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Abstract:
BACKGROUND: Home‑based care is affordable due to population aging, increased chronic disease, 
and higher hospitalization costs. The objective was to evaluate home‑based supportive and health 
care services provided to older adults and identify possible associations between activities of 
daily living (ADLs), instrumental ADL (IADLs) classifications, sociodemographic variables, clinical 
characteristics, and perceived social support among older adults.
MATERIALS AND METHODS: In this cross‑sectional study, 700 people aged 60 years and older 
were selected by stratified cluster sampling. Areas of Tabriz City were selected as clusters, and 
55 comprehensive urban health centers were selected as stratifies. Chi‑square, Pearson’s and 
Spearman’s tests, and multiple linear regression were used for statistical analyses. Statistical 
analysis was performed using the Statistical Package for Social Sciences (SPSS 24.0, SPSS Inc., 
Chicago, USA). The study instrument included demographic characteristics of older adults and 
caregivers, health services provided at home, and two valid questionnaires, including the KATZ index 
of independence in (instrumental) activities of daily living and a multidimensional scale of perceived 
social support. Scores on scales and demographic variables were collected during telephone 
interviews. The study lasted from April 25, 2022, to October 30, 2022.
RESULTS: A high level of perceived social support was 56.6%. The study found that 51.3% of 
participants had family caregivers. Most participants had ADL independence (85.4%), while 22.9% 
and 24.3% were dependent and needed assistance with IADL, respectively. Women had a lower 
ADL score and a higher IADL score than men (P < 0.05). The obtained results of multiple regression 
analysis revealed a negative and significant association between unemployment, illiteracy, increasing 
age, five and more medications, and ADL and IADL dependency (P < 0.05).
CONCLUSION: Empowering older adults to reduce dependency, and designing a formal home‑based 
care system is recommended.
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Introduction

One of the most social developments of 
the 21st century is population aging. 

According to the United Nations, older 
adults are considered persons aged 60 years 
or over.[1] The increasing older population, 
their growing needs, disabilities, hospital 
stay costs, and acquired infections are 
worldwide concerns. [2] The world’s 

population aged 60 and over is estimated to 
increase from 795 million in 2010 to 2 billion 
by 2050, and 80% of this population will 
live in low‑ and middle‑income countries.[3] 
Iran is no exception to this rule. According 
to the latest census in 2016, the population 
aged 60 and over in Iran was more than 
seven million people (9.3% of the total 
population), which is estimated to reach 8 
million and 849 thousand people (9.6% of 
the total population) in 2030.[4]
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One of the essential health policies for older adults in 
most countries is to achieve the Aging in Place goal, 
meaning that older people live in their homes until 
the end of their lives.[5] Home has several definitions 
and is generally defined as a place for social activities, 
exchanging feelings, gaining valuable experiences, and 
also a place to receive care.[6] Therefore, home‑based 
long‑term care can be the best alternative to transferring 
institutional and hospital care to a safe environment.[7] 
Home‑based long‑term care contains two different types 
of services; basic or non‑specialist care, which is helpful 
in activities of daily living (ADLs) and instrumental 
ADLs (IADLs). Home‑based health care is provided by 
professionals such as educated nurses or health workers 
and includes nursing and medical services.[8] IADLs are 
more complex than ADLs and require more complicated 
interactions in the environment,[9] but performing both 
of these activities is necessary to maintain the person’s 
independence, health, and well‑being.[10] These care 
services are done by family members or paid caregivers 
hired by home care institutions.[11] Despite the emphasis 
of Iran’s religious values on parental care and existing 
basic laws regarding the importance of home‑based 
care, there is no formal structured system of home 
care in Iran, and home care centers are inadequate and 
inappropriate.[12]

The ability of older adults to perform daily life 
activities and physical performance is related to 
socio‑demographic characteristics, economic status, poor 
relations with relatives, and a lack of social contacts, 
multi‑morbidity, and pain.[13] Another influencing 
variable on health is perceived social support. All 
the person’s communication with the surrounding 
environment and other people cannot be considered 
social support. A person’s evaluation and perception 
of “family,” “friends,” and “significant other” as a 
source of support indicates perceived social support.[14] 
The association between poor perceived social support 
and inactivity,[15] chronic diseases,[16] ADL, and IADL 
dependency[17] has been established.

