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Background: This study aimed to determine the profile of morbidity among elderly registered at home health 
care service in the Armed Forces Hospital of Southern Region, Kingdom of Saudi Arabia. Materials and Methods: 
A retrospective study was conducted (over a period of 6 months during year 2011) and data was collected by 
reviewing of medical records of all elderly patients of elderly. Results: The total number of elderly ≥ 60 years were 
880. The most prevalent morbidity is hypertension (59.1%) followed by diabetes mellitus (57.3%), stroke (34.9%), 
dementia (28.5%), osteoarthritis (24.2%) and Alzheimer (21.4%). Females are at higher risks of having many types 
elderly diseases compared to males. The highest risk was for obesity (OR = 9.1; 95% CI = 3.51‑ 12.8), followed by 
osteoporosis (OR = 8.7; 95% CI = 15.10 – 9.13) and fracture neck femur (OR = 3.9; 95  CI = 2.11 – 6.91). In addition, 
females were also at higher risks of having Osteoarthritis and thyroid disorder. On the other hand, males are more 
susceptible to hypertension (OR = 1.4; 95 % CI = 1.07 – 1.85), stroke (OR = 1.3; 95 % CI = 1.08 – 1.89) and renal 
diseases (OR = 2.4; 95% CI = 1.25 – 4.54). Conclusion: It is concluded that there is a great need for preventive, 
curative and rehabilitative program in order to introduce high quality of health care services to elderly.
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INTRODUCTION

Home care has grown into a vital source of  health care, 
especially for elderly, who represent the highest percent 
of  recipients. In recent years, there has been a dramatic 
increase in the number of  older persons worldwide[1] and 
more old people are alive nowadays than at any time in 
history.[2] The proportion of  the population aged 60 and 
over, is also growing each year. By the year 2025, the world 
will host 1.2 billion people aged 60 and over and rising to 
1.9 billion in 2050.[3] In Saudi Arabia, elderly account for 
3.5% of  the total population.[4]

The risk of  having chronic diseases rises as the proportion 
of  elderly people increases. Chronic diseases cause medical, 
social and psychological problems that limit the activities 
of  elderly people in the community.[5,6]

Assessment of  the morbidity profile will help in the 
application of  interventions, to improve the health status 
and the quality of  life of  the elderly. Yet there is little or no 
baseline information on the prevalence of  chronic disease 
in this population.[7] The lack of  such information on health 
trends can inhibit accurate predictions for future health 
care needs in this age group. Therefore it is necessity to 
obtain correct and up‑to‑date data to plan health services 
for the elderly.[8,9]

The importance of  early surveillance of  the health needs 
of  elderly people has been emphasized.[9]

The objective of  this study is to evaluate the morbidity 
profile among the elderly patients attending home care 
health services in the Armed Forces Hospital in southern 
region of  Saudi Arabia.

MATERIALS AND METHODS

This is a retrospective descriptive study where data is 
obtained by reviewing the medical records of  all patients 
registered at the home care health service in the Armed 
Forces Hospital in southern region of  Saudi Arabia.
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The present study included the geriatric population of  
60 years and above who are indicated for home health care 
services as the target population. These indications were: 
any elderly who are home bound due to a major operation 
or chronic illness or severely physically disabled or had 
recent car accidents.

The data were collected by physicians in the department of  
home health care service during a study period of  6 months 
of  the year 2011.

The clinical diagnoses of  individual patients were taken 
according to the referring physician reports. The written 
diagnoses were reviewed. All investigations for each patient 
were also reviewed. The total numbers of  co morbidities 
were calculated according to the written diagnoses.

Data entry and analysis were performed using Statistical 
Package for the Social Sciences Program (SPSS) ‑ 16th 
Edition.

