hearing, communication, concentration/memory, or walking, poor
mental well-being, restrictions in movement, inability to conduct daily activities independently,
limited social support, feelings of neglect from family, difficulty accessing help, lack of access
to healthcare services or medication, and financial constraints tended to have lower levels of
QOL on the psychological health domain. Similarly, those who have been exposed to
violence due to the political situation or have experienced abuse by family members also
scored the lowest on the psychological health domain of the WHOQOL-BREF.

Recommendations
Strategic Aspect

Ministry of Health, local and international NGOs, and service providers should collaborate
to design specialized health and care services tailored to the needs of marginalized older
individuals in specific local contexts. These initiatives should prioritize inclusivity and
sensitivity to the diverse needs and preferences of older people.

Ministry of Health, local and international NGOs, and service providers should invest in
the enhancement of long-term care systems and health infrastructure to deliver
comprehensive, person-centered care for older individuals, focusing efforts on the most
vulnerable older population to ensure equitable access to quality services.

Ministry of Health and other stakeholders should adopt a comprehensive, multi-sectoral
approach to healthy ageing that emphasizes functional ability and overall well-being
beyond disease management, including implementing initiatives that empower older
individuals to maintain their independence and quality of life.

Ministry of Health and other service providers should develop gender-sensitive healthcare
services that address the unique needs and concerns of older women and men, and
allocate resources to address the specific health challenges faced by older women and
prioritize their inclusion in interventions targeting older populations.

Ministry of Health, local and international organizations, and other stakeholders should
ensure data collected on older people’s health and care is fully disaggregated by age,
sex, disability, socioeconomic status, and location in order to provide a strengthened
evidence base and enable greater targeting of services and interventions.

Organizations should actively monitor the implementation of initiatives aimed at improving
the well-being of older individuals. Regular follow-up and evaluation are essential to
ensure that older individuals’ priorities are effectively addressed and their quality of life is
enhanced.

Establish a comprehensive national program focused on addressing the challenges faced
by older persons in both the Gaza Strip and the West Bank. This program should be
designed to cater to the specific needs of older individuals and promote their overall
welfare and inclusion.

Promote collaboration among the Ministry of Health, local civil society organizations, and
international agencies to address the diverse needs of older persons. By uniting efforts,
stakeholders can maximize resources and deliver more impactful interventions.
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Ensure the protection of older people’s rights across multiple sectors:

- Right to social security, retirement, health insurance, and workers allocation

- The right to easily access healthcare services

- Right to obtain work opportunities, community participation

- Right of nondiscrimination in terms of age and gender

Establish a unified database for older individuals in Palestine to gather detailed
information on their conditions, which will aid in planning, care, and service delivery
across various sectors.

Legal Aspect

Governments should prioritize the establishment of laws specifically addressing the rights
and needs of older people, and adequate funding should be allocated to ensure the
effective implementation of these laws.

Encourage the formation of advocacy groups or organizations dedicated to protecting the
rights of the older population. These bodies should serve as voices for older individuals in
public discourse and engage with decision-makers to address their concerns.

Launch awareness campaigns about the rights and entitiements of the older population.
These campaigns should target both older persons themselves and the wider community
to foster understanding and support.

Governments should strengthen legal frameworks to safeguard older individuals from
abuse, neglect, and exploitation. This involves establishing clear laws, policies, and
reporting mechanisms to address instances of elder abuse effectively, along with
educational campaigns to raise awareness about these issues.

Educational Aspect

Conduct community-based awareness campaigns on respecting the rights of the older
population, combat discrimination based on age, exclusion, and marginalization, and
change the negative perception and stigmatization of shelters and care.

Conduct awareness campaigns among the older population to encourage them to
understand their rights and report abuse, particularly cases of domestic violence.
Encourage community members to participate in local decision-making processes to
address issues related to basic needs of the older population.

Collaborate with local agencies to implement and enforce regulations related to housing
standards and improving access to clean water.