Tabriz City, one of the metropolises of Iran, according 
to the latest population and housing census in 2016, has 
a population of 1.5 million people.[18] The number of 
older people aged 60 or over living in Tabriz City was 
186,980 on January 19, 2022. A study in Tabriz showed 
that participants were 69% and 95% independent in 
IADL and ADL, respectively.[19] At present, a study that 
shows who provides home care to older adults and what 
factors determine dependency in older adults in Tabriz 
City has not been found. Due to the population aging, it 
is vital for the planning for comprehensive care design 
to study provided home care services for those who live 
at home in a larger sample size.[20] Hence, this study was 
conducted to investigate the level of dependency of older 

adults in Tabriz City on ADL and IADL, home‑based 
supportive and health care services provided to older 
adults, the characteristics of the caregivers providing 
the services, perceived social support from family 
members, friends, and significant others and influencing 
factors of disability (ADL and IADL). According to 
Nagi’s conceptual framework for studying disability, 
interaction between diseases and functional limitations 
leads to disability.[21] To unify the assessment of disability 
level, the World Health Organization’s International 
Classification of Functioning, Disability, and Health (ICF) 
describes functional disability as a difficulty in executing 
ADLs and IADLs independently.[22] These activities 
are important because even the need for help in doing 
them makes a person unable to fulfill his social roles 
properly.[23]

The research hypothesis can be stated as follows:

There is an association between perceived social support, 
underlying chronic diseases, and disability (ADL and IADL 
dependency).

Materials and Methods

Study design and setting
This cross‑sectional study was conducted among older 
people living in the Tabriz metropolis in northwestern 
Iran.

Study participants and sampling
The population of this study included 700 randomly 
selected people aged 60 and over using a stratified‑cluster 
sampling method. Areas of Tabriz City were selected 
as clusters, and 55 comprehensive urban health centers 
were selected as stratifies. Figure 1 shows the distribution 
of the 15 selected centers in Tabriz city. The inclusion 
criteria for this study were age 60 years and older, 
willingness to participate in the study, and normal 
cognitive state (Abbreviated Mental Test score (AMT) > 
seven points). The valid Persian version of the AMT score 
was used to assess the participants’ cognitive status. The 

Figure 1: Geographical location of the selected health centers
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validity and reliability of the Persian version of the scale 
have been confirmed in patients with bipolar disorders, 
with a Cronbach’s alpha coefficient of 0.76.[24,25] The 
exclusion criteria are as follows: people with cognitive 
impairment and those who refused participation in the 
study. The study lasted from April 25, 2022, to October 
30, 2022.

Data collection tool and technique
Measurement instrument (home care services for older 
adults)

The instrument (home care services for older adults) 
consists of two sections: the first section of the 
instrument consists of two checklists, one of which 
includes information about the socio‑demographic 
characteristics of the participants and questions 
about receiving health‑related services at home. 
Services introduced in previous evidence were used 
to determine health‑related service content.[26,27] The 
second checklist includes the characteristics of family 
and paid caregivers. Questions about the characteristics 
of caregivers and care features, such as the number of 
hours of care and the frequency of care, were assessed 
in this section.

The second section of the instrument includes two 
questionnaires; the type of supportive service received 
in terms of ADL and IADL. In designing this part, the 
valid and reliable Persian KATZ questionnaire was used 
to determine the status of receiving care in ADL and 
IADL activities.[28,29] In the present study, the eight‑item 
version of the ADL index, which is common in many 
geriatric clinical centers, has been used. ADL items 
include personal hygiene, eating, dressing, moving, 
walking, bathing, defecation and urine control, and 
using the toilet. The IADL questionnaire has different 
versions with different scores. The version examined 
in the present study includes seven items (using the 
telephone, taking medicine, preparing food, doing 
housework, buying necessities, using vehicles, and 
controlling income and expenses).[30]

The second questionnaire was the Multidimensional 
Scale of Perceived Social Support (MSPSS).[14] This 
instrument measures the perceived social support from 
three sources: family members (items 3, 4, 8, and 11), 
friends (items 6, 7, 9, and 12), and relatives or significant 
others (items 1, 2, 5, and 10). Ratings are based on a 
five‑point Likert scale from strongly disagree (Score 1) to 
very strongly agree.(Score 5).  The total score corresponds 
to the sum of the scores of each answered item (0–48), 
with the higher/lower score indicating higher/lower 
perceived social support. The MSPSS is a valid and 
reliable scale internationally[31] and for Iranian older 
adults.[32]

To determine the content and face validity, 16 experts with 
experience and familiarity with the subject were asked 
to comment on health‑related care, the characteristics 
of older adults and caregivers, and the content of the 
whole checklist. The revision was conducted based on the 
feedback received. After confirming the final instrument, 
it was used to achieve the purpose of the study.

