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DEFINITIONS

In this dissertation, the following terms are used with the corresponding
definitions:

Barthel Index- is an ordinal scale used to measure performance in basic
activities of daily living (ADLS). It evaluates ten areas: feeding, bathing, grooming,
dressing, bowel control, bladder control, toileting, chair transfer, ambulation, and stair
climbing. Scores range to indicate the degree of independence, with higher scores
reflecting greater ability to function independently [1].

Disability — the degree of limitation in a person's life activities resulting from
health concerns related to health, functional independence, and well-being from the
perspective of older individuals. It evaluates various domains including physical
function, mental health, and social well-being, aiming to facilitate person-centered care
planning[1].

EASYCare Standard 2010 is a multidimensional assessment tool designed to
identify being provided with information on all aspects of the medical care and/or
research that are important for making an informed decision [2].

Family doctor is a physician who has undergone specialized multidisciplinary
training to provide primary health care to family members and holds a specialist
certification in the field of healthcare [3].

Geriatrician is a specialist whose professional role involves providing medical
care to elderly and older adults, which includes the diagnosis, treatment, and prevention
of diseases, taking into account the specific characteristics of advanced age [1,p. 10].

Geriatric care - a set of medical, social, psychological measures aimed at
ensuring healthy aging [1,p. 10].

Gerontological care is a set of medical, social, and psychological interventions
aimed at ensuring healthy aging [1,p. 10].

Guaranteed volume of free medical care refers to the scope of healthcare
services financed by public (budgetary) funds and provided to the population free of
charge[4]

Geriatric care for the population — a system of measures to provide long-term
medical and social services with the aim of maintaining or restoring the ability to self-
care, partially or completely lost due to chronic diseases, facilitating the reintegration
of elderly patients into society, and ensuring independent existence [1,p. 10].

Health is a state of complete physical, mental, and social well-being, and not
merely the absence of disease or physical defects [3,p. 16].

Informed consent is the procedure of a person's voluntary written confirmation
of their agreement to receive medical care and/or to participate in a specific study after
impairment with a persistent disturbance of bodily functions [1,p. 10].

Independence score- the index measures an individual's ability to perform both
basic and instrumental daily activities. Scores range from 0 to 100, where higher values
indicate greater dependence [4,5].



Lawton IADL Scale assesses an individual's ability to perform complex daily
tasks necessary for independent living in the community. These tasks include using the
telephone, shopping, food preparation, housekeeping, laundry, mode of transportation,
medication management, and handling finances. It's particularly useful for identifying
how individuals are functioning at present and for detecting changes over time [6].

Median (from Latin mediana - middle) 50th percentile or quantile 0.5 - statistics
that divides the ranged population (variation series of the sample) into two equal parts:
50% of the "lower" members of the data series will have a feature value of no more
than than the median, and the "top" 50% - the value of the feature is not less than the
median.

Medical care is a set of medical services aimed at preserving and restoring the
health of the population, including the provision of medications [3,p. 16].

Mental health is a state of well-being in which every individual can realize their
own potential, cope with the normal stresses of life, work productively and fruitfully,
and contribute to their community [3,p. 11].

Multidisciplinary team is a group of various specialists formed based on the
nature of the patient’s functional and structural impairments, as well as the severity of
their clinical condition [3,p. 11].

Older age groups - a general term for three age categories of the population: 60—
74 years (elderly), 75-90 years (senile age), and over 90 years (long-livers), as defined
by the World Health Organization [1,p. 10].

P-value is the probability that the result obtained is completely random. The
value of p can vary from 1 (the result is definitely random) to O (the result is definitely
not random). A p-value less than or equal to a given alpha error level (eg 0.05)
indicates that the difference is statistically significant [7].

Prevention - is a set of medical and non-medical measures aimed at preventing
the onset of diseases, slowing their progression in the early stages, and managing
already developed complications, as well as damage to organs and tissues [1,p. 10].

Primary health care is the essential form of medical and sanitary assistance
that is accessible to a country and its population and that they can afford, taking into
account its cost and using practical, scientifically sound, and socially acceptable
methods [4]

Risk of breakdown in care -determines the risk of hospitalization; the final
score ranges from 0-12 points—a higher score indicates an increased risk of
hospitalization [5]

Risk of falls—the final score ranges from 0-8 points; scores of 3 or more are
classified as an increased risk of falls [8].

Statistical significance - statistical methods that allow us to estimate the
likelihood of an observed or higher degree of association between independent and
dependent variables when the null hypothesis is true. The achieved level of statistical
significance (calculated) should be distinguished from the a priori specified critical
level of statistical significance, which is usually 0.05 or 0.01. Typically, the level of
statistical significance is expressed as a p-value [7,p. 2].

6



Social Support- is an assistance provided to individuals and groups by
communities and society, which can help overcome adverse or negative life events and
living conditions, serving as a positive source or resource for improving quality of
life[4]

The healthcare system comprises the set of governmental institutions and
healthcare providers whose activities are directed toward safeguarding the right of
citizens of the Republic of Kazakhstan to health protection [3,p. 13].



DESIGNATIONS AND ABBREVIATIONS

CGA — comprehensive geriatric assessment

CSHIS — compulsory social health insurance system

ECQ — EASYCare Standard 2010 questionnaire

GDP — gross domestic product

GBP — global burden of diseases

GVFMC — Guaranteed volume of free medical care

IS — independence score

IQR — interquartile range

MES RK — Ministry of Education and Science of the Republic of
Kazakhstan

NCDs — noncommunicable diseases

PHC — primary health care

QoL — quality of life

RF — risk of falls

RBC — risk of breakdown in care

RK — Republic of Kazakhstan

SDG — Sustainable Development Goals

TFR — total fertility rates

UK — United Kingdom

UN — United Nations

UNESCAP  — United Nations Economic and Social Commission for Asia and
the Pacific

WHO — World Health Organization



INTRODUCTION

Population ageing is a globally recognized phenomenon, and according to the
World Health Organization (WHO), individuals aged 60 years and older are commonly
classified as older adults, particularly in low- and middle-income countries, where this
threshold serves as a benchmark for demographic and health policy planning. To better
capture the diversity within this population, gerontological research further
distinguishes three subgroups: the “young-old” (6074 years), who are generally active
and maintain a high level of independence; the “middle-old” (75-84 years), who may
begin to experience functional decline and increased health needs; and the “oldest-old ”
(85 years and older), who are often characterized by greater frailty, multiple chronic
conditions, and higher levels of dependency [9] .

