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Abstract: 

Objective: To assess and understand the health problems and diseases associated with geriatric individuals in the 

Saudi Arabian elderly population. 

Methods: This research will employ a cross-sectional study design. A cross-sectional approach is suitable for 

investigating the prevalence of health problems and diseases in the geriatric population of Saudi Arabia at a specific 

point in time, providing valuable insights into the current health status of this demographic. 

Results: The study included 493 participants. The most frequent weight among them was 66-75 kg (n= 126, 25.6%) 

followed by 51-65 kg (n= 117, 23.7%). The most frequent height among study participants was 11.61-1.70 m (n= 176, 

35.7%) followed by 1.51-1.60 m (n= 156, 31.6%). The most frequent body mass index value among study participants 

was 25-29.9 kg/m2 (n= 190, 38.5%) followed by 18.5-24.9 kg/m2 (n= 129, 26.2%). Participants were asked if they 

lived alone or with their children. The most frequent said with children (n= 350, 71%), followed by independent (n= 

143, 29%). Participants were asked about a number of medications. The most frequent was don’t take any medication 

(n=186,37.7%), followed by 2-3 times a week (n=106, 21.5%). 

Conclusion: Study results showed that most of the study participants are overweight according to their BMI. They 

most commonly lived with their children. They are non-smokers. Their physical activity is low. In addition, most of 

the study participants had good social connections. 
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INTRODUCTION: 

Rising life expectancy is one of the most visible 

societal effects of rising incomes. There will be more 

adults 65 and over than there are children under 14 by 

the year 2050 [1]. Huge proportions of the world's 

elderly reside in poor nations where access to 

healthcare is uneven. Furthermore, health in old age is 

linked to health in younger years, from conception to 

death. Intrauterine growth retardation for example 

raises the risk of disorders of the cardiovascular 

system and diabetes in later life [1]. The increased risk 

of acquiring diabetes, cardiovascular disease, cancer, 

respiratory and musculoskeletal issues in childhood 

obesity persists throughout adulthood and into old age. 

Rapidly growing nations with galloping economies are 

encountering both extremes-child hunger among the 

impoverished and kid obesity among the nouveau 

riche. In the following decades, this trend will become 

apparent as an increased prevalence of 

noncommunicable illnesses among the elderly. The 

future difficulties in geriatric medicine may be 

estimated with the use of repeated cross-sectional 

surveys among the elderly population. 

 

Several major problems have been highlighted by 

research on the industrialized world. Tomstad et al. 

[2], in their research of the elderly, found that those 

who live alone are more likely to be malnourished. 

However, only 35.1% of the 450 seniors they 

contacted participated in the research. Hearing, 

mobility, memory, chronic illness, exercise, gambling, 

and being single were all factors in a study of 325 

Australian seniors living in the community that was 

conducted by Foottit and Anderson [3]. To better 

comprehend the requirements of the aged population, 

an ecological perspective has been proposed by Harris 

and Grootjans [4]. Therefore, research into the health 

and social issues of the elderly is required in each 

nation. 

 

Recent research in India has shed light on some of the 

health and social issues faced by the elderly. Some 

studies, however, had restricted sample sizes and were 

focused on urban regions only [5-7]. Studies with 

bigger samples were often conducted in clinical 

settings [8]. 

 

In light of the growing number of elderly people in 

India and the attendant health and social issues, the 

World Health Organization (WHO) and the 

Government of India conducted a community-based 

cross-sectional study at 10 sites across the country. All 

participants were 60 or older [9-10], Each center 

researched 1,000 people, with an equal split between 

rural and urban residents. The enormous sample size 

in this research allowed for a high degree of accuracy, 

but it was not able to draw conclusions about any 

subset of the population in particular. 

 

This study aimed to identify some of the health issues 

unique to these underprivileged groups, as well as to 

determine whether there is any rural-urban and gender 

difference in the health concerns of the elderly among 

these marginalized groups living in urban slum and 

rural areas. 

 

The aging population is a global demographic 

challenge, and Saudi Arabia is no exception. The 

elderly population in Saudi Arabia is rapidly growing, 

and with it comes a surge in health-related issues and 

diseases among the elderly. This research problem 

aims to investigate the prevalence and nature of health 

problems and diseases in the geriatric population of 

Saudi Arabia through a cross-sectional study. 

Understanding the specific health challenges faced by 

the elderly in Saudi Arabia is essential for healthcare 

planning and resource allocation in the country. This 

study will shed light on the current status of geriatric 

health and provide valuable insights for policymakers 

and healthcare professionals. 