Statistical analysis was performed using the Statistical 
Package for Social Sciences (SPSS 24.0, SPSS Inc., Chicago, 
USA). Descriptive statistics of the demographic and 
medical characteristics were conducted with the mean, 
standard deviation (SD), number (N), and percentage (%) 
as appropriate. The variables were compared between 
participants with dependent, needing assistance, and 
dependent in ADL and IADL, using the Chi‑squared 
test. Pearson’s and Spearman’s correlations were 
used to examine correlations among ADL, IADL, and 
variables of age and number of children, respectively. 
Also, simple (univariate) and multiple linear regression 
analyses were utilized to assess the effect of different 
variables on ADL and IADL by utilizing the total score 
of ADL and IADL as dependent variables. A P value of 
less than 0.05 was considered as statistical significance.

Ethical considerations
We confirm that this study was carried out in agreement 
with the guidelines and regulations of the Biomedical 
Research Ethics Committee at the Tabriz University 
of Medical Sciences (code number: IR.TBZMED.
REC.1400.934). Because of the coronavirus disease 
2019 (COVID‑19) pandemic, the questionnaire was 
filled out using a phone; therefore, verbal consent was 
received from the respondents, and confidentiality of the 
participants’ information was considered.

Results

Baseline demographic characteristics of older 
adults and provided home health care services
Among 700 people aged 60 and older, there were 
356 females (50.8) and 344 males (49.2). The average 
age of the population was (71.92 ± 8.03) years old. The 
majority of participants had an elementary educational 
level (33.4%). Most of them (36.7%) used their pensions 
to make a living. Approximately 52.1% of them had a 
medical history of chronic conditions. In addition, 54.0% 
of the subjects received less than five medications.

Among home health care services, taking vital signs 
was not done in most of the participants (62.3). In the 
same way, most other care was not done at home. Most 
participants reported high perceived social support 
scores (56.6%). The socio‑demographic and clinical 
characteristics of the study population are shown in 
Table 1.
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The ability of the studied older people to perform 
ADL and IADL
More participants reported being dependent on another 
person in any IADLs (22.9%) than in ADLs (8.9%). 
In addition, 20.3% needed assistance with any of the 
ADL/IADLs. The highest and lowest dependency 
were reported for bathing (10%) and feeding (5.7%) in 

the ADL classification, respectively. In IADL, the most 
independence is in managing medication (12%), and the 
least is in managing finances (16.3%).

Baseline demographic characteristics of caregivers
Table 2 shows that 51.3% of the participants had a 
family caregiver; most of them were older adults’ 

Table 1: Characteristics of the participants
Variables Variables
Age, (MD±SD) 71.92±8/03 Musculoskeletal (%) Yes (20.0)
Sex (%) Woman (50.85) No (80.0)

Man (49.15) Number of medications (%) Five and more (21.9)
No (24.1)

Home Health Care Services
Married status (%) Married (71.6) Taking vital signs (%) Not done (62.3)

Single (1.0) Done independently (16.9)
Dead wife, widow, divorce (27.4) Done by another one (19.1)

Insurance (%) Yes (81.0) Done with help (1.7)
No (19.0) Medication 

management (%)
Not done (56.9)

Living 
arrangements (%)

Alone (15.9) Done independently (24.6)
With wife/husband (55.7) Done by another one (14.9)
With wife and children (14.9) Done with help (3.7)
With children (12.9) Injection (medicine) (%) Not done (91.1)
With other tribes (0.7) Done independently (6.7)

Level of 
education (%)

Illiterate (32.7) Done by another one (2.0)
Elementary school (33.4) Done with help (0.1)
Middle, high school and diploma (26.0) Setting up and using 

medical equipment such 
as oxygen capsules, 
glucometers, etc., (%)

Not done (71.7)
University education (7.9) Done independently (11.4)

Job (%) Housewife (40.9) Done by another one (16.0)
Employed (18.4) Done with help (0.9)
Unemployed (12.6) Dietary management (%) Not done (89.0)
Retired (28.1) Done independently (1.3)