According to projections by the World Health Organization (WHO), the number
of people aged 65 and over will more than double—from 761 million in 2021 to 1.6
billion by 2050—while the number of individuals aged 80 and over is expected to
grow even faster. In 1950, one in twenty people globally was aged 65 or older; by
2021, it was one in ten; and by 2050, this age group is projected to account for one in
six people [10]. This demographic transition raises concerns about the ability of
national healthcare systems to cope with increasing demands and associated costs. The
rapid growth of the elderly population highlights the urgent need to implement
lifelong health promotion and disease prevention strategies, as early-life health
significantly influences quality of life in older age. The WHO’s concept of “healthy
ageing” emphasizes the importance of maintaining functional ability in older adults,
enabling their active participation in society [11].

A similar demographic trend of population ageing is observed in the Republic of
Kazakhstan, marked by an increasing number of elderly individuals, which
necessitates a revision of existing medical and social support models. Forecast-based
population pyramids for Kazakhstan from 1950, 2020, and 2050 demonstrate a clear
trend toward population ageing [12]. A substantial increase in the proportion of older
adults—especially those aged 65 and above—is expected, indicating a pressing need
for strategic adaptation of healthcare and social support systems, with a focus on the
needs of the ageing population [13].

An effective and appropriate response to this demographic shift requires
accurate, personalized assessment of older people's needs, which can help prevent the
decline of their independence [5,p. 3]. This has underscored the importance of a
multidisciplinary approach and led to the development of tools for comprehensive
assessment of medical and social needs. One such tool is the EASYCare Standard
2010 (ECQ) questionnaire [5,p. 3]. Over the past two decades, it has become available
in languages across all WHO regions and has been used to assess and identify unmet
needs among older people [2,p. 9]. The ECQ system functions as a comprehensive
tool for the elderly, addressing specific issues and priorities related to their needs,
health, and overall well-being [14]. This tool offers a simple and practical approach



to assessing various aspects such as activities of daily living (ADL), instrumental
activities of daily living (IADL), mental health, social interaction, and well-being [15].

In Kazakhstan, data on the needs of the elderly population remain partial and
limited to specific aspects of care and palliative services [16,17]. Therefore, further
research is needed to gain a comprehensive understanding of current conditions and
demands, as well as to identify areas where greater support is required. Accordingly,
we employed an interdisciplinary approach using the EASY Care Standard 2010 tool
to analyze the needs of older adults, which represent a critical factor in the foundation
for planning sustainable elderly care in the future of Kazakhstani society.

Aim of the study

To identify and analyze the medical and social needs of elderly people in the
Republic of Kazakhstan using the standardized questionnaire EASYCare Standard
2010, taking into account their physical, psychosocial and functional state.

Research objectives

1. To adapt and validate the EASY Care Standard 2010 questionnaire in Kazakh
and Russian to ensure its applicability within the context of the Republic of
Kazakhstan.

2. To identify the medical and social needs of the elderly through a standardized
assessment of their physical, psychosocial, and functional status.

3. To identify and analyze the determinants influencing the medical and social
needs of older adults.

4. To develop evidence-based recommendations for enhancing the system of
medical and social monitoring and support for the elderly, based on the findings of the
study.

Scientific novelty of the study

- The first assessment of medical and social needs of elderly people in
Kazakhstan using the EASYCare Standard 2010 questionnaire. Until now, this tool
has been used mainly in Europe, the USA, the Middle East (Iran, Turkey) and India,
but has not been used in the Republic of Kazakhstan.

- For the first time, the linguistic and cultural adaptation of the questionnaire
into Kazakh and Russian was carried out, which allows it to be used in local conditions
to identify the needs of elderly people.

- A comprehensive analysis of the factors influencing the medical and social
needs of elderly people in Kazakhstan. The use of statistical and multivariate analysis
allowed us to identify key determinants that determine the level of medical and social
needs, including education, financial status and other socio-demographic
characteristics.

- For the first time in Kazakhstan, the correlation of EASY Care indices with
the Barthel index and Lawton scale was used, which made it possible to assess the
independence of elderly people and their predisposition to hospitalization and falls.

Theoretical significance
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- This study is the first to introduce and validate the EASY Care Standard 2010
tool in Kazakhstan, thereby expanding the theoretical foundations of comprehensive
geriatric assessment (CGA) in local healthcare and academic settings.

- The identification of key influencing factors—such as education, financial
status, and region of residence—provides a theoretical basis for understanding
inequality in aging and health vulnerability among older adults in Kazakhstan.

- The study supports WHO’s concept of functional ability and independence in
later life, offering empirical evidence that such indicators are measurable and relevant
for local aging policy and clinical practice.

- The findings support the theoretical integration of public health, geriatrics, and
social policy, enabling a more evidence-based and interdisciplinary approach to aging
research and system design in Kazakhstan.

Practical significance

- The adaptation and validation of the EASY Care Standard 2010 questionnaire
into Kazakh and Russian languages has produced a reliable instrument for use in
clinical settings, enabling healthcare providers to assess the needs of older adults.

- The study provides a basis for incorporating standardized geriatric assessments
into routine primary care and nursing practice, especially in outpatient clinics and
home-based services.

- By generating three specific indices—Independence score, Risk of falls, and
Risk of breakdown in care—the tool allows practitioners to identify older adults at risk
and develop personalized care plans and preventive strategies.

- The research results offer scientifically grounded data to support policy
recommendations aimed at strengthening geriatric care, long-term support systems,
and the allocation of resources for aging populations in Kazakhstan.

