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CHAPTER 1

General Introduction



The global aging trend

The demographic changes including the inevitable aging populations call for an
urgent need to reshape and restructure the social and health care systems world-
wide.

For the European Union (EU), e.g., the European Commission (EC) has already
estimated that the number of people aged 265 years will almost double in the next
50 years - hence, it is expected to rise from 87 million in 2010 to 148 million in
2060.1

All over Europe, birth rates are steadily declining and life expectancy is gradu-
ally rising, which should be both carefully considered and properly addressed by
policymakers and decision-makers in Europe at all levels in order to adapt and
make the necessary arrangements for accommodating this new demographic “or-
der”. Thus, in many EU countries, the current share of people aged 60 years or
above accounts for approximately 20% of the population,? and this proportion is
expected to rise at about 25% by 2030.3 At a global scale, 11% of the world’s popu-
lation was aged 60 years or above in 2007, rising to an estimated 22% by 2050.45

Given the current situation and the projecting trends, the year 2012 was cho-
sen as the “European Year for Active Aging and Solidarity between Generations”,
which was an action undertaken by the EU to raise the societal awareness about
the valuable contribution that older people may offer and provide for the whole
community.! In this framework, different initiatives at European, national and local
level were planned and successfully implemented in order to raise the awareness
and change the attitudes of policymakers and all stakeholders involved in provi-
sion of social and health care for older people in the European region.

The EC recognizes the fact that the rapid increase of the older population rep-
resents a rather challenge trend for public authorities, policymakers, businesses
and all the other relevant sectors, especially when coupled with circumstances of
increasing pressure on public budgets, a steady decline in the number of health
personnel® and growing demands from older people for high-quality care and a
wide range of services.!

Hence, the ageing population has resulted in a particular emphasis upon the
health status trends of older people and the potential changes of these trends in
the near future, due to the anticipated increased demand for both health care ser-
vices and social services.>”

As most of the countries in the European region face similar challenges con-
cerning aging populations, it is important to arrange supra-national coordination
and cooperation activities in order to ensure effective and prompt exchange and
dissemination of good and best practices including knowledge transfer.

Key challenges for the European region include an increasing demand for
health care services, a continuous reform of health care systems and the promotion
of healthy and active aging for all European citizens. In parallel with the progres-



sive increasing share of older people, there is an accompanying rise in health care
costs which poses a seriously heavy economic burden on the EU.

Therefore, the economic aspects of the aging effect including introduction of
innovative cost-containment mechanisms should be effectively and promptly ad-
dressed in all countries of the European region. From this point of view, the EU
should consider not only its current member states, but also the European popula-
tions of candidate and aspirant EU countries and their impact on the European
health sector.

Notwithstanding the fact that Kosovo is not an EU member state, this new
country is nevertheless at a very early stage on its way to EU integration and has to
cope already with EU standards and policy reforms in the health care sector.

Available data indicate that Kosovo unavoidably resembles the global trend of
aging reflected by a considerable slowdown of population increase rate from 27%
in 1981 to 9% in 2007,2 indicating growing proportions of the older age groups
over the years. From 1981 to 2011, the proportion of individuals aged 265 years in
Kosovo increased from 4.5 %° to about 7%.10

Socioeconomic situation of older people

Currently, about two-thirds of the world’s older people live in developing and tran-
sitional countries!! who are faced with a wide range of socioeconomic challenges
and social well-being, besides their health status.12

This is also the case of countries of the Western Balkans including Albania and
Kosovo.81314 Furthermore, older people in developing and transitional countries
are only occasionally a priority in health programs, which essentially focus on in-
fants and young children, as well as women of reproductive age.1516

Furthermore, pensions do not cover the overall share of the older population
because in many developing and transitional countries pension schemes are con-
tributory and occupation-based and, therefore, available only to individuals em-
ployed in the public sector or in the formal private sector.13.141617

In Kosovo, according to the Law on Pensions approved in 2001, every person
aged 265 years is entitled to a basic pension, which is the same for all older people
and aims to reduce poverty. Virtually, all individuals aged 265 years in Kosovo are
enrolled in this system. However, the amount of money older people receive is
very small and not sufficient to meet their needs. As an illustration, in 2010, the
amount of the basic pension was 45 Euro/month.18

Thus, older people in transitional countries of Southeast Europe but also in
other developing parts of the world may consist of a substantially large vulnerable
population subgroup.!® From this point of view, older people in these countries
may be more likely to live in poorer neighborhoods and, for a given neighborhood,
in a poorer quality housing. Also, in such countries, older people maybe more eco-
nomically vulnerable and financially dependent on social schemes or transfers and



remittances from their relatives and other people.20 Consequently, the available
evidence indicates that older people aged 265 years are at greater risk of poverty
compared to the general population.?!

Especially in Africa, an almost life span characterized by a low economic sta-
tus and poor access to healthcare imply that the majority of people enter the old
age in poverty and poor health.1215 The situation is worsened given the lowering
capacity of older people to pursue income generation activities, which further in-
crease their risk for economic constrains, poverty and poor health outcomes.121516
Such a situation has been reported from Albania too - a neighboring country with
Kosovo, which is facing similar political and socio-economic challenges.1*

Conventionally, it has been reported that, in developing and transitional coun-
tries, older people in rural areas are generally poorer than those residing in urban
areas,'?17 and with poor access to health services.23 Yet, mounting evidence high-
lights a disadvantaged urban population.1? It has been argued that the impover-
ishment of older people residing in urban areas in these countries is also related to
a significant decline in terms of material support from children and relatives due to
individualistic or nuclear-type of the families — in contrast with the extended or
multigenerational support which is still evident in rural areas.

This may also be the case of Albania and Kosovo, countries where the particu-
larly rapid transition is associated, among other things, with significant changes in
the family structures.'* An additional reason for the impoverishment of older peo-
ple residing in urban areas in transitional countries relates to resource constraints
among the younger adults expected to provide the material support for older peo-
ple.12.2425

In summary, aging and poverty are expected to be key features of many cities
in the developing and transitional countries which also exhibit considerable health
disadvantages.26 Older people in urban areas living in informal settlements or slum
areas and those engaged in the informal sector are likely to be among the worst
off,12 a situation which has been already evidenced in slum areas of Tirana, the
Albanian capital city.14

On the other hand, in almost all of the EU countries, material deprivation
shows a reverse pattern compared with the developing/transitional prototype
described above: in almost all EU countries, material deprivation, a form of social
exclusion, decreases with age.22

However, in terms of adequate housing, an indicator of the access to social
rights of older people, the situation in the EU member states is far more complicat-
ed and depends on a complexity of various factors.

Thus, in almost all Mediterranean and Eastern European countries, the older
people experience inadequate housing more often than the younger segments of
the population. Conversely, in the Nordic countries, UK and Germany there is an
opposite trend: there is a positive relationship between the access to adequate
housing and age of the population.22

10



In any case, a detailed comparative analysis of the EU member states released in
2008 reported that household income has a strong effect on material deprivation
in most of the EU countries, whereas age and gender cannot be considered serious
risk factors for any of the dimensions of social exclusion (including material depri-
vation and financial difficulties) in multivariable-adjusted models controlling for
the confounding and mediating effect of other relevant characteristics.?? Further-
more, multilevel analyses from this report indicated that only a small part of the
country variation in social exclusion (as measured by a combined index) can be
attributed to differences in the composition of the population in connection with
health, education level, age and gender. Conversely, a larger part was related to
country differences in household incomes.?2

Health status of older people

Between the 1980s and 1990s, there was an increase recorded in the prevalence of
chronic conditions among older people including heart disease, arthritis and diabe-
tes in the USA,27.28 in twelve OECD countries,?° the Netherlands,3° and Sweden.31.32

In the older population of Sweden between 1991 and 2002, there have been
reported increases in the levels of pain and psychological distress,33 general fa-
tigue, dizziness, heart problems, hypertension, and musculoskeletal pain.393? How-
ever, in the Netherlands, for example, improvements have been noted for some
disease including the prevalence of cardiac disease, asthma, osteoarthritis, depres-
sion and lower-back complaints.3°

In any case, the prevalence of diseases in the older population has generally
increased over time, notwithstanding the fact that most survey data are based on
self-reported morbidity.3* Conventionally, self-reported data are assumed to un-
derestimate the true prevalence of diseases,34; however, in a Dutch population, it
has been reported a higher prevalence of diabetes, cardiac disease, lower-back
complaints and asthma on the basis of self-reported morbidity than of medical
records.3? In any case, the available evidence has convincingly demonstrated an
increasing trends for both self-reported morbidity and medical records.3031.35

It has been recently argued that these trends might partly show improved
medical knowledge and increased use of health care services by the older popula-
tion, without significant changes in underlying conditions.3* For example, at the
outset asymptomatic diseases, such as type 2 diabetes, hypertension, and some
types of cancers, are currently diagnosed earlier and receive a far more effective
treatment than they did in the older times - leading to a longer period of morbidi-
ty, but with an improved functional capacity of older individuals.3436

The overall cancer incidence has increased, mainly because of population
ageing, but also due to a genuine increase of some types of cancers including colo-
rectal cancer and melanoma in both sexes, prostate cancer in men, and lung cancer
and breast cancer in women.34
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Similarly, a high prevalence of cardiovascular diseases could be due to increased
duration of time lived with the disease because of population ageing, but also due
to early diagnosis and improved medical care in most of developed countries
which experience a high share of older population.30

As for obesity, it has been reported to increase in almost all populations34,
with an estimated average increase of 3.8% in people aged 65 years or older dur-
ing the 1990s in the Netherlands,?? closely followed by the USA, UK, and Italy.3*

On the other hand, the evidence about trends in hypertension among older
people is controversial.34 In the USA, awareness and treatment of hypertension in
older people has been increasing over time,3” however, older women have been
reported to be less aware and, consequently, less often treated for hypertension
than men.38 A similar sex gradient has been reported from developing and transi-
tional countries including Albanian settings.4

Conversely, little is known about trends in cognitive function and dementia
among the older population,3* which requires future robust investigations in all
countries.

As for functional limitations and disability, improvements in mobility rates
have been reported by many investigators in the USA3° with a yearly rate of im-
provement usually estimated at 1%.34 In general, in high-income countries, preva-
lence of disabilities measured by the activities of daily living (a composite index
consisting of selected core self-care activities including feeding, dressing, bathing
or showering, transferring from bed and chair, and continence) has been decreas-
ing in the past decades.3*

Although mortality is higher for men than for women at all ages, women have
been reported to experience more functional limitations and more difficulties with
the activities of daily living and with the instrumental activities of daily living.34
Thus, available evidence suggests that both the incidence and prevalence of limita-
tions are higher at all ages in women compared with men.34

Data about transitional countries of the Western Balkans including Albania

and Kosovo are scarce in this regard, notwithstanding a hint for a high rate of disa-
bility and functional limitation among both older men and women in Albania.l*
In brief, the evidence from high-income countries indicates postponement of limi-
tations and disabilities for people aged <85 years, despite an increase in chronic
diseases.3* This noticeable inconsistency has been suggested to be at least partly
accounted for by early diagnosis, improved treatment, and amelioration of preva-
lent diseases so that they are less disabling.344041

On the whole, the vast international literature reports that morbidity and
multimorbidity are significantly higher among older people than the other seg-
ments of the population, in women (especially in developing and transitional coun-
tries) and particularly in individuals of a low socioeconomic status.#2-45
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Social support, social networks and social participation of older people

Social support is one of the most investigated psychosocial factors, which has been
documented robustly to affect health outcomes in terms of both morbidity and
mortality.46-48 Epidemiological studies have consistently shown that individuals
with low levels of social support have higher mortality rates, especially from cardi-
ovascular diseases.*04950 At the same time, there is also evidence - albeit less
strong and consistent - linking social support to lower mortality rates from can-
cer4651 and infectious diseases.*6:52

Recent research on social support considers it as a multitude of functions that
are provided by social relationships.* These functions may be divided into per-
ceived and received dimensions.*¢>3 Perceived support has been referred to as
potential access to social support, whereas received support as the reported re-
ceipt of support resources, usually during a specific time frame.*6

Due to increasing health problems and the loss of current compeers, older
people may be at a particularly high risk for social isolation and loneliness.5455
From this point of view, increasing age reduces the number of friends which, if
coupled with the loss of the spouse/partner, may lead to solitude and extreme
social isolation of older people. In line with the global ageing trend, this situation
will increasingly exacerbate in the decades to come.>455

For older people, social support and social networking is considered an im-
portant factor contributing to proper functioning and well-being within the con-
cept of successful ageing.>¢57 Furthermore, a fairly recent systematic review re-
ported that social support reduces the risk of elder abuse.>8

Alternatively, several studies have reported beneficial effects of social net-
works and social participation on functional capacity of older people through im-
provement of physiological mechanisms including immunologic, neuroendocrine
and cardiovascular functioning.5%-61

Information on social cohesion, social networks and social participation of the
population including the older people in Kosovo is scarce. In post-war and other
developing/transitional countries, social disruption, anomie and lack of social co-
hesion and social support mechanisms have been linked to unfavorable health
outcomes other than violence.6263 In this context, it is worthwhile to conduct a
study for assessing the extent of social networks and social participation and their
health effects among older people in transitional Kosovo.

Aims of this thesis
In this thesis, we present the first rigorous study conducted in an older population

in an Albanian-speaking setting such as the newly emerging state of Kosovo.
The aim of this study was threefold:
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- To assess the socioeconomic conditions, health status, social networks and
social participation in a large nationwide representative sample of older men
and women (individuals aged =65 years) in the Republic of Kosovo;

- To assess the level of knowledge and practices of health professionals regard-
ing health status and health care services for older people in Kosovo, and;

- To validate (cross-culturally adapt) the EASY-Care tool, an international in-
strument measuring older people’s health needs and priorities, which we sug-
gest for use in future population-based studies involving older people in Alba-
nian-speaking settings.

We hypothesized that older people of both sexes in Kosovo would be socioeconom-
ically vulnerable, particularly in terms of financial means given the rapid transition
towards a new socioeconomic system coupled with “modernization” of the society
where children and other relatives take care far less of their older family members.
At the same time, we hypothesized a high prevalence of chronic diseases and con-
ditions, as well as functional limitations among older people in line with the lack of
a national health insurance fund in Kosovo. On the other hand, we hypothesized a
relatively low level of knowledge of Kosovo health professionals’ about health
status of older people and poor practices regarding their health care services pro-
vided for older people in Kosovo.

Study design

We conducted two separate surveys in addition to a validation exercise in line with

the threefold aim of this research work:

- A nationwide survey (cross-sectional study) was conducted in Kosovo in Janu-
ary-March 2011 including an age- sex-and residence (urban vs. rural)-
stratified sample of 1,890 individuals aged 65 years and over (949 men, mean
age 73+6 years; 941 women, mean age 74+7 years; overall response rate: 83.5
%). Further details about the study design, study population and sampling (in-
cluding sample size calculation) and data collection of this survey are provided
in Chapter 3.

- Another survey (cross-sectional study) was conducted in February-March
2013 in Kosovo including a nationwide representative sample of 412 physi-
cians working at primary, secondary and tertiary health care levels (220
males, mean age: 45.6+9.3 years; 192 females, mean age: 46.4+9.1 years; over-
all response rate: 91%). Details of this survey, study population and sampling
and data collection are described in detail in Chapter 6.

- In addition, an EASY-Care validation study was conducted in August-Sep-
tember 2010 including a sample of 38 older people who were users of primary
health care services in Prishtina (capital city of Kosovo) and in Tirana (the Al-
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banian capital). Details of this cross-cultural adaptation exercise are provided
in Chapter 7.

Outline of this thesis

Following this first chapter referred to as “General Introduction”, Chapter 2 sets
the stage unfolding the current health problems and challenges that Kosovo is
facing after five difficult years of independence. Chapter 3 describes the socioeco-
nomic status of older people in Kosovo with a particular focus on the educational
attainment and self-perceived poverty. Chapter 4 describes the prevalence and
demographic and socioeconomic correlates of morbidity and multimorbidity
among older men and women in Kosovo. Chapter 5 describes the extent and de-
mographic and socioeconomic “predictors” of social networks and social participa-
tion in older people in Kosovo. Chapter 6 describes the level of knowledge and
practices of health professionals regarding health status and health care services
for older people in Kosovo. In Chapter 7, we describe the process of cross-cultural
adaptation of EASY-Care, an internationally validated instrument, measuring older
people’s health needs and priorities in Albania and Kosovo. Finally, in Chapter 8
referred to as “General Discussion”, we discuss the general findings of this thesis
with a particular emphasis on strengths and limitations which should foster and
guide future research, and also provide recommendations for decision-makers and
policymakers of the health sector in Kosovo.

Overall, this is the first study involving an older population in Albanian-
speaking settings of the Western Balkans reporting on the prevalence and demo-
graphic and socioeconomic correlates of self-perceived poverty, self-perceived
health status, social networks and social participation.
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Abstract

Kosovo is undergoing a rapid process of transformation to an independent state,
which was formally proclaimed in 2008, after almost a decade under United Na-
tions administration. Regarding the health status, five years after independence,
compared with other European countries, post-war transitional Kosovo is still
characterized by higher mortality rates including traditional public health prob-
lems pertinent to infant mortality and maternal deaths. In parallel, however, Koso-
vo is undergoing a rapid process of epidemiological transition characterized by an
aging trend which is inevitably coupled with high cardiovascular and cancer mor-
tality and morbidity along with an excess mortality in external causes of death and
injuries among the adult population. Adoption of the new Health Law in December
2012 by the Parliament of Kosovo aims the transition from centralized health care
system established under emergency conditions of the post-war period towards a
contemporary modern health care system with a clear purchaser-provider split
based on a high transparency and accountability of the health care providers and
their contractors. The health care reform, leading eventually to significant changes
within the health sector in Kosovo, consists of two main pillars: (i) structural and
functional reorganization of the health care system through establishment of Ko-
sovo Health Service (an autonomous and non-for-profit public enterprise at central
level of the health care sector), and; (ii) establishment for the first time of the pub-
lic health insurance system with a Health Insurance Fund as its main body. Never-
theless, five years after declaration of independence, Kosovo, the newest state in
Europe consisting of the youngest population, is currently facing a particularly
difficult socioeconomic and political transition and is additionally struggling and
mainstreaming all energies and efforts in order to get full international recogni-
tion.

Key words: independence, Kosovo, public health, transitional countries, Western
Balkans.
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Introduction

After the war and the liberation from the Serbian regime in 1999 and almost a
decade under United Nations administration, Kosovo is undergoing a rapid process
of transformation to an independent state, which was formally proclaimed in 2008.
Kosovo, currently recognized by 105 countries (but not yet a member of the World
Health Organization), is the newest country in Europe.

Notwithstanding the fact that Kosovo is not an European Union (EU) member
state, this new country is nevertheless at a very early stage on its way to EU inte-
gration and has to cope already with the EU standards and policy reforms in both
social and health care sectors.

Demographic and socioeconomic indicators

Kosovo consists of the youngest European population, with an average age of
about 27 years (50% of the population is under 25 years) (Table 1). Notwithstand-
ing its young population, Kosovo is inevitably affected by the global aging trend
characterized by a substantial reduction of population increase from 27% in 1981
to 9% in 2007. ! This is reflected in a steady increase in the proportion of older
people over the years. Thus, official data indicate that from 2003 to 2009 the pro-
portion of people aged <15 years decreased by five percent (from 33% to 28%),
along with an increase (albeit less evident) in the proportion of individuals aged
265 years from 4.5 % (in 1981) to 6.7% (in 2011) (Table 1). The ageing trend
could be attributed to the lowering levels of fertility rates, a higher life-expectancy
and emigration of working-age adults. 2

According to a recent World Bank report, Kosovo is among the poorest coun-
tries in Europe, with 34% of the population living below the national poverty line
and 12% living in extreme poverty.? Furthermore, poverty in Kosovo may be of
particular concern for the older segments of the population as suggested from a
recent report of the International Labour Organization.! As a matter of fact, a fairly
recent population-based study involving a large sample of older people (individu-
als aged =65 years), reported a high level of self-perceived poverty, especially
among older women (52% vs. 41% in men).* Another remarkable finding from this
population-based study of older men and women in Kosovo was the low educa-
tional attainment, especially among women. * Thus, about 48% of the women had
no formal education at all compared to 17% of men.* In addition, in multivariable-
adjusted analyses controlling simultaneously for all the demographic and socioec-
onomic characteristics, self-perceived poverty rates were higher among older
women, the low-educated individuals, urban residents, and older people living
alone.*
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Health profile

Life expectancy in Kosovo was 67 years for males and 71 years for females in
20082, whereas in 2011 the overall life expectancy was 70.0 years (Table 1). Cur-
rently, life expectancy in Kosovo is considerably lower than in the EU member
states for both males and females (Figure 1).5

Table 1. Selected socioeconomic and health indicators in Kosovo

Indicator Year Estimate Source

Life expectancy at birth 2011 70.0 years Kosovo Human Development Report 2012.
Average age of the population 2012  27.1years CIA, World Fact-book.

Population aged 265 years 2011 6.7% Kosovo Population and Housing Census 2011.
Percentage of urban population 2011 38.0%  Kosovo Population and Housing Census 2011.
GDP per capita 2012 2650 Euro Agency of Statistics, Kosovo, 2012.

Human Development Index 2011 0.713  Kosovo Human Development Report 2012.
Percentage of poor 2009 34.0%  World Bank, 2011.

Percentage of extremely poor 2009 12.0%  World Bank, 2011.

Illiteracy rate (population aged 210 years) 2011 3.85%  Kosovo Population and Housing Census 2011.
Infant mortality rate (per 1000 live births) 2011 171 Ministry of Health, Kosovo, 2012.