Source of 
income (%)

Him/his self (17/0) Done by another one (8.3)
Property income (3/7) Done with help (1.4)
Pension (36/7) Wound care (%) Not done (99.4)
Property of husband/wife (27/0) Done by another one (0.6)
Charity organizations (2/1) Physiotherapy (%) Not done (99.1)
Receiving financial assistance from other people (10.0) Done by another one (0.7)
A combination of methods (8.7) Done with help (0.2)

The amount of 
income compared to 
expenses (%)

Lower (46.1) Occupational therapy (%) Not done (97.1)
Equal (49.7) Done by another one (2.2)
Higher (4.1) Done with help (0.7)

Hypertension (%) Yes (52.1) Pain management (%) Not done (98.0)
No (47.9) Done independently (0.3)

Hyperlipidemia (%) Yes (16.9) Done by another one (1.3)
No (83.1) Done with help (0.4)

Diabetes (%) Yes (22.4) Enteral feeding (%) Not done (99.7)
No (77.6) Done (0.1)

Cardiovascular (%) Yes (33.1) Parenteral nutrition (%) Not done (99.9)
No (66.9) Done (19.1)

Pulmonary (%) Yes (6.6 ) Home health care 
services (%)

Done (53.0)
No (93.4) Not done (47.0)

Gastrointestinal (%) Yes (14.0) Total score of perceived 
social support (%)

Low; 12–19 (1.3)
No (86.0) Moderate; 20–40 (42.1)

Psychiat Yes (9.4) High; above 40 (56.6)
No (90.6)
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daughters (23.7%), and their ages were between 40 and 
59 years (25.1%). Among them, 43.3% were married, and 
30.4% were homemakers. The results reveal that 12.9% of 
the participants had a second family caregiver and 1.1% 
had a third caregiver, whose characteristics are shown in 
the table. Also, the results of this study show that 3.4% 
of the older adults received care from a paid caregiver, 
and 1.4% of them were nurses and had a university 
education. Moreover, the duration of care provided by 
paid caregivers was less than 8 hours per day (3.0%).

Perceived social support score
The overall mean perceived social support scores from 
family, significant other, and friends were 15.56 ± 3.92, 
15.28 ± 3.80, and 11.55 ± 3.07, respectively. This result 
shows that the family was the main source of support 
for the studied older adults. Also, our analysis shows 

that 1.3% of older adults reported a low perceived social 
support score,[12–19] 42.1% reported an average score,[20–40] 
and 56.6% reported a high perceived social support 
score (above 40).

The relationship between the distribution of 
people in the ADL and IADL groups and different 
variables
The findings of the study showed that the ADL of 
older adults with the variables of sex, married status, 
having or not having insurance, living arrangements, 
level of education, job, source of income, the amount 
of income compared to expenses, hypertension 
diseases, hyperlipidemia and musculoskeletal, 
number of medications, and types of home health 
care services (except enteral feeding and parenteral 
nutrition) had a significant relationship. However, 

Table 2: Characteristics of family and paid caregivers
Variables First family caregiver Second family caregiver Paid caregiver
Sex (%)

Woman 40.0 8.4 2.4
Man 11.3 4.4 1.0

Relationship with the older adult (%)
Spouse 12.0 1.3 0.0
Husband 2.7 0.4 0.0
Daughter 23.7 5.0 0.0
Son 8.3 4.0 0.0
Daughter‑in‑law 0.9 1.4 0.0
Other acquaintances 2.9 0.6 0.0

Age (%)
Under 20 years 0.4 0.1 0.0
20–39 12.4 3.4 1.9
40–59 25.1 7.4 1.4
Over 60 years old 13.3 1.9 0.1

Married status
Married 43.3 11.4 2.4
Single 8.0 1.4 1.0

Number of care hours (%)
<8 h 26.7 8.4 3.0
8–15 h 6.7 2.6 0.4
16–24 h 18.0 1.9 0.0

Frequency of care (%)
Continuous‑daily 39.6 7.1 1.3
Intermittent 11.6 5.8 2.1

Job (%)
Unemployed 1.4 0.1 0.0
Housewife 30.4 5.6 0.9
Employed 2.7 1.4 0.0
Freelance job 11.4 4.7 1.0
Retired 5.4 1.0 0.1
Nurse 0.0 0.0 1.4

Level of education (%)
Illiterate 3.7 0.6 0.3
Elementary school 9.4 2.3 0.9
Middle school, high school, and diploma 29.7 7.2 0.8
University education 8.5 2.7 1.4
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IADL with the variables of sex, married status, living 
arrangements, level of education, job, source of income, 
the amount of income compared to expenses, underlying 
diseases other than diabetes, number of medications, 

types of home health care services (except for enteral 
feeding and parenteral nutrition), and total score of 
perceived social support have a statistically significant 
relationship [Table 3].

