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Background. The increase in the elderly population and life expectancy may lead to increased dependence and disability 
in performing Instrumental Activities of Daily Living (IADL).
Objectives. We aimed to determine the relationship between types of physical disabilities and the Instrumental Activities of Daily  
Living (IADL) score in people 65 years of age and over.
Material and methods. This study was designed as a multicenter, cross-sectional survey that was conducted in Kirklareli, Turkey. The 
study involved 578 people who were 65 years of age or over and presented to a Family Health Center for any reason. The Lawton and 
Brody IADL Scale was used to assess activities of daily living (ADL) levels in these elderly participants. 
Results. We found that 32.9% of all participants and 46.1% of participants with a physical disability experienced a limitation in at least 
one ADL. After adjusting for descriptive characteristics, people with hearing impairments (AOR= 5.32, 95% CI: 2.41–11.72, p < 0.001) 
and orthopedic disorders (AOR= 3.65, 95% CI: 1.80–7.38, p < 0.001) were likely to be dependent on other people while performing 
ADLs. The likelihood of ADL dependency was lower in participants with visual impairments than it was in those without any visual 
impairment (AOR= 0.21, 95% CI: 0.09–0.49, p < 0.001). 
Conclusions. ADL limitations are more likely to occur in elderly people with disabilities. The likelihood of ADL dependency was higher 
in people with a hearing impairment or an orthopedic disorder. This finding should be taken into consideration in studies that aim to 
improve the health of the elderly.
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Background 

The changes that constitute and influence aging are com-
plex. The World Health Organization defines healthy aging as 
the process of developing and maintaining the functional ability 
that enables well-being at an older age [1]. Activities of daily 
living (ADLs) and instrumental ADLs (IADLs) are fundamental 
to the maintenance of independence in the elderly [2]. Older 
people who experience a decrease in their physiological reserve 
may be frail or need help meeting their basic needs [1, 3]. 

The ability to perform ADLs is dependent upon cognitive, 
motor and perceptual abilities, and ADL performance is sensi-
tive to early cognitive decline [4]. In recent years, ADL limitation 
rates have been reported to range from 11–84% [4–7]. Several 
previous studies have shown that older women have a higher 
risk of ADL dependency than do men, that a more advanced 
age carries a higher risk of dependency and that comorbidity 
causes a decrease in ADL performance [7–9]. A low education 
level, poor income level and poor social support systems have 
also been reported to adversely affect the performance of ADLs 
[5, 10, 11]. 

Limitations in performing self-care and in the ability to en-
gage in activities essential to independent community living are 
indicators of disability [1]. It has been reported that disability 
increases as functional capacities decrease in old age and that 

the elderly experience greater ADL limitations [3, 12]. Evidence 
shows that the loss of senses, such as hearing and vision [13, 14], 
changes in muscle structure or bone density [15] or common 
chronic conditions that develop following dementia or stroke 
due to aging lead to a decrease in ADL capabilities [11, 16, 17]. 
Mueller-Schotte et al. reported that the risk of ADL limitations 
was twice as high in people with dual sensory loss or hearing 
loss, which severely reduced the elderly’s performance of house-
hold tasks, traveling, shopping, preparing meals and walking 
[18]. A study conducted in China reported that 49.17% of those 
80 years of age or older with multiple comorbidities had ADL 
limitations; as the number of chronic conditions increased, so 
did the risk of ADL limitations, which ranged from 1.53–5.61 [7]. 

The worldwide increase in the elderly population and in hu-
man life expectancy in general may lead to increased depen-
dence and disability while performing ADLs [1]. ADL dependen-
cy results in poor quality of life and a decline in the number 
of healthy years of life, as well as the overall life expectancy; 
dependency also increases both the burden of a disease and the 
care costs for the elderly, which impact not only the elderly but 
also their family and caregivers and raise the social burden [1, 
19]. Therefore, it is a priority to assess the current situation and 
identify existing deficits in the elderly and in elderly people with 
a disability to make accurate projections about their health and 
needs in the future and also to develop evidence-based preven-
tion strategies. 
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Objectives 
In 2017, 8.5% of the population in Turkey was at least 65 

years of age, while 11.7% of residents in the city center of 
Kirklareli were in this same age group [20]. Our search for stud-
ies conducted to investigate IADL in the elderly aged 65 and 
over living in Kirklareli, a city located in northeast Turkey and 
southwest Europe, revealed a gap in literature. There is no study 
evaluating IADL levels according to the type of disability that has 
been conducted in the elderly with disabilities. Given the pos-
sibility of the increase in the elderly population in the coming 
years, this study is expected to provide a reference for efforts to 
plan essential health services and social support systems for the 
elderly population in this city. Therefore, the aim of this study 
was to investigate the relationship between the types of physi-
cal disabilities and instrumental ADLs in the elderly.