 

Saudi Arabia is a unique cultural and social context, 

and the lifestyle, dietary habits, and healthcare systems 

in the country may contribute to distinct health 

challenges among the elderly population. Exploring 

the health problems and diseases in this demographic 

is vital for tailoring healthcare services to meet their 

specific needs. Furthermore, the study will assess the 
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accessibility and quality of healthcare services for the 

elderly in Saudi Arabia, and whether there are 

disparities in care among different regions or socio-

economic groups. By identifying these problems, the 

research can serve as a foundation for developing 

targeted interventions and policies to improve the 

overall well-being of the elderly population in Saudi 

Arabia. 

 

The findings of this cross-sectional study will 

contribute to the existing body of knowledge on 

geriatric health issues in Saudi Arabia and could have 

wider implications for other countries facing similar 

demographic challenges. Moreover, this research 

problem has the potential to inform and guide 

healthcare practitioners, policymakers, and 

researchers in designing effective strategies to 

enhance the quality of life for the elderly in Saudi 

Arabia, ultimately reducing the burden of geriatric 

health problems and diseases on individuals and the 

healthcare system. 

 

METHODS: 

Study design  

This research will employ a cross-sectional study 

design. A cross-sectional approach is suitable for 

investigating the prevalence of health problems and 

diseases in the geriatric population of Saudi Arabia at 

a specific point in time, providing valuable insights 

into the current health status of this demographic. 

 

Study approach  

The study will be conducted in various regions of 

Saudi Arabia, including urban and rural areas. This 

diverse selection of settings will allow for a more 

comprehensive understanding of the health problems 

and diseases experienced by the elderly across 

different socio-cultural and environmental contexts. 

 

Study population  

The population of interest for this research consists of 

geriatric individuals aged 65 years and older living in 

Saudi Arabia. A random sample will be drawn from 

this population to ensure representativeness and 

generalizability of the findings. 

 

Study sample  

A stratified random sampling technique will be 

employed to ensure that the sample represents the 

diversity of regions within Saudi Arabia. Stratification 

will be based on geographic locations, such as major 

cities, smaller towns, and rural areas, to obtain a 

balanced sample that reflects the population 

distribution. 

 

Study tool  

For the current study, a questionnaire was adopted for 

data collection, which was also categorized as a study 

tool.  

Data collection  

Data will be collected through structured interviews 

and medical examinations. Trained research personnel 

will administer questionnaires to the participants to 

gather information on their health conditions, lifestyle 

factors, and socio-demographic characteristics. 

Additionally, medical professionals will conduct 

physical examinations and health assessments to 

verify the presence of specific health problems and 

diseases. 

 

Data analysis  

Data analysis will involve descriptive statistics to 

summarize the prevalence of health problems and 

diseases. Inferential statistics, such as chi-squared 

tests and regression analysis, will be used to identify 

associations between risk factors and health issues. 

The statistical software package SPSS (Statistical 

Package for the Social Sciences) will be employed for 

data analysis. 

 

Ethical considerations  

This study will adhere to ethical guidelines and obtain 

ethical approval from relevant institutional review 

boards. Informed consent will be obtained from all 

participants, and their confidentiality and privacy will 

be strictly maintained throughout the research process. 

Participants will have the right to withdraw from the 

study at any point without consequences. Data will be 

anonymized and stored securely to protect the 

participants' identities and privacy. 

 

RESULTS: 

The study included 493 participants. The most 

frequent weight among them was 66-75 kg (n= 126, 

25.6%) followed by 51-65 kg (n= 117, 23.7%). Figure 

1 shows the weight distribution among study 

participants. The most frequent height among study 

participants was 11.61-1.70 m (n= 176, 35.7%) 

followed by 1.51-1.60 m (n= 156, 31.6%). Figure 2 

shows the height distribution among study 

participants. The most frequent body mass index value 

among study participants was 25-29.9 kg/m2 (n= 190, 

38.5%) followed by 18.5-24.9 kg/m2 (n= 129, 26.2%). 

Figure 3 shows the distribution of BMI among study 

participants. 
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Figure 1: Weight distribution among study participants 

 
Figure 2: Height distribution among study participants 
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Figure 3: BMI distribution among study participants 

Participants were asked if they lived alone or with their children. The most frequent said with children (n= 350, 71%), 

followed by independent (n= 143, 29%). Figure 4 shows the percentage of participant's lives.  

 
Figure 4: percentage of participant's lives. 

Participants were asked about a number of medications. The most frequent were don’t take any medication 

(n=186,37.7%), followed by 2-3 times a week (n=106, 21.5%). 
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Participants were asked to assess their lives. Their responses and results are presented in Table 1. 