Table 3: Relationship between the distribution of people in ADL and IADL groups and different variables
Variables ADL classification P IADL classification P

Dependent 
(9%)

Needs assistance 
(5.6%)

Independent 
(85.4%)

Dependent 
(22.9%)

Needs assistance 
(24.3%)

Independent 
(52.9%)

Sex, (%)
Woman 68.3 64.1 48.1 0.002 63.7 34.9 52.4 <0.001
Man 31.7 35.9 51.9 36.3 65.1 47.6

Married status (%)
Married 28.6 46.2 46.2

<0.001
40.6 79.4 81.4 <0.001

Single 0.6 1.2 46.2 0.6 1.2 1.1 
Dead wife, widow 71.4 53.8 21.1 58.8 19.4 17.6

Insurance (%)
Yes 73.0 66.7 82.7 0.011 78.1 85.2 80.3 0.237
No 27.0 33.3 17.3 21.9 14.8 19.7 

Living arrangements (%)
Alone 28.6 28.2 13.7

<0.001
23.1 13.5 13.8 <0.001

With wife/husband 14.3 28.2 61.9 25.0 61.2 66.5 
With wife and children 11.1 15.4 15.2 14.4 17.6 13.8 
With children 44.4 25.6 8.7 36.3 7.1 5.4 
With other tribes 1.6 2.6 0.5 1.3 0.6 0.5 

Level of education (%)
Illiterate 69.8 56.4 27.3

<0.001
56.9 22.9 26.8 <0.001

Elementary school 19.0 35.9 34.8 30.6 38.8 32.2 
Middle school, high 
school, and diploma 

7.9 7.7 29.1 10.6 36.5 32.4 

University education 3.2 0.0 8.9 1.9 11.8 8.6 
Job (%)

Housewife 46.0 41.0 40.3
<0.001

49.4 25.9 44.1 <0.001
Employed 0.0 0.0 21.5 1.9 21.1 24.3 
Unemployed 34.9 38.5 8.5 28.7 19.4 2.4 
Retired 19.0 20.5 29.6 20.0 33.5 29.2 

Hypertension (%)
Yes 71.4 71.8 48.8 <0.001 76.3 62.9 36.8 <0.001
No 28.6 28.2 51.2 23.8 37.1 63.2 

Hyperlipidemia (%)
Yes 31.7 20.5 15.1 0.003 24.4 20.6 11.9 0.001
No 68.3 79.5 84.9 75.6 79.4 88.1

Diabetes (%)
Yes 17.5 20.5 23.1 0.57 26.3 23.5 20.3 0.291
No 82.5 79.5 76.9 73.8 76.5 79.7 

Cardiovascular (%)
Yes 39.7 51.3 31.3 

0.19
46.9 44.7 21.9 <0.001

No 60.3 48.7 68.7 53.1 55.3 78.1 
No 38.1 33.3 87.5 57.5 74.1 92.4 

Number of medications (%)
Less than five 55.6 48.7 54.2 

<0.001
55.0 62.9 49.5 <0.001

Five and more 44.4 51.3 17.6 44.4 25.3 10.5
No 0.0 0.0 28.3 0.6 11.8 40.0

Total score of perceived 
social support (%)

12–19 0.0 5.1 1.2 0.28 1.3 0.0 1.9 <0.001
20–40 57.1 43.6 40.5 51.9 25.9 45.4
Above 40 42.9 51.3 58.4 46.9 74.1 52.7
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Correlation analysis among ADL and IADL and 
variables of age and number of children
Pearson correlation analysis was performed to analyze 
the association between age and functional ability (ADL 
and IADL). The results showed that ADL and IADL 
were negatively correlated with age (P < 0.05), indicating 
that participants with more dependency levels in the 
ADL and IADL were older. According to skewness and 
kurtosis and the Kolmogorov‑Smirnov test, data on 
the number of children was not normally distributed. 
Therefore, we used Spearman’s test. The results of 
Spearman’s analysis also showed that older people who 
have more children have lower total ADL and IADL 
scores (both P < 0.05) [Table 4].