- The findings of the study were used to develop methodological
recommendations aimed at maintaining the independence of older adults, improving
their quality of life, and enhancing their physical, psycho-emotional, and social well-
being. These recommendations have been implemented in the work of three urban
polyclinics in the city of Aktobe. Additionally, a master class for nurses was conducted
under the title: "Patients at high risk of falls — A challenge in geriatric care."”

- The methodological recommendations derived from this study were integrated
into the academic curriculum for students enrolled in the “Nursing” educational
program. Specifically, they were incorporated into the course “Nursing Care in
Gerontology” and the professional practice module “Nursing in Gerontology”, thereby
contributing to the professional development of future healthcare providers.

Key provisions submitted for defense

- Adaptation and validation of the EASY Care Standard 2010 questionnaire into
Kazakh and Russian languages made it possible to introduce an international tool for
assessing the medical and social needs of older people for the first time in Kazakhstan,
which ensures its reliability and applicability in local conditions.
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- Key medical and social needs of older people in Kazakhstan were identified
based on a standardized survey, including the risks of functional dependence, falls,
breakdown in care, as well as insufficient social support and financial constraints.

- The main factors influencing the medical and social needs of the elderly have
been identified, among which the level of education, age, marital status and financial
situation play a key role.

- The research results can be used to adjust existing geriatric care programs and
make additions to the national health policy, which will improve the availability and
quality of medical and social support for the elderly in Kazakhstan.

Aprobation of the dissertation

The main provisions of the dissertation were presented and discussed at the
following conferences:

- International scientific conference of students and young scientists “Farabi
Alemi.” Presentation: “Development of an algorithm for providing assistance to
elderly people based on the determination of medical and social needs in Aktobe.
Research protocol”, April 6-8, 2021, Almaty. Awarded 2nd place.

- X annual international scientific and practical conference “Topical issues of
medicine”. Presentation: “Validation of the EASYCare Standard 2010 instrument to
identify the functioning and well-being of elderly people in Aktobe, Kazakhstan”, April
27-28, 2023, Baku, Azerbaijan. Awarded 1st place in the category “Best research work
among young scientists”.

Publications related to the dissertation:

As part of this dissertation research, five publications were produced, including
one article in the international peer-reviewed scientific journal Frontiers in Public
Health, indexed in the Web of Science (Impact Factor 3.0; Q2) and Scopus (CiteScore
4.8; 70th percentile); two publications in journals included in the second list
recommended by the Committee for Control in the Sphere of Education and Science
of the Ministry of Science and Higher Education of the Republic of Kazakhstan; and
two abstracts published in the proceedings of international scientific conferences.

Compliance with scientific development priorities or state programs

The dissertation research was conducted within the framework of the scientific
and technical project “Improving geriatric and gerontological care in the Republic of
Kazakhstan” and was funded by the Ministry of Education and Science of the Republic
of Kazakhstan (AP09562783).

The dissertation corresponds to the priority direction of science development
approved by the Higher Scientific and Technical Commission under the Government
of the Republic of Kazakhstan, namely the direction of «The science of life and health».

Implementation of study findings in clinical practice

The results of the conducted research were introduced into practical healthcare
settings at the following institutions:

- State Municipal Enterprise "City Polyclinic Nel" under the Health Department
of Aktobe Region. Appendix F, Appendix G
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- State Municipal Enterprise "City Polyclinic Ne4" under the Health Department
of Aktobe Region. Appendix F, Appendix G

- State Municipal Enterprise "Family Medicine Clinic" of NJSC West
Kazakhstan Marat Ospanov Medical University. Appendix F, Appendix G

Implementation in educational and methodological work

- The methodological guideline titled “Maintaining the independence of older
adults” approved by the Academic Council of West Kazakhstan M. Ospanov medical
university on February 27, 2025, protocol Ne6 (823), was integrated into the
educational process as supplementary materials for the course “Nursing Care in
Gerontology” and the professional practice “Gerontological Nursing”, within the
educational program 6B10103 “Nursing” based on technical and vocational education.
Appendix E.

The author's personal contribution includes the organization and
implementation of pilot studies for the validation of the Russian and Kazakh versions
of the EASY Care Standard 2010 questionnaire, the development and execution of the
main research program, coordination and partial administration of the survey in four
regions of Kazakhstan, statistical processing and analysis of the obtained data,
interpretation of the results and discussion of the key findings, independent
preparation of all sections of the dissertation, implementation of the research results
in practical healthcare, development and approval of methodological guidelines, as
well as participation in the writing and preparation of scientific publications, including
formulation of objectives, result analysis, and manuscript editing.

Volume and structure of the dissertation

The dissertation consists of an introduction, literature review, description of
materials and methods, results of the original research, discussion and a conclusion
that includes findings and practical recommendations, a list of references, and
appendices.

The list of references includes 174 sources. The total volume of the dissertation is 137
pages and contains 17 figures and 19 tables.
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1 LITERATURE REVIEW

1.1 Global population aging as a public health issue

In the 21st century, population aging become one of the most significant global
transformations, exerting a complex influence on all spheres of public life — from
healthcare and the economy to social policy and the labor market structure [18,19].
This process, which began in industrially developed countries, is now becoming a
universal trend, encompassing low- and middle-income countries as well [20,21]. It is
driven by two key factors: a sustained decline in fertility rates and a steady increase in
life expectancy [22,23]. This happens because of greater access to education,
urbanization, women's labor force participation, and family planning services [24,25].

According to projections by the World Health Organization (WHO), the number
of people aged 65 and older will more than double — from 761 million in 2021 to 1.6
billion by 2050. In turn, the number of people aged 60 and over is expected to rise from
1 billion in 2019 to 1.4 billion by 2030, and to reach 2.1 billion by the middle of the
century [10]. This upward trend in the global growth of the population aged 60 years
and older is clearly illustrated in Figure 1, which shows a steady and projected increase
across all world regions from 1980 to 2050.