Maternal mortality rate (per 100.000) 2011 7.2 Ministry of Health, Kosovo, 2012.

CVD mortality rate (per 100.000 population) 2011 157.0  Agency of Statistics, Kosovo, 2012.

Cancer mortality rate (per 100.000 population) 2011 34.2 Agency of Statistics, Kosovo, 2012.

Infectious diseases mortality rate 2011 1.36 Agency of Statistics, Kosovo, 2012.

(per 100.000 population)

External causes of death (per 100.000 population) 2011 7.7 Agency of Statistics, Kosovo, 2012.
Proportional mortality from CVD 2011 59.3%  Agency of Statistics, Kosovo, 2012.
Proportional mortality from cancer 2011 15.0%  Agency of Statistics, Kosovo, 2012.
Proportional mortality from infectious diseases 2011 0.55%  Agency of Statistics, Kosovo, 2012.

No. physicians per 100.000 population 2011 146 Institute of Public Health, Kosovo, 2011.

No. nurses per 100.000 population 2011 412 Institute of Public Health, Kosovo, 2011.

No. health visits per person per year 2010 2.8 World Bank, 2010.

Public spending on health (in % of GDP) 2009 2.3 Ministry of Health, Kosovo, 2010.

Public spending on health 2009 7.6 Ministry of Health, Kosovo, 2010.

(in % of total government expenditure)
Percentage of smokers in the population 15 - 64 years 2011 28.4%  NIPH Survey, Kosovo, 2011.
Alcohol consumption 2011 25.0%  ESPAD, Kosovo, 2011.

Notwithstanding the higher infant mortality rate (17.1 per 100 live births in 2011
- Table 1), the higher child mortality rate, as well as the higher maternal mortality
rate (7.2 per 100.000 in 2011 - Table 1), the excess mortality in Kosovo is also due
to the higher death rates from injuries and other external causes of death and, to a
lesser degree, from cardiovascular diseases and cancer (Table 1). On the other
hand, stroke mortality constitutes an exception: notwithstanding the absence of
official reports, death rate from stroke in Kosovo is considerably higher than in the
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EU member states - a situation which is similar to many countries in the Western
Balkans.

As of a recent study involving a population-representative sample of older
individuals in Kosovo (N=1890), 83% of the elderly people reported at least one
chronic condition (63% cardiovascular diseases), and 45% had at least two chron-
ic diseases.® In multivariable-adjusted analyses, factors associated with the pres-
ence of chronic conditions and/or multimorbidity were female sex, older age, self-
perceived poverty and the inability to access medical care.® Hence, limited access
to medical care was a significant and consistent predictor of chronic morbidity and
chronic multimorbidity among older people in Kosovo.® The overwhelming majori-
ty of Kosovo older individuals who couldn’t access medical care (almost 90%)
indicated the economic barriers as the main reason for this.

The unfavorable health outcomes in the adult population including older peo-
ple is noticeably a reflection of the difficult socioeconomic situation in Kosovo vis-
a-vis the ongoing reforms in the health sector.”

FEMALES MALES

B Year: 2011 ¥ Year: 2011
Kosovo 71.4 Koo “ﬁ d

Year: 2007 I i Year: 2007

| EUhighast

Figure 1. Life expectancy in Kosovo vis-a-vis the European Union in 2011 and in 2007 (just before the inde-
pendence)

Lifestyle factors

In Kosovo, age and lifestyle related non-communicable diseases are increasing,
especially cancer, cardiovascular diseases and diabetes® - diseases which are
commonly related to a high consumption of tobacco, alcohol, and saturated fat.

The prevalence of smoking in Kosovo (overall: 28.4%, Table 1) is lower than
in the other countries of the Western Balkans including the neighboring Albania.?
Similarly, excessive alcohol consumption and binge drinking are considerably low-
er than in Albania, reflecting a higher degree of traditionalism and religious ob-
servance in Kosovo.

On the other hand, unhealthy dietary habits including low intake of fresh
fruits and vegetables are considered to be more prevalent in the Kosovo popula-
tion compared with the somehow Mediterranean diet of Albania.
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Along with the unhealthy dietary patterns and the low levels of physical activity,
unfavorable socioeconomic and psychosocial conditions are considered as the
main drivers of the excess morbidity and mortality from chronic diseases in Koso-
vo including diabetes, cardiovascular diseases and other chronic conditions. Nev-
ertheless, in Kosovo, which is characterized by a traditional society, changes in
lifestyle/behavioral patterns may have differentially affected different segments of
the population, particularly the vulnerable and the marginalized individuals who
suffer enormously the consequences of the rapid transition and are unable to cope
with the dramatic changes.*?

Health care reforms

The analysis provided in the Health Sector Strategy (HSS) of the Ministry of Health
indicates that the Republic of Kosovo has a network of health institutions staffed
with committed health professionals, who provide regional comparable basic
health care services including also a high immunization coverage. The HSS, but also
more recent analyses, highlights that Kosovo, as one of the poorest countries in
Europe, needs to tackle a number of fundamental challenges before the health
sector becomes a comprehensive system of preventive, diagnostic and treatment
services attuned to the needs of the population and supporting the citizens in ob-
taining a health status comparable to the EU populations.10

With the youngest population in Europe, Kosovo’s health care system needs to
respond to a high demand for reproductive health and family planning services.
Although infant mortality has fallen since 2000, the current level is high and places
Kosovo at the very bottom compared to the EU member states. Furthermore, the
existing high rate of maternal deaths points to the need and the requirements for
establishing a system of services able to support all women (and men) with family
planning, quality antenatal care and to ensure that hospitals, both at secondary
and tertiary level, are prepared to assist in the case of complications.1? Therefore,
the current action plan of the Ministry of Health gives special attention to improv-
ing mother and child health to a European Union comparable level, and hereby to
achieve the Millennium Development Goals.10

In Kosovo, basic diagnostics and treatment services are currently provided by
the public health care system and yet, comprehensive tertiary care services such as
oncology and cardio-surgery are not fully available. Therefore, the action plan of
the Ministry of Health focuses on improving these services. Further, the action plan
addresses the development of preventive measures with a significant impact on
the incidence and the survival rates of these diseases.10

Conversely, Kosovo is in urgent need of deep reforms as the armed conflict left
the country with a very inefficient health system characterized by a lack of trained
personnel, disparities in health force distribution leading to variations in access to
primary care, corruption and informal payments, as well as deteriorated child and
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adult health indicators. In this context, the continuous reforming of the health sec-
tor has brought up a complex configuration of the stakeholders operating in the
health system. Under these conditions, little attention is paid to the growing com-
munity of vulnerable and marginalized individuals in Kosovo which, combined
with the inadequacy of financial resources, the economic insecurity and the un-
clear and unstable development of the health sector, pose a serious barrier for
these population subgroups to access medical care.#¢ The inability of certain dis-
advantaged segments of the population to adapt to the new political and economic
system inevitably leads to change in the position of individuals in the society, en-
hanced social mobility and increased inequalities, with some groups thriving and
others falling behind, as it was previously demonstrated in the adult population of
the neighboring Albania.?

Health care financing

Adoption of the new Health Law in December 2012 by the Parliament of Kosovo
aims the transition from a centralized health care system established under emer-
gency conditions of the post-war period towards a contemporary modern health
care system with a clear purchaser-provider split based on a high transparency
and accountability of the health care providers and their contractors. The main
objective is a steady improvement of the quality of healthcare of the population in
Kosovo.

This reform, leading eventually to significant changes within the health sector
in Kosovo, consists of two main pillars: (i) structural and functional reorganization
of the health care system through establishment of Kosovo Health Service (an au-
tonomous and non-for-profit public enterprise at central level of the health care
sector), and; (ii) establishment of the public health insurance system with the
Health Insurance Fund as its main body.

In any case, the basic principles of the current health care reform in Kosovo
include the following principles: universal coverage, equity, transparency, sustain-
ability, equity, accountability, inclusiveness, solidarity, reciprocity and participa-
tion.

Structural and functional reorganization of the overall health care system
represents a rather challenging and complex process that includes a simultaneous
process of purchaser-provider split through internal reorganization of the system.
As a first step, the Ministry of Health is planning to establish the Health Financing
Agency (which, by law, represents the precursor of the Health Insurance Fund) and
further establishment of a contemporary system of service delivery. This step, in
turn, foresees the establishment and proper functioning of the University Clinical
and Hospital Service of Kosovo as a unique and integrated healthcare institution at
the secondary and tertiary level, closely coordinated with healthcare institutions in
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the primary healthcare level through a system of performance-based payments
from the Health Financing Agency.

In any case, the main step of the reform will consist of adoption of the already
elaborated draft on Health Insurance Law in the Government of Kosovo and estab-
lishment for the first time of the public health insurance system with the Health
Insurance Fund as its main body. The main objective of the Health Insurance Law
is to ensure optimal and sustainable healthcare financing.

Conclusion

Kosovo is undergoing a rapid transition involving major political, social and eco-
nomic changes which are associated with deleterious health effects in the adult
population, particularly among older people. Nonetheless, current evidence about
the exact magnitude of both acute and chronic morbidity and distribution of risk
factors in the population of Kosovo is scarce due to limited vigorous research work
aiming at exploring the health effects of transition and the variations in health
outcomes of the adult population. From this point of view, similar to the other
countries in the Western Balkans region, there is an obvious need to promote re-
search funding and especially to develop and strengthen research capacities in
Kosovo.

In conclusion, five years after the Declaration of Independence, Kosovo is cur-
rently facing a particularly difficult socioeconomic and political transition and is
additionally struggling and mainstreaming all energies and efforts in order to get
full international recognition.
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Abstract

Background

Kosovo is the newest state in Europe facing a particularly difficult socioeconomic
and political transition. The available evidence on socioeconomic conditions and
quality of life of elderly people in Kosovo is scarce notwithstanding the ageing
trend due to lowering of fertility rates and a higher life-expectancy. In this context,
the aim of our study was to assess the socioeconomic conditions of elderly people
in post-war Kosovo.

Methods

A cross-sectional study was conducted in Kosovo in January-March 2011 including
an age- sex-and residence (urban vs. rural)-stratified sample of 1,890 individuals
(83.5% response) aged 65 years and over. A structured questionnaire included
assessment of socio-demographic and socioeconomic characteristics including
educational level and self-perceived poverty. Binary logistic regression was used to
assess the association of self-perceived poverty with socio-demographic and soci-
oeconomic factors.

Results

The educational level in this representative sample of elderly people in Kosovo
was quite low, particularly among women. About 47% of respondents perceived
themselves as poor, or extremely poor (41% of men and 52% of women). In multi-
variable-adjusted models, self-perceived poverty was higher among older women,
low educated individuals, urban residents, and elderly individuals living alone.

Conclusions

Findings from this study indicate that the socioeconomic situation of the elderly
population in Kosovo is rather challenging. Demographic trends coupled with the
economic and political transition raise serious concerns about increasing needs for
socioeconomic support of elderly people in Kosovo. Specific policies and actions
should be considered by a number of stakeholders, including government and civil
society in transitional Kosovo.

Keywords

Ageing; Education; Elderly people; Income; Kosovo; Poverty; Socioeconomic char-
acteristics
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Background

Steady increases in life expectancy coupled with reductions in fertility rates point
to the great concern related to aging as a global societal concern worldwide.!2
Furthermore, such demographic trends imply important social changes and inten-
sification of health care demands which will be increasingly difficult to accommo-
date in the context of limited resources. 3 Despite the growing body of evidence
supporting the changes in demographic trends, little is known in terms of quality
of life and social participation of elderly people. 4

It is important to gear scientific research towards aging because older people
comprise a considerably large vulnerable group of society 5: they may be more
likely to live in poor quality housing including worse-off neighbourhoods; maybe
more prone to acute illness and discrimination regarding the access to health care,
and; are more financially dependent on social schemes or transfers from other
people. ¢ As a matter of fact, evidence indicates that elderly people aged 65 and
over are at greater risk of poverty compared to general population. 7 Kosovo is the
newest country in Europe consisting of the youngest European population. Ex-
pected life expectancy in Kosovo in 2008 was 67years for males and 71years for
females. 8 Nevertheless, Kosovo unavoidably resembles the global trend of aging
reflected by a considerable slowdown of population increase rate from 27% in
1981 to 9% in 2007 9, indicating growing proportions of the older age groups over
the years. Available data indicate that from 2003 to 2009 the proportion of per-
sons aged <15years decreased by 5% (from 33.1% to 28.2%, respectively), where-
as the proportion of individuals aged 65+ increased from 4.5 % (in 1981) to 6.7%
(in 2011). The ageing effect could be attributed to lowering of fertility rates, a
higher life-expectancy and emigration of working-age adults. 8

In Kosovo, the support for persons aged 65+ years is regulated through legis-
lative measures. Nevertheless, current national programs, strategies and macro-
policies do not sufficiently and adequately address health needs and socioeconom-
ic challenges related to elderly people. The highly polarized political life and exten-
sive reforms have overlooked the elderly population in many regards. According to
a recent World Bank report, Kosovo is among the poorest countries in Europe 10
with 34% of population living below the national poverty line, of which 12% live in
extreme poverty. Old people may constitute a large share of this proportion as the
elderly segment of the population is considered to be at high risk of poverty. 1011
Indeed, poverty in Kosovo may be of particular concern for the elderly population
as suggested from a recent International Labour Organization report. ?

To date, however, there is lack of scientific evidence focused specifically on
socioeconomic conditions of elderly people in Kosovo. In particular, poverty level
among elderly people has not been properly assessed, which poses a serious ob-
stacle for addressing correctly the unmet needs of this vulnerable subgroup of the
population in Kosovo. In this context, given the rising trend of aging population
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coupled with a particularly unprepared socio-political and economic environment,
we carried out a population-based survey aiming to assess the socioeconomic con-
ditions of elderly people aged 65+ years in Kosovo, with a particular focus on self-
perceived poverty levels.

Methods

Design and study population
A cross-sectional study was conducted in Kosovo in January-March 2011.

In 2010, the population of Kosovo was estimated at 2,181,139 and the seg-
ment aged 65+ years comprising 6.4% (139,593) of the overall population (Figure
1). 12 According to the Law on Pensions, entered into force in 2002, all individuals
aged 65+ years benefit the “basic old-age pension” in the framework of a universal
coverage policy. The actual data retrieved in 2010 from the Ministry of Labour and
Social Welfare contained 140,329 individuals aged 65 or older registered as pen-
sion beneficiaries. This list was used as the sampling frame since all persons 65+
years are supposed to appear in this list including also people with disabilities and
limitations. Based on this list, we drew an age- sex-and place of residence (urban
vs. rural)-stratified sample of 2,400 individuals aged 65+ years. Twelve strata were
established. Age-stratification consisted of three groups: 65-74, 75-84
and >85years. Each of the twelve strata consisted of a simple random sample of
200 individuals (Figure 1). The inclusion criteria were as follows: age 65+ years
according to the list (sampling frame) and Kosovo citizenship.

Of the targeted 2,400 individuals aged 65 and over, 135 were not eligible (69
individuals were dead, whereas 66 persons had emigrated). Of the 2,265 eligible
individuals, 270 participants could not be located, whereas other 105 individuals
refused to participate. The final response rate was 83.5% (1,890/2,265) (Figure 1).
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Total population
2,181,139 (SOK, 2010 est.)

Sampling frame actual pling frame
6.4% of total population
140,329 (MLSW.2010) 139,593 (SOK, 2010, est)
46.4% males, 53.6% females Sampling frame difference
37.9% urban, 62.1% rural 736
Targeted Sample Not eligible (135)
- 66 out of Kosovo
65-74  75.84 85+ Total 69 dead
Men Urban 200 200 200 600
Rural 200 200 200 600 —
Eligible (2,265)
Women Urban 200 200 200 600 - 105 refused
Rural 200 200 200 00 - 270 not interviewed
Total 800 800 800 2400
-1,890 interviewed

Actual Sample

65-74 75-84 85+ Total

Men Urban 153 166 150 480
Rural 154 177 149 469

Women Urban 151 14s is2 493
Rural 149 187 157 <48

Total 607 675 608 1890

Figure 1. Sampling frame, sampling procedure and response rate of elderly people survey, Kosovo, 2011.

Sample size calculation

Calculation of the sample size was made by use of WINPEPI 13 for a number of so-
cioeconomic hypotheses such as educational level and self-perceived poverty. The
assumed prevalence of self-perceived poverty was set at 50%, the significance
level (two-tailed) at 5%, and the power of the study at 80%. Based on these con-
servative calculations, the required minimal sample size was about 1,500 individu-
als. We decided to sample 2400 individuals (200 for each of the 12 strata explained
above) in order to increase the power of the study.

Data collection

A structured interviewer-administered questionnaire was used tapping socio-
demographic characteristics (age, sex, place of residence [urban vs. rural area],
ethnicity [Albanian, Serbian, Roma and other] and religion [Muslim, Catholic and
Orthodox]) and socioeconomic factors (education [years of formal schooling - in
the analysis categorized into 0, 1-8 and >9years], living arrangements [not alone
vs. alone], family finances at the end of the month (enough vs. not enough to make
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ends meet) and self-perceived poverty level [upon question: “How do you perceive
your poverty level” - measured on a scale ranging from 1 (extremely poor) to 5
(fair); in the analysis, self-perceived poverty was dichotomized into poor (1-3) vs.
not poor (4-5)].

The survey was approved by the Professional Ethical Board of the Ministry of
Health of Kosovo. All individuals who agreed to participate gave their informed
consent after being explained the aim and procedures of the survey.

Statistical analysis

Socio-demographic and socioeconomic sample estimates were standardized for
age, sex and place of residence in accordance with the respective strata from the
sampling frame (Figure 1). Absolute numbers and their respective percentages
from the study sample, and standardized (population-weighted) percentages with
their respective 95% confidence intervals (95% CIs) were reported.

Age-adjusted binary logistic regression was used to assess the association of self-
perceived poverty (not poor vs. poor) with socio-demographic characteristics.
Multivariable-adjusted binary logistic regression, applying a backward stepwise
procedure with a P-value to exit >0.10, was used to assess the independent associ-
ation of self-perceived poverty with covariates (age, sex, education, residence,
marital status and living arrangements - ethnicity and religion were excluded from
further consideration since they showed almost no discriminatory power). Age-
adjusted and multivariable-adjusted odds ratios (ORs) and their respective 95%
CIs were calculated. Hosmer-Lemeshow test was used to assess the fit of the mod-
els; all models met the criteria. 14 Statistical Package for Social Sciences, version
15.0, Chicago, Illinois was used for all the analyses.

Results

Socio-demographic characteristics of elderly people aged 65years and over includ-
ed in this survey are presented in Table 1. Mean age of study participants (overall:
73.4years) was similar between men and women (72.99 * 5.9 vs. 73.7 % 6.6years,
respectively). About two thirds of male and female respondents resided in rural
areas (overall: 62.1%).
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Table 1. Socio-demographic characteristics of a population-based sample of elderly people in Kosovo, 2011

Numerical Men (n=949) Women (n=941) Total (n=1890)
variables Sample Standardized Sample Standardized Sample Standardized
mean+SD* mean (95% CI)T mean+SD mean (95% CI) mean + SD mean (95% CI)
Age (vears) 72.99+5.94  72.99 (72.94-73.03)73.6746.59 73.67 (73.62-73.72) 73.35+6.31  73.35 (73.32-73.38)
Education (years) 5.58+4.86 6.58 (6.54-6.62)  1.91+2.92 2.70 (2.68-2.72) 3.76+4.41 4.51 (4.48-4.53)
Categorical Men (n=949) Women (n=941) Total (n=1890)
variables Sample N Standardized % Sample N Standardized %  Sample N Standardized %
(%)* (95% CInt (%) (95% CI) (%) (95% CI)
Age group:
65-74 307 (32.3)  67.0 (66.60-67.32) 300 (31.9) 63.1 (62.71-63.40) 607 (32.1) 64.9 (64.62-65.12)
75-84 343 (36.1) 29.4(29.08-29.78) 332(35.3) 31.2(30.85-61.52) 675(35.7) 30.4 (30.13-30.61)
85+ 299 (31.5) 3.6 (3.47-3.76) 309 (32.8) 5.8 (5.54-5.98) 608 (32.2) 4.8 (4.65-4.88)
Residence:
Urban 469 (49.4) 38.7 (38.36-39.11) 448 (47.6) 37.2(36.85-37.54) 917 (48.5) 37.9 (37.66-38.16)
Rural 480 (50.6) 61.3 (60.89-61.64) 493 (52.4) 62.8 (62.46-63.15) 973 (51.5) 62.1 (61.84-62.34)
Ethnicity:
Albanian 857 (90.3) 91.1(90.87-91.28) 843 (89.6) 89.0 (88.76-89.18) 1700 (89.9) 89.9 (89.79-90.10)
Serbian 57 (6.0) 5.5 (5.31-5.66) 63 (6.7) 7.2 (7.05-7.42) 120 (6.3) 6.4 (6.29-6.55)
Roma 9 (1.0) 0.5 (0.43-0.54) 3(0.3) 0.2 (0.21-0.29) 12 (0.6) 0.4 (0.33-0.39)
Other 26 (2.7) 2.9 (2.81-3.07) 32 (3.4) 3.6 (3.43-3.70) 58 (3.1) 3.3 (3.18-3.37)
Religion:
Muslim 868 (91.5) 92.4(92.21-92.62) 858 (91.2) 90.2 (90.00-90.43) 1726 (91.3) 91.2 (91.09-91.38)
Catholic 24 (2.5) 2.1(1.99-2.22) 20 (2.1) 2.6 (2.44-2.67) 44 (2.3) 2.3 (2.26-2.42)
Orthodox 57 (6.0) 5.5 (5.31-5.66) 63 (6.7) 7.2 (7.05-7.42) 120 (6.4) 6.4 (6.29-6.55)
Education:
0 years 251(26.4) 16.7 (16.39-16.96) 585 (62.2) 47.9 (47.55-48.26) 836 (44.2) 33.4 (33.16-33.66)
1-8 years 507 (53.4) 59.6 (59.25-60.00) 325 (34.5) 48.3 (47.93-48.65) 832 (44.0) 53.6 (53.29-53.81)
9+ years 186 (19.6) 23.2(22.79-23.65) 18 (1.9) 2.5(2.36-2.58) 204 (10.8) 12.1 (11.93-12.27)
Marital status:
Married 554 (58.3) 71.1(70.73-71.43) 243 (25.8) 39.1(38.77-39.41) 797 (42.2) 54.0 (53.69-54.21)
Single 10 (1.1) 0.5 (0.43-0.54) 11 (1.2) 1.7 (1.61-1.80) 21(1.1) 1.1 (1.08-1.20)
Separated 5(0.5) 0.4 (0.33-0.42) 9 (1.0) 1.0 (0.94-1.08) 14 (0.7) 0.7 (0.67-0.76)
Widowed 366 (38.6) 26.8 (26.44-27.12) 663 (70.4) 56.7 (56.38-57.09) 1029 (54.4) 42.8 (42.57-43.09)
Living
arrangements:
Living alone 57 (6.0) 5.0 (4.86-5.19) 58 (6.2) 5.1 (4.97-5.28) 115 (6.1) 5.1 (4.96-5.19)
Notliving alone 892 (94.0) 95.0 (94.81-95.14) 882 (93.7) 94.7 (94.55-94.88) 1774 (93.9) 94.8 (94.72-94.95)

* Mean values (and their respective standard deviations) and absolute numbers (and their respective column
percentages) in the actual study sample. Discrepancies in the totals for educational level, marital status and
living arrangements are due to missing covariate values.
t Age-sex and-residence standardized mean values and column percentages and their respective 95% confi-
dence intervals (95%ClIs).