Material and methods
Study design 

The present study was conducted between August 2018 and 
October 2018 in eight Family Health Centers (FHCs) in Kirklareli, 
a province in northwestern Turkey. The number of people 65 
years of age and over in the Kirklareli city center in 2017 was 
11,759 [20]. The minimum sample size that was required in the 
study was calculated as 372 by assuming n = 11 759, p = 0.50, 
α = 0.05 and d = 0.05 using the Epi Info 7.2 software program. 
However, we decided to include 50% more people due to the 
possibility of refusals, withdrawals and/or losses during the 
study. Therefore, the goal was to reach a sample size of at least 
558 people. The number of elderly people who presented to 
each of the eight FHCs in the Kirklareli Central District in one 
day ranged from five to seven. Between 13 August 2018 and 28 
October 2018, 578 elderly people presented to the FHCs, and 
they were interviewed only once at their first presentation. The 
inclusion criteria of the study were being in the 65 and over age 
group, consulting with the FHC for any reason, having the cogni-
tive and mental ability to answer questions and volunteering to 
participate in the study. The exclusion criteria of the study were 
difficulty in performing ADLs for less than three months and fail-
ing to complete the questionnaire. 

Data collection 

The study data was collected using the Personal Informa-
tion Form prepared by the researchers, and the IADL Index was 
completed using face-to-face interviews. The interviews were 
performed in a room allocated for the interviews at the FHCs 
and lasted for approximately 15–20 minutes.

IADL Index: The IADL Index was developed by Lawton and 
Brody in 1969. A study of the validity and reliability of the Turk-
ish version of the IADL was carried out by Onal Yardimci in 1995 
[21]. The IADL Index is used to assess a person’s level of inde-
pendent living skills. The IADL includes eight items that ques-
tion the following: using the phone, shopping, preparing meals, 
doing household tasks, laundering, traveling, managing medi-
cations and handling money. While an IADL Index score from 
0–8 indicates dependence, scores from 9–16 and 17–24 suggest 
semi-dependence and independence, respectively. In the pres-
ent study, elderly participants whose IADL Index score was 17 
or greater were considered dependent. The Cronbach’s Alpha 
value of the IADL scale was 0.85 in a study conducted in people 
over the age of 65 years [22] and was 0.87 in the present study, 
which are similar values. 

Variables of the study

Dependent variables 
The dependent variable of the study was limitations in ADLs. 

These limitations, for at least three months, included having 

difficulty using the phone, shopping, preparing meals, doing 
household tasks, laundering, traveling, managing medications 
and handling money. 

Independent variables 
The independent variables of the study were the different 

types of physical disabilities. The questions that explored the 
types of physical disabilities and assessed for the presence of 
a chronic disease were written using an open-ended format. 
The responses were based on the participants’ declaration. In 
this study, hearing impairments, vision impairments, speech 
impairments, orthopedic dysfunctions or structural disorders 
reported by the participants were evaluated according to the 
relevant diagnostic code in the International Classification of 
Functioning, Disability and Health (ICF) and then classified ac-
cordingly. The presence of at least one hearing, visual, speech 
or orthopedic disorder was considered as a physical disability. 
Chronic diseases refer to conditions that last for at least one or 
more years and require ongoing medical attention or limit ADLs 
or both [23]. The respondent’s highest education level was di-
vided into the following options: illiterate, literate (not a gradu-
ate of any school but able to read and write), primary school, 
secondary school or higher. In our analysis, these options were 
simplified into the categories of either “literate and illiterate” or 
“primary school or higher”. 