Collaborate with governmental, international, and local organizations to offer financial aid
for housing and access to clean water among low-income older individuals, especially
targeting those who are unemployed, who live in camps or villages, and who have low
income.

Local authorities should enhance public transportation and infrastructure to accommodate
the needs of older individuals, taking into account the mobility difficulties they may
encounter. This includes ensuring accessible public transportation, creating pedestrian-
friendly spaces, and developing age-appropriate housing designs.

Establish community-based organizations to advocate for the rights and needs of the

older population.
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Advocate for increased government funding and policies that specifically address the
needs of marginalized older populations.

Government should encourage and support lifelong learning opportunities for older
individuals, including access to formal and informal education. This can enhance
cognitive abilities, foster personal development, and contribute to the continued
engagement of older adults in various aspects of life.

Social and Service Aspect

Develop and implement policies that protect families both economically and socially,
ensuring comprehensive care for the older population.

Expand services provided to the older population to include long-term care and
rehabilitation.

Build the capacities of healthcare providers, monitor and control discrimination and
violence against individuals, and track the current and emerging needs of the older
population.

Foster community engagement and involvement.

Adopt and implement a home care policy for the older population, especially for those
who are vulnerable and those living in underserved areas.

Promote active ageing and work to develop and implement integration policies for the
older population.

Health Aspect

Tailor healthcare services to meet the specific needs of older people, including providing
medications and assistive products tailored to common health conditions in older age.
More attention needs to be given to individuals in advanced age groups, focusing on their
access to and affordability of healthcare services and medications.

Health care services must be accessible to older people and mobile clinic services should
be provided for those who face difficulty reaching traditional healthcare facilities,
especially those in remote areas like camps and villages.

Advocate for amendments to health laws to integrate provisions specifically addressing
the healthcare needs and rights of the older population.

Provide free health insurance for the older population, along with the provision of
complementary medications and medical/assistive devices.

Provide comprehensive mental and psychological healthcare services free of charge.
Provide psychological and social support services for older individuals who have
experienced violence or abuse.

Develop and strengthen long-term care systems and support services targeting
marginalized older individuals, taking into account their diverse needs and preferences.
Government should recognize, train, and support family and community caregivers to
ensure quality care for the older population while safeguarding their well-being.
Ministries of Health, social welfare, and other service providers should empower older
individuals to engage in self-care by offering gender-sensitive information and education.
This support enables older people to make lifestyle changes conducive to healthy ageing

and enhances their ability to manage their own well-being effectively.
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« With support from the government, civil society organizations should establish
community-level mechanisms, such as Older People’s Associations and healthy ageing
clubs, to provide older individuals with information and support for maintaining their health
and well-being.

« Ministry of Health, civil society organizations and other stakeholders should take into
account local context and older people’s preferences when developing interventions to
support self-care.

- Research institutions should undertake further research to better understand older
people’s self-care capabilities and the factors influencing their actions.

- The government should work towards guaranteeing affordable access to medications and
healthcare services for older individuals. This could involve measures such as negotiating
lower drug prices, subsidizing essential medications, and broadening health coverage to
cater to the unique healthcare requirements of the ageing population.

- More research is needed on the availability and accessibility of health and care services
and support for older people, including the extent to which older women and men have
access to the medicines and products they need.

Economic Aspect
- Ensure older individuals receive pensions and financial assistance.
- Implement social security laws and initiatives to promote financial independence among
the older population.

Other Recommendations

« Governments and community organizations should implement initiatives that promote
social inclusion and community engagement for older adults. This can include creating
community centers, organizing social activities, and fostering intergenerational
connections to combat social isolation, promote mental well-being, and improve quality of
life.

- Governments and businesses should develop and implement age-inclusive policies in the
workplace, addressing issues such as age discrimination, flexible work arrangements,
and lifelong learning opportunities. This will contribute to the active participation of older
individuals in the workforce and their economic well-being.

. Governments, research institutions, and industry stakeholders should invest in research
and innovation focused on ageing-related issues. This includes studies on geriatric
medicine, age-related diseases, and the development of technologies that enhance the
quality of life for older individuals.
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