On average, respondents had 4.5years of formal education with considerable dif-
ferences between men and women (mean years of formal education: 6.6 * 4.6 in
men 2.7 * 3.2 in women). Almost half of the women (47.9%) had no formal educa-
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tion compared to 16.7% of men, whereas the inverse trend was observed for 9 or
more years of formal education (2.5% of women vs. 23.2% of men had 9+ years of
formal education, respectively). About three quarters of men (71.1%) reported to
be married at the time of the survey compared to about 40% of women. The re-
verse trend was observed regarding the proportions of widowed (26.8% of men
vs. 56.7% of women). The sample was quite homogenous in terms of ethnicity or
religion with 90% being Albanians and 91% of Muslim affiliation, respectively
(Table 1). As a matter of fact, ethnicity and religion did not reveal any discrimina-
tory power as they were equally distributed among the socio-economic groups in
the study sample; therefore, given also the small numbers in the non-Albanian and
non-Muslim categories, these variables were excluded from further analysis.

About half of respondents (46.9%) perceived themselves as ‘poor’ or ‘extremely
poor’ (40.8% of men vs. 52.0% of women) (Table 2).

Table 2. Socioeconomic characteristics of the study population

Socioeconomic Men (n=949) Women (n=941) Total (n=1890)
characteristic Sample N Standardized% Sample N Standardized% Sample N  Standardized%
(%)* (95% CI)t (%)* (95% CI) (%)* (95% CI)

Family finances at

end of month:
Not enough 667 (70.3) 67.6 (67.20-67.92) 718 (76.3) 76.5(76.23-76.83) 1385 (72.4) 72.4(72.13-72.60)
Enough 275(29.0) 31.5(31.11-31.83) 215(22.8) 22.7(22.42-23.02) 490 (26.8) 26.8 (26.55-27.01)
Missing 7 (0.7) 1.0 (0.90-1.05) 8(0.9) 0.8 (0.69-0.82) 15 (0.9) 0.9 (0.81-0.91)

Self-perceived

poverty:
Extremely poor 121 (12.8) 13.2(12.96-13.44) 172 (18.3) 18.5(18.27-18.82) 293 (15.5) 16.1(15.88-16.26)
Poor 308 (32.4) 27.6(27.22-27.91) 329 (35.0) 33.5(33.18-33.86) 637(33.7) 30.8(30.51-31.00)
Moderate 346 (36.5) 39.5(39.08-39.84) 296 (31.4) 33.0(32.63-33.31) 642 (34.0) 36.0(35.73-36.23)
Not poor 106 (11.2) 12.4(12.14-12.65) 83(8.8) 8.8(8.63-9.04) 189 (10.0) 10.5(10.33-10.65)
Fair 44 (4.6) 4.8 (4.68-5.01) 45 (4.8) 4.5 (4.39-4.69) 89 (4.7) 4.7 (4.57-4.79)
Missing 24 (2.5) 2.5 (2.41-2.65) 16 (1.7) 1.6 (1.52-1.70) 40 (2.1) 2.0 (1.96-2.11)

* Mean values (and their respective standard deviations) and absolute numbers (and their respective column
percentages) in the actual study sample.

t Age-sex and-residence standardized mean values and column percentages and their respective 95% confi-
dence intervals (95%ClIs).

In age-adjusted comparisons (Table 3), women were significantly more likely to
perceive themselves as poor compared to men (OR=1.4, 95% CI=1.1-1.6). Same
finding was evident for urban residents compared to their rural counterparts
(OR=1.3, 95% CI=1.1-1.5). Individuals aged 85+ were significantly more likely to
perceive themselves as poor compared to the youngest age-group (OR=1.3, 95%
CI=1.0-1.6). Compared to the highly educated individuals (9 or more years of for-
mal education), those without formal education were significantly more likely to
perceive themselves as poor (OR=1.4, 95% CI=1.0-2.0). Widowed individuals were
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significantly more likely to perceive themselves as poor compared to their married
counterparts (OR=1.3, 95% CI=1.1-1.6), whereas participants who reported to be
single were two times more likely to perceive themselves as poor compared to the
married ones (OR=2.7, 95% CI=1.0-7.0). Individuals living alone were more likely
to perceive themselves as poor compared to those not living alone (OR=2.5, 95%
Cl=1.6-3.7).

Table 3. Association of socio-demographic and socioeconomic characteristics with self-perceived poverty;
age-adjusted analysis

Variable OR* 95% CI* P
Sex:
Men 1.00 Reference 0.001
Women 1.36 1.13-1.63
Age group: 0.072 (2)t
65-74 years 1.00 Reference -
75-84 years 1.13 0.90-1.41 0.285
85+ years 1.31 1.04-1.64 0.022
Residence:
Rural 1.00 Reference 0.012
Urban 1.27 1.06 - 1.53
Educational level: 0.097 (2)
9+ years 1.00 Reference -
1-8 years 1.34 0.98-1.82 0.070
0 years 1.43 1.03-1.99 0.031
Marital status: 0.029 (3)
Married 1.00 Reference
Single 2.66 1.01-7.01 0.047
Separated 1.14 0.39-3.27 0.814
Widowed 1.29 1.06-1.58 0.013
Living arrangements:
Not living alone 1.00 Reference
Living alone 2.47 1.63-3.74 <0.001

* Age-adjusted odds ratios (ORs: poor vs. not poor) and 95% confidence intervals (CIs) from binary logistic
regression.
t Overall p-value and degrees of freedom (in parentheses).

After adjustment for all covariates (Table 4) using a backward stepwise procedure,
lack of formal education and/or 1-8years of formal schooling were both associated
with increased likelihood of self-perceived poverty (OR=1.6, 95% CI=1.1-2.3 and
OR=1.4, 95% CI=1.0-2.0, respectively). Furthermore, female gender and urban
residence remained significant predictors of self-perceived poverty (OR=1.3, 95%
CI=1.0-1. 6 and OR=1.4, 95% CI=1.2-1.7, respectively).
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Table 4. Association of socio-demographic and socioeconomic characteristics
multivariable-adjusted analysis

with self-perceived poverty;

Variable

OR*

95% CI*

Sex:
Men
Women
Age group:
65-74 years
75-84 years
85+ years
Residence:
Rural
Urban

Educational level:

9+ years
1-8 years

0 years

1.00
1.27

1.00
1.42

1.00
1.41
1.60

Reference
1.03-1.56

Reference
1.17-1.73

Reference
1.01-1.96
1.12-2.28

0.024

<0.001

0.037 (2)t

0.044
0.010

Marital status:
Married
Single
Separated
Widowed
Living arrangements:
Not living alone 1.00 Reference <0.001
Living alone 2.66 1.73-4.07

* Multivariable-adjusted odds ratios (ORs: poor vs. not poor) and 95% confidence intervals (CIs) from binary
logistic regression. All variables presented in the table were included in a backward stepwise elimination
procedure with a p-value to exit set at >0.10. Empty cells refer to the variables excluded from the model.

t Overall p-value and degrees of freedom (in parentheses).

Discussion

The main findings of this survey, which included a nationwide representative sam-
ple of elderly people aged 65years and over in Kosovo, consist of a high rate cou-
pled with a significant difference in men vs. women regarding the educational at-
tainment and self-perceived poverty levels. Our results indicate a significant in-
verse association of self-perceived poverty with education, but a positive relation-
ship with female gender, urban residence and living alone.

World population (including the Balkan countries) is ageing and the propor-
tion of individuals aged 65+ years will be quickly expanding in the upcoming years,
notwithstanding the decline in population figures in several countries. 2315 Kosovo
remains the youngest country in Europe and reports the lowest share of individu-
als aged 65+ compared to other countries in the region: the share of 65+ popula-
tion is about 10% in Albania, whereas in Bulgaria, Croatia, Latvia and Poland it is
around 17%. 16

38



Our findings regarding demographic characteristics are comparable to those re-
ported previously in Kosovo and in other countries of the region. The 2009 Demo-
graphic, Social and Reproductive Health Survey in Kosovo reported similar find-
ings with our study, although the sample was not restricted to elderly people. 8 On
the other hand, it is consistently reported that the proportion of elderly people
living in rural areas is higher than those living in urban areas and more women are
found in the oldest age groups compared to men ! and, similar to the world statis-
tics, the majority of elderly men are not widowed, whereas the majority of elderly
women are widowed. 17 This is important since not being widowed affects posi-
tively the well-being of elderly people and their living arrangements. 18 In age-
adjusted analysis, we obtained evidence that individuals being single were almost
three times more likely to perceive themselves as poor compared to their married
counterparts.

Our survey revealed that only 5% of elderly people were living alone and a similar
situation is present in developing countries in general. ! Conversely, figures from
the neighbouring Albania and Serbia suggest that the proportion of elderly indi-
viduals living alone is 20% 1920, whereas in Turkey it is around 30%. 17 The 2007
World Economic and Social Survey reported that 25% of individuals aged 60+ in
developed countries and 7% in developing countries live alone. 2! Similar to other
studies 21-23, we found that living alone is a risk factor for feeling poor among the
elderly: in multivariable-adjusted analysis, individuals aged 65+ who were living
alone were 2.5 times more likely to perceive themselves as poor compared to
those not living alone.

On the other hand, the distribution of ethnicity and religiosity in our elderly
sample was similar to other sources of information in the Republic of Kosovo (8),
with an overwhelming majority of Albanians (90%) [Muslims: 91.2%; Orthodox:
6.4%].

The gender educational gap, somewhat evidenced in previous surveys in Ko-
sovo 8, was nevertheless quite striking in our study. Our findings differ slightly
from those reported by the Demographic, Social and Reproductive Health Survey
in Kosovo in 2009 which reported that 21.1% of males aged 65+ had no formal
schooling compared to 64.4% of females of the same age [in our study, these fig-
ures were: 16.7% and 47.9%, respectively]. These differences could be due to the
cohort effect: it is likely that younger cohorts exhibit higher educational levels due
to a better access to formal schooling compared to the older generations. An earli-
er report in Kosovo suggested that, in 2005, about 49% of individuals aged 65+
had no formal education.5 Another fact supporting the cohort effect is the decrease
in illiteracy rates in Kosovo from 41.1% in 1961 to 18% in 1981.24 The low propor-
tion of formal education in Kosovo and male/female differences regarding formal
schooling have been suggested to be rooted in political, social and economic con-
text of the country since the middle of the 20t Century.2* The low rates of formal
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schooling are not unique for Kosovo: in Turkey, in 2007, 84% of elderly women
and 70% of elderly men (aged 60+) did not receive any education at all or had
dropped out from primary school.l”

In order to understand the financial situation of elderly people in Kosovo,
social policies surrounding elderly people in this country should be considered.
According to the Law on Pensions (2001), the pension scheme in Kosovo is based
in the so-called “three pillar system”. The first pillar states that every person aged
65+ in Kosovo is entitled to a basic pension, which is the same for all the elderly
and aims to reduce the poverty. Virtually, all persons aged 65+ are enrolled in this
system. However, the amount of money the elderly receive is very small and not
sufficient to meet their needs. In 2010, the amount of basic pension was 45 Eu-
ro/month.25> The second pillar of financing of elderly is the savings pension. In the
framework of high unemployment rates and black labour, the proportion of elderly
who benefit from this social scheme is very limited. The third pillar is a voluntary
supplemental system.?26 Finally, there are social and family services offered for
elderly people who are unable to look after themselves, which are provided by
governmental and non-governmental organizations. A person living on social as-
sistance in Kosovo receives on average 0.46 Euro/day. 2’ However, according to
UNDP reports, about 25% of families in Kosovo receive remittances from relatives
abroad. On average, each of these families receives 2,136 Euro/year.28 Therefore,
notwithstanding the financial difficulties of elderly people in Kosovo, they also
benefit from remittances of their close relatives who work abroad.

More women than men are unemployed 2°, meaning that fewer women can
benefit from savings pension compared to men, which partly explains the higher
rate of self-perceived poverty among women. Furthermore, the pattern of lower
school enrolment and school completion among women is present. The boosting
factors for lower school attainment among women are probably cultural: early
marriages and the public opinion about the traditional roles of women within the
family.> The gender discrimination is present in Kosovo similar to other countries
in the region, such as Turkey.!”

According to the Kosovo Health Law (2004), health care services are provided
free of charge in public health institutions for the citizens over 65 years of age.3°

The situation regarding the impact of social support for elderly in Kosovo is
similar to other countries in the region. There is evidence from numerous studies
that participation in pension schemes is associated with a reduction of poverty
among elderly or reducing the intensity of poverty, including rural area resi-
dents.?!

A considerable help for the elderly consist of financial sources other than gov-
ernmental schemes. A survey among elderly aged 65+ in Albania reported that
66% of them receive some financial support from their family members or other
sources such as renting properties.3! In Turkey, elderly people had one or more
financial sources for sustaining them, and more men were entitled to such incomes
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compared to women.!7 In developing countries, these informal support mecha-
nisms are often not stable and not reliable sources of income thus providing only
limited security for the elderly people.2! Efforts to alleviate poverty among elderly
people have proven not successful, at least in some countries.!” The situation is
similar in Kosovo.

Regarding the prevalence of poverty, our report suggests that 16.1% of people
aged 65+ are extremely poor (13.2% of men and 18.5% of women) whereas the
UN ageing report indicated that 13.3% of worldwide individuals aged 65+ are
poor.! Another study in Kosovo reported that 17.1% of elderly aged 65+ are ex-
tremely poor.5 Another study among elderly aged 65+ in Albania found that 16.8%
of them considered themselves as extremely poor 3!, whereas 24% of elderly aged
60+ in Turkey were reported to be poor. 17 In Serbia, 14.7% of persons aged 65+
were reported to be poor 29; the poverty level was higher in women, the low edu-
cated (20.2%) and in rural residents (18.6%). 2° Findings from our survey suggest
that the proportion of individuals perceiving themselves as poor or very poor is
higher in urban areas compared to rural areas. This finding is supported by other
studies in Kosovo.> However, it is difficult to compare poverty levels since no
standardized measurement methodology has been adopted.

In our study, there was evidence of a significant association between educa-
tional level and self-perceived poverty. Furthermore, individuals living alone re-
ported higher rates of extreme poverty compared to those not living alone, a find-
ing which has been consistently reported from other studies conducted else-
where. 2132 Commonly, women have fewer education opportunities and, therefore,
fewer employment chances. Consequently, fewer women benefit from pension
schemes and, ultimately, elderly women are at higher risk of poverty compared to
men. Furthermore, women live longer and hence their chances of living alone are
higher with all the consequences this bears in terms of poverty.

Study limitations

Potential limitations of our study include the generalizability of the findings, dif-
ferential reporting of socioeconomic characteristics, particularly of self-perceived
poverty level, and the study design.

We employed an age- sex-and residence-stratified sample; the stratum sam-
pling may affect the distribution of socioeconomic characteristics among elderly
people. However, all socio-demographic and socioeconomic estimates were stand-
ardized for age, sex, and place of residence to account for the stratification ap-
proach employed in the sampling procedure.

Although we cannot exclude the possibility of reporting bias, there seems no
convincing reason for elderly people’s categories differing in age, sex, place of resi-
dence and educational level to have reported differently about their self-perceived
poverty levels.
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Furthermore, the findings of our study should be interpreted with caution, as the
observed relationships from cross-sectional studies are not assumed to be causal.

Conclusion

In summary, the socioeconomic situation of the elderly population in Kosovo
seems rather challenging. The urbanization process and the internal and external
migration increase the chances of elderly individuals for living alone. In addition,
lack of formal education, especially among women, and the hectic context of a
transitional society should be considered as major marginalizing factors which
exacerbate poverty levels among elderly people in the emerging state of Kosovo.

In conclusion, demographic trends coupled with a society in economic and
political transition raise serious concerns about increasing needs for socioeconom-
ic support and social inclusion of elderly people in Kosovo. There is a low level of
societal preparation in Kosovo capable to deal with socioeconomic needs of elderly
people. Therefore, specific policies and actions should be considered by a number
of stakeholders, including government and civil society in transitional Kosovo.
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Abstract

Background
Our aim was to assess the prevalence and demographic and socioeconomic corre-
lates of chronic morbidity in the elderly population of transitional Kosovo.

Methods

A cross-sectional study was conducted in Kosovo in 2011 including a representa-
tive sample of 1890 individuals aged 265 years (949 men, mean age 73+6 years;
941 women, mean age 74+7 years; response rate: 83.5 %). A structured question-
naire inquired about the presence and the number of self-reported chronic diseas-
es among elderly people, and their access to medical care. Demographic and socio-
economic data were also collected. Binary logistic regression was used to assess
the association of demographic and socioeconomic characteristics with chronic
conditions.

Results

In this nationwide population-based sample in Kosovo, 42% of elderly people were
unable to access medical care, of whom 88% due to unaffordable costs. About 83%
of the elderly people reported at least one chronic condition (63% cardiovascular
diseases), and 45% had at least two chronic diseases. In multivariable-adjusted
models, factors associated with the presence of chronic conditions and/or multi-
morbidity were female sex, older age, self-perceived poverty and the inability to
access medical care.

Conclusion

This study provides important evidence on the magnitude and distribution of
chronic conditions among the elderly population of Kosovo. Our findings suggest
that, in this sample of elderly people from Kosovo, the oldest-old (especially wom-
en) and the poor endure the vast majority of chronic conditions. These findings
point to the urgent need to establish a social health insurance scheme including the
marginalized segments of elderly people in this transitional country.

Keywords
Aging; Chronic morbidity; Elderly; Kosovo; Multimorbidity
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Background

World population is ageing. The 1990-2009 period was characterized by an in-
crease of life expectancy at birth in 165 out of 193 countries, with 29 countries
having more than one fifth of their population aged over 60 years. ! Conversely, in
51 nations, individuals born in 2009 are expected to live on average more than
75 years. 1 However, increased longevity does not necessarily point to good health
for the extra years of life due to a positive relationship between age and disease
occurrence which, coupled with the introduction of new health technologies and
medical progress, will unavoidably lead to increased needs for health care ser-
vices. 2

Kosovo, which emerged as the newest state of Europe in 2008 after almost ten
years under United Nations’ administration following a devastating war 3, is trying
to rebuild its health system.* Among the reforming efforts, an important aspect is
the reorientation of health services to ensure basic medical care for all individuals
and, particularly, for the vulnerable groups. 3> Although Kosovo’s population is the
youngest in the region, it is facing the ageing phenomenon as the share of people
aged 265 years increased from 4.5% in 1981 ¢ to 6.7% in 20117 and fertility rates
declined. Elderly people are commonly described as a vulnerable community 8 and,
in a country struggling to survive, the scientific information about health situation
of elderly people is sporadic ? and they are often overlooked in spite of their grow-
ing numbers.

Transitional countries of Southeast Europe are currently considered to be similar
to developed societies in terms of morbidity and mortality patterns.> This may
suggest changes in the epidemiological profile with an increase in the morbidity
and mortality from non-communicable conditions. Indeed, the leading causes of
death in Southeast European countries are now the circulatory diseases accounting
for more than half of all deaths, followed by cancer. 10

Socioeconomic characteristics influence the health status of individuals. Thus,
there is considerable evidence on a positive relationship between education and
income with a better health status. 12-13 While numerous studies have highlighted
the links between socioeconomic inequalities and health among elderly popula-
tions in developed 13-15 and developing countries 1618, the health status of elderly
people and its association with socioeconomic factors remains largely under re-
searched in countries of the Western Balkans.19-22 This is especially the case for
chronic conditions and multimorbidity.

The magnitude and demographic and socioeconomic determinants of chronic
morbidity among the elderly population in Kosovo have not been reported to date.
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In this context, this study aimed to assess the prevalence and the demographic and
socioeconomic correlates of chronic morbidity in the elderly population of Kosovo
in 2011.