The appropriate statistical tests were used accordingly. 
A P value of < 0.05 was considered to be significant

RESULTS

Demographic characteristics
Table  1 portrays demographic characteristics of  elderly 
group  (≥60  years). The age of  elderly ranges from 
60‑104  years with a mean of  77.2  ±  8.9. More than 
half   (59.4%) of  them with age  ≥75  years. Most of  the 
elderly (55.9%) are females.

Morbidity profiles
There is a high level of  co‑morbidity, of  the total elderly 
group 11% had one morbidity and 89% had two or more 
morbidity distributed as following: Two chronic diseases 
experienced by 16.5%, three conditions by 21.8% and four 
or more conditions by 50.7% of  the elderly population. 
The number of  elderly morbid conditions ranged from 1‑7 
diseases with a mean of  3.7 ± 1.7 [Figure 1].

Table 2 illustrates the relationship between the numbers 
of  co‑morbidities and the demographic variables. 
Higher number of  co‑morbidities is observed among 
females compared to males with a statistical significant 
difference (t = 2.8, P = 0.005). Regarding the effect of  age, 
higher mean co‑morbidities is noticed with advancing age 
and a statistical significant difference is present (F = 5.7, 
P  =  0.003) also there is a highly significant direct 
correlation between number of  co‑morbidity and advance 
age (r = 0.120, P = 0.000).

A total of  25 morbidities were reported in this 
study; the most prevalent is hypertension  (59.1%) 
followed by diabetes mellitus  (57.3%), stroke  (34.9%), 
dementia (28.5%), osteoarthritis (24.2%), alzheimer (21.4%), 
osteoporosis (17.2%) and ischemic heart diseases (16.7%). 
Other diseases occurred among 4-8% of  study population 
as arrhythmias, fracture neck femur, diabetic nephropathy, 
obesity, bronchial asthma, chronic renal failure and 
Parkinson’s disease occurred in.

Most of  the morbidities have the same percent in both 
genders. Some diseases show significant (P < 0.005) high 
prevalence among males such as hypertension, stroke 
and renal impairment. Their prevalence among males 
63.7%, 39.4% and 7.0% respectively compared to females 

Table 1: Demographic characteristics of study 
elderly group
Characteristic Study population

N=880
Age No. (%)

60‑64 75 (8.5)
65‑74 282 (32.1)
≥75 523 (59.4)

Age, mean (range) 77.2±8.9 (60‑107)
Gender  No. (%)
Female 492 (55.9)
Male 388 (44.1)

Table 2: Association between demographic 
variables and morbidities among elderly
Characteristic Co‑morbidity N=880 P value
Age Mean±SD F‑test

60‑64 3.1±0.7
65‑74 3.7±0.8 0.003*
≥75 3.8±0.6

Pearson’s correlation r=0.120, P=0.000*
Gender t‑test

Female 3.8±0.7 0.005*
Male 3.5±0.7

*Significant P≤0.05

Figure 1: Percentage of co-morbidity among the elderly group

one morbidity
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55.5%, 34.9% and 3.0% respectively. Diseases of  the 
musculoskeletal system, such as arthritis, osteoporosis 
and fracture neck femur are more significantly prevalent 
among females; also obesity and thyroid disorder are 
more significantly prevalent in females (10.6% and 3.9% 
respectively). Whereas diseases of  the prostate are only 
present among men, it account for 12.2% of  elderly males. 
Depression and cancer were reported among less than 2% 
of  patients [Table 3].

Regarding the complications of  the most prevalent two 
morbidities among the elderly group, the most prevalent 
complication of  hypertension is stroke (41.9%). and the most 
prevalent complication is diabetic nephropathy (12.5%).