Factors associated with ADL and IADL scores 
from the regression model
Results of the univariate analysis of variance indicated 
a statistically significant association (P < 0.05) between 
functional disability in ADL and age, married status, level 
of education, living arrangements, job, presence of chronic 
disease (except diabetes), number, and type of medication. 
According to the multiple regression results, some factors, 
including unemployment, illiteracy, increasing age, and a 
great number of medications (five and more), led to a low 
ADL and IADL score (P < 0.05). Women had a lower ADL 
score and a higher IADL score than men (P < 0.05) [Table 5].

Discussion

This study aimed to evaluate the home care services 
provided to older adults, the characteristics of caregivers, 
and the factors affecting ADL and IADL in the town of 
Tabriz.

The results show that over half of the participants are 
illiterate or have completed elementary school. This 
finding is consistent with the results of the 2015 Iranian 
census, which revealed that more than half of Iranian 
seniors (about 54%) are illiterate.[33,34] Increasing literacy 
is related to health promotion literacy, which can lead 
to self‑care, healthy aging, and reduced dependency.[35]

The most common chronic diseases among participants 
were hypertension and cardiovascular disease, 

respectively, in line with national statistics and calls for 
lifestyle reforms and prevention policies.[36]

The results of this study showed that 9% of the 
participants and 22.9% of them had a disability to 
perform ADL and IADL, respectively. In similar studies 
in Iran, the dependency on IADL was higher than on 
ADL, which can be linked to the high illiteracy rate 
among Iranian older adults.[33,34]

Similar to another study conducted in Jahrom City, 
most participants had a high level of perceived social 
support.[37] Iran’s dominant religious culture seems to 
create strong solidarity between family members and 
support for older parents.[38]

Of all study participants, 51.3% had a primary caregiver 
among their family members, mostly older adult 
girls (23.7%). A similar European study also reported 
that 33.4% of the caregivers were family members, 
and most of the caregivers were female, married, 
with secondary education, and between the ages of 
40–59 years, which is consistent with the results of 
the present study.[39] Only 3.4% of seniors received 
care from paid caregivers, 1.4% of whom were also 
nurses and came home for nursing care. While in 
developed countries, the long‑term care system has 
made it necessary for municipalities to hire a home care 
provider.[40,41] Results from this study indicated that 
most health services were not provided at home. Taking 
vital signs, managing medications, and setting up and 
using medical equipment such as oxygen capsules, 
glucometers, etc., were the most common services 
provided at home, either by older adults themselves or 
with the help of another person. These results can be 
because the home health care system is not developed 
in Iran and most older adults get health services from 
the hospital. In Iran, care is delivered at three levels in 
health centers, and if necessary, referrals are made to 
the hospital for further treatment and care.[42] There is no 
comprehensive home care plan specific to older adults. 
Informal caregivers predominantly provide long‑term 
care and formal specialized and non‑specialized 
services are not available.[43] However, with the increase 
in the number of literate older adults in the future, their 
access to technology can be an influential factor that will 
reduce family social support.[44] Therefore, designing a 
formal care system in the future with trained caregivers 
seems necessary.

Consistent with earlier studies,[45,46] there was a 
difference between women and men in dependency 
on IADL; women had more IADL limitations than 
men. Also, an association between living arrangements 
and dependency was observed, which meant that the 
older adults who lived with their children were more 

Table 4: Correlation among ADL and IADL and 
variables of age and number of children
Variables Total score 

of ADL
Total score 

of IADL
Age

Pearson correlation −0.527 −0.594
P <0.001 <0.001

Number of children
Spearman’s rho −0.228 −0.499
P <0.001 <0.001
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dependent on their activities. The children had to live 
with their parents due to functional disabilities.[47] 
Consistent with our findings, in other studies, ADL 
and IADL dependency increased with age.[48–50] Old 
age is associated with an increase in chronic diseases 
and a decrease in physical function, which affects 
the ability to do daily activities.[51] ADL and IADL 
impairment were also associated with medication 
consumption (P < 0.001). A study in Turkey showed that 
a higher number of medications was more prevalent 