These figures not only highlight the scale of upcoming demographic changes but
also shape the agenda for healthcare systems, social services, and state institutions.

35
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Figure 1 - The growing share of the population aged 60 years or over in all
world’s regions

Note — [26]

14



The growing proportion of older people leads to a shift in disease patterns: chronic
non-communicable diseases, cognitive impairments, polypharmacy, and the need for
long-term care are becoming increasingly prevalent [27]. Against this backdrop,
pressure on both public and private healthcare systems is intensifying, especially under
conditions of limited resources. Demographic aging is directly linked to rising
healthcare and social security expenditures. The International Monetary Fund forecasts
that age-related public spending in G-20 countries may increase by up to 6% of GDP
by 2050, with the largest share attributed to medical services [28].

Visualization of demographic data, including birth and death rates and population
age structure, allows for a clear representation of the scale of change and facilitates
evidence-based decision-making. The demographic transition is defined by a shift from
high fertility and mortality to lower birth and death rates. This process leads to a
gradual increase in the proportion of older individuals within a population. For
example, long-term projections show that the global fertility rate will decline from
current levels to the replacement rate of 2.1 children per woman by 2050 and may reach
1.8 by the year 2100 (refer to Figure 2). Combined with increased life expectancy and
changes in migration patterns, this leads to the steady aging of the population in most
countries of the world [22,p. 3].

However, aging is not only a medical but also a socio-economic challenge. The
shrinking share of the working-age population affects labor productivity, employment
structure, pension systems, and the financial stability of states [29]. In a context of
increasing numbers of older people and declining birth rates, there is a need to adapt
labor policies, social protection mechanisms, and pension provision [30]. This requires
political will, systemic planning, and the engagement of all sectors of society [10,p. 9].

The complexity of this issue is further exacerbated by the fact that aging processes
occur at different speeds and in various socio-economic settings across countries [31].
International comparisons reveal significant disparities in access to healthcare and
social services, availability of long-term care, and overall quality of life for older adults
[30,p. 7]. This indicates that universal approaches to addressing aging-related issues
must be adapted to the cultural context, resource capacity, and demographic profile of
each country [11,p. 7].
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In low- and middle-income countries, the pace of aging is accelerating rapidly,
often outpacing the development of healthcare infrastructure and social safety nets.
Meanwhile, in high-income countries, aging populations are straining pension systems
and long-term care facilities. Recognizing aging as a public health issue is crucial to
designing policies that are equitable, sustainable, and responsive to the needs of older
adults.

In addition to the aforementioned factors, aging also has several other significant
implications:

Rising life expectancy: Advances in nutrition, sanitation, healthcare access,
medical technology, and disease prevention have dramatically extended the average
life expectancy across the globe. In 1950, the global average life expectancy was
approximately 46 years; by 2020, it had risen to 73 years. Projections suggest that by
2050, average life expectancy will exceed 80 years in at least 91 countries [32,33]. This
remarkable achievement reflects progress in combating infectious diseases, reducing
maternal and child mortality, and improving living conditions. However, while
extended longevity is a positive development, it also presents substantial challenges,
particularly related to the health and social care needs of an increasingly aged
population.

Age Structure Transformation:

Demographic shifts driven by declining fertility rates and improved survival rates
are reshaping the population structure globally. Population pyramids are progressively
flattening, as the proportion of older adults grows relative to younger age groups [34].
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This results in rising old-age dependency ratios, indicating that fewer working-age
individuals are available to support the growing elderly population. While these
transformations are most advanced in high-income countries, they are rapidly
occurring in developing regions as well. Sub-Saharan Africa, Northern Africa, and
Western Asia, for instance, are projected to experience the fastest growth in the number
of older persons by 2050 [10,p. 3]. This demographic transition poses significant
implications for labor markets, social protection systems, pension schemes, and
healthcare services, necessitating proactive policy adaptations to ensure societal
resilience.

Epidemiological Transition Toward Noncommunicable Diseases (NCDs):

Alongside demographic changes, aging is closely associated with an
epidemiological transition from a predominance of infectious diseases to
noncommunicable diseases (NCDs) [35]. Older adults are more likely to experience
conditions such as cardiovascular disease, diabetes, osteoarthritis, dementia, and
cancer. In the United States, 84% of those aged 65 and above have at least one chronic
condition [30,p. 14]. Health systems must evolve toward models that emphasize
preventive care, multidisciplinary management, home- and community-based services,
and patient-centered approaches.

Furthermore, mental health issues constitute a significant component of the health
burden among older populations. Depression, anxiety disorders, and cognitive
impairments such as Alzheimer’s disease and other forms of dementia are highly
prevalent [36—38]. Despite their high incidence, mental health problems in older adults
often remain underdiagnosed and undertreated, leading to diminished quality of life
and increased care dependency. Addressing mental health needs in aging populations
necessitates comprehensive strategies that include early detection, accessible mental
health services, destigmatization efforts, and caregiver support programs.

Taken together, these demographic and epidemiological shifts underscore the
urgent need for adaptive public health strategies, integrated social and health care
models, and sustainable financing mechanisms that can meet the complex and evolving
needs of aging societies.

Functional decline and care dependency

The concept of “healthy aging” has gained prominence in public health discourse,
emphasizing the importance of maintaining functional ability and well-being
throughout the life course [39]. According to the World Health Organization,
functional ability encompasses not only the intrinsic capacities of an individual—such
as physical and cognitive functioning—»but also the environmental factors that enable
individuals to be and do what they value [11, p. 8]. However, despite advancements in
healthcare and supportive technologies, many older adults inevitably experience a
progressive decline in both physical and cognitive capabilities, leading to an increased
risk of care dependency [40,41].Functional limitations, including difficulties in
mobility (e.g., walking, climbing stairs), self-care activities (e.g., dressing, bathing),
and instrumental activities of daily living (e.g., preparing meals, managing finances),
are recognized as major predictors of institutionalization, higher healthcare utilization,
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and rising healthcare costs [42—44]. The onset of functional impairments often signals
the transition from independent living to requiring assistance, either informally from
family members or formally through long-term care services. Such declines not only
affect the individual’s autonomy and quality of life but also place significant emotional,
physical, and financial burdens on caregivers and health systems.