Methods

A nationwide cross-sectional study among elderly people aged 265 years was con-
ducted in Kosovo, a country with an area of 10908 kilometre squares, which is
divided into 37 administrative units, referred to as “municipalities”.

Study population

According to the 2011 Census 7, the total population of Kosovo is 1739825 inhabit-
ants. Our study was conducted between January and March 2011, prior to the 2011
Census’ results.

In 2010, we retrieved (from the Kosovo Ministry of Labour and Social Wel-
fare) a list (sampling frame) containing 140329 individuals aged =65 years.22
Based on this list, we drew an age- sex-and residence-stratified sample of 2400
individuals aged =265 years. Twelve strata were established (based on sex-
stratification [men vs. women], place of residence (urban vs. rural areas) and age-
stratification [65-74 years, 75-84 years and 285 years]). A simple random sample
of 200 individuals in each of the twelve strata was drawn.22

Of the 2400 subjects included in the sample, 135 individuals were ineligible
(69 people were dead, whereas further 66 individuals had left Kosovo at the time
of the survey). Of the 2265 eligible individuals, 1890 agreed to participate in the
study, with an overall response rate of 83.4% (1890/2265).

Data collection
A structured questionnaire was administered by trained interviewers at homes of
elderly people who agreed to participate in the survey.22

Participants were asked about the presence of chronic diseases (“Do you have
any long-standing or chronic illness, disease or disorder?). Upon a positive response,
participants were further asked to specify the type(s) of the following chronic con-
ditions they were suffering from: cardio-vascular diseases (CVD), diabetes, stom-
ach diseases, diseases of the liver, lung diseases, neurologic disorders, cancer, as
well as an open-ended category about the possible presence of other chronic dis-
eases. Based on this self-reported information, we calculated the number of chron-
ic diseases for each participant (range: 1-6).

The questionnaire included also questions about access to medical care (“Are
you able to access medical treatment?” - dichotomized into “able” vs. “unable” to
access medical care) and barriers to access medical care (trichotomized into: “can’t
afford medical costs”, “services too far away” and “too sick for seeking medical care”).

In addition, the questionnaire contained items about socio-demographic and
socioeconomic characteristics of study participants including sex, age (65-
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74 years, 75-84 years and 285 years), educational level (0 years, 1-8 years and
29 years), place of residence (urban vs. rural area), marital status (dichotomized
into: married vs. not married), and self-perceived poverty level (dichotomized into:
not poor vs. poor).22

The study was approved by the Ethical Board of the Ministry of Health of Ko-
sovo. All elderly people who agreed to participate in the survey signed an informed
consent form prior to the interview.

Statistical analysis

Demographic and socioeconomic sample estimates were weighted for age, sex and
place of residence in accordance with the respective strata from the sampling
frame.?2 Absolute numbers and their respective percentages from the study sam-
ple, and sampling frame weighted percentages with their respective 95% confi-
dence intervals (95% Cls) were reported.

Binary logistic regression was used to assess the associations of socio-
demographic and socioeconomic variables with the presence of chronic conditions
(dichotomized into: “none” vs. “at least one chronic condition”) and the number of
chronic conditions (dichotomized into: “one chronic condition” vs. “22 chronic
conditions”). Individuals with 22 chronic conditions were considered as living with
multimorbidity.

Age-adjusted and multivariable-adjusted odds ratios (ORs) and their respec-
tive 95% Cls were calculated. In all cases, a p-value of <0.05 was regarded as statis-
tically significant. All the logistic models were checked to comply with the re-
quirements of Hosmer-Lemeshow goodness-of-fit test (all the reported models
satisfied the goodness-of-fit criterion).

SPSS (Statistical Package for Social Sciences, version 15.0), was used for all the
statistical analyses.

Results
Mean age in this sample of elderly people in Kosovo was 73.4+6.3 years. The ma-

jority lived in rural areas (62%) and 55% were married at the time of the inter-
view (Table 1).
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Table 1. Socio-demographic and socioeconomic characteristics of a population-based sample (N=1890) of
elderly people in Kosovo, 2011

Variable Sample number Weighted percentage
(percentage) (95% CIn)*
Sex:
Men 949 (50.2) 46.4 (46.2-46.7)
Women 941 (49.8) 53.6 (53.3-53.8)
Age:
65-74 years 607 (32.1) 64.9 (64.6-65.1)
75-84 years 675 (35.7) 30.4 (30.1-30.6)
=85 years 608 (32.2) 4.8 (4.7-4.9)
Place of residence:
Rural area 973 (51.5) 62.1 (61.8-62.3)
Urban area 917 (48.5) 37.9 (37.6-38.2)
Educational level:
0 years 836 (44.7) 33.7 (33.5-34.0)
1-8 years 832 (44.4) 54.1 (53.8-54.3)
=9 years 204 (10.9) 12.2 (12.0-12.4)
Marital status:
Currently married 797 (42.8) 54.7 (54.4-55.0)
Othert 1064 (57.2) 45.3 (45.0-45.6)
Self-perceived poverty:
Not poor 920 (49.7) 52.2 (51.9-52.5)
Poor 930 (50.3) 47.8 (47.5-48.1)
Access to medical care:
Able 1087 (57.5) 58.3 (58.1-58.5)
Unable 803 (42.5) 41.7 (41.4-41.9)
Reasons for not accessing medical care:#
Can’t afford the costs 682 (84.9) 87.7 (87.4-87.9)
Services too far away 64 (8.0) 8.0 (7.8-8.2)
Too sick for seeking care 57 (7.1) 4.3 (4.1-4.5)

* Percentages and 95% confidence intervals (95% CI; in parentheses) were weighted for age-, sex- and-
residence in accordance with the respective strata weights in the sampling frame.

t Widowed, separated or divorced.

# Analysis restricted to individuals who were unable to access medical care (n=803).

Almost half of participants perceived themselves as economically poor. About 42%
of respondents reported inability to access medical care, most of whom (87.7%)
couldn’t afford the costs of medical care.

The most prevalent chronic conditions were the cardiovascular diseases followed
by diseases of the stomach and liver, diabetes and lung diseases with 63%, 21%,
18% and 16%, respectively (Table 2). The maximum number of chronic conditions
was six, whereas the median number of diseases was two. The prevalence of each
chronic condition, considered separately, was higher among women than men,
except for the cancer.
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Table 2. Self-reported chronic conditions in a population-based sample (N=1890) of elderly people in Kosovo,
2011

Chronic condition Men (N=949) Women (N=941) Total (N=1890)

n* Percentage n*  Percentage n* Percentage

(95% cI)t (95% CI)* (95% CI)*

CVD 573  54.7 (54.3-55.1) 667 70.5(70.2-70.8) 1240 63.2 (62.9-63.4)
Diabetes 121 15.0 (14.7-15.3) 170 19.8(19.5-20.1) 291 17.6 (17.4-17.8)
Stomach and liver 197 18.8(18.5-19.1) 244 23.6 (23.3-23.9) 441 21.4 (21.2-21.6)
Lung 170  13.7 (13.5-14.0) 181 18.4(18.1-18.7) 351 16.2 (16.0-16.4)
Neurologic disorders 163 12.3 (12.1-12.6) 221 18.2(17.9-18.5) 384 15.5 (15.3-15.7)
Cancer 21 1.6 (1.5-1.7) 13 1.5(1.4-1.6) 34 1.6 (1.5-1.7)
Other conditions 183  14.4 (14.2-14.8) 154 15.4 (15.2-15.7) 337 15.0 (14.7-15.2)

* Absolute numbers in the sample.
t Percentages and 95% confidence intervals (95% CI; in parentheses) were weighted for age-, sex- and-
residence in accordance with the respective strata weights in the sampling frame.

Women aged 65-74 years and 285 years were significantly more likely to report
two or more chronic conditions than men (P<0.001 and P=0.05, respectively) [Ta-
ble 3]. More than four fifths of the elderly people (83%) had at least one chronic
disease, whereas the prevalence of multimorbidity (=2 chronic conditions) was
45%.

Table 3. Number of chronic conditions by age and sex

No. of Total 65-74 years't 75-84 yearst 2 85 years'

chronic (N=1890) (n=607) (n=675) (n=608)

diseases Men Women Men Women Men Women
(n=307) (n=300) (n=343) (n=332) (n=299) (n=309)

0 244 (16.7)* 84 (27.3)* 45 (14.0)* 42 (12.9)* 26 (8.2)* 28 (9.1)* 19 (7.2)*

1 681(38.1) 132(42.8) 110(36.4) 124 (35.9) 121 (36.3) 105 (35.8) 89 (29.6)

2 605 (27.9) 60 (19.4) 86 (29.8) 113 (32.5) 111 (33.2) 108 (35.4) 127 (40.2)

23 360 (17.3) 31(10.4) 59 (19.8) 64 (18.8) 74 (22.3) 58 (19.7) 74 (23.0)

* Sample numbers and weighted percentages (in parentheses). Percentages were weighted for age-, sex- and-
residence in accordance with the respective strata weights in the sampling frame.
t Chi square test: P value <0.001 for 65-74 years, P=0.150 for 75-84 years, and P=0.045 for =85 years.

In age-adjusted logistic regression models (Table 4), sex, age-group, education,
self-perceived poverty and the ability to access medical care were all significantly
associated with chronic morbidity: the presence of at least one chronic condition
was significantly higher in women (OR=1.8; 95% CI=1.4-2.4), among the oldest-old
(OR=3.2; 95% CI=2.3-4.6), those with 1-8 years of formal schooling (OR=2.1; 95%
CI=1.3-3.2), individuals perceiving themselves as poor (OR=2.2; 95% CI=1.7-3.0),
and participants unable to access medical care (OR=4.0; 95% CI=2.8-5.7). A similar
pattern was evident for multimorbidity, where OR was 1.4 times higher among
women (95% CI=1.1-1.7), 1.9 times higher among the oldest-old (95% CI=1.5-2.5),
1.7 times higher among individuals with 1-8 years of formal schooling (95%
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CI=1.2-2.4), 1.6 times higher among individuals perceiving themselves as poor
(95% CI=1.3-1.9), and 1.9 times higher among participants unable to access medi-
cal care (95% CI=1.6-2.4) [Table 4].

Table 4. Association of demographic and socioeconomic factors with the presence and the number of chronic
conditions; age-adjusted odds ratios (ORs) from binary logistic regression

Variable Presence of chronic conditions* Multimorbidity*

OR (95% CI) P OR (95% CI) P

Sex: <0.001
Men 1.00 (reference) 1.00 (reference) 0.001
Women 1.85 (1.39-2.45) 1.40 (1.15-1.71)

Age-group: <0.001 (2)* <0.001 (2)
65-74 1.00 (reference) - 1.00 (reference) -
75-84 2.41 (1.75-3.31) <0.001 1.52 (1.19-1.93) 0.001
=85 3.22(2.26-4.60) <0.001 1.94 (1.51-2.49) <0.001

Residence:

Rural 1.00 (reference) 0.462 1.00 (reference) 0.866
Urban 1.11 (0.84-1.46) 1.02 (0.83-1.24)

Educational level: 0.002 (2) 0.005 (2)
29 years 1.00 (reference) - 1.00 (reference) -
1-8 years 1.77 (1.21-2.59) 0.004 1.37 (0.96-1.94) 0.081
0 years 2.06 (1.35-3.16) 0.001 1.67 (1.16-2.38) 0.005

Self-perceived poverty:

Not poor 1.00 (reference) <0.001 1.00 (reference) <0.001
Poor 2.24 (1.68-3.00) 1.56 (1.28-1.91)

Access to medical care:

Able 1.00 (reference) <0.001 1.00 (reference) <0.001
Unable 4.02 (2.84-5.69) 1.94 (1.58-2.37)

* OR: presence vs. absence of chronic conditions.

T OR: multimorbidity (=2 chronic conditions) vs. single morbidity (1 chronic condition). Individuals with no
chronic conditions (n=244) were excluded from this analysis.

¥ Overall p-values and degrees of freedom (in parentheses).

In multivariable-adjusted models (Table 5), the positive and statistically significant
associations of the presence of at least one chronic condition with female sex, older
age, self-perceived poverty and the inability to access medical care persisted, albeit
less strongly. Furthermore, upon multivariable adjustment, the correlates of mul-
timorbidity were generally similar to those of chronic morbidity.
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Table 5. Association of demographic and socioeconomic factors with the presence and the number of chronic

conditions; multivariable-adjusted odds ratios (ORs) from binary logistic regression

Variable Presence of chronic conditions* Multimorbidity*
OR (95% CI) P OR (95% CI) P
Sex:
Men 1.00 (reference) 0.014 1.00 (reference) 0.081
Women 1.50 (1.09-2.08) 1.23 (0.98-1.54)
Age-group: <0.001 (2)* <0.001 (2)
65-74 1.00 (reference) - 1.00 (reference) -
75-84 2.45 (1.73-3.46) <0.001 1.46 (1.12-1.89) 0.005
=85 2.93 (1.97-4.37) <0.001 1.81 (1.36-2.39) <0.001
Residence:
Rural 1.00 (reference) 0.206 1.00 (reference) 0.598
Urban 1.22 (0.90-1.65) 1.06 (0.85-1.32)
Educational level: 0.150 (2) 0.400 (2)
29 years 1.00 (reference) - 1.00 (reference) -
1-8 years 1.52 (0.99-2.32) 0.052 1.22 (0.84-1.77) 0.304
0 years 1.46 (0.87-2.45) 0.148 1.33 (0.88-2.03) 0.178
Self-perceived poverty:
Not poor 1.00 ( reference) 0.010 1.00 (reference) 0.049
Poor 1.50 (1.10-2.05) 1.25 (1.00-1.55)
Access to medical care
Able 1.00 (reference) <0.001 1.00 (reference) <0.001
Unable 3.27 (2.27-4.71) 1.77 (1.41-2.20)

* OR: presence vs. absence of chronic conditions.

T OR: multimorbidity (22 chronic conditions) vs. single morbidity (1 chronic condition). Individuals with no
chronic conditions (n=244) were excluded from this analysis.

# Qverall p-values and degrees of freedom (in parentheses).

Discussion

This study provides novel evidence about the presence and demographic and soci-
oeconomic correlates of chronic morbidity in the elderly population of transitional
Kosovo. Older age and inability to access medical care were the most consistent
correlates of chronic morbidity and/or multimorbidity in this study population.

In line with other studies using similar methods for assessing chronic diseases
(i.e. self-reported data) 23-26, CVD (including hypertension) was the most prevalent
disease among elderly individuals in this sample. Thus, a similar prevalence of CVD
has been reported among older people in the region, with a prevalence of 58%
reported in Albania 2! and Serbia 29, and slightly over 50% in Macedonia.'® Con-
versely, a lower prevalence varying from 28% in the Netherlands to 41% in Fin-
land was reported by the FINE study which, however, used diagnosed rather than
self-assessed measurement of chronic conditions.?”

One out of five individuals in this Kosovo sample reported diabetes, which
resembles results from Albania (19%) 2!, Germany (17%) 24 and USA (22.7%). 26
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Studies measuring diagnosed diabetes report a prevalence from 15% (in USA) 28 to
9% (Italy) and 6% (the Netherlands). 27 The prevalence of cancer in our study was
quite low compared to other countries in the region: 2-3% in Macedonia 19, 3% in
[taly 27, about 4% in Southern Germany 24, 8% in Finland 27, and 19% among the
American older people.2¢ These differences could be partly explained by different
methods for assessing the presence of chronic conditions (self-reported vs. diag-
nosed data) used in different studies, even though it has been argued that self-
reports and health care records provide quite comparable estimates for diabetes,
but are less concordant for chronic heart disease or other conditions.2>2% For ex-
ample, the beyond chance agreement index (Kappa statistic) has been reported at
0.90 25 and 0.80 2° for diabetes, 0.67 25 and 0.40 2 for hypertension, but lower for
other chronic conditions. Methodological issues aside, a plausible reason for the
discrepancies in diabetes prevalence among the elderly people between Kosovo
and developed countries such as e.g. the Netherlands could be found in the epide-
miology of diabetes which suggests an increasing risk with age, lower education
and socioeconomic status 3031 - factors which were all more prevalent in the Koso-
vo sample 22 compared with the study populations researched elsewhere. 27 Fur-
thermore, another possible explanation for the particularly low prevalence of self-
reported cancer in our study might come from a recent survey among cancer pa-
tients in Albanian settings, which found that most cancer patients seek medical
help only in advanced stages of the illness and the cultural context is largely
against diagnosis disclosure.32

According to a recent systematic review 33, the prevalence of multimorbidity
among the elderly, defined as the concomitant presence of 22 chronic conditions,
ranges from 55%-98%, whereas in our study we noted a prevalence of 45%. The
discrepancies might be due to different age-groups included in different studies,
differences in the number of chronic conditions investigated, and differences in the
study settings and, as mentioned earlier, different means of assessing the presence
of diseases. Furthermore, evidence shows that the prevalence of multimorbidity
depends on the study population (e.g. population-based samples vs. primary care
users, implying a higher prevalence in the later study population), the nature and
the number of chronic conditions included.3#35 Indeed, it has been convincingly
shown that the prevalence of multimorbidity increases as the number of disease
items included in the questionnaire increases.343> However, we tried to overcome
this limitation by introducing the following option: “Please mention any other type
of chronic diseases not mentioned above”.

Another potential source of variability between studies in estimating morbidity
and multimorbidity pertains to education. As the education attainment progresses,
the knowledge and understanding of health and disease changes too, leading thus
to potentially different reporting. On the other hand, the awareness of people re-
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garding health issues has been rising in general leading to more frequent doctor
visits and diagnoses, especially in developed countries. Also, people now can talk
more openly about their health problems and this implies greater willingness to
report such problems when under study. 34

In general, the literature reports that morbidity and multimorbidity is significantly
higher among older people, women and individuals of a low socioeconomic sta-
tus. 24333436 Qur findings are in concordance with the international literature as
regards the association with sex and age, with women and the oldest-old reporting
higher rates of multimorbidity.

Conversely, the inverse association with education was significant in crude analy-
sis only. However, this resembles prior reports from studies conducted elsewhere,
which have pointed out not significant relationships between education and the
number of chronic conditions and multimorbidity in multivariable-adjusted mod-
els. 3740 Thus, a study including individuals aged =18 years reported a non-
significant association between education and multimorbidity 3¢, whereas a large
cohort study among elderly people aged 50-75 years old reported that, upon mul-
tivariable-adjustment, the association of multimorbidity with education weakened
in men, whereas in women it was not statistically significant.*!

Morbidity and multimorbidity among the elderly deserves special attention based
on previous research which shows that, for certain diseases affecting the heart,
lungs and circulatory apparatus, the presence of one or more chronic health condi-
tions is significantly associated with a higher risk of death.2” Two longitudinal
studies reported that persons with poor self-reported health had an early mortali-
ty risk and late mortality risk of about three times higher compared to individuals
with good health status.*243

About half of the elderly subjects in this study perceived themselves as poor. This
might be an indicator of the difficult situation of the elderly population in Kosovo.
A prior report including this very study population in Kosovo indicated that the
self-perceived poverty was significantly higher among women, those without any
formal schooling, urban residents and among the elderly people living alone. 22

We found significant associations of self-reported poverty with the number of
chronic conditions: the higher the poverty level, the higher the proportion of mul-
tiple diseases (Spearman’s correlation coefficient=0.212, P=0.01; not shown in the
tables). Indeed, evidence shows that even after controlling for a number of factors,
poverty remains a strong predictor of adults’ health. 44 Education and poverty
seem to be part of a vicious circle: low education, which is greatly influenced by
unfavourable family circumstances during childhood, might be closely linked to a
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lower income during adulthood favouring persistent poverty which in turn con-
tributes to poor health outcomes later in life.** Since the objective and subjective
measures of poverty have been reported to correlate with each-other 45, self-
perceived poverty might explain a part of unfavourable health outcomes among
Kosovo elderly people, too. Yet, self-perceived poverty and well-being depend on
many factors other than income.*6

Some of the socioeconomic and demographic determinants of chronic morbidity
and multimorbidity among the elderly have been studied extensively, but little is
known about other risk factors of multimorbidity including genetic, biological,
lifestyle and environmental factors.33 Another under researched factor which
could affect the health status of old people is elderly abuse, which includes “aban-
donment, emotional abuse, financial or material exploitation, neglect, physical
abuse, and sexual abuse of the elderly”. 47 Although a considerable number of stud-
ies have highlighted the situation of elderly abuse across different populations,
very little evidence is available regarding the prevention of elderly abuse %7 and
how this may affect the health status of older people. Elderly abuse sets an addi-
tional heavy barrier on the shoulders of older people: besides co-living with the
ageing process and physical limitations that it entails, older people have to cope
with the community abuse, which might further deteriorate their health status.
Elderly people in Kosovo are a marginalized part of the population 22 which might
imply the existence of elderly abandonment and neglect. Future investigations
should take into account this aspect when assessing the complexity of factors asso-
ciated with morbidity of this community. 3648

In our study, access to medical care was a significant and consistent predictor of
both the presence and number of chronic conditions. The access and use of health
services depends not only on the need for care, but also on predisposing character-
istics (demographic factors, health beliefs) and enabling resources such as the
availability of health personnel and health facilities, means of transport, or health
insurance. ¥ The overwhelming majority of Kosovo elderly people who couldn’t
access medical care in this study (almost 90%) pointed to the economic barriers as
the main reason for this inability. This is a reflection of the unclear situation of the
elderly in Kosovo and the ongoing reforms in the health sector. Although protec-
tion of the rights of vulnerable groups and ensuring quality of care is one of the
priorities of health reforms in Kosovo, the health system lags behind its optimal
state. The health insurance system seems unable to function with half of the popu-
lation unemployed and a high informality rate. 350 People aged 265 years in Koso-
vo rely on the social security pension (which is quite low and not sufficient to meet
their everyday needs) and remittances from their close family working abroad.22
Furthermore, Kosovo is in urgent need of deep reforms as the armed conflict left
the country with a very inefficient health system characterized by a lack of trained
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personnel and disparities in health force distribution. These factors lead to varia-
tions in access to primary care, corruption and informal payments, which are all
reflected in unfavourable child and adult health indicators. In this context, the con-
tinuous reforming of the health sector has brought up a complex configuration of
the stakeholders operating in the health system which contributes to unequal ac-
cess to health care. The primary health care is still overlooked by health policies
which often favour “high-tech” clinical medicine.? Furthermore, the private health
sector has been expanded rapidly, but private facilities are unaffordable for the
elderly.3 The main barrier to access care is the cost of services, despite the fact that
basic health services are supposed to be covered for all citizens. Under-the-table
payments put a heavy burden on the shoulders of the poor. Ultimately, the reforms
have resulted in lower access to health care for the poorer groups of the society.50
Under these conditions, little attention is paid to the growing community of the
elderly people in Kosovo 22 which, combined with the inadequacy of financial re-
sources, the economic insecurity and the unclear and unstable development of the
health sector, pose a serious barrier for elderly people to access medical care.