Table 1: lives among study participants  

survey item Yes No 

Have you been hospitalized during the past year? 188 305 

38.1% 61.9% 

Do you take medications for the diseases mentioned above? 265 228 

53.8% 46.2% 

Do you smoke? 84 409 

17.0% 83.0% 

Is there anyone taking care of you at home? 356 137 

72.2% 27.8% 

 

Participants spent time doing exercises during the week. Figure 5 shows participants’ exercise during the week. 

 

 
Figure 5: participants’ exercise during the week. 

 

DISCUSSION: 

As a result of increased longevity and a post-World 

War II baby boom, the proportion of national 

populations over the age of 65 has been rising over the 

last decade and is expected to continue doing so for the 

next 20 years. The percentage of people over 85 years 

old is expected to increase rapidly beginning in 2030. 

The population of people over 80 years old is expected 

to quadruple between 2015 and 2050 [11]. Some 

countries are aging at an alarming rate. Now is the 

moment for the public health sector to prepare for the 

"older-older age wave." Many communities have 

started to study ways to make themselves more "elder-

friendly." The home, community, and institutional 

care needs of the baby boom generation will increase 

significantly between the ages of 65 and 85. 

 

Currently, the aging process spans over three decades, 

or more than one generation. The terms "young-old," 

"old," and "old-old" are often used to classify the 

various older adult groups. The "young-old" refers to 

the demographic of healthy and physically active 

seniors in their 60s and 70s. The "old" are those in their 

70s and 80s who are slowing down and experiencing 

some annoying symptoms due to chronic diseases. It's 

very uncommon for the "old-old" or "oldest-old" [14] 

to be ill, crippled, or even on their deathbed. 

 

Clinicians and caregivers of the elderly would do well 

to anticipate and prepare for the most probable aging 

trajectories for their patients. This research proposes a 

model for the clinical and public health demands of 
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senior population. Normal aging, frequent illnesses, 

and functional, cognitive/psychiatric, and social 

changes all contribute to the alterations that occur 

about the time a person reaches the chronological age 

of 85. 

 

Normal Aging 

Although changes can be described in every organ 

system, this review will address changes with public 

health and clinical decision-making implications. 

 

Sensory Changes 

Hearing Loss  

Presbycusis, a gradual decline in hearing, and the 

increasing generation of cerumen that comes with age 

both contribute to diminished hearing. The incidence 

of hearing loss rises as a function of age and 

cumulative risk factors and has a substantial 

correlation with impaired quality of life [15]. About 

half of all persons over the age of 85 have some kind 

of hearing loss [16]. Even a little hearing loss may 

make it difficult to understand what is being said, 

especially in noisy environments with several speakers 

or when the speaker is speaking quickly. Therefore, 

places where many people congregate are particularly 

prone to problems with verbal communication. 

Increased isolation contributes to the downward spiral 

of depression, cognitive impairment, and quality of 

life that has been linked to hearing loss. 

 

Hearing aids have the potential to improve the lives of 

the elderly and boost their mental faculties [17]. One 

research found that only 14.6% of people with hearing 

loss were actually using a hearing aid at the time of the 

survey [18]. Most health plans do not pay for the cost 

of such equipment. 

 

Visual Acuity  

Presbyopia is the age-related decline in visual acuity. 

Glare is a common issue for the elderly, which makes 

night driving more hazardous. The prevalence of 

severe vision impairment was 23% at years 85–89 and 

climbed to 37% at age 90 and above, according to a 

(strike in) longitudinal study of the UK population 

aged 75 and older [19]. Age accelerates the decline in 

one's ability to see well. Cataract surgery has a high 

rate of success and is generally a safe procedure. 

 

CONCLUSION: 

Study results showed that most of the study 

participants are overweight according to their BMI. 

They most commonly lived with their children. They 

are non-smokers. Their physical activity is low. In 

addition, most of the study participants had good 

social connections. 
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ANNEX 1: DATA COLLECTION TOOL 

1. What is your gender?  

 Male 

 Female 

 

2. How old are you? 

 18-28 

 29-39 

 40-50 

 51-61 

 62 and above 

 

3. What is your educational level? 

 Uneducated 

 The school  

 The university 

 

4. How do you live? 

 independent 

 with the children 

 

5. Do you suffer from the following diseases? 

 I do not suffer from diseases 

 Type 2 diabetes 

 Hypertension 

 Heart disease 

 Inflammatory joint diseases 

 Rheumatic diseases 

 Alzheimer's disease or dementia 

 Osteoporosis 

 Pulmonary embolism or respiratory crisis 

 cancer 

 Other than that 

 I don't suffer from anything 

 

6. Have you been hospitalized during the past year? 

 Yes  

 No 

 

7. Do you take medications for the diseases mentioned above? 

 Yes 

 No 

 

8. How many medications you take? 

 One medicine 

 2-3  

 4-5 

 More than five drug brother 

 Other 

 Nothing 
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9. Do you smoke? 