Thirty years ago, there were no "aged societies"—countries where older adults
consumed more resources than the younger population. By 2010, however, there were
already 23 such countries, and by 2040, the number is projected to rise to 89 [45].

Globally, more than 46% of individuals aged 60 and older live with some form of
disability. Among them, over 250 million older adults experience moderate to severe
disabilities, highlighting the substantial health and functional challenges associated
with aging [45,p. 3].

Furthermore, the global burden of dementia is rising rapidly. As of 2010, an
estimated 35.6 million people worldwide were living with dementia. This number is
expected to nearly double every 20 years, reaching 65.7 million by 2030 [45,p. 3].

These trends underline the profound demographic and health transitions occurring
worldwide, emphasizing the urgent need for comprehensive, age-responsive healthcare
systems and social policies.

In response to these challenges, promoting environments that support mobility,
safety, and social participation has emerged as a critical strategy for sustaining
functional independence among older adults [46-48]. Age-friendly communities—
characterized by accessible infrastructure, inclusive transportation systems, safe public
spaces, and opportunities for civic engagement—play a pivotal role in enabling older
adults to continue living independently and maintaining social connections. Accessible
housing modifications, fall prevention programs, and the availability of assistive
technologies are equally essential components of such supportive environments.

Moreover, informal caregivers—primarily family members—serve as the
cornerstone of elder care in most societies. Providing support for informal caregivers
through training, respite services, financial incentives, and psychological counseling is
crucial to enhancing the sustainability of community-based aging models [49-51].
Without adequate support, caregiver burden can lead to burnout, compromised care
quality, and increased rates of institutionalization for older adults.

Gender and social inequities

The process of aging is a universal human experience, yet it does not affect all
individuals in the same way. The World Health Organization’s concept of Healthy
Aging emphasizes the need for maintaining functional ability and enabling well-being
throughout the later stages of life, irrespective of individual circumstances [11,p. 6].
However, achieving healthy aging is often hindered by persistent gender and social
inequities that shape the experiences of older adults across the globe.

One of the most pronounced disparities in aging relates to gender. Women
generally live longer than men, with a global average gap of approximately five to
seven years [52-55]. Nevertheless, this increased longevity is frequently accompanied
by greater morbidity. Older women are more likely to live with multiple chronic
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conditions, functional limitations, and disabilities. Additionally, due to cumulative
disadvantages over the life course—including lower lifetime earnings, interrupted
employment histories from caregiving responsibilities, and limited access to pension
schemes—women face heightened economic insecurity in old age [55,p. 6]. These
factors contribute not only to poorer health outcomes but also to social vulnerabilities,
including isolation and reduced access to care.

Social inequities extend beyond gender to encompass geographical and socio-
economic divides. Rural populations, for instance, often encounter significant barriers
in accessing healthcare services, social protection programs, and age-appropriate
infrastructure  [56-59].Limited healthcare resources, geographic isolation,
transportation challenges, and lower levels of health literacy exacerbate the
disadvantages faced by older adults living in rural areas. Populations may encounter
discrimination, cultural and linguistic barriers, and exclusion from formal support
systems, leading to unmet healthcare needs and lower quality of life in later years.

Addressing these disparities is essential to achieving the goals of Healthy Aging.
Policies must prioritize equity by ensuring universal health coverage that is both
accessible and responsive to the diverse needs of older adults. Pension systems should
be designed to provide adequate financial security, particularly for women and
individuals with non-traditional or interrupted employment trajectories. Moreover, the
provision of culturally competent, inclusive, and person-centered care is critical to
overcoming barriers faced by marginalized older populations.

Ultimately, promoting healthy aging for all requires a life-course approach that
actively reduces disparities and creates supportive environments where every
individual—regardless of gender, place of residence, or social identity—can maintain
their health, functional ability, and well-being throughout their later years.

Workforce shortages and skill gaps

As populations age, health systems must contend with both increased demand for
services and a shrinking workforce [60-62]. Health systems are confronted with several
critical challenges, including an aging workforce of healthcare providers, a lack of
adequate training in geriatric care, and significant shortages in services such as long-
term care, home-based health support, and rehabilitation [63-65]. Moreover, there
exists a pronounced deficiency in geriatric-specific training among healthcare
providers. The World Health Organization highlights that current health workforce
training predominantly focuses on acute and communicable diseases, often neglecting
the complex needs of the aging population [66]. The shortage extends beyond
physicians to encompass nurses, nursing assistants, and home care workers. Inthe U.S.,
for example, more than 2.5 million additional long-term care workers will be needed
by 2030 to meet the demands of the aging population. This shortage is further
compounded in rural and underserved areas, where attracting and retaining healthcare
workers remains a persistent challenge [67,68].

Health financing and long-term care

The demographic shift towards an aging population presents significant
challenges for health financing and the provision of long-term care (LTC) services. In
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G20 countries, public expenditures on healthcare and pensions are projected to increase
by 67 percentage points of GDP by 2050 if current policies remain unchanged. This
surge is driven by increased demand for age-related services, including LTC, which
remains underfunded and undervalued despite its growing importance [69]. The
underfunding of LTC services is a global concern. For instance, in OECD countries,
LTC spending accounted for an average of 1.8% of GDP in 2021, with significant
variations across countries. This underinvestment leads to reliance on informal
caregivers, often family members, who provide the majority of care without adequate
support or compensation. The financial strain on these caregivers can result in reduced
labor force participation and increased risk of poverty [70]. Incentivizing preventive
care and providing financial support for informal caregivers are essential strategies.
Programs like the National Family Caregiver Support Program in the U.S. offer
services to assist caregivers, but broader policy measures are needed to address the
growing demand. Expanding insurance coverage to include LTC services and
implementing cost-sharing policies can also alleviate the financial burden on families
[71] Also a shift toward person-centered, community-based models of care can
improve outcomes and reduce costs. Financing mechanisms must incentivize
preventive care and support for informal caregivers [72-74].