As stated by the Centre on Social Disparities in Health 5, in order to increase the
chances of good health one needs to adopt a healthy lifestyle and have access to
proper medical care. In a broader context, there is a need to promote a healthier
living and working conditions. This should be supported by economic develop-
ment, reducing poverty and enhancing education.5!

Our study has several limitations including its cross-sectional design and the dif-
ferential reporting of chronic diseases among elderly people. We cannot exclude
the possibility of reporting bias; however, we do not have sound reasons to assume
differential reporting of chronic diseases for the elderly people’s categories differ-
ing in demographic and socioeconomic characteristics. More importantly, findings
of our study should be interpreted with caution, since the observed associations
from cross-sectional studies are not assumed to be causal.

Conclusions

Elderly people represent a valuable part of the society as they convey their wisdom
and experience to future generations. Improving their economic situation and
health status in Kosovo will require a lot of efforts. Although access to medical care
is not the only element in the wide array of health determinants, based on our
findings, medical care plays an important role for the control of chronic morbidity
and multimorbidity. Therefore, facilitating the access to medical care of the elderly
people in Kosovo through economic development, poverty reduction and the es-
tablishment of an effective social health insurance system might improve the
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health status of older people and protect them from catastrophic health expendi-
tures.

In conclusion, our study provides evidence on the magnitude and demograph-
ic and socioeconomic correlates of chronic conditions among the elderly popula-
tion of Kosovo. Our findings suggest that the oldest-old (especially women) and the
poor segments of the elderly population endure the vast majority of chronic condi-
tions. These salient findings point to the need for establishing an effective social
health insurance scheme including the marginalized subgroups of elderly people in
Kosovo.
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Abstract

Background

A number of studies proved that social networks and social participation have
beneficial health effects in Western countries. However, the evidence from South-
east European region is scant. We aimed to assess the extent of social networks
and social participation and their relationship with self-perceived health status
among older people in post-war Kosovo.

Methods

A nationwide cross-sectional study was conducted in Kosovo in 2011 including a
representative sample of 1890 individuals aged 265 years (949 men, mean age 73
* 6 years; 941 women, mean age 74 * 7 years; response rate: 83%). Social net-
works were assessed by means of number of friends and family members that
participants had contacts with, whereas social participation by involvement in
social groupings/organizations. Information on self-perceived health status and
demographic and socioeconomic characteristics was also collected.

Results

Overall, 93% of study participants reported that they had at least weekly contacts
with more than one family member, and 97% reported daily contacts with their
respective friends. Conversely, only 14% of participants reported engagement with
social groupings. Generally, individuals who had contacts with friends and/or en-
gaged with social organizations reported a better health status.

Conclusion

Our findings point to strong family ties in this patriarchal society. Conversely, lev-
els of social participation were considerably lower in Kosovo compared with the
Western European countries. The low participation levels in social groupings and
their putative deleterious health effects should raise the awareness of policymak-
ers to improve the conditions and increase the degree of social participation
among older people in transitional Kosovo.

Keywords

Aging, Kosovo, older people, self-perceived health, social contacts, social group-
ings, social participation.
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Introduction

Developing and maintaining social relations and societal participation are vital
human needs at any age, including older people. However, owing to increasing
health problems and the loss of contemporary compeers, older people may be at
risk for loneliness and often suffer in isolation.}2 Thus, increasing age reduces the
number of friends, which, if coupled with the loss of the partner, may lead to social
isolation of older people. Such a situation will increasingly aggravate, given the
global demographic changes.2

Lack of social network and contacts has been convincingly related to an increase in
mortality, particularly cardiovascular mortality34 and, to a lesser degree, death
from cancer 36, infectious diseases”#, accidents and suicides.?1? Conversely, the
link with morbidity is less clear.!! Thus, there is no consistent evidence that social
integration affects disease incidence!l, notwithstanding several reports on the
beneficial effects of social networks and social participation on functional capacity
through improvement of physiological mechanisms, including immunologic, neu-
roendocrine and cardio-vascular functioning.19-13 For older people, social support
and networking is considered an important factor contributing to functioning and
well-being within the concept of successful ageing.1415

Furthermore, a fairly recent systematic review reported that social support reduc-
es the risk of elder abuse.l®¢ However, the relationship between health and social
network and social participation is also related to underlying personality factors
that determine whether relationships and participation are established and main-
tained.'”

In Europe, there are large differences in the ageing process and there exist differ-
ent stages in the ageing evolution, with clear evidence of ageing societies in the
Western countries, whereas several societies are in demographic transition, in-
cluding post- communist countries of the Western Balkans.

Kosovo is the newest state in Europe struggling to establish a functional democra-
cy after the breakdown of former Yugoslavia and the subsequent war in the region.
In post-war and other transitional countries, social disruption, anomie and lack of
social cohesion and social support mechanisms have been associated with health
consequences other than violence.81? This may be particularly relevant for Koso-
vo, which endured an intensive armed conflict. At the aftermath of the ethnic war,
however, information on social cohesion, social networks and social participation
of the population, including the older people in Kosovo, is scarce.
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In this context, the aim of our study was to assess the extent of social networks and
social participation and their health effects among older people in Kosovo, a transi-
tional country in the Western Balkans that emerged from an extensive gory war
with Serbia. More specifically, the following two research questions were outlined:
(i) to determine the prevalence of social networks and social participation among
older people in Kosovo and compare these estimates with reports from Western
Europe and other countries, and (ii) to assess the association between social sup-
port and social participation with self-perceived health among the older popula-
tion of Kosovo.

Methods

A nationwide cross-sectional study among older people aged = 65 years was con-
ducted in Kosovo between January and March 2011.

Study population

A population-based sample of 2400 individuals aged = 65 years was drawn based
on the 2010 lists (sampling frame) available from the Kosovo Ministry of Labour
and Social Welfare.20 Twelve strata were established [based on sex-stratification
(men vs. women), place of residence (urban vs. rural areas) and age-stratification
(65-74 years, 75-84 years and 285 years)]. A simple random sample of 200 indi-
viduals in each of the 12 strata was drawn.2? Of the 2400 individuals included in
the sample, 135 individuals were ineligible (69 people were dead, whereas further
66 individuals had left Kosovo at the time of the survey). Of the 2265 eligible indi-
viduals, 1890 agreed to participate in the study, with an overall response rate of
83.4% (1890/2265).

Data collection

A structured questionnaire was administered by trained interviewers at the homes
of the older people who agreed to participate in the survey. Participants were
asked about the presence and number of daily contacts with their friends (‘Do you
have friends with whom you meet or speak nearly every day?’ on a positive response,
participants were further asked: ‘With how many friends do you meet or speak near-
ly every day?’); at least weekly contacts with their closed family members (‘Do you
see or speak, at least once a week, to any family member including siblings, children,
grandchildren, or other closed relatives?) and participation in social groups (‘Do
you take part in any social groups outside your home including community or civil
society organizations, political parties, religious groupings, or other communi-
ty/social movements?’).

Participants were also asked whether they felt lonely (‘Do you feel lonely? Nev-
er, sometimes, often’). Furthermore, participants were asked to rate their health
status (‘Overall, in a scale from 1 (poor health) to 5 (good health), how do you rate
your health status in the past 12 months?’).
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Information on demographic factors (age and sex) and socioeconomic charac-
teristics, including educational level (years of completed formal schooling) and
self-reported poverty level [on question: ‘In a scale from 1 (extremely poor) to 5
(not poor at all), how do you perceive your poverty level?’], was also collected.20

The study was approved by the Ethical Board of the Ministry of Health of Ko-
sovo. All elderly people who agreed to participate in the survey signed an informed
consent form prior to the interview.

Statistical analysis

Social network and social participation sample estimates were standardized (pop-
ulation-weighted) for age, sex and place of residence in accordance with the re-
spective strata from the sampling frame.20

Spearman correlation coefficients were used to assess the linear association
between age, number of years of completed formal schooling, number of friends,
self-perceived poverty and self- perceived health status.

General linear model was used to assess the associations of social network
and social participation variables with self-perceived health status. The general
linear model procedure provides regression analysis and analysis of variance for
one dependent variable by one or more factors/variables. Using the general linear
model procedures, one can test the null hypothesis about the effects of other vari-
ables on the means of various groupings of a single dependent variable. We used
this feature of the general linear model to compare the mean values of self-
perceived health status by different categories of social networks (number of
friends: 0, 1 or 22), social participation (no vs. yes) and sense of loneliness (never,
sometimes or often). Initially, age-adjusted mean values and their respective 95%
confidence intervals were calculated. Subsequently, multivariate-adjusted (sex:
men vs. women; age, trichotomized into: 65-74 years, 75-84 years and 285 years;
educational level, trichotomized into: 0 years, 1-8 years and 29 years; self-
perceived poverty level, dichotomized into: not poor vs. poor; number friends: 0, 1
or =2; social participation: no vs. yes; sense of loneliness: never, sometimes or
often) mean values and their respective 95% confidence intervals were calculated.

SPSS (Statistical Package for Social Sciences, version 15.0) was used for all the
statistical analyses.

Results

Mean age of study participants (54% women) was 73.4 + 6.3 years (in men: 73.0 *
5.9 years; in women: 73.7 % 6.6 years), one-third of individuals reported no formal
schooling and almost half of participants perceived themselves as economically
poor. 20

Weighted to the Kosovo population, 93% of the participants reported having at
least weekly contacts with more than one family member (Table 1). Furthermore,
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97% of individuals reported daily contacts with their respective friends (98% of
men vs. 96% of women, P < 0.01). Yet, only 14% of study participants reported
engagement in social groupings (20% of men vs. 9% of women, P < 0.01). Overall,
13% of individuals reported a frequent sense of loneliness.

The number of friends reported by study participants was weakly positively
correlated to educational level and (self-perceived) good health, but inversely re-
lated to age (Table 2). Self-perceived good health, in turn, was positively (weakly)
correlated with education and financial status, but inversely related to age.

Table 1. Distribution of social participation characteristics in a population-based sample of older people in
Kosovo, 2011

Variable Men (n=949) Women (n=941) Total (n=1890)

n? (%)® [weighted %]¢ n (%)[weighted %] n (%)[weighted %]

With how many friends do you
meet or speak nearly every day?

0

vV N =

3

Do you have friends with whom you
meet or speak nearly every day?

No
Yes

Do you see or speak to any family
member at least once a week?

Siblings

Children

Grandchildren

Other closed relatives

More than one

No family contacts

Do you take part in any social
groups outside your home?
No
Yes
Do you feel lonely?

Never
Sometimes
Often

38 (4.1) [2.3]
184 (19.7) [16.7]
321 (34.4) [35.8]
390 (41.8) [45.2]

38 (4.1) [2.3]
895 (95.9) [97.7]

10 (1.1) [0.8]

38 (4.1) [4.6]

12 (1.3) [1.0]

12 (1.3) [1.4]
857 (91.5) [92.0]
8 (0.8) [0.3]

779 (82.1) [79.8]
170 (17.9) [20.2]

293 (31.6) [35.9]
501 (54.0) [53.4]
133 (14.3) [10.8]

59 (6.3) [4.0]
232 (24.9) [23.9]
331 (35.5) [37.5]
310 (33.3) [34.7]

59 (6.3) [4.0]
873 (93.7) [96.0]

13 (1.4) [1.6]

26 (2.8) [2.2]

12 (1.3) [0.8]

11 (1.2) [0.7]
867 (92.8) [94.1]
5 (0.5) [0.6]

867 (92.3) [90.8]
72 (7.7) [9.2]

219 (23.5) [25.0]
534 (57.3) [59.6]
179 (19.2) [15.4]

97 (5.2) [3.2]
416 (22.3) [20.5]
652 (35.0) [36.7]
700 (37.5) [39.5]

97 (5.2) [3.2]
1768 (94.8) [96.8]

23 (1.2) [1.2]
64 (3.4) [3.3]
24 (1.3) [0.9]
23 (1.2) [1.0]
1724 (92.1) [93.1]
13 (0.7) [0.4]

1646 (87.2) [85.7]
242 (12.8) [14.3]

512 (27.5) [30.0]
1035 (55.7) [56.7]
312 (16.8) [13.3]

a: Absolute numbers. Discrepancies in totals are owing to missing covariate values.

b: Sample percentages.

c: Age- sex and-residence standardized percentages in accordance with the respective strata weights in the

sampling frame.
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Table 2. Correlational matrix of self-perceived health status with number of friends and demographic and
socioeconomic characteristics

Variable Number Self-perceived Self-perceived Age
of friends 2 health poverty
Self-perceived health P 0.121 (<0.001)c
Self-perceived poverty ¢ 0.067 (<0.001) 0.129 (<0.001)
Age -0.159 (<0.001) -0.213 (<0.001) -0.029 (0.217)
Years of formal schooling 0.143 (<0.001) 0.239 (<0.001) 0.078 (0.001) -0.422 (<0.001)

a: Number of friends met or spoken with nearly every day

b: Range from 1 (poor health) to 5 (good health).

c: Spearman’s correlation coefficients and their respective p-values (in parentheses).
d: Range from 1 (poor) to 5 (not poor).

In age-adjusted analyses, there was a graded positive relationship between num-
ber of friends and self-perceived good health (overall P < 0.001) (Table 3). Partici-
pation in social groupings was also positively related to good health (P = 0.03).
Conversely, there was evidence of a graded inverse association with the sense of
loneliness (overall P < 0.001).

Table 3. Association of self-perceived health status with social networks and social participation in a repre-
sentative sample of older people in Kosovo; age-adjusted and multivariable-adjusted mean values from the
general linear model

Variable Age-adjusted Multivariate-adjusted 2
Mean® 95% CI P Mean b 95% CI P
Number of friends: <0.001 (2)¢ 0.007 (2)
0 2.08 1.91-2.26 0.001 2.17 2.00-2.34 0.005
1 2.26 2.17-2.34 0.003 2.33 2.23-2.43 0.067
=2 2.40 2.36-2.45 - 241 2.34-2.48 -
Part of social groups:
No 2.34 2.29-2.38 0.030 2.26 2.18-2.33 0.098
Yes 2.47 2.36-2.58 2.35 2.23-2.48
Do you feel lonely: <0.001 (2) <0.001 (2)
Never 2.75 2.68-2.82  <0.001 2.73 2.63-2.83 <0.001
Sometimes 2.33 2.28-2.38  <0.001 2.35 2.26-2.44 <0.001
Often 1.76 1.67-1.85 - 1.84 1.72-1.96 -

a: This model, including 1779 individuals, was simultaneously adjusted for sex (men vs. women), age-group
(65-74, 75-84, 285 years), educational level (0, 1-8, 29 years), self-perceived poverty (poor vs. not poor),
number of friends (0, 1, 22), social groups (no vs. yes) and sense of loneliness (never, sometimes, often).

b: Range from 1 (poor health) to 5 (good health).

c: Overall P-values and degrees of freedom (in parentheses).

In multivariate-adjusted models, the positive association of self- perceived good
health with number of friends was slightly attenuated (overall P = 0.007) and even
more so with participation in social groupings (P = 0.098). On the other hand, the
inverse association with the sense of loneliness persisted strongly and significant-
ly. The associations with the number of friends and social participation were simi-
lar in both sexes (in multivariate-adjusted sex-pooled models with introduction of
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interaction terms of sex with the number of friends and social participation, the P-
values of the interaction terms were P = 0.31 and P = 0.18, respectively).

We had also collected data on the number of chronic diseases among older people
included in this survey. Essentially, there was evidence of an inverse association of
the number of chronic conditions with social networks and social participation,
which is reassuring.

Discussion

Main findings

A salient finding of our study consists of strong family ties but a low degree of so-
cial participation among older people in Kosovo. Thus, 93% of participants report-
ed having at least weekly contacts with more than one family member, and 97%
reported daily contacts with their respective friends. On the other hand, only 14%
of participants reported engagement with social groupings. In multivariate-
adjusted general linear models, in both sexes, individuals who had contacts with
friends and/or engaged with social organizations reported a better health status.

Social networks and social participation among older people in Kosovo vis-a-vis other
countries
The degree of social networks in this representative sample of older people in
Kosovo, as measured by the frequency and number of contacts with closed family
members, is high compared with several previous reports not only from USA and
European countries 341321 but also other countries in the Western Balkans, includ-
ing the neighbouring Albania.?2 Similarly, the level of networking with friends was
high also in this study conducted in Kosovo compared with USA and Western Eu-
ropean populations.3413.21

On the other hand, levels of social participation among older people in Kosovo
(overall participation in social groupings: 14%) seem to be lower than previous
reports from North America 23; Southeast Asia, including Taiwan (where, in a large
population- based sample, 280% of older people reported participation in at least
one social activity 24) and Western European countries, including The Netherlands
1321 (where, the participation in social clubs in a large population-based sample of
older people ranged from 19% among the less socially engaged group to 31%
among the most socially engaged group?3), but similar to the reported degree of
social participation among the older population in the nearby Albania.22 Similarly,
a low participation level was recently reported in a population-based sample of
older people in Iran.2

In our study, we obtained evidence of a low social participation level, but a
high degree of connection with close family members and friends. This may be
typical for transitional countries of the Western Balkans, which have experienced
major social, political and economic upheaval in the past 2 decades, which was also
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associated with intensive internal and external migration.2¢ From this point of
view, in such countries, including Kosovo, which has undergone a major social
disruption, family ties and connections with close friends may tend to compensate
for the lack of social integration, cohesion and social participation.

The positive association of social networks and social participation with a
better self-reported health status in our study is compatible with previous re-
ports?’, which have also linked social isolation with poor self-rated health?8, or
more recently with poor health status and health-related quality of life of older
people.z?

Social networks, social participation and health status
In the recent decades, there has been a considerable body of literature pointing to
beneficial health effects of social support, networking and social participation.3-
10,17

Mechanisms for the health effect of social support and networking have been
suggested to include a direct effect [through either health- induced behaviours
(reduced fat in diet, quitting smoking or physical exercise) or increase of percep-
tion of control over the environment giving an assurance of self-worth, which in
turn may improve well-being and immunity to disease] or indirect effect (buffering
effect), which is believed to help moderate the impact of acute and chronic stress-
ors on health. 1017

As for the hormonal pathways, it is also possible that social support and net-
working have a direct effect on the neurohormonal responses of the body to envi-
ronmental stress.1017 A few studies have reported that high levels of social net-
work and support are associated with lower heart rate, lower blood pressure and
lower levels of cortisol, adrenaline and noradrenaline.1®

On the other hand, it has been convincingly argued that it is a crucial point to
distinguish between the health-promoting effects of social support and networking
and the inherent ability to develop and maintain human relations.1%17 From this
point of view, it has been suggested that part of the explanation for the relationship
between health and social network and social participation is related to underlying
personality factors that determine whether relationships and participation are
established.” Especially, perceived support is suggested to be related to personali-
ty factors, particularly higher trait optimism and extraversion and lower loneli-
ness, neuroticism and hostility.173031 Indeed, it is almost a prerequisite for social
networking and participation to occur that the personality characteristics are
available to develop and sustain it. 17 For instance, hostility, which has been shown
to predict coronary heart disease, tends to have an inverse relationship with
measures of social support and networking.3233 In our study population, however,
we did not collect information on such psychosocial characteristics and, therefore,
could not explore the putative link between personality characteristics and net-
working and social participation.
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Study limitations

Our study may suffer from some limitations pertinent to surveys of this nature,
including instruments of measurement of social networks and social participation,
information bias and the study design. Our measuring instruments included a few
items that may have not fully captured the wide and complex array of social net-
works and social participation characteristics in this post-war society. Differential
reporting of social networks and/or social participation, however, seems unlikely
for elderly people’s categories differing in their demographic and socioeconomic
characteristics. Yet, this is one of the few studies providing useful evidence on the
extent of social networks and social participation among older people in transi-
tional Kosovo. Our survey included a large representative population-based sam-
ple with a high participation rate in both sexes (overall: 83.4%). Nevertheless, our
findings should be interpreted with caution, as the relationships from cross-
sectional studies are not assumed to be causal and may be susceptible to the issue
of reverse causality. We cannot exclude that different levels of health status may
affect the degree of social networks and particularly social participation. From this
point of view, the lower social participation rate among older people in our study
may have been affected by their pre-existing diseases—as evidenced by older peo-
ple’s poor self-rated health. Therefore, evidence from more robust study designs,
including prospective studies, is needed to confirm and extend our findings on the
health effects of social networks and social participation among older people.