The relationship between the most prevalent significant 
morbidities and the gender is tested. Females are at higher 
risks of  having many types elderly diseases compared to 
males. The highest risk was for obesity (OR = 9.1; 95% 
CI = 3.51‑12.8), followed by osteoporosis (OR = 8.7; 95% 
CI = 15.10 – 9.13) and fracture neck femur  (OR = 3.9; 
95% CI  = 2.11  –  6.91). In addition, females were also 
at higher risks of  having Osteoarthritis and thyroid 
disorder. On the other hand, males are more susceptible 
to hypertension  (OR  =  1.4; 95 % CI  =  1.07  –  1.85), 

stroke  (OR  =  1.3; 95 % CI  =  1.08  –  1.89) and renal 
diseases (OR = 2.4; 95 % CI = 1.25 – 4.54).

DISCUSSION

Co‑morbidity is common in elderly persons and is associated 
with more rapid declines in health status and a greater 
likelihood of  disability. Also; high rates of  co‑morbidity 
present a challenge in providing care to elderly.[10,11]

This study demonstrated that the majority of  the elderly 
people in South of  Saudi Arabia had a high numbers of  co 
morbidity. It was observed that average number of  diseases 
per person was 3.7 ± 1.7, this average is a slightly less in a 
study conducted in Jeddah (2.1 ± 1.2).[12] Other studies among 
elderly in North and South India reported the number of  
co morbidity as 2.6 ± 1.4.[13] Our study revealed that 89% of  
elderly had 2 or more co morbidity. This number is much 
less in other studies (ranges from 56 to 65%).[12,14,15]

Over the last twenty years, Saudi Arabia has witnessed major 
socioeconomic development leading to significant changes 
in its standard of  living and lifestyle. The transformation 
of  the society has also resulted in changes in dietary habits 
and related social practices. This has been compounded 

Table 3: Gender‑wise distribution of morbidity conditions among elderly people attending home health 
service, southwest, Saudi Arabia
Disease group Specific condition Male Female Total P value of χ2 test
CVD IHD 18.0 15.7 16.7 0.345

Hypertension 63.7 55.5 59.1 0.014*
Arrhythmias 7.0 8.9 8.1 0.283
DVT 1.8 2.4 2.2 0.520

CNS Dementia 30.4 27.0 28.5 0.270
Alzheimer 21.9 20.9 21.4 0.727
Parkinson’s disease 5.4 3.5 4.3 0.156
Stroke 39.4 27.1 34.9 0.012*

Musculo‑skeletal conditions Rheumatologic conditions 2.3 1.4 1.8 0.323
Osteoarthritis 17.5 29.5 24.2 0.000*
Osteoporosis 4.1 27.4 17.2 0.000*
Fracture neck femur 3.6 12.6 8.6 0.000*
Spondylosis 3.6 3.5 3.5 0.903

Respiratory conditions Bronchial asthma 4.6 4.9 4.8 0.869
Respiratory failure 1.5 1.8 1.7 0.748

Kidney disease Chronic renal failure 5.9 3.9 4.8 0.153
Renal impairment 7.0 3.0 4.8 0.007*
Diabetic nephropathy 8.5 6.5 7.4 0.260

Metabolic diseases Diabetes Mellitus 60.8 54.5 57.3 0.059
Obesity 1.3 10.6 5.6 0.000*

Thyroid diseases Thyroid disorders 1.5 3.9 2.8 0.040*
Eye diseases Cataract 4.6 5.3 5.0 0.272
Cancer Cancer 1.8 1.0 1.4 0.317
Psychiatric disorder Depression 1.3 1.8 1.6 0.525
Prostate disease Benign hyperplasia 12.2 ‑ ‑ ‑
*Significant P≤0.05
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by a lack of  exercise among large segments of  the society. 
These factors and others have contributed to the emergence 
of  life style‑related diseases, including hypertension, 
diabetes mellitus, arthritis and osteoporosis.[16]

In this study hypertension was the most common among 
these morbidities and is also found to be more prevalent 
among males than females this is in agreement with findings 
from other studies  (73.6% and 67.9% among males)[16,17] 
Reported gender differences may result from biological 
differences, but they may be due to other sociodemographic, 
comorbidity, obesity confounding effect. A systematic review 
showed that overall worldwide prevalence of  hypertension, 
however, showed no significant gender difference.[18]