Ethical consideration

The present study was conducted in accordance with ethi-
cal principles and was approved by the Ethics Committee of the 
Kirklareli University Institute of Health Sciences in 2018 (Refer-
ence number: March 09, 2018/P081R00). Official permission 
to conduct the study was received from the Republic of Turkey 
Ministry of Health (Reference number: July 20, 2018/49654233-
604.02-E.1094). The participants were first informed about the 
purpose and scope of the study, and their written and verbal 
informed consent was then obtained.

Data analysis 

Descriptive statistics were used to analyze the study data, 
and a Pearson’s chi-squared test was carried out to compare the 
rates in the independent groups. A multivariate binary logistic 
regression analysis (Enter strategy) was used to investigate the 
relationship between the type of physical disability and the ex-
tent of IADL dependency. Dummy variables were created for 
variables with three or more categories included in the model. 
Of these variables, being in the 65–74 age group, having an edu-
cation level of primary school or above, having a higher number 
of people living together (at least one) and reporting a perceived 
health level of at least moderate or good were used as the refer-
ence group (0) and were compared with all the other categories 
(1). In the univariate analysis, variables with a p-value < 0.05 
were considered significant in literature [24] and were there-
fore included in the model. The models were adjusted for age, 
gender, education level, number of people the participants lived 
with, perceived income level, perceived health level and chronic 
diseases [5, 6, 10, 11]. The explanatory value of the models was 
evaluated using the Nagelkerke R. Square (Nagelkerke R2). p-val-
ues < 0.05 were considered statistically significant. Analysis was 
performed using the Statistical Package for the Social Sciences, 
version 22.0 (SPSS Inc., Chicago, IL, USA). 

Results

The descriptive characteristics of the participants are shown 
in Table 1. The mean age of the participants was 73.78 ± 6.20 
years (range: 65–89). Of them, 53.5% were female, and 30.8% 
reported having at least one physical disability. The mean score 
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the participating elderly obtained on the IADL was 18.32 ± 4.42 
(range: 8–24), and 32.9% of all participants experienced a limi-
tation in at least one IADL (Table 1). 

Table 1. Distribution of descriptive characteristics of the elderly 
(n = 578)
Variables n %
Gender

female 
male 

309
269

53.5
46.5

Age mean ± SD: 73.78 ± 6.20 (Min: 65, Max: 89)
65–74 
75–84
85+ 

323
213
42

55.9
36.9
7.3

Education level
secondary school or higher
primary school
literate 
illiterate 

75
275
127
101

13.0
47.6
22.0
17.5

Number of people the participants live together 
with

alone 
one 
two or more

95
203
262

17.0
36.3
46.8

Perceived income level
adequate 
inadequate 

468
110

81.0
19.0

Perceived health level
good 
moderate 
poor 

136
274
168

23.5
47.4
29.1

Chronic disease
no 
yes 

90
488

15.6
84.4

Physical disability 
no 
yes 

400
178

69.2
30.8

Physical disability type 
Hearing impairment

no 
yes 

534
44

92.4
7.6

Vision impairment
no 
yes 

491
87

84.9
15.1

Speech impairment
no 
yes

570
8

98.6
1.4

Orthopedic disorders
no 
yes 

508
70

87.9
12.1

IADL levels mean ± SD: 18.32 ± 4.42 (Median: 
18.00, Min: 8, Max: 24)

independence mean ± SD: 20.83 ± 2.56 (Me-
dian: 20.00, Min: 17, Max: 24)
dependence mean ± SD: 13.20 ± 2.66 (Median: 
13.00, Min: 8, Max: 16)

388

190

67.1

32.9

According to IADL type, 28.9% of all participants were de-
pendent on others for traveling, 23.9% for shopping and 21.5% 
for doing household chores, whereas 37.6% of the participants 
with a physical disability were dependent on others for shop-
ping, 33.1% for using the phone and 32.0% for traveling. Given 
the types of disabilities reported by the elderly participants, 
those with hearing and speech impairments experienced limita-
tions in using the phone (68.2% and 25%, respectively), those 
with orthopedic disorders reported limitations in shopping 
(71.4%), and those with vision impairments experienced limita-
tion in laundering (21.8%) (Table 2). 