Conclusions

Our findings point to strong family ties in this patriarchal society, but a relatively
low degree of social participation. In conclusion, notwithstanding the fact that the
subgroup without any social liaisons was small in our study sample (3%), the low
participation levels in social groupings and their putative deleterious health effects
should raise the awareness of policymakers to increase the degree of social partic-
ipation among older people in transitional Kosovo. Segments of older people who
are less socially engaged are possible target groups for public health interventions.
From this point of view, focused and targeted policies, specific programmes and
interventions should be designed in Kosovo to engage older people in the social
realm.
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Key points

- This study aimed to assess the extent of social networks and social partici-
pation and their relationship with self-perceived health status among old-
er people in transitional Kosovo.

- Overall, 93% of study participants reported that they had at least weekly
contacts with more than one family member, and 97% reported daily con-
tacts with their respective friends. Only 14% of participants reported en-
gagement with social groupings.

- Individuals who had contacts with friends and/or engaged with social
organizations reported a better health status.

- Our findings point to strong family ties in this patriarchal society. Con-
versely, levels of social participation were considerably lower in this Ko-
sovo sample compared with the Western European countries.

- The low participation levels in social groupings and their putative delete-
rious health effects should raise the awareness of policymakers to improve
the conditions and increase the degree of social participation among older
people in transitional Kosovo.
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Abstract

Aim

The aim of our study was to assess the level of knowledge and practices of health
professionals regarding health status and health care services for older people in
post-war Kosovo.

Methods

A cross-sectional study was conducted in February-March 2013 in Kosovo includ-
ing a nationwide representative sample of 412 physicians working at primary,
secondary and tertiary health care levels (220 males, mean age: 45.6£9.3 years;
192 females, mean age: 46.4+9.1 years; overall response rate: 91%). A structured
questionnaire was administered to all participants inquiring about physicians’
level of knowledge and practices regarding different domains of older people’s
health status and health care services.

Results

Overall, 38% of physicians did not know the estimated proportion of older people
in Kosovo. About 31% and 22% of female and male physicians, respectively, esti-
mated quite correctly the prevalence of chronic morbidity among older people in
Kosovo. The percentage of male physicians who reported screening about issues
related to autonomy of older people was higher than in female physicians (64% vs.
54%, respectively, P=0.035). Similarly, male participants reported a higher fre-
quency of screening for social isolation and confusion than their female counter-
parts. Conversely, there were no sex-differences with regard to screening for is-
sues related to domestic violence, mental health, eating or feeding problems, skin
breakdown, incontinence, or evidence of falls among the elderly.

Conclusions

Our findings point to rather unsatisfactory levels of physicians’ knowledge about
health status of the elderly and inadequate practices regarding the health care
services for older people in Kosovo. There is an urgent need to introduce continu-
ous medical training programs regarding health care services for older people in
transitional Kosovo.

Keywords
Knowledge, Kosovo, older people, practices.
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Introduction

Nowadays, policymakers and decision-makers in the health field are increasingly
recognizing the importance of including a patient and family perspective in their
continuous efforts to improve health care quality and safety.»2 From this point of
view, the experience and evaluation of health care services, as perceived by the
patients and their families, is currently a key factor in health care quality and safe-
ty in most of the industrialized countries.2* Hence, patient-and family-centered
care brings the perspectives of patients and families directly into the planning,
delivery, and evaluation of health care services, and thus improving its quality and
safety.? Currently, studies increasingly indicate that when health care managers
and administrators, health care provides, and patients and families work in part-
nership, the quality and safety of health care rise, costs decrease, and provider and
patient satisfaction increase gradually.2* The level of knowledge and practices of
health care providers operating at all levels of care is particularly important to
increase the quality of health care services for older people, which comprise a ra-
ther vulnerable subgroup of the population.>®

However, for Kosovo, the information about health care providers’ levels of
knowledge, attitudes and practices related to health care services pertinent to
older people is scarce. After the war and the liberation from the Serbian regime in
1999 and almost a decade under United Nations administration, Kosovo is under-
going a rapid process of transformation to an independent state, which was for-
mally proclaimed in 2008. Kosovo is the newest country in Europe consisting of
the youngest European population with an average age of 27 years.” According to a
recent estimate available from the World Bank, Kosovo is among the poorest coun-
tries in Europe, with 34% of the population living below the national poverty line
and 12% living in extreme poverty.8 Notwithstanding its young population, Kosovo
is inevitably affected by the global aging trend characterized by a gradual increase
in the proportion of individuals aged 265 years 7, which is linked to the lowering
level of fertility rates, a higher life-expectancy and emigration of working-age
adults.?

In this context, our aim was to assess the level of knowledge and practices of
health professionals regarding health status and health care services for older
people in post-war Kosovo.

Methods

A cross-sectional study was conducted in February-March 2013 in Kosovo. Overall,
there were invited 450 physicians from all regions of Kosovo to participate in this
survey, based on sample size calculations related to different conservative assump-
tions about physicians’ level of knowledge and practices regarding health status
and health care services for older people in Kosovo. Of the 450 targeted physicians
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working at primary, secondary and tertiary levels of health care services in Koso-
vo, 412 agreed to participate in the study (220 males, mean age: 45.6+9.3 years;
192 females, mean age: 46.4+9.1 years), with an overall response rate of:
412/450=91%.

A structured questionnaire was administered to all participants inquiring
about physicians’ level of knowledge and practices regarding different domains of
older people’s health status and health care services.

Specifically, participants were asked about the proportion of individuals aged
265 years and 285 years in Kosovo (both dichotomized in the analysis into: correct
answer vs. wrong answer, based on the official figures available from the Kosovo
Population and Housing Census).?

Furthermore, physicians were asked about the prevalence of chronic morbidi-
ty and co-morbidity among older people (overall and sex-specific), and the preva-
lence of poor self-perceived health status and poverty level among older people in
Kosovo (in the analysis, all these variables were dichotomized into: correct answer
vs. wrong answer, based on a fairly recent survey conducted in Kosovo which in-
cluded a large nationwide representative sample of older people in Kosovo).10.11

In addition, physicians were asked whether in their medical practices they
routinely screened their older patients for issues related to domestic violence,
mental health, sense of independence/autonomy, sleep disorders, eating or feeding
problems, incontinence, confusion, evidence of falls, and skin breakdown (all di-
chotomized in the analysis into: no vs. yes).

Data about years of working experience, type of specialization (Family Medi-
cine vs. other medical specializations), training on older people (no vs. yes), and
use of protocols (no vs. yes) were also collected.

Fisher’s exact test was used to compare sex-differences (male vs. female par-
ticipants) related to the levels of knowledge and practices regarding different do-
mains of health status and health care services for older people in Kosovo.

Results
Overall, about 69% of physicians were working at the primary health care level all
around Kosovo (and, therefore, were specialized in Family Medicine); about 43%

had received some training on older people care; and about 35% reported use of
protocols for older people care in their routine practice (Table 1).
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Table 1. Distribution of baseline characteristics in a representative sample of physicians in Kosovo in 2013

Variable Men (N=220) Women (N=192) Overall (N=412)
Age (years) 45.6+9.3 46.4+9.1 46.0£9.2
Work experience (years) 14.9+10.0 15.5+9.3 15.2+9.7
Level of service:

Primary health care 133 (60.5)t 152 (79.2) 285 (69.2)

Secondary level 52 (23.6) 20 (10.4) 72 (17.5)

Tertiary level 35(15.9) 20 (10.4) 55(13.3)
Specialization:

Family Medicine 133 (60.5) 152 (79.2) 285 (69.2)

Other medical specialization 87 (39.5) 40 (20.8) 127 (30.8)
Training on older people care:

No 134 (60.9) 102 (53.1) 236 (57.3)

Yes 86 (39.1) 90 (46.9) 176 (42.7)
Use of protocols for older people care:

No 149 (67.7) 121 (63.0) 270 (65.5)

Yes 71(32.3) 71 (37.0) 142 (34.5)

*Mean values + standard deviations.
t*Numbers and column percentages (in parentheses).

Remarkably, overall, about 38% of physicians in our study sample did not know
the rough proportion of older people (individuals aged 265 years) in Kosovo.
However, there were no statistically significant sex-differences with regard to phy-
sicians’ level of knowledge about the proportion of older men and women in Koso-
vo (Table 2).

Conversely, more female than male physicians knew correctly the rough prev-
alence of chronic morbidity in the overall subgroup of older people in Kosovo
(31% vs. 22%, respectively, P=0.043). However, this was not the case for the prev-
alence of the overall co-morbidity, which was similarly estimated among male and
female participants (35% vs. 38%, respectively, P=0.539). About 41% of male phy-
sicians and 43% of female physicians estimated correctly the prevalence of self-
perceived poor health among older people. On the other hand, 59% of males and
66% of females estimated correctly the prevalence of self-perceived poverty
among older people in Kosovo.
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Table 2. Physicians’ level of knowledge about the proportion, chronic morbidity, health status and poverty
level of older people in Kosovo

Variable Men (N=220) Women (N=192) P-valuet

Share of people aged = 65 years in Kosovo:
Wrong answer 80 (36.4)" 76 (39.6) 0.542
Correct answer (about 6-7%) 140 (63.6) 116 (60.4)

Share of older women vs. older men:
Wrong answer 82 (37.3) 58 (30.2) 0.145
Correct answer (higher in women) 138 (62.7) 134 (69.8)

Share of people aged = 85 years in Kosovo:
Wrong answer 144 (65.5) 112 (58.3) 0.154
Correct answer (about 0.5%) 76 (34.5) 80 (41.7)

Prevalence of chronic morbidity in older people:
Wrong answer 172 (78.2) 133 (69.3) 0.043
Correct answer (about 80%) 48 (21.8) 59 (30.7)

Prevalence of chronic morbidity in older women:
Wrong answer 176 (80.0) 142 (74.0) 0.159
Correct answer (about 85%) 44 (20.0) 50 (26.0)

Prevalence of chronic morbidity in older men:
Wrong answer 184 (83.6) 158 (82.3) 0.793
Correct answer (about 75%) 36 (16.4) 34 (17.7)

Prevalence of co-morbidity in older people:
Wrong answer 143 (65.0) 119 (62.0) 0.539
Correct answer (about 45%) 77 (35.0) 73 (38.0)

Prevalence of co-morbidity in older women:
Wrong answer 135 (61.4) 115 (59.9) 0.763
Correct answer (about 50%) 85 (38.6) 77 (40.1)

Prevalence of co-morbidity in older men:
Wrong answer 153 (69.5) 134 (69.8) 0.999
Correct answer (about 40%) 67 (30.5) 58 (30.2)

Poor self-perceived health among older people:
Wrong answer 130 (59.1) 110 (57.3) 0.764
Correct answer (about 50%) 90 (40.9) 82 (42.7)

Poverty level among older people:
Wrong answer 90 (40.9) 65 (33.9) 0.154
Correct answer (about 50%) 130 (59.1) 127 (66.1)

*Numbers and column percentages (in parentheses).
tP-values from Fisher’s exact test.

Table 3 presents physicians’ practices regarding selected health care services for
older people in Kosovo. There were no significant sex-differences with regard to
the screening procedures for issues related to domestic violence, or mental health.
Conversely, the percentage of male physicians who reported screening about is-
sues related to autonomy of older people was higher than in female physicians
(64% vs. 54%, respectively, P=0.035). Similarly, male participants reported a high-
er frequency of screening for social isolation and confusion than their female coun-
terparts, notwithstanding the lack of statistical significance. On the other hand,
there were no sex-differences with regard to screening for issues related to eating
or feeding problems, skin breakdown, incontinence, or the evidence of falls among
the elderly (Table 3).
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Table 3. Physicians’ practices regarding health care services for older people in Kosovo

Variable Men (N=220) Women (N=192) P-valuef

Routine screening for domestic violence:
No 117 (53.2)° 107 (55.7) 0.621
Yes 103 (46.8) 85 (44.3)

Routine screening for mental health:
No 69 (31.4) 74 (38.5) 0.146
Yes 151 (68.6) 118 (61.5)

Routine screening for autonomy:
No 78 (35.5) 88 (45.8) 0.035
Yes 142 (64.5) 104 (54.2)

Routine screening for social isolation:
No 101 (45.9) 104 (54.2) 0.114
Yes 119 (54.1) 88 (45.8)

Routine screening for sleep disorders:
No 30 (13.7) 39 (20.6) 0.065
Yes 189 (86.3) 150 (79.4)

Routine screening for eating or feeding problems:
No 41 (18.8) 38(20.2) 0.802
Yes 177 (81.2) 150 (79.8)

Routine screening for incontinence:
No 43 (20.2) 45 (24.1) 0.397
Yes 170 (79.8) 142 (75.9)

Routine screening for confusion:
No 42 (19.4) 52 (27.5) 0.060
Yes 174 (80.6) 137 (72.5)

Routine screening for evidence of falls:
No 51(23.7) 47 (25.1) 0.816
Yes 164 (76.3) 140 (74.9)

Routine screening for skin breakdown:
No 85 (39.9) 74 (39.6) 0.999
Yes 128 (60.1) 113 (60.4)

* Numbers and column percentages (in parentheses).
tP-values from Fisher’s exact test.

There was evidence of a strong association between the use of clinical protocols
for elderly care and the training received: physicians who reported routine use of
protocols and guidelines for elderly care were six times more likely (OR=6.1,
95%CI=3.9-9.5) to have received training compared with their counterparts who
did not report any use of clinical protocols (data not shown in the tables).

Discussion

The main findings of this survey consist of rather unsatisfactory levels of physi-
cians’ knowledge about health status of the elderly and inadequate practices re-
garding the health care services for older people in Kosovo. Thus, overall, 38% of
physicians in our study sample did not know the rough proportion of older people
(individuals aged 265 years) in Kosovo. Similarly, 34% of the overall male and
female physicians in our study sample did not know that the proportion of older
women is higher than the proportion of older men in Kosovo. Furthermore, more
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than 60% of the study participants did not know the rough proportion of the oldest
old population (individuals aged =285 years) in Kosovo. Also, only 26% of the over-
all study sample estimated more or less correctly!! the prevalence of chronic mor-
bidity among older people in Kosovo. Conversely, about 42% and 62% of the study
participants estimated correctly the proportion of poor self-assessed health sta-
tus!! and self-perceived poverty levell911, respectively, among older people in Ko-
sovo.

These findings point to a rather insufficient level of physicians’ knowledge
about the proportion and health status of the elderly population in post-war Koso-
vo. This is particularly worrying for the primary health physicians given the fact
that they are the main health care providers for the older population in Kosovo and
their support and care for older people is considered as an important factor con-
tributing to functioning and well-being within the concept of successful ageing. 1213

As for the health care practices, only 43% of the overall sample of physicians
included in our survey reported the use of protocols in their routine health care
practice with older people. There was evidence of a strong positive relationship
between the use of clinical protocols and the training received for elderly care.
This finding points to the urgent need to introduce systematic continuous medical
training programs especially for primary health care physicians in Kosovo in order
to increase the quality of health care services pertinent to the older population in
this country which is facing a particularly difficult period of political and socioeco-
nomic transition and is currently struggling enormously to establish a functional
democracy after the breakdown of former Yugoslavia and the consequent long war
in the region. In post-war and other transitional settings including countries of the
Western Balkans, social disorder and anomie have been reported to be negatively
associated with health outcomes.!415 This may be relevant for Albania and particu-
larly for Kosovo, which suffered a severe armed conflict. Older people in Kosovo
are supposed to suffer most the consequences of social disruption following the
devastating war with Serbia.

In conclusion, our study provides useful evidence about physicians’ level of
knowledge and practices regarding different domains of health status and health
care services for older people in Kosovo. Our findings point to the urgent need for
implementation of specific programs and interventions in Kosovo in order to im-
prove the quality of health care services and social services for the older popula-
tion. A suitable start, as indicated from the findings of the current survey, would be
the implementation of continuous medical training programs for elderly care tai-
lored in accordance with the job description of primary health care physicians in
Kosovo.
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Abstract

Aim

The objective of this study was to validate the EASY-Care tool, an international
instrument addressing older people’s health needs and current priorities in Alba-
nian-speaking settings.

Methods

This validation study, conducted in August-September 2010, included a sample of
38 older people who were users of primary health care services in Prishtina
(N=20) and in Tirana (N=18). All participants were administered the finalised
version of EASY-Care Standard 2010 which was agreed by the EASY-Care Interna-
tional Research Network and already validated in many countries worldwide. The
EASY-Care assessment instrument consists of two sections: i) basic information
(personal data, biography, medical history), and; ii) assessment of needs and cur-
rent priorities (visibility, hearing and communication, self-care, movements, secu-
rity, accommodation and financial circumstances, physical health, mental health
and well-being).

Results

Overall, there were 18 men (47.4%) and 20 women (52.6%) included in this vali-
dation sample. Median age was 68.5 years (interquartile range: 65.0-76.0 years).
Overall, 71% of participants could use telephone without help; 89% could look
after their personal appearance; 87% could dress on their own; 92% were able to
use toilet and shower; 66% could do household tasks; 79% could cook their own
meals; 97% could feed themselves, and; 87% could use medicines on their own.
Overall, 79% of older people had not had falls in the last 12 months; 42% of indi-
viduals perceived their health status as good; 60% had suffered any body pain in
the last month; 58% had been worried by the feeling of desperation, depression or
hopelessness in the last month; 74% had been worried due to lack of interest or
pleasure to do something in the last month, and; 63% of study participants were
worried in relation to loss of their memory.

Conclusions

In Albanian-speaking settings, we provide evidence on the process of cross-
cultural adaptation of a useful instrument employed internationally assessing old-
er people’s health and social needs and their current priorities.

Keywords
Albania, EASY-Care, Kosovo, older people.
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Introduction

The EASY-Care program has a legacy of continuous research and development,
since the need and conceptual basis for an assessment instrument for holistic, pre-
ventive care for use in primary care was identified during a Public Health Research
Fellowship undertaken by Professor Ian Philp with Professor Robert Kane at the
University of Minnesota in 1989.1

Prior to developing and validating the EASY-Care instrument, there has been
little experience with use of standardized assessment instruments for older people
in primary health care settings and community care settings2. A proper assessment
practice involves both health and social needs of older people in a balanced way
supporting decision making with evidence based screening tools. From this point
of view, EASY-Care provides a simple, valid and reliable assessment for early iden-
tification of a range of health care needs. !

The EASY-Care assessment is derived from a collection of well-established
instruments where these are available for the EASY-Care domains. Source instru-
ments have been modified where necessary to ensure consistency in format and
flow. 1

The items and domains of the assessment were agreed and refined in valida-
tion studies under taken in several European studies in the 1990s. -7

From 2000-2008 Professor lan Philp, the EASY-Care Program Director, was
appointed National Tsar for Older People at the Department of Health in the UK,
where helead the development and implementation of the National Service
Framework for Older People. During this period the EASY-Care Programme of
research continued, but it was following a successful re-launch in 2008 that the
scope of use of EASY-Care instruments has been broadened from mainly European
to global use, with work on cross-cultural translation and validation undertaken in
more than 30 countries from the developed and developing world in all six WHO
regions.!

Research and user feedback has indicated that the EASY-Care instrument is
particularly useful for obtaining a rounded assessment of need and personal re-
sponse in at-risk older people and living in the community. A number of studies
have been undertaken by researchers around the world and have demonstrated: i)
good reliability and validity in psychometric studies37; ii) high levels of cost-
effectiveness in improving functional outcomes and reducing hospital admissions
with an increase in community service provision 89; iii) population studies in sev-
eral countries using EASY-Care data have shown the value of the instrument in
identifying the prevalence of population health and care needs of older people. 1.10

In this context, our aim was to validate the EASY-Care tool, an internationally
validated instrument employed for assessment of older people’s health needs and
current priorities in Albania and Kosovo, two transitional countries in the Western
Balkans.
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Methods

A sample of 38 older people who attended primary health care services in Prisht-
ina (capital city of Kosovo) and Tirana (capital city of Albania) were included in the
EASY-Care validation procedures in August-September 2010.

All participants were administered the finalised version of EASY-Care Stand-
ard 2010 which was agreed by the EASY-Care International Research Network and
already validated in many countries worldwide. The EASY-Care Standard 2010
instrument ensures a record of needs and priorities about the health and care for
older people who can fill the assessment form themselves or under the guidance of
health professional or social care professional. In addition, older people may prefer
that a member of their family or friend be involved in filling the assessment form.
The EASY-Care assessment instrument consists of the following two sections:

- Basic information: personal data, biography, medical history;

- Assessment of needs and current priorities: visibility, hearing and communica-
tion, self-care, movements, security, accommodation and financial circum-
stances, physical health, mental health and well-being.

The EASY-Care Standard 2010 instrument was translated from English into Alba-
nian and subsequently back-translated from Albanian into English following the
standard methods of translation and cross-cultural adaptation of the question-
naires.!! The aim of the cross-cultural adaptation was to provide a version of the
instrument that was conceptually as close as possible to the original questionnaire,
considering nevertheless Albania and Kosovo older people’s perspective and un-
derstanding.!!