Infrastructure and service delivery

As populations age, it becomes increasingly important to adapt health services to
the evolving needs of older adults. Traditional healthcare models, often oriented toward
acute and episodic care, are ill-suited to managing the chronic conditions, functional
limitations, and social needs that frequently accompany aging. Therefore, there is a
growing consensus that health systems must become more age-friendly to ensure that
older adults can access comprehensive, coordinated, and person-centered care [51,p.
6]. Key components of age-friendly health services include home-based care,
telemedicine, and accessible transportation. Home-based care models allow older
adults to receive medical support, rehabilitation, and assistance with activities of daily
living within the comfort of their own homes, thereby promoting autonomy and
reducing the risk of hospitalization and institutionalization. Telemedicine—
particularly in the aftermath of the COVID-19 pandemic—has emerged as a vital tool
for improving healthcare access, especially for those with mobility limitations or living
in rural areas. It enables real-time consultations, remote monitoring of chronic
conditions, and ongoing communication with healthcare providers, reducing the need
for frequent in-person visits. Accessible transportation services are equally crucial,
ensuring that older adults can attend medical appointments, participate in social
activities, and maintain community engagement without facing mobility-related
barriers.

Despite the proven benefits of such services, many health systems remain ill-
equipped to deliver them at scale. Barriers include fragmented service delivery,
insufficient funding, lack of trained personnel, and inadequate infrastructure tailored
to the needs of older populations. As a result, older adults often experience disjointed
care pathways, unmet social and medical needs, and poorer health outcomes.
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The WHO's Integrated Care for Older People (ICOPE) framework provides a
structured approach to integrated care. ICOPE consists of five steps:

1. Screening for declines in intrinsic capacity across domains such as mobility,
cognition, and nutrition.

2. Person-centered assessment in primary care to understand individual
preferences and needs.

3. Development of personalized care plans with multidisciplinary teams.

4. Implementation and monitoring of care pathways, including referrals to
specialized geriatric care.

5. Engagement of caregivers and communities to support the older person's care
journey [75,76].

Real-world implementations of ICOPE demonstrate its feasibility and
effectiveness. In France, the INSPIRE ICOPE-CARE program in the Occitania region
has integrated ICOPE into clinical practice, utilizing digital tools like the ICOPE
MONITOR app and BOTFRAIL conversational robot to facilitate assessments and
monitoring. This program aims to screen and monitor 200,000 older adults, promoting
preventive actions and maintaining autonomy [77,78].

In Singapore, a feasibility study implemented the ICOPE framework, training
volunteers as assessors to conduct screenings and develop care plans. The study found
that the holistic and person-centered approach of ICOPE resonated well with national
strategies, empowering individuals to manage their health [79].

Developing integrated service delivery models that combine medical and social
care is critical to addressing these shortcomings [80]. Integrated care models
emphasize seamless coordination between healthcare providers, social workers,
rehabilitation specialists, and community services. They focus on providing holistic
support that addresses not only medical conditions but also functional abilities, mental
health, social participation, and living environments. Examples of successful integrated
models include Programs of All-Inclusive Care for the Elderly (PACE) in the United
States and similar initiatives in Europe, which have demonstrated improvements in
health outcomes, reduced hospitalizations, and greater patient and caregiver
satisfaction [81,82].

Furthermore, the establishment of robust information systems is essential to
support age-friendly, integrated care. Traditional electronic health records primarily
capture clinical data, but future systems must be enhanced to track functional status,
cognitive abilities, social determinants of health, and caregiver availability alongside
medical diagnoses and treatments. Collecting and analyzing this broader set of data
enables healthcare providers to create individualized care plans that are responsive to

the complete needs of older adults. It also facilitates better care coordination across
different sectors, supports early identification of at-risk individuals, and allows for
more effective monitoring of health trajectories over time.

Investing in age-friendly health services and integrated care systems is not only a
moral imperative but also an economic necessity. By enabling older adults to maintain
their independence, health systems can reduce costly hospital admissions, prevent
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institutionalization, and enhance the quality of life for aging populations. The future of
health and social care must therefore be rooted in models that recognize and support
the complex realities of aging in the twenty-first century.

Economic impacts of aging

The economic implications of aging are multifaceted. A shrinking working-age
population can slow economic growth, while rising dependency ratios strain social
protection systems [83-85]. Per capita GDP growth in advanced economies is
projected to decline by 0.4% annually due to aging[84]. However, older adults also
contribute economically through paid work, caregiving, volunteering, and consumer
spending. For instance, in 2018, Americans aged 50 and older contributed $8.3 trillion
to the U.S. economy, a figure projected to rise to $28.2 trillion by 2050 [86].

Migration, automation, and increased female labor participation are additional
levers for adapting to demographic change. For example, increasing female labor force
participation has the potential to partially offset the negative economic consequences
of aging populations [87]. Policies that enable extended workforce participation and
lifelong learning can mitigate economic losses and enhance productivity. Migration,
automation, and increased female labor participation are additional levers for adapting
to demographic change. Pension and tax reforms must ensure both sustainability and

equity.

1.1.1 Aging and the sustainable development goals (SDGs)

Population aging is a defining global trend of the twenty-first century, intersecting
with multiple dimensions of sustainable development. As the proportion of older adults
increases worldwide, aging directly influences the achievement of the Sustainable
Development Goals (SDGS), requiring thoughtful integration of aging-related priorities
into national and international strategies.

Several key SDGs are particularly relevant to the context of population aging:

- Goal 3 (Good health and well-being): Promotes health across all ages,
emphasizing the need for healthcare systems that support healthy aging and address the
complex needs of older populations.

- Goal 10 (Reduced inequalities): Aims to reduce inequalities within and among
countries, recognizing that aging often exacerbates social, economic, and health
disparities.

- Goal 8 (Decent work and economic growth): Advocates for inclusive economic
participation and the creation of employment opportunities for all age groups, including
older workers.