Table 3 shows a comparison of the IADL dependency sta-
tus of the elderly according to some descriptive characteristics 
and the type of physical disability. In the study, factors such 
as gender (p = 0.040), age (p = 0.011), number of people the 
participants lived with (p < 0.001), perceived health level (p < 
0.001), presence of a chronic illness (p < 0.001) and presence of 
a physical disability (p < 0.001) were determined to significantly 
affect IADL scores. Overall, 46.1% of participants with a physical 
disability experienced a limitation in at least one IADL. Partici-
pants with hearing impairments (50%, p = 0.012) and those with 
orthopedic disorders (77.1%, p < 0.001) were more dependent 
on others for performing IADLs, while those with visual impair-
ments (17.2%, p < 0.001) were able to perform these activities 
more independently (Table 3).

Table 2. Distribution of IADL types of the elderly
Using the phone Shopping Preparing meals Household task
Indepen-
dence

Depen-
dence

Indepen-
dence

Depen-
dence

Indepen-
dence

Depen-
dence

Indepen-
dence

Depen-
dence

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)
All groups 483 (83.6) 95 (16.4) 440 (76.1) 138 (23.9) 513 (88.8) 65 (11.2) 454 (78.5) 124 (21.5)
Physical disability 119 (66.9) 59 (33.1) 111 (62.4) 67 (37.6) 143 (80.3) 35 (19.7) 123 (69.1) 55 (30.9)
Physical disability type

hearing impairment
vision impairment
speech impairment
orthopedic disorders

14 (31.8)
70 (80.5)
6 (75.0)
49 (70.0)

30 (68.2)
17 (19.5)
2 (25.0)
21 (30.0)

36 (81.8)
71 (81.6)
8 (100.0)
20 (28.6)

8 (18.2)
16 (18.4)
0 (0.0)
50 (71.4)

38 (86.4)
76 (87.4)
8 (100.0)
41 (58.6)

6 (13.6)
11 (12.6)
0 (0.0)
29 (41.4)

38 (86.4)
73 (83.9)
8 (100.0)
24 (34.3)

6 (13.6)
14 (16.1)
0 (0.0)
46 (65.7)

Laundering Travelling Managing money Managing medications
Indepen-
dence

Depen-
dence

Indepen-
dence

Depen-
dence

Indepen-
dence

Depen-
dence

Indepen-
dence

Depen-
dence

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)
All groups 486 (84.1) 92 (15.9) 411 (71.1) 167 (28.9) 516 (89.3) 62 (10.7) 561 (97.1) 17 (2.9)
Physical disability 134 (75.3) 44 (24.7) 121 (68.0) 57 (32.0) 150 (84.3) 28 (15.7) 167 (93.8) 11 (6.2)
Physical disability type

hearing impairment
vision impairment
speech impairment
orthopedic disorders

38 (86.4)
68 (78.2)
8 (100.0)
40 (57.1)

6 (13.6)
19 (21.8)
0 (0.0)
30 (42.9)

36 (81.8)
73 (83.9)
8 (100.0)
24 (34.3)

8 (18.2)
14 (16.1)
0 (0.0)
46 (65.7)

38 (86.4)
76 (87.4)
8 (100.0)
52 (74.3)

6 (13.6)
11 (12.6)
0 (0.0)
18 (25.7)

38 (86.4)
84 (96.6)
8 (100.0)
61 (87.1)

6 (13.6)
3 (3.4)
0 (0.0)
9 (12.9)
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Table 3. Comparison of IADL dependency status of the elderly 
by some descriptive characteristic and the type of physical 
disabilities

Indepen-
dence

Depen-
dence

p

Variables n (%) n (%)
Gender

female 
male

219 (70.9)
169 (62.8)

90 (29.1)
100 (37.2)

0.040

Age 
65–74 
75+ 

231 (71.5)
157 (61.6)

92 (28.5)
98 (38.4)

0.011

Education level
primary school or higher
literate and illiterate

236 (60.8)
152 (39.2)

114 (60.0)
76 (40.0)

0.849

Number of people the partici-
pants live together with

at least one person 
alone 

331 (86.9)
50 (13.1)

134 (74.9)
45 (25.1)

< 0.001

Perceived income level
adequate 
inadequate 

317 (67.7)
71 (64.5)