Results

In this validation sample of older people in Albania (N=18, or 47.4% of the overall
sample) and Kosovo (N=20, 52.6%), median age was 68.5 years (interquartile
range: 65.0-76.0 years) (Table 1). Overall, median educational attainment was 8.0
years (interquartile range: 4.0-12.0 years). Overall, there were 18 men (47.4%)
and 20 women (52.6%). About 79% of participants resided in urban areas com-
pared with 21% of rural residents. About 66% of individuals were currently mar-
ried, whereas 34% were either single or widowed. About 32% of participants re-
ported that their finances were not sufficient to meet the end of the month, where-
as a similar proportion of older people reported that they could save some money
at the end of the month.
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Table 1. Distribution of demographic and socioeconomic characteristics in the EASY-Care validation sample of
older people in Albania and Kosovo (N=38), in 2010

Variable Median (IQR) / N (%)
Age (years) 68.5 (65.0-76.0)*
Educational level (years) 8.0 (4.0-12.0)*
Country:

Albania 18 (47.4)t

Kosovo 20 (52.6)
Sex:

Men 18 (47.4)t

Women 20 (52.6)
Place of residence:

Urban area 30 (78.9)t

Rural area 8(21.1)
Marital status:

Married 25 (65.8)f

Widowed/single 13 (34.2)
Finances at the end of month:

Not enough 12 (31.6)t

Enough 14 (36.8)

Could save some money 12 (31.6)
Type of family:

Nuclear 15 (39.5)t

Extended 23 (60.5)
Profession:

Employed 6 (15.8)t

Pension 32 (84.2)

*Median values and interquartile ranges (in parentheses).
tNumbers and column percentages (in parentheses).

About 40% of older people reported living in a nuclear type of family, compared
with 60% of those who reported an extended family type. Finally, about 16% of the
sample participants were currently employed vs. 84% who were retired.

Table 2 presents the distribution of the items related to the sense of autonomy
in the EASY-Care validation sample in Albania and Kosovo. Overall, 71% of partici-
pants could use telephone without help; 89% could look after their personal ap-
pearance; 87% could dress on their own; 92% were able to use toilet and shower;
66% could do household tasks; 79% could cook their own meals; 97% could feed
themselves, and; 87% could use medicines on their own.
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Table 2. Distribution of the autonomy items in the EASY-Care validation sample of older people in Albania and
Kosovo (N=38),in 2010

Variable Numbers (column percentages)
Can you use telephone?

Without help 27 (71.1)

With help 11 (28.9)
Can you look after your personal appearance?

Without help 34 (89.5)

With help 4(10.5)
Can you dress on your own?

Without help 33 (86.8)

With help/unable 5(13.2)
Are you able to use toilet and shower?

Without help 35(92.1)

With help/unable 3(7.9)
Can you do household tasks?

Without help 25 (65.8)

With help/unable 13 (34.2)
Can you cook your own meals?

Without help 30(78.9)

With help/unable 8(21.1)
Can you feed yourself?

Without help 37 (97.4)

With help 1(2.6)
Can you use medicines on your own?

Without help 33 (86.8)

With help/unable 5(13.2)

Table 3 presents the distribution of the items related to health and well-being
among study participants. Overall, 79% of older people had not had falls in the last
12 months; 42% of individuals perceived their health status as good; 60% had
suffered any body pain in the last month; 58% had been worried by the feeling of
desperation, depression or hopelessness in the last month; 74% had been worried
due to lack of interest or pleasure to do something in the last month, and; 63% of
study participants were worried in relation to loss of their memory.
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Table 3. Distribution of the items related to health and well-being in the EASY-Care validation sample of older
people in Albania and Kosovo (N=38), in 2010

Variable Numbers (column percentages)

Have you had falls in the last 12 months?

No 30(78.9)

Yes 8(21.1)
General health status

Good 16 (42.1)

Poor 22 (57.9)
Have you suffered any body pain in the last month?

No 23 (60.5)

Yes 15 (39.5)

During the last month, have you often been worried by

the feeling of desperation, depression or hopelessness?
No 22 (57.9)
Yes 16 (42.1)

During the last month, have you often been worried due
to lack of interest or pleasure to do something?

No 28 (73.7)

Yes 10 (26.3)
Are you worried in relation to loss of memory?

No 24 (63.2)

Yes 14 (36.8)

On the whole, about 84% of participants reported that the duration of the evalua-
tion process had the right amount; 60% reported that the evaluation was entirely
clear; 50% believed that the evaluation was useful, and; about 58% reported that
they would be willing to recommend the current evaluation procedure to their
peers (Table 4).

Table 4. Evaluation opinions of older people included the EASY-Care validation sample in Albania and Kosovo
(N=38),in 2010

Variable Numbers (column percentages)

Evaluation duration

About the right amount 32 (84.2)

Alittle less or a little more than needed 8(15.8)
Was the evaluation clear?

Everything clear 23 (60.5)

Partly clear 15 (39.5)
Was the evaluation useful?

Very useful 19 (50.0)

Somehow/little useful 19 (50.0)
Would you recommend this evaluation to your peers?

Definitely 26 (68.4)

Maybe yes, maybe not 16 (31.6)

93



Discussion

Our study provides evidence on the process of cross-cultural adaptation in Albani-
an settings of the EASY-Care tool, an internationally validated instrument assessing
health needs and priorities of older people.l"10 Findings from this pilot study re-
vealed a satisfactory duration of the evaluation process as reported by the majority
of older people both in Albania and Kosovo. Furthermore, half of respondents in
this validation study considered the evaluation useful and the majority of study
participants found the assessment form rather clear, which reflects a great poten-
tial for a wider use of the EASY-Care tool in population-based studies in Albanian
speaking countries.

Our study adds to the current body of international literature indicating the
worldwide usefulness of EASY-Care assessment as a reliable and valid instrument
3-7, a tool with high levels of cost-effectiveness in improving functional outcomes
and reducing hospital admissions with an increase in community service provi-
sion%?, and a valuable instrument in identifying the prevalence of population
health and care needs of older people.110

Potential limitations of our study include the small sample size and differen-
tial reporting of older people based on their demographic and socioeconomic
characteristics. Nevertheless, on the face of it, there is no plausible reason for older
people’s categories differing in their socio-demographic and socioeconomic char-
acteristics to have reported differently on the EASY-Care domains included in the
evaluation form.

In conclusion, in Albanian-speaking settings, we provide evidence on the pro-
cess of cross-cultural adaptation of a useful instrument employed internationally
assessing older people’s health and social needs and their current priorities. Fu-
ture studies in Albania and Kosovo should involve large population-based samples
of older people in order to assess their health and social needs and current priori-
ties as evidenced by the already validated EASY-Care instrument.
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General Discussion
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In this Chapter we summarize the main findings of this thesis and discuss them vis-
a-vis other studies and reports from the international literature. In addition, this
chapter discusses the strengths and limitations of our research work which should
promote and guide future research on older care. In the last section of this chapter,
we provide recommendations for health professionals, decision-makers and poli-
cymakers of the health sector in Kosovo.

Main findings of the thesis

A remarkable finding in our population-based large sample of older men and
women in Kosovo was the low educational attainment especially among women.
Thus, about 48% of the women had no formal education at all compared to 17% of
men.! Furthermore, there was evidence of a high level of self-perceived poverty
among older people, especially among women (52% vs. 41% in men).! In multivar-
iable-adjusted models controlling simultaneously for all the demographic and so-
cioeconomic characteristics, self-perceived poverty rates were higher among older
women, the low educated individuals, urban residents, and those living alone.!

As for the health status and health care services, 42% of older people included
in our study were unable to access medical care, of whom 88% due to unaffordable
costs.2 About 83% of older people reported at least one chronic condition (63%
cardiovascular diseases), and 45% had at least two chronic diseases.2 The preva-
lence of chronic morbidity and multimorbidity was higher in older women, the
oldest old, poor individuals and those unable to access medical care. In multivaria-
ble-adjusted models, factors which were positively associated with the presence of
chronic conditions and/or multimorbidity included female sex, older age, self-
perceived poverty and the inability to access medical care.?

Regarding the social networks, overall, 93% of older people reported that they
had at least weekly contacts with more than one family member, and 97% report-
ed daily contacts with their respective friends.3 Conversely, the level of social par-
ticipation was much lower as only 14% of older men and women reporting en-
gagement with social groupings. Overall, older people who had contacts with
friends and/or engaged with social organizations reported a better health status,
even after controlling for socio-demographic and socioeconomic characteristics.3

As for the survey involving health care professionals, overall, more than one-
third of physicians did not know the share of older people in Kosovo, and only one
out four physicians estimated quite correctly the prevalence of chronic morbidity
among older people in Kosovo.* Regarding the health care practices, only 43% of
the overall sample of physicians included in our survey reported the use of proto-
cols in their routine health care practice with older people. In general, there was
evidence of insufficient levels of physicians’ knowledge about health status of older
people and inadequate practices regarding the health care services for older peo-
ple in Kosovo.#
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Finally, in two Albanian-speaking settings namely Kosovo and Albania, we ob-
tained evidence on the process of cross-cultural adaptation of EASY-Care tool, a
useful instrument employed internationally assessing older people’s health needs
and social needs, as well as their current priorities.

Demographic characteristics and socioeconomic status of older people in
Kosovo vis-a-vis other countries

The distribution of demographic characteristics in our population-based sample of
older people was similar to those reported previously in Kosovo and in other coun-
tries of the region. Thus, the 2009 Demographic, Social and Reproductive Health
Survey in Kosovo reported a similar distribution of socio-demographic factors
including ethnicity, religious denomination, place of residence and marital status.>

On the other hand, the prevalence of no formal schooling in our study popula-
tion was somehow lower compared with the findings reported by the Demograph-
ic, Social and Reproductive Health Survey in Kosovo in 2009.5 However, the gender
gap in educational attainment disfavoring older women was similar in both stud-
ies, albeit slightly narrower in our study sample. In any case, the remarkably high
proportion of no formal education and/or very basic schooling among Kosovo
elderly people is alarming and calls for action. Otherwise, the low rates of formal
schooling in Kosovo are not unique and resemble the educational level of Turkey,
as reported in 2007.6 Conversely, in the neighboring Albania, the educational at-
tainment of older people in both sexes has been reported considerable higher than
in Kosovo, with only 5% of both elderly men and women having no formal educa-
tion at all,” compared with 33% among the Kosovo sample of older people included
in our study.

Regarding the prevalence of self-perceived poverty, our study suggests that
about 16% of older people aged =65 years are extremely poor, a finding which is
comparable with the estimate from the UN ageing report of 2010 (about 13%)
involving worldwide individuals of the same age (that is 265 years).8 Otherwise,
the prevalence of self-perceived poverty among Kosovar older people resembles
extremely closely the same measure reported from a previous survey conducted in
the neighboring Albania, where the prevalence of poverty among men and women
aged 265 years was estimated at 16.8%.7 Conversely, the prevalence of the overall
poverty in older people aged =65 years in Serbia has been estimated at about
15%,° which is also similar to the estimate from the current survey in Kosovo.
Contrary to the findings in Serbia,® however, we obtained evidence of a higher
degree of self-perceived poverty in urban areas compared with the rural areas of
Kosovo. This is in line with the current evidence from other countries which sug-
gests higher poverty rates in urban populations compared with their rural coun-
terparts.l? For patriarchal societies such as Kosovo, the impoverishment of older
people residing in urban areas is also related to a considerable decrease in terms
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of material support from children and relatives due to individualistic or nuclear-
type of the families - contrary to the extended family-type or multigenerational
support which is definitely more evident in rural areas of Kosovo.

Health status of older people in Kosovo in comparison with other countries

In our study including a nationwide representative sample of older men and wom-
en in Kosovo, health status was measured through self-reports. Thus, based on
self-reported data, the prevalence of multimorbidity (that is the simultaneous
presence of 22 chronic conditions) among older people in Kosovo was 45%. This
finding is somehow lower than reports from a systematic review which estimated
the prevalence of multimorbidity among older people from 55% to 98%.11 Howev-
er, our study involved a population-based sample of older individuals which is
assumed to have a lower prevalence of morbidity and multimorbidity compared
with samples drawn at hospital settings or at primary health care services, such as
the case of many studies conducted in the analysis of the abovementioned system-
atic review.11

Alternatively, in our study, the prevalence of cardiovascular diseases including
hypertension was similar to previous reports from Albania (about 60% in both
older men and women, whereas in our Kosovo sample it was about 63%)7, Serbia!2
and Macedonia?®3, which have all employed self-reported data too.

The prevalence of self-reported diabetes in this Kosovo sample was also very
similar to a previous report from Albanian older people (19% in both sexes com-
pared to 18% in our Kosovo sample).”

Conversely, cancer prevalence was quite low in our study sample compared to
other countries in the region such as Macedonia.l3 A putative reason for the low
prevalence of self-reported cancer in Albanian settings is suggested from a recent
study including cancer patients in Albania which reported that most of the patients
with cancer seek medical care only in advanced stages of the disease and the socio-
cultural context in Albanian speaking countries is largely against diagnosis disclo-
sure.l4

Overall, in this study conducted in Kosovo, the prevalence of chronic morbidi-
ty and multimorbidity, after controlling for potential confounders, was higher
among the oldest old and individuals who reported inability to access medical care,
which might partly serve as a marker of a low socioeconomic status. Our findings
in this regard are generally compatible with the vast international literature which
reports significantly higher rates of morbidity and multimorbidity among the very
olds and individuals of a low socioeconomic status.11.15-17

In particular, access to medical care in our study was a significant and con-
sistent predictor of both the presence and number of chronic conditions, irrespec-
tive of demographic characteristics. Health beliefs aside, the access and use of
health care depends also on resources such as the availability of health personnel
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and health facilities, means of transport, or presence of an effective health insur-
ance scheme.18

In the Kosovo sample, the vast majority of older people who could not access
medical care (about 90%) reported economic barriers as the main reason, which
points to the rather challenging situation of the older population in this transition-
al society and the fast pace coupled with unclear outcomes of the current reforms
in the health sector in Kosovo.

Actually, there are obvious clashes and discrepancies between different re-
forms and programs currently in place in Kosovo. Thus, notwithstanding the fact
that social protection of vulnerable subgroups and marginalized segments of the
population is spelled out as one of the priorities of health reforms in Kosovo, the
health system lags far behind in this regard and does not provide sufficient and
adequate coverage for these high-risk population groups. Currently, there is no
health insurance system in place and there is no clue how this can be realistically
achieved in light of half of the Kosovo population being unemployed, a factor which
is also coupled with a high informality rate.1?

In Kosovo, all citizens aged 265 years rely on the social security pension which
is very low and, therefore, insufficient to meet daily living needs. In addition, a not
trivial share consists of remittances from children and other close family working
and living abroad (about 25% according to 2011 estimates from UNDP Kosovo
Office; see at: http://www.kosovo.undp.org/repository/ docs/ 2011/ Remit-
tance_Survey_Fact_Facts_2011_Final-trans.pdf). Nevertheless, as described above,
the socioeconomic conditions of older people in Kosovo are rather difficult jeop-
ardizing also access and affordability of health care services, especially services
related to early diagnosis of diseases and preventive services.

Another important factor concerns the urgent need for comprehensive re-
forms in the health sector which has undergone severe damages due to the long
decades of suppression from Serbian regime. Thus, in the past two decades, there
has been a steady decrease in the availability of health personnel, especially in the
remote areas of the country.

As a matter of fact, Kosovo is currently characterized by a rather unreformed
and inefficient health system with a significant share of not properly trained health
personnel. Also, human resources in the health care sector are unevenly distribut-
ed which leads to clear disparities in availability and quality of health care service
provision.

Hence, we consider that one of the core elements of the future health reforms
in Kosovo should consist of a rationale distribution of human resources in the
health field along with their continuous medical training in order to meet the cur-
rent health challenges and health problems that the older people are facing.

Additional factors that lead to health disparities and compromise the access
and affordability to primary and secondary health care services for older people in
Kosovo include the relatively high levels of corruption and informal payments in
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the health sector, notwithstanding the fact that these phenomena are not well-
documented and under-reported.

In this framework, the continuous but unclear reformation of the health sector
in Kosovo has yielded a multifaceted pattern of interested stakeholders which are
involved in the health system. The different interests of various stakeholders have
inevitably led to unequal access to health care for the older people. Thus, the main
barrier to access care for many older individuals is the relatively high cost of
health services, notwithstanding the fact that some basic health services are sup-
posed to be covered free-of-charge for all citizens residing in Kosovo. However, in
order to get prompt and effective medical services, individuals have to pay under-
the-table.

From this perspective, under-the-table payments constitute a heavy burden
especially for the poor elderly who do not have any financial means, a situation
which is similar to the bordering Albania (see at: http://arnop.unimaas.nl/-
show.cgi?fid=24261). The ultimate outcome is reflected in the unfavorable morbid-
ity and mortality indicators especially for the diseases which are conventionally
considered to be amenable to health care services.20

At the same time, it should be pointed out that the private health sector has
been expanded rapidly in Kosovo, but the services offered by the private sector are
rather unaffordable for most of the older people.2°

In summary, the vague health care reforms in Kosovo have decreased the
access to health care services especially for the vulnerable socioeconomic sub-
groups of older people who also live in social isolation.!?

Given these circumstances, in light of the unstable health sector developments
coupled with scarce financial resources and economic instability, the growing
community of older people in Kosovo will continuously experience serious barri-
ers to access high quality medical services.

Social networks and social participation of older people in Kosovo vis-a-vis
other countries

In our study including a large nationwide representative sample of older men and
women in Kosovo, in addition to socioeconomic characteristics and health status,
we measured social networks and social participation through a structured ques-
tionnaire. More specifically, social networks were assessed by means of number of
friends and family members that older people had contacts with, whereas social
participation by involvement of older people in social groupings or social organiza-
tions.

Overall, 93% of older men and women in this Kosovo sample reported that
they had at least weekly contacts with more than one family member, and 97%
reported daily contacts with their respective friends. On the other hand, only 14%
of participants reported engagement with social groupings/organizations. Thus, an
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outstanding finding of our study consists of strong family ties but a low degree of
social participation among older people in Kosovo.

In general, participants who had contacts with friends and/or engaged with
social organizations reported a better health status and this finding was evident in
both older men and women irrespective of their demographic and socioeconomic
characteristics.

The extent of social networks among older people in Kosovo was higher com-
pared with previous reports from other countries in the Western Balkans, includ-
ing the neighboring Albania,” and even more so compared with other European
countries and the USA.21-24

On the other hand, levels of social participation among older people in Kosovo
were lower than reports from Western European countries?324 and North Ameri-
ca25, but similar to Albania.”

In summary, a remarkable finding of our study in Kosovo involves a low social
participation level, but a high degree of connection with close family members and
friends. We argue that this finding fits well within the context of transitional coun-
tries of the Western Balkans, which have undergone major social, political and
economic upheaval in the past two decades coupled also with a process of inten-
sive internal and external migration.2¢ From this line of argument, in post-war
settings and transitional countries of the Western Balkans including Kosovo, which
has undergone a huge social disruption, family ties and connections with close
friends may tend to compensate for the lack of social integration, social cohesion
and social participation.

Otherwise, the positive association of social networks and social participation
with a better self-reported health status in our study, regardless of socio-
demographic and socioeconomic characteristics of study participants, is compati-
ble with previous reports from other countries?’, which have also linked social
isolation with poor self-rated health?8, or more recently with poor health status
and health-related quality of life of older people.2? As a matter of fact, in the past
decades, there has been a considerable body of literature pointing to beneficial
health effects of social support, social networking and social participation.21.2230

Knowledge and practices of physicians regarding health status and health
services in Kosovo

The survey including a representative sample of physicians in Kosovo, found quite
unacceptable levels of physicians’ knowledge about health status of the older peo-
ple and scarce practices regarding the health care services for older people in Ko-
sovo.

Thus, overall, 38% of physicians in our study sample did not know the rough
proportion of older people (individuals aged =65 years) in Kosovo. Even worse,
34% of the overall male and female physicians in the study sample did not know
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that the proportion of older women is higher than the proportion of older men in
Kosovo.

Furthermore, more than 60% of the study participants did not know the
rough proportion of the oldest old population (individuals aged =85 years) in Ko-
sovo. Also, only 26% of the overall study sample estimated more or less correctly?
the prevalence of chronic morbidity among older people in Kosovo. Conversely,
about 42% and 62% of the study participants estimated correctly the proportion
of poor self-assessed health status? and self-perceived poverty level,12 respective-
ly, among older people in Kosovo.

As for the health care practices, only 43% of the overall sample of physicians
included in our survey reported the use of protocols in their routine health care
practice with older people.

Strengths and limitations of this study

Our survey involving older people in Kosovo has several strengths, which are briefly

summarized below:

- Study sample: our survey included a large nationwide representative sample
of older men and women in both urban and rural areas of Kosovo.

- Response rate: the response rate in the population-based survey involving
older people in Kosovo was remarkably high in both men and women. Based
on the sampling technique, the large sample size and the high response rate,
findings from our study sample can be generalized to the overall population of
Kosovo aged 265 years.

- Data collection: our measuring instrument for assessment of socioeconomic
conditions, health status, social networks and social participation among older
people in Kosovo consisted of simple and straightforward items which, appar-
ently, increase the validity of the information.

Conversely, the survey involving older people in Kosovo has the potential limita-
tions of cross-sectional studies of this nature which may nevertheless be prone to
biases of selection and information:

- Although our sampling frame consisted of the most valid and reliable source in
Kosovo namely the Ministry of Social Welfare lists, and notwithstanding the
high response rate, we cannot exclude entirely the possibility of selection bias.

- On the face of it, the questionnaire that we used for assessment of socioeco-
nomic conditions, health status, social networks and social participation used
mainly objective measures. Nonetheless, the self-reported data on each of the
survey dimensions was obtained by interview and, therefore, could have been
affected by socio-demographic and socioeconomic characteristics of older
people included in the survey. The oldest old, female participants or lower SES
individuals may have had a greater inclination to report poor health or lack of
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social networks and social participation than their younger, male, or higher
SES counterparts. However, there is no conceivable reason to assume differen-
tial reporting between older people groups differing in their demographic and
socioeconomic characteristics. Yet, the possibility of information bias cannot
be excluded, as it is an inherent drawback of this kind of (cross-sectional)
studies.