Diabetes is one of  the growing health problems in the 
elderly population in the world and in the Middle East 
region in general and Saudi Arabia in particular.[19‑22] Results 
of  the present study revealed that diabetes mellitus was the 
second common chronic disease (57.3%) diagnosed among 
elderly patients. Al‑Nozha et  al., 2004,[23] in a National 
Community Based Survey in the Saudi Arabia found that 
the prevalence of  diabetes among elderly population aged 
60‑70 years was 36.5 % and other 14.9 % showed impaired 
glucose tolerance. The higher figures obtained from the 
present study may be because the age of  elderly in present 
study ranged from 60‑107 years and not just elderly 60‑70 
and as it is known there is an increase in the rates of  
diabetes with advanced age, or the difference could be due 
to that the present study conducted among elderly patients 
not among the general elderly population.

The diabetic foot is still a common health problem 
which affects the patient’s quality of  life, especially after 
amputation. The prevalence of  diabetic foot among 
attending diabetic patients in this study was 6.2%. Other 
studies showed that the prevalence ranges from 4% to 10% 
in different countries.[24‑27]

Among Saudi diabetic patients, the prevalence of  
retinopathy is 31% after a mean duration of  diabetes 
greater than 10  years.[28] our study shows so much less 
prevalence among diabetic elderly  (1.7%). This low 
prevalence may be attributed to that not all diabetic patient 
were undergone fundscopy. However, to date no study has 
examined screening strategies for diabetic retinopathy in 
Saudi patients.

Diseases of  the musculoskeletal system, arthritis and 
osteoporosis, ranked as the fourth  (29.5%) and the 
fifth  (27.4%) most prevalent diseases among elderly 
females, and this difference is found to be statistically highly 
significant. This might be due to the post‑menopausal 
osteoporotic changes among females. A study by Jain[29] 

and Padda[13] had reported higher percent of  arthritis 
among females 54.2% and 60.1% respectively. A  study 
by Moharana found that, 37.0% of  females were having 
osteoarthritis.[30]

Results of  the current study showed that IHD was more 
encountered among males compared to females and 16.7% 
of  elderly had these diseases. Results from the National 
Community Based Survey in the Saudi Arabia revealed that 
male gender was a risk factor of  IHD and the prevalence 
among elderly aged 60‑70 years was lower (9.3 %).[31] This 
difference may be due to differences in the age group or 
the type of  the target population.

Present results showed that 28.5% of  elderly had 
dementia and 21.4 of  them had Al Zheimer disease which 
coincides with the percentage reported among elderly in 
Jeddah (25.6%).[12] Other international studies[32,33] showed 
less prevalence (10.3% and 13% respectively). These results 
suggest that Alzheimer’s disease is a common condition 
and that its public health impact will continue to increase 
with increasing longevity of  the population.

Several studies of  the dementia and Alzheimer’s disease 
have found no significant difference by gender.[34‑36] Our 
study also supports this finding.

Several studies of  obesity in Saudi Arabia have indicated a 
significantly higher prevalence of  obesity among females 
than among males.[37‑39] Our study showed similar results.

The prevalence of  depression among elderly in our study 
was 1.6%. Other study showed a higher prevalence (4.6%).[40] 
However, both prevalence cannot be directly compared 
due to the difference of  the study design and target 
population. Furthermore, our data were collected largely 
based on medical records, whereas the previous study 
employed ‘Diagnostic Manual of  Mental Disorders, fourth 
edition  (DSM‑IV)’ for assessing depression. So, further 
studies are necessary to clarify this issue.

CONCLUSION

This study revealed that elderly attending home care 
facilities in southern region were suffering from many 
chronic disorders. Such common co‑morbidities need 
preventive, curative and rehabilitative program in 
improving the quality of  life among elderly patients in 
home care setting.
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