151 (32.3)
39 (35.5)

0.522

Perceived health level
good and moderate
poor 

340 (87.6)
48 (12.4)

70 (36.8)
120 (63.2)

< 0.001

Chronic disease
no 
yes

76 (84.4)
312 (63.9)

14 (15.6)
176 (36.1)

< 0.001

Physical disability 
no 
yes

292 (73.0)
96 (53.9)

108 (27.0)
82 (46.1)

< 0.001

Physical disability type
• hearing impairment

no 
yes

• vision impairment
 no 
yes

• speech impairment
no 
yes

• orthopedic disorders
no 
yes

366 (68.5)
22 (50.0)

316 (64.4)
72 (82.8)

382 (67.0)
6 (75.0)

372 (73.2)
16 (22.9)

168 (31.5)
22 (50.0)

175 (35.6)
15 (17.2)

188 (33.0)
2 (25.0)

136 (26.8)
54 (77.1)

0.012

0.001

0.633

< 0.001

In Table 4, the relationship between physical disability types 
and IADL scores of the elderly determined using a multivariate 
binary logistic regression analysis is presented (Enter strategy). 
In a model adjusted for gender, age, number of people the el-
derly lived with, perceived health level and chronic diseases, 
the IADL variance was explained at a rate of 43.8% according to 
Nagelkerke R2 (p < 0.001). The probability of experiencing IADL 
limitations was 5.32 times higher in those with hearing impair-
ments than in those without hearing impairments (AOR, 95% CI: 
2.41–11.72, p < 0.001) and 3.65 times higher in those with or-
thopedic disorders than in those without orthopedic disorders 
(AOR, 95% CI: 1.80–7.38, p < 0.001). The likelihood of having an 
IADL dependency was lower in participants with visual impair-
ments than it was in those without a visual impairment (AOR = 
0.21, 95% CI: 0.09–0.49, p < 0.001) (Table 4).

Discussion

The present study set out to determine the IADL dependen-
cy levels of adults aged 65 years and older living in Kirklareli, 
Turkey, and also to investigate the relationship between IADL 
score and physical disability. To our knowledge, this study is the 
first to investigate the relationship between IADL and physical 
disabilities, such as hearing impairments, visual impairments, 
speech impairments and orthopedic disorders, in elderly people 
living in Kirklareli. 

In the present study, approximately one-third of all partici-
pants and half of the participants with physical disabilities were 
dependent on others to perform at least one ADL. While the rate 
of ADL dependency in the participants of our study was lower 
than the rate reported in recent studies conducted in elderly Sri 
Lankan adults who were 60 years of age and older (84.4%) [5] 
and in Turkish adults 60 years of age and older with comorbidi-
ties living in Istanbul (64%) [8], this was roughly consistent with 
that determined in current studies conducted in a United States 
(US) sample with vision loss (ranging from: 25.0% to 44.7%) [4], 
in elderly Japanese people with hearing loss (44.8%) [14] and in 
Chinese adults aged 80 and over (37.9%) [7]. However, the rate 
found in the present study was higher than those reported in re-
cent studies conducted in Irish adults 65 years of age and older 
(11%) [6] and in Netherlanders 75 years of age and older (12.5%) 
[25]. The incidence rate obtained in our study may be compatible 
with those of other studies that reported a high frequency. As 
people with full dependence, such as bedridden elderly, are less 
likely to present to FHCs, the frequency rate obtained in the pres-
ent study might be lower than the actual prevalence. In addition, 

Table 4. Multivariate binary logistic regression analysis of IADL in the elderly

Physical disability 
type

Unadjusted model
OR (95% CI of OR)

p *Adjusted model
AOR (95% CI of AOR)

p

Hearing impairment
no 
yes

1
2.17 (1.17 to 4.04)

0.014
1
5.32 (2.41 to 11.72)

< 0.001

Vision impairment
no 
yes

1
0.37 (0.20 to 0.67)

0.001
1
0.21 (0.09 to 0.49)

< 0.001

Speech impairment
no 
yes

1
0.67 (0.13 to 3.38)

0.635
1
1.60 (0.20 to 12.81)

0.657

Orthopedic disorders
no 
yes

1
9.23 (5.11 to 16.67)