 Yes  

 No  

 

10. How many times do you exercise during the week? 

 Daily 

 2-3 times a week 

 once a week 

 I don't exercise 

 

11. Is there anyone taking care of you at home? 

 Yes  

 No 

 

12. What is your height? 

 <150 cm 

 151-160 cm  

 161-170 cm 

 171-180 cm 

 >181 cm 

 

13. What is your weight? 

 <50 Kg 

 51-65 Kg 

 66-75 Kg 

 76-85 Kg 

 86-95 Kg 

 >96 Kg 

 

 

14. What is your BMI value? 

 <18.5 

 18.5-24.9 

 25-29.9 

 30-34.9 

 >35 
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APPENDIX 2: Participants responses to scale items 

variable Frequency Percent 

Age 

65-70 326 66.1% 

71-76 87 17.6% 

77-82 38 7.7% 

83-88 21 4.3% 

89 and more 21 4.3% 

Gender 
male 281 57.0% 

female 212 43.0% 

educational level 

uneducated 81 16.4% 

the school 120 24.3% 

the university 292 59.2% 

live 
independent 143 29.0% 

with the children 350 71.0% 

weight 

 <50 Kg 20 4.1% 

 51-65 Kg 117 23.7% 

  66-75 Kg 126 25.6% 

  76-85 Kg 100 20.3% 

  86-95 Kg 62 12.6% 

  >96 Kg 68 13.8% 

height 

<1.50 m 31 6.3% 

  1.51-1.60 m 156 31.6% 

 1.61-1.70 m 176 35.7% 

  1.71-1.80 m 111 22.5% 

    >181 m 19 3.9% 

BMI 

  <18.5 11 2.2% 

 18.5-24.9 129 26.2% 

 25-29.9 190 38.5% 

  30-34.9 96 19.5% 

   >35 67 13.6% 
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Table 1: diseases among study participants  

survey item Yes No 

Have you been hospitalized during the past year? 

188 305 

38.1% 61.9% 

Do you take medications for the diseases mentioned above? 

265 228 

53.8% 46.2% 

Do you smoke? 

84 409 

17.0% 83.0% 

Is there anyone taking care of you at home? 

356 137 

72.2% 27.8% 

 

How many medications you take? 

  Frequency Percent 

 One medicine 
69 14.0% 

2-3 times a week 
106 21.5% 

 4-5 
65 13.2% 

 More than five drug brother 
63 12.8% 

Other 
4 0.8% 

Nothing 186 37.7% 

 

 

 

 

How many times do you exercise during the week? 

  Frequency Percent 

Daily 43 8.7% 

 2-3 times a week 100 20.3% 

 once a week 94 19.1% 

 I don't exercise 256 51.9% 
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Do you suffer from the following diseases? (more than one) 

  Frequency Percent 

I do not suffer from diseases 136 17.6% 

Type 2 diabetes 143 18.5% 

Hypertension 141 18.2% 

Heart disease 49 6.3% 

 Inflammatory joint diseases 57 7.4% 

 Rheumatic diseases 25 3.2% 

Alzheimer's disease or dementia 19 2.5% 

Osteoporosis 39 5.0% 

Pulmonary embolism or respiratory crisis 18 2.3% 

cancer 10 1.3% 

Other than that 46 5.9% 

I don't suffer from anything 91 11.8% 

 

 

Do you suffer from the following diseases?  

others 

cholesterol 
Thyroid kidney disease urologist 

11 
11 9 7 

 

Regression 

 

Model Summary 

Model R R Square 

Adjusted R 

Square 

Std. Error of the 

Estimate 

1 .445a .198 .180 4.008 
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ANOVAa 

Model Sum of Squares df Mean Square F Sig. 

1 Regression 1908.178 11 173.471 10.799 .000b 

Residual 7726.479 481 16.063   

Total 9634.657 492    

 

 

 

Coefficient 

Model 

Unstandardized Coefficients 

Standardized 

Coefficients 

t Sig. B Std. Error Beta 

1 (Constant) -1.307- 3.178  -.411- .681 

gender .891 .403 .100 2.209 .028 

age -.005- .030 -.007- -.151- .880 

Educational level .342 .297 .059 1.149 .251 

live .521 .411 .053 1.268 .206 

Hospital past year .177 .391 .019 .451 .652 

medications 4.143 .548 .467 7.557 .000 

Number medic -.556- .132 -.243- -4.210- .000 

smoke -1.057- .511 -.090- -2.069- .039 

exercise -.033- .188 -.008- -.178- .859 

Taking care of you .893 .446 .091 2.003 .046 

BMI -.059- .030 -.084- -1.974- .049 

a. Dependent Variable: diseases 

 