Table 5: Factors associated with ADL and IADL scores from regression model
Characteristics Univariate 

regression (ADL)
Multiple 

regression (ADL)
Univariate 

regression (IADL)
Multiple 

regression (IADL)
Regression 
coefficient

P Regression 
coefficient

P Regression 
coefficient

P Regression 
coefficient

P

Age −0.276 <0.001 −.214 <0.001 −.344 <0.001 −.206 <0.001
Sex

Woman −1.074 0.001 −.553 0.231 −.587 0.096 1.176 0.009
Man (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Married status
Married 3.187 0.000 −.423 0.615 3.865 <0.01 0.096 0.906
Single 4.203 0.006 2.710 0.084 3.728 0.025 1.541 0.312
Dead wife, widow, divorce (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Living arrangements (%)
Alone 1.699 0.001 2.941 0.076 1.539 0.422 2.712 0.092
With wife 3.856 0.007 3.068 0.079 3.828 0.043 2.156 0.204
With wife and children 2.860 0.004 3.007 0.089 2.512 0.191 1.974 0.251
With children −.956 0.000 0.792 0.634 −2.356 0.221 −.779 0.630
With other tribes (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Level of education (%)
Illiterate ‑3.060 0.000 −1.694 0.004 −3.439 0.000 −1.841 0.001
Elementary school −.786 0.194 −.156 0.778 −1.637 0.014 −.613 0.254
Middle school, high school, and diploma −.132 0.831 −.164 0.756 0.110 0.872 0.248 0.629
University education (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Job (%)
Housewife −.810 0.029 0.154 0.768 −.842 0.036 −1.134 0.025
Employed 1.141 0.028 −.043 0.927 1.649 0.004 0.218 0.636
Unemployed −3.784 0.000 −1.889 <0.001 −4.643 0.000 −2.562 0.000
Retired (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Hypertension (%)
Yes ‑1.287 <0.001 0.453 0.169 −3.098 <0.001 −.413 0.197
No (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Hyperlipidemia (%)
Yes ‑1.255 0.003 0.130 0.719 −2.042 <0.001 0.080 0.820
No (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Cardiovascular
Yes −.921 0.006 0.600 0.061 −2.393 <0.001 −.045 0.885
No (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Number of medications
Less than five −1.795 <0.001 −.604 0.127 −3.730 <0.001 −1.769 0.000
Five and more −3.895 <0.001 −2.020 <0.001 −6.341 <0.001 −3.218 0.000
No (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

Total score of perceived social support
12–19 −.121 0.932 0.301 0.792 1.338 0.393 1.342 0.228
20–40 −.790 0.015 ‑0.050 0.852 ‑0.602 0.092 0.096 0.713
Above 40 (ref.) ‑ ‑ ‑ ‑ ‑ ‑ ‑ ‑

in patients with ADL dependency.[52] Similar to our 
findings, a study showed that participants with high 
social support had more independence in ADL and 
IADL.[53] Also, like other studies, our study showed 
a significant association between the distribution of 
older adults with different education levels in the three 
groups of ADL and IADL activities.[54,55] Also, regression 
analysis showed a significant negative association 
between unemployment and impairment in ADL and 
IADL, which is in line with another similar study.[17]
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Limitation and recommendation
This is the first study that assesses health‑related services 
provided at home in Iran. It is also one of the few studies 
that examines factors affecting the functional ability of 
Iranian older adults. Previous studies were conducted 
with a limited geographical scope. In contrast, this 
study was conducted with a larger sample size and 
using a more accurate sampling method to cover all the 
geographical areas of Tabriz City. Since this study was 
conducted during the COVID‑19 pandemic and checklist 
questions were asked to the participants by phone, there 
is possibly subjective bias due to self‑reporting.

Conclusion

More than a quarter of the older adults are illiterate. 
Iranian elderly experience chronic diseases and disability 
for IADL. Unemployment, illiteracy, increasing age, 
and a great number of medications (five and more) 
can result in ADL and IADL dependency in old 
age. The government and health system should be 
involved and ensure that early diagnosis of chronic 
diseases, empowerment in self‑care, and intervening 
to avoid polypharmacy are started at earlier ages to 
prevent future problems. Also, according to the results 
of this study, health‑related services are not provided 
in homes, so this study provides a clear picture for 
policymakers to better plan preventive measures for 
chronic conditions and prepare a practical plan for 
home care.
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