< 0.001
1
3.651 (1.80 to 7.38)

< 0.001

Reference category: No. AOR: Adjusted Odds Ratio; CI: Confidence Interval. Method: Enter strategy. Omnibus Tests of Model Coefficients: p < 0.001; 
Nagelkerke R Square = 0.43; Hosmer and Lemeshow Test = 0.88. 
*Adjusted model for age, gender, education level, number of people the participants live together with, perceived income level, perceived health 
level and chronic disease.
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differences between the results of the present study and those of 
other studies may have stemmed from differences between the 
characteristics of the respective sample groups, such as age, dis-
ability type, chronic disease rates and regional differences. In ad-
dition, the low frequency rates in Irish people and in Netherland-
ers may have been associated with the quality of health services 
and social support systems available in those countries. 

In our study, while approximately one-quarter of the elderly 
people experienced limitations in ADLs, such as traveling, shop-
ping and household tasks, one-third of the physically disabled 
elderly participants reported limitations in shopping, using the 
phone and traveling. Community-based studies conducted in 
adults 65 years of age and older in the US, in the United King-
dom and in 12 other countries in Europe reported that of all 
ADLs, the ones in which the participants experienced the great-
est limitations were shopping (12.3%), preparing meals (8.2%) 
and handling money (7.9%); the risk of dependence for all ADLs 
was significantly high [26]. In contrast, adults in Sri Lanka who 
were 60 years of age and older reported difficulties in shop-
ping (67.9%), preparing meals (61.7%), managing medications 
(46.6%) and managing money (35.7%) [5]. In the elderly popula-
tion, the presence of a chronic disease accompanied by poor 
quality of life makes any disability even more disadvantageous 
[25, 27, 28]. In a randomized, controlled study conducted in 
the Netherlands in the elderly, nearly half of whom had at least 
one disability, the participants reported the greatest limita-
tions in performing household tasks (44.8%), traveling (26.9%) 
and shopping (23%); as age increased, so did the risk of being 
disabled [2]. In a meta-analytical study involving 19,246 cancer 
patients, 36.7% of the participants were dependent on others 
for performing basic ADLs, and 54.6% were more dependent on 
others for doing household tasks, traveling and shopping [29]. 
One explanation for the differences in our findings and those 
from other studies regarding ADL may have been due to the 
memory factor, as our respondents were required to report any 
difficulties based upon their own memory recall. 

The present study found that participants with hearing im-
pairments required assistance while using the phone (68.2%) and 
that the risk of ADL dependency was 5.3 times higher in people 
with hearing impairments after adjusting for potential confound-
ing variables. In a study conducted in Japan that followed elderly 
people over 65 years of age with hearing loss for three years, 
there was a decrease in the IADL scores of 44.8% of the partici-
pants, and the risk of ADL limitations was 1.79 times higher in 
those with hearing loss than for those without hearing loss [14]. 
In a study conducted in Nordic hospitals, the risk of experiencing 
limitations in three or more ADL tasks was 1.9 times higher in 
elderly people who were at least 75 years of age with a hear-
ing impairment; this risk increased by 2.7 times in those with 
both hearing and vision impairments [30]. In a study conducted 
in Scandinavian hospitals, patients aged 75 years and older with 
hearing loss were determined to need the most assistance while 
using the phone, doing household tasks and shopping [31]. In the 
Netherlands, in a study conducted with elderly people at least 
65 years of age who had a dual sensory impairment (vision and 
hearing), the ADL limitations increased significantly, and the risk 
increased with age [18]. It was also determined that older peo-
ple with a dual sensory impairment had the greatest limitations 
while doing household tasks, traveling, shopping and preparing 
meals [28, 32, 33]. The differences between our finding and the 
findings of other studies in literature may have been caused not 
only by hearing loss but also by the participants’ inadequacy in 
using technologic devices, such as smartphones. 