- Goal 11 (Sustainable cities and communities): Encourages the development of
inclusive, safe, resilient, and age-friendly urban environments that enable older adults
to live independently and participate fully in society [26,p. 6].

Critically, older persons must be acknowledged not only as beneficiaries of
development but also as active contributors to societal progress. Their inclusion in
policy design, civic engagement, labor markets, and community life is essential for the
successful realization of the 2030 Agenda for Sustainable Development [26,p. 6].
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Policy responses and global strategies in the framework of SDGs

The demographic transformation toward aging populations demands
comprehensive, multisectoral responses. Four major areas of strategic action are
recognized globally:

Investing in healthy aging:

Adopting a life-course approach to health promotion—from prenatal care through
old age—can significantly reduce the risk of chronic diseases, disabilities, and
dependency. Public health initiatives such as vaccination programs, lifestyle
interventions, early screenings, and age-appropriate health education form the
foundation of this strategy. To maximize impact, governments must embed healthy
aging objectives into national development plans and allocate sufficient resources for
prevention, care, and support systems.

Reforming long-term care systems:

Long-term care should be reimagined as a public good, essential for upholding
the dignity and autonomy of older individuals. Comprehensive long-term care systems
must encompass formal services, caregiver support, respite care programs, and quality
assurance mechanisms. Community-based and home-based care models present cost-
effective, person-centered alternatives to traditional institutional care, enabling older
adults to maintain their independence and remain integrated within their communities.

Enhancing economic resilience:

The sustainability of pension systems and financial security for older adults
require urgent attention. Effective policy options include gradually raising the
retirement age, diversifying pension revenue sources, incentivizing private savings,
and creating flexible work opportunities for older employees. Additionally, fostering
older entrepreneurship and supporting lifelong learning initiatives can boost economic
participation among aging populations and contribute to overall economic resilience.

Strengthening global cooperation:

Demographic change is a transnational phenomenon requiring global solidarity
and coordinated action. International organizations such as the United Nations (UN),
the World Health Organization (WHO), and the G20 provide critical platforms for
knowledge exchange, financial support, and the development of cohesive policy
frameworks. Furthermore, well-managed migration and international labor mobility
can help mitigate demographic imbalances between countries with aging populations
and those with younger demographic profiles.

Aging as a catalyst for sustainable development

Aging populations are not merely a demographic challenge; they represent a
triumph of human development and public health progress. However, realizing the
potential of aging societies requires coordinated, innovative, and multisectoral
responses. By framing aging as a public health and development priority, countries can
build systems that promote autonomy, equity, and resilience across the life course.

Rather than viewing aging as a looming crisis, it must be recognized as a catalyst
for inclusive growth, innovation, and societal enrichment. The time to act is now—to
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ensure that aging populations become an integral part of sustainable development
strategies rather than a peripheral concern.

Thus, population aging is not narrowly confined to the medical domain. It
constitutes a systemic challenge that necessitates the integration of epidemiological
data, sociological analysis, economic foresight, and strategic planning. It is critical not
only to adapt healthcare systems to meet the evolving needs of older populations but
also to revise broader social and economic models in accordance with emerging
demographic realities.

Special attention must be given to comprehensive assessment tools such as the
EASY Care Standard 2010, which enable the evaluation of not only physical health but
also psychological, social, and functional dimensions of older adults' lives [5,p. 9]. The
application of such instruments facilitates the development of personalized support
strategies, with a focus on maintaining autonomy, functional independence, and active
social inclusion for older persons [2,p. 3].

1.2 Aging trends in Kazakhstan and its implications

Population aging is one of the most significant demographic challenges of the 21st
century. As the proportion of older adults increases, countries are faced with the need
to revise existing models of healthcare, social support, and economic policy.
Kazakhstan, like many countries with a transitional economy, is entering a phase of
active population aging, which entails a range of systemic consequences.

According to the 2021 national census, the population of Kazakhstan included
2 457 182 individuals aged 60 and above, accounting for 12.8% of the total population.
Of these, 1566517 people—or 8.2%—were aged 65 years and older [88]. In accordance
with United Nations criteria, a country is classified as an “aging society” when the
proportion of people aged 65 and above exceeds 7%, a benchmark that Kazakhstan has
already surpassed. Furthermore, data from UNESCAP indicate a continuing upward
trend: while in 2020, the proportion of older persons was 7.8%, it is projected to reach
8.7% by 2025, clearly reflecting the growing size of the elderly population (figure 3).
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Figure 3 - Proportion of old people aged 65+ in 2020 (A) and 2025 (B)
Note - [12,p. 3]

These figures demonstrate that Kazakhstan is undergoing significant demographic
changes, which—combined with regional disparities and evolving socio-economic
conditions—necessitate a reassessment of current public health strategies and social
policy frameworks. This demographic shift is visually reflected in the population
pyramid, which effectively illustrates the aging trend (figure 4).
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Figure 4 - Population structure pyramid in Kazakhstan in 2020 (A) and 2050 (B)
Note - [12,p. 6]

The Ministry of Health plays a pivotal role in advancing healthcare reforms in
Kazakhstan, including the implementation of the social health insurance system and
the strengthening of primary healthcare services. These efforts are actively supported
by regional and local authorities, ensuring coordinated implementation across all levels
of governance. However, as Kazakhstan, similar to many nations with a transitional
economy, is experiencing a rapid demographic shift toward an aging population,
bringing about a wide array of systemic implications such as:

1. Increasing burden on the healthcare system

Population aging in Kazakhstan significantly increases the demand for medical
services, particularly in the treatment of chronic non-communicable diseases such as
cardiovascular conditions, diabetes, cancer, and dementia. Older adults typically
require more frequent consultations, long-term treatment, and continuous medical
monitoring, which places pressure on both primary and specialized care services.
According to the report "The Impact of the Aging Population on the Health Workforce
in the United States," healthcare systems around the world face a growing gap between
the needs of elderly patients and the availability of trained personnel and resource [89].
In Kazakhstan, where geriatric specialization is still developing, this burden is
especially acute and requires urgent investment in workforce training and infrastructure
adaptation.