More importantly, relationships reported in cross-sectional studies of this
nature are not assumed to be causal. Therefore, confirmation and replication
of our findings ideally from prospective studies is needed in order to firmly in-
form policy.

Recommendations for policy formulation in Kosovo

Based on the survey involving a population-based sample of older men and women in
Kosovo, the following recommendations are outlined for policy formulation:

Specific policies and actions should be considered by a number of stakehold-
ers, including government and civil society in transitional Kosovo in line with
the rapid urbanization process and the internal and external migration which
increase the chances of older people to experience social isolation.
Implementation programs should also consider the lack of formal education,
especially among women, and should be also tailored in accordance with the
hectic context of a transitional society which exacerbates poverty levels among
older people in the new state of Kosovo.

Although access to medical care is not the only element in the wide array of
health determinants, based on the findings of our survey including older peo-
ple in Kosovo, medical care plays an important role for the control of chronic
morbidity and multimorbidity. Therefore, there is a growing need to facilitate
the access to medical care of older people in Kosovo through economic devel-
opment and poverty reduction strategies which tend to improve both the
health status of older people and protect them from catastrophic health ex-
penditures.

In particular, there is an urgent need for establishing an effective social health
insurance scheme including the marginalized subgroups of elderly people in
Kosovo.

The low participation levels in social groupings and their putative deleterious
health effects should raise the awareness of policymakers to increase the de-
gree of social participation among older people in transitional Kosovo.
Segments of older people who are less socially engaged are possible target
groups for public health interventions. From this point of view, focused and
targeted policies, specific programs and interventions should be designed in
Kosovo to engage older people in the social realm.
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The survey involving a representative sample of health professionals in Kosovo sug-
gests the following recommendations which may help to inform evidence-based poli-
cy:

- There is an urgent need to introduce systematic continuous medical training
programs especially for primary health care physicians in Kosovo in order to
increase the quality of health care services for the older population in this
country which is facing a particularly difficult period of political and socioeco-
nomic transition and older people in Kosovo are considered to suffer most the
consequences of social disruption following the devastating war with Serbia.

- An appropriate start would be the implementation of programs for elderly
care tailored in accordance with the job description of health professionals
operating at different levels of health care services in Kosovo.

The cross-cultural adaptation study including a small but representative sample of
primary health care older people in Kosovo and Albania implies the following rec-
ommendation for policymakers:

- There is a call for implementation of large population-based studies employing
the EASY-Care tool, an internationally validated instrument, in order to priori-
tize the health needs and the social needs of older people in Kosovo and Alba-
nia.

Concluding Remarks

This study provides important evidence on the socioeconomic status, health condi-
tions, social networks and social participation in the older population of Kosovo, a
newly emerging country in the Western Balkans which is undergoing a particularly
difficult transition after a long period under oppression and war with Serbia. Fur-
thermore, this study provides useful information about health professionals’
knowledge about health status of older people and their current practices with
regard to health care service provision for older people in Kosovo. These findings
offer valuable baseline information for decision-makers and policy-makers in-
volved in the health care sector and social welfare system in Kosovo.

Furthermore, at a broader research community level, this study provides nov-
el evidence on older people from a particularly under-researched post-war setting
and transitional country of the Western Balkans such as Kosovo. We have reported
on important associations between socio-demographic and socioeconomic charac-
teristics with health status, social networks and social participation, which have
been under-researched in the older populations of Southeastern Europe to date.
Indeed, the magnitude and socioeconomic correlates of morbidity and multimor-
bidity, social networks and social participation in the older populations of the
Western Balkans have received very little attention in the literature. From this
point of view, this study makes a useful international contribution.
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Nevertheless, findings of our study require confirmation and replication in future
studies in Kosovo and in other emerging/transitional populations in order to pro-
vide a solid foundation for policy formulation. This study, hopefully, will serve to
stimulate such further research on older people.
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Summary

Background, aim, and research questions

This is the first rigorous study conducted in an older population in an Albanian-

speaking setting such as the newly emerging state of Kosovo.

The aim of this study was threefold:

- To assess the socioeconomic conditions, health status, social networks and
social participation in a large nationwide representative sample of older men
and women (individuals aged 265 years) in the Republic of Kosovo;

- To assess the level of knowledge and practices of health professionals regard-
ing health status and health care services for older people in Kosovo, and;

- To validate (cross-culturally adapt) the EASY-Care tool, an international in-
strument measuring older people’s health needs and priorities, which we sug-
gest for use in future population-based studies involving older people in Alba-
nian-speaking settings.

We hypothesized that older people of both sexes in Kosovo would be socioeconom-
ically vulnerable, particularly in terms of financial means given the rapid transition
towards a new socioeconomic system coupled with “modernization” of the society
where children and other relatives take care far less of their older family members.
At the same time, we hypothesized a high prevalence of chronic diseases and con-
ditions, as well as functional limitations among older people in line with the lack of
a national health insurance fund in Kosovo. On the other hand, we hypothesized a
relatively low level of knowledge of Kosovo health professionals’ about health
status of older people and poor practices regarding their health care services pro-
vided for older people in Kosovo.

Methods

We conducted three separate surveys in line with the threefold aim of this re-

search work:

- A nationwide survey (cross-sectional study) was conducted in Kosovo in Janu-
ary-March 2011 including an age- sex-and residence (urban vs. rural)-
stratified sample of 1,890 individuals aged 65 years and over (949 men, mean
age 73+6 years; 941 women, mean age 74+7 years; overall response rate: 83.5
%).

- Another survey (cross-sectional study) was conducted in February-March
2013 in Kosovo including a nationwide representative sample of 412 physi-
cians working at primary, secondary and tertiary health care levels (220
males, mean age: 45.6+9.3 years; 192 females, mean age: 46.4+9.1 years; over-
all response rate: 91%).

- In addition, an EASY-Care validation study was conducted in August-
September 2010 including a sample of 38 older people who were users of pri-
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mary health care services in Prishtina (capital city of Kosovo) and in Tirana
(the Albanian capital).

Results and Discussion

A remarkable finding in our population-based large sample of older men and
women in Kosovo was the low educational attainment especially among women.
Thus, about 48% of the women had no formal education at all compared to 17% of
men. Furthermore, there was evidence of a high level of self-perceived poverty
among older people, especially among women (52% vs. 41% in men). In multivari-
able-adjusted models controlling simultaneously for all the demographic and soci-
oeconomic characteristics, self-perceived poverty rates were higher among older
women, the low educated individuals, urban residents, and those living alone.

As for the health status and health care services, 42% of older people included
in our study were unable to access medical care, of whom 88% due to unaffordable
costs. About 83% of older people reported at least one chronic condition (63%
cardiovascular diseases), and 45% had at least two chronic diseases. The preva-
lence of chronic morbidity and multimorbidity was higher in older women, the
oldest old, poor individuals and those unable to access medical care. In multivaria-
ble-adjusted models, factors which were positively associated with the presence of
chronic conditions and/or multimorbidity included female sex, older age, self-
perceived poverty and the inability to access medical care.

Regarding the social networks, overall, 93% of older people reported that they
had at least weekly contacts with more than one family member, and 97% report-
ed daily contacts with their respective friends. Conversely, the level of social par-
ticipation was much lower as only 14% of older men and women reporting en-
gagement with social groupings. Overall, older people who had contacts with
friends and/or engaged with social organizations reported a better health status,
even after controlling for socio-demographic and socioeconomic characteristics.

As for the survey involving health care professionals, overall, more than one-
third of physicians did not know the share of older people in Kosovo, and only one
out four physicians estimated quite correctly the prevalence of chronic morbidity
among older people in Kosovo. Regarding the health care practices, only 43% of
the overall sample of physicians included in our survey reported the use of proto-
cols in their routine health care practice with older people. In general, there was
evidence of insufficient levels of physicians’ knowledge about health status of older
people and inadequate practices regarding the health care services for older peo-
ple in Kosovo.
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Samenvatting

Achtergrond, doel en onderzoeksvragen

Dit is de eerste nauwgezette studie die uitgevoerd is onder een oudere populatie in

een Albaneessprekende omgeving; de zich nieuw ontwikkelende staat Kosovo.

Het doel van deze studie was drieledig:

- het beoordelen van de sociaal-economische condities, gezondheidstoestand,
sociale netwerken en sociale deelname in een groot nationaal breed represen-
tatief voorbeeld van oudere mannen en vrouwen (allen = 65 jaar) in de repu-
bliek Kosovo;

- het beoordelen van het niveau van kennis en het praktiseren van gezond-
heidsdeskundigen met betrekking tot gezondheidsstatus en gezondheidszorg
voor ouderen in Kosovo;

- het valideren (cross-cultureel geadapteerd ) van de Easy-Care tool, een inter-
nationaal meetinstrument naar gezondheidsbehoeften en-prioriteiten van ou-
deren, die wij aanraden te gebruiken in toekomstige studies van bevolkings-
groepen betrekking hebbend op ouderen in een Albanees-sprekende setting.

We hadden als veronderstelling aangenomen dat oudere mensen van beide ge-
slachten in Kosovo sociaal-economisch kwetsbaar zouden zijn, met name in ter-
men van financiéle middelen, gegeven de snelle overgang naar een nieuw sociaal-
economisch systeem gepaard gaande met ‘'modernisering’ van de samenleving
waar kinderen en andere familieleden veel minder zorgdragen voor hun oudere
familieleden. Tegelijkertijd hadden we een grote invloed van chronische ziekten en
kwalen verondersteld, alsook functionele beperktheden onder ouderen in lijn met
het gebrek aan een nationaal ziektekostenverzekeringsfonds in Kosovo. Anderzijds
hadden we als hypothese aangenomen dat gezondheidsdeskundigen in Kosovo een
relatief laag niveau van kennis hebben inzake de gezondheidsstatus van ouderen
en dat ze slecht praktiseren met betrekking tot dienstverlening in de gezondheids-
zorg zoals die voor ouderen in Kosovo is voorzien.

Methoden

We hebben drie aparte onderzoeken uitgevoerd in overeenstemming met het drie-

ledige doel van dit onderzoek:

- een nationaal onderzoek (dwarsdoorsnede studie) is uitgevoerd in Kosovo
gedurende januari-maart 2011 inclusief een leeftijd-, gender- en (stedelijk ver-
sus landelijk) woonplaats-gestratificeerde steekproef onder 1.890 personen
van 65 jaar en ouder (949 mannen, gemiddelde leeftijd 73+6; 941 vrouwen,
gemiddelde leeftijd 74+7: totale respons: 83,5%);

- verder is een ander (dwarsdoorsnede) onderzoek uitgevoerd gedurende fe-
bruari-maart 2013 in Kosovo, inclusief een nationaalbrede representieve
steekproef onder 412 artsen die in eerstelijns-, tweedelijns- en derdelijnsge-
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zondheidszorg werken (220 mannen, gemiddelde leeftijd 45,6+9,3; 192 vrou-
wen, gemiddelde leeftijd 46,4. £9,1; totale respons: 91%).

- Daarenboven is een EASY-Care validatie-studie uitgevoerd in augustus-
september 2010, inclusief een groep van 38 ouderen die gerbruik maakten van
eerstelijns gezondheidszorg in Prishtina (hoofdstad van Kosovo) en in Tirana
(de hoofdstad van Albanié).

Resultaten en Discussie

Een opmerkelijke conclusie in onze omvangrijke steekproef, gebaseerd op de ou-
derenpopulatie in Kosovo, was het lage onderwijsniveau onder vrouwen in het
bijzonder. Zo had circa 48% van de vrouwen helemaal geen officiéle opleiding ten
opzichte van 17% van de mannen. Verder is er bewijs van een hoog niveau van
zelfkennis over armoede door ouderen, voornamelijk onder vrouwen (52% versus
41% onder mannen). In multivariabel-aangepaste modellen, bepalend voor zowel
demografische als sociaal-economische kenmerken, waren de cijfers met betrek-
king tot het zichzelf als armoedig ervaren hoger onder oudere vrouwen, laagopge-
leiden, stedelingen en alleenstaanden.

Voor wat betreft gezondheidsstatus en gezondheidszorg was 42% van de
ouderen in onze studie niet in staat om toegang te verkrijgen tot medische zorg;
voor 88% daarvan is deze onbetaalbaar. Ongeveer 83% van de ouderen gaf aan te
lijden aan ten minste één chronische kwaal (63% cardiovasculaire ziektes) en 45%
had minstens twee chronische ziektes. Chronische ziekten en het hebben van meer
dan één ziekte was hoger bij oudere vrouwen, hoogbejaarden, arme personen en
zij die geen toegang hadden tot medische zorg. In multivariabele aangepaste mo-
dellen werden factoren toegevoegd die positief geassocieerd werden met de aan-
wezigheid van chronische kwalen en/of het hebben van meer dan één ziekte;
vrouwen, bejaarden, het zelf-ervaren van armoede en het onvermogen om medi-
sche zorg te krijgen, meegerekend.

Met betrekking tot de sociale netwerken gaf in totaal 93% van de ouderen aan
dat zij minstens wekelijks contact hadden met meer dan één familielid en 97%
meldde dagelijks contact te hebben met hun vrienden. Daarentegen was het niveau
van sociale participatie veel lager aangezien slechts 14% van de oudere mannen en
vrouwen meldden betrokken te zijn bij sociale groeperingen. In het algemeen
meldden ouderen die contact hadden met vrienden en/of betrokken waren bij
sociale organisaties, zelfs na controle op sociaal-demografische en sociaal-
economische factoren, een betere gesteldheid van de gezondheid.

Voor het onderzoek waren deskundigen op het gebied van gezondheidszorg
betrokken. In totaal, wist meer dan eenderde van de artsen niet hoeveel ouderen
Kosovo telt en slechts één op de vier artsen schatte redelijk goed in hoe vaak chro-
nische ziekten onder ouderen in Kosovo voorkomen. Slechts 43% van het totaal
aantal artsen dat aan ons onderzoek deelnam gaf aan bij ouderen protocollen te
gebruiken in hun dagelijkse gang van zaken in hun praktijk. In het algemeen was er
bewijs van onvoldoende niveau van kennis bij artsen over de gezondheid van ou-
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deren en inadequate bekwaambheid in de verlening van gezondheidszorg aan oude-
ren in Kosovo.
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Pérmbledhje

Sfondi, Qéllimi dhe Pyetjet e Hulumtimit

Ky éshté studimi i paré rigoroz i kryer né njé popullaté té moshuar né njé mjedis

Shqipfolés té tillé si shtetiiri i Kosovés.

Qéllimi i kétij studimi ishte i trefishté:

- Vlerésimi i kushteve socio-ekonomike, statusit shéndetésor, rrjeteve sociale
dhe pjesémarrjes sociale né njé mostér té madhe pérfagésuese nga mbaré
vendi té burrave dhe grave té moshuara (individét e moshés = 65 vjec) né Re-
publikén e Kosovés;

- Vlerésimi i nivelit té njohurive dhe praktikave té profesionistéve shéndetésoré
lidhur me statusin shéndetésor dhe shérbimet e kujdesit shéndetésor pér té
moshuarit né Kosové;

- Validimi (adaptimi ndérkulturor) i EASY-Care, njé instrument ndérkombétar
gé maté nevojat dhe prioritetet shéndetésore té té€ moshuarve, té cilin instru-
ment ne e sygjerojmé pér pérdorim né té ardhmen né studimet e popullatés qé
pérfshijné njerézit e moshuar né vendbanimet Shqipfolése.

Ne supozuam se njerézit e moshuar té té dyja gjinive né Kosové do té ishin socio-
ekonomikisht vulnerabél, vecanérisht né aspektin e mjeteve financiare, duke pasur
parasysh tranzicionin e shpejté drejt njé sistemi té ri socio-ekonomik té shogéruar
me "modernizimin" e shoqgérisé ku fémijét dhe té aférmit e tjeré kujdesen shumé
mé pak pér anétarét e moshuar té familjeve sé tyre. Né té njéjtén kohé, ne supozu-
am njé prevalencé té larté té sémundjeve kronike, si dhe kufizimeve/pa-aftésive
funksionale tek individét e moshuar duke pasur parasysh mungesén e njé fondi té
sigurimeve shéndetésore né Kosové. Nga ana tjetér, ne supozuam njé nivel relativ-
isht té ulét té njohurive té profesionistéve shéndetésoré té Kosovés rreth statusit
shéndetésor té té moshuarve, si dhe praktika té dobéta té kujdesit shéndetésor né
lidhje me shérbimet e ofruara pér individét e moshuar né Kosové.

Materiali dhe Metoda

Ne kemi béré tre studime té vecanta né pérputhje me qéllimin e trefishté té késaj

pune kérkimore:

- Njé studim né mbaré vendin (studim transversal) u krye né Kosové né
periudhén Janar-Mars 2011, duke pérfshiré njé mostér té stratifikuar sipas
moshés, gjinisé dhe vendbanimit (urban vs rural) prej 1.890 individéve té
moshés 65 vje¢ e mé shumé (949 burra, mosha mesatare 73 * 6 vjet; 941 gra,
mosha mesatare 74 * 7 vjet; shkalla e pérgjithshme e pjesémarrjes né studim:
83.5%).

- Njé tjetér studim (studim transversal) u krye né Shkurt-Mars 2013, né Kosové,
duke pérfshiré njé mostér pérfagésuese nga mbaré vendi té 412 mjekéve qé
punojné né nivelet e kujdesit shéndetésor parésor, dytésor dhe tretésor (220
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meshkuj, mosha mesatare: 45,6 + 9,3 vite; 192 femra, mosha mesatare: 46,4 +
9,1 vjet; shkalla e pérgjithshme e pjesémarrjes: 91%).

- Pérvec késaj, njé studim i validimit té EASY-Care u krye né Gusht-Shtator 2010
duke pérfshiré njé mostér té 38 personave té moshuar qé ishin shfrytézues té
shérbimeve té kujdesit primar shéndetésor né Prishtiné (kryeqytet i Kosovés)
dhe né Tirané (kryeqytet i Shqipérisé).

Rezultatet dhe Diskutimi

Njé gjetje e shénuar né mostrén toné té madhe té popullatés sé burrave dhe grave
té moshuara né Kosové ishte niveli i ulét arsimor, veganérisht né mesin e grave.
Késhtu, rreth 48% e grave nuk kishte aspak edukim formal né krahasim me 17% té
burrave. Pér mé tepér, kishte prova té njé niveli té larté té varférisé sé veté-
perceptuar né mesin e njerézve té moshuar, vecanérisht né mesin e grave (52% vs
41% né meshkuj). Né modelet shumé-ndryshoréshe duke kontrolluar né té njéjtén
kohé pér té gjitha karakteristikat demografike dhe socio-ekonomike, normat e
varférisé sé veté-perceptuar ishin mé té larta né mesin e grave té moshuara, indi-
vidéve me arsimim meé té ulét, banoréve urban dhe atyre qé jetojné té vetmuar.

Sa i pérket statusit shéndetésor dhe shérbimeve shéndetésore, 42% e
njerézve té moshuar té pérfshiré né studimin toné nuk kishin akses né kujdesin
mjekésor, prej té ciléve 88% pér shkak té kostove financiare té papérballueshme.
Rreth 83% e njerézve té moshuar raportuan té paktén njé sémundje kronike (63%
sémundjet kardiovaskulare) dhe 45% kishin té paktén dy sémundje kronike. Prev-
alenca e sémundshmeérisé kronike dhe multimorbiditetit ishte mé e larté né graté
mé té moshuara, té moshuarit shumé té vjetér, individét e varfér dhe ata gé nuk
kishin akses né kujdesin mjekésor. Né modelet multivariable-adjusted, faktorét qé
ishin té lidhur pozitivisht me praniné e sémundjeve kronike dhe / ose multimor-
biditetit pérfshinin gjininé femérore, moshén mé té vjetér, varfériné e veté-
perceptuar dhe mungesén e aksesit né kujdesin mjekésor.

Lidhur me rrjetet sociale, né pérgjithési, 93% e njerézve té moshuar kané
raportuar se ata kishin té paktén kontakte javore me mé shumé se njé anétar té
familjes dhe 97% raportuan kontakte té pérditshme me miqté e tyre pérkatés. Né
anén tjetér, niveli i pjesémarrjes shogérore ishte shumé mé i ulét, pasi vetém 14%
e burrave dhe grave té moshuar raportuan angazhimin me grupimet sociale. Né
pérgjithési, njerézit e moshuar té cilét kané pasur kontakte me miqté dhe / ose
ishin té angazhuar me organizata shoqérore raportuan njé status mé té miré
shéndetésor, edhe pas kontrollit té karakteristikave socio-demografike dhe socio-
ekonomike.

Sa i pérket studimit qé pérfshiné profesionistét e kujdesit shéndetésor, né
pérgjithési, mé shumé se njé e treta e mjekéve nuk e dinin pérqindjen e individéve
té moshuar né Kosové, dhe vetém njé né katér mjeké vlerésuan mjaft sakté preva-
lencén e sémundshmérisé kronike né mesin e njerézve té moshuar né Kosové.
Lidhur me praktikat e kujdesit shéndetésor, vetém 43% e mostrés sé pérgjithshme
té mjekéve té pérfshiré né studimin toné raportuan pérdorimin e protokolleve né
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praktikén e tyre rutiné té kujdesit shéndetésor me njeréz té moshuar. Né
pérgjithési, kishte déshmi té niveleve té pamjaftueshme té njohurive té mjekéve
rreth statusit shéndetésor té té moshuarve dhe déshmi té praktikave jo té
pérshtatshme lidhur me shérbimet e kujdesit shéndetésor pér té moshuarit né
Kosové.
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