This study found that those with visual impairments re-
ceived the most assistance in activities such as laundering 
(21.8%) and using the phone (19.5%), while people without vi-
sual impairments performed ADLs more independently (82.8%). 
In the US, it was determined that individuals 60 years of age 
or older with age-related macular degeneration (AMD) and 
glaucoma frequently received assistance, particularly while pre-

paring meals, shopping and traveling, and that the risk of IADL 
dependency was approximately 3.5 times higher in people with 
AMD [4]. In other studies, it was reported that ADL dependency 
was high in patients with visual impairments or visual acuity loss 
[4, 13], and visual acuity loss negatively affected ADL levels and 
increased the risk of mortality [34]. Our findings were different 
from those in literature, which can be explained by the fact that 
the data obtained was self-reported, and the participants in our 
sample were more likely to require wearing glasses. 

In the present study, elderly participants with a speech im-
pairment experienced limitations only in using the phone (25%); 
in a model that was corrected according to some characteristics, 
no relationship at all was found. People with early stage demen-
tia with decreased verbal fluency also experienced more limita-
tions in performing ADLs [24]. Motor deficits due to dementia in 
Parkinson’s disease were found to cause ADL impairments [16]. 
In a study conducted in Brazil on patients with spinocerebellar 
ataxia type 10, including dysarthria and reduced cognitive abil-
ity, a longer duration of disease was associated with a greater 
ADL dependency [35]. In other studies conducted on the issue, 
a correlation was found between functional ability and cogni-
tion, which affected the performance of ADLs [6, 24, 30]. Our 
result was different from that in literature, which may have 
been influenced by the fact that people with mental and cogni-
tive disorders were not included in our study, as well as that 
the number of people with speech disorders in our sample was 
low. If future studies are conducted with larger samples that in-
clude people with speech disorders, more accurate results may 
be obtained. 

In the current study, approximately three-fourths (77.1%) 
of elderly people with orthopedic disorders experienced limita-
tions in at least one ADL, and the risk of ADL dependency was 
3.6 times higher in participants with orthopedic disorders after 
adjustments for potential confounding variables were made. 
Participants with orthopedic disorders were most dependent on 
others while shopping (71.4%), doing household tasks (65.7%) 
and traveling (65.7%). According to literature, patients with hip 
fractures demonstrated low IADL scores, and their recovery 
to pre-operative IADL levels was not complete even after six 
months to one year. The mortality risk was also high in elderly 
patients with hip fractures whose IADL scores were low [36]. In 
a case-control study conducted with patients with osteoporotic 
fractures (evidence level III), a one-unit increase in the IADL score 
decreased the likelihood of fracture by approximately 30% [15]. 
Due to decreases in muscle strength and muscle mass in people 
of advanced ages, ADL limitations are more common among the 
elderly [18]. In people with sarcopenia, only gait speed was pre-
dictive of IADL disability [25]. According to a study conducted in 
the US, rheumatism causes disability in adults aged 65 and over, 
and approximately 30% of adults have difficulty performing ADL 
due to rheumatism [12]. Our results were consistent with those 
of previous studies in literature and illustrate the disadvantages 
faced by people who have an orthopedic disorder. 

Limitations of the study

Due to its cross-sectional design, the lack of sequentiality in 
causality was the main limitation of this study. The other limita-
tions of the study were that the data relied on the self-report 
of the participants and that people with mental and cognitive 
disorders were not included in the study sample. Because the 
study data was collected from elderly participants who present-
ed to FHCs, the results of the study also cannot be generalized 
to all elderly people. 

Conclusions

Both the frequency of physical disability and dependency 
of performance of ADLs were high in the elderly. Travelling and 
shopping were two of the IADLs that all the participants with 
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and without a physical disability were dependent on others 
to perform. Elderly individuals with hearing impairments and 
those with orthopedic disorders were more likely to be depen-
dent on other people while performing at least one ADL. 

Further efforts are needed to protect the autonomy of the 
elderly while they perform ADLs, to prevent further disability 
and to develop interventions for frail groups. To ensure the bio-
-psycho-social rehabilitation of elderly people with physical 
disabilities, policymakers should design health systems for the 

elderly and activate any available social support systems. Rais-
ing the awareness of physicians and other health professionals 
who work in primary healthcare institutions about these prob-
lems in the elderly and also in elderly people with disabilities 
may encourage these professionals to take preventive measures 
and cooperate with relevant institutions to reduce the impact of 
such problems. The results of this study will guide the planning 
of these services and determination of priority to be provided 
for the elderly with disabilities in FHCs.
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