2. Deficit in long-term care services

With the growing number of older adults in the country, there is an urgent need to
expand long-term care (LTC) systems, both institutional and home-based. Currently,
Kazakhstan lacks a comprehensive LTC system, and the main responsibility for
caregiving lies with families. This leads to caregiver burnout and reduces the quality
of life for both caregivers and care recipients. The UN report "The Growing Need for
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Long-Term Care" highlights that countries with rapidly aging populations must
prioritize the development of LTC systems [90] . The absence of such structures results
in increased hospitalizations due to conditions that could otherwise be prevented.

3. Financial pressure on pension and social security systems

The demographic shift in the age structure of the population intensifies pressure
on the pension and social welfare systems. The shrinking share of the working-age
population increases the dependency ratio, making it more difficult to maintain current
levels of pension payments without structural reforms. A study by the Asian
Development Bank titled "Population Aging, Pension Systems, and Economic
Growth" outlines the macroeconomic risks associated with aging, including increased
government expenditures and reduced economic activity [91,92]. Without timely
reforms, Kazakhstan may face a pension fund deficit and growing inequality among
the elderly population. As the proportion of retirees increases, expenditures on pension
provisions, health insurance, and social support escalate. Concurrently, the share of the
economically active population declines, potentially leading to pension fund deficits
and necessitating a reassessment of pension policies. This reassessment may include
raising the retirement age and transitioning to contributory pension models [93].
Financial constraints, disparities in healthcare spending, and uneven resource
distribution complicate the standardization of elderly care nationwide. In rural areas,
limited access to medical facilities and lower income levels exacerbate issues related
to chronic diseases, resulting in higher incidences of falls and other geriatric
syndromes. These challenges underscore the need for targeted policies addressing not
only the clinical aspects of aging but also the socio-economic determinants
contributing to health inequalities among the elderly. A study by Turgambayeva et al.
reported that 83% of all physicians in Kazakhstan practice in urban areas, with only
17% serving rural regions, despite 41% of the population residing there [94].
Consequently, the organization and quality of medical care for rural populations
require further development

4. Declining economic growth and labor force participation

Population aging leads to a reduction in the labor force and can negatively affect
labor productivity and economic growth. Older workers often retire early, and new
labor entrants may not be sufficient to compensate for these losses. According to the
U.S. National Bureau of Economic Research, the report "The Effect of Population
Aging on Economic Growth, the Labor Force and Productivity" indicates that aging
can significantly slow down GDP growth and innovation, especially in middle-income
countries [95]. For Kazakhstan, which seeks economic diversification, this is a signal
to develop policies that promote active aging and delayed retirement.

5. Erosion of traditional family support structures

Urbanization, labor migration, and changes in household composition weaken
traditional models of family caregiving. More young people are moving to cities or
abroad, leaving elderly relatives without the usual support. This gap in informal care
cannot be effectively filled by public services [16,p. 9]. The UNFPA report "Family
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Support Networks and Population Ageing" emphasizes the erosion of intergenerational
care and the need to institutionalize social support [96].

To sum up all said above, Kazakhstan is undergoing a rapid demographic shift
toward an aging society, bringing significant challenges to its healthcare, social, and
economic systems. The rising number of older adults increases demand for medical
care, long-term support, and pension resources, while the working-age population
shrinks. To address these issues, Kazakhstan must urgently invest in geriatric services
aimed at preserving their health, functional independence, and active longevity.
Proactive, integrated policy measures are essential to ensure healthy and equitable
aging across the country.

1.3 Organization of geriatric and gerontological care in the Republic of
Kazakhstan

A special focus on the needs of older adults has emerged relatively recently in
Kazakhstan. In 2009, the medical and pharmaceutical specialties classification of the
country officially incorporated geriatrics as a recognized medical specialty.
Subsequently, in 2015, a national standard for the organization of geriatric and
gerontological care was approved [97].

These developments marked important steps toward the institutionalization of
specialized care for the aging population in Kazakhstan. They laid the groundwork for
the creation of geriatric services and the initiation of professional training programs for
physicians and healthcare personnel specializing in the care of elderly patients. The
Ministry of Health of the Republic of Kazakhstan adopted the "Standard for the
Organization of Geriatric and Gerontological Care" by Ministerial Order Ne RK MH-
55 on June 23, 2021 [1,p. 9]. This document establishes a comprehensive system of
medical and social assistance tailored to the needs of individuals aged 60 and above,
including those showing signs of premature aging.

The standard was developed in accordance with Article 7 of the national Code
"On Public Health and the Healthcare System™ and provides a detailed roadmap for
organizing care across various healthcare settings [3,p. 5]. It introduces critical
conceptual definitions, such as geriatric syndromes, senile asthenia, and premature
aging, and formally outlines the responsibilities of geriatricians—specialists trained to
provide individualized, age-appropriate care to older patients. Geriatric care in
Kazakhstan is guided by the principle of continuity across the full spectrum of
healthcare—from preventive to rehabilitative services—delivered in outpatient clinics,
inpatient hospitals, and home-based care environments.

In Kazakhstan, geriatric and gerontological services are integrated within the
national health system and delivered through a tiered model. Primary care forms the
foundational level, where older adults can access services through polyclinics, family
medicine centers, and rural medical outposts. These services are often delivered by
general practitioners or family physicians who have received additional training in
gerontology. Secondary care is provided by specialized medical professionals in
district and regional centers, where more complex diagnostic and therapeutic
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interventions are available. Tertiary care, which includes the provision of high-tech
services, is offered in specialized medical institutions and targets the most clinically
complex cases [1,p. 5].

Medical assistance to older adults is offered in the forms of emergency, urgent,
and scheduled care. These services are financed through the Guaranteed volume of free
medical care (GVFMC) and the Compulsory social health insurance system (CSHIS),
ensuring financial protection and equity in access. Services may also be accessed on a
fee-for-service basis when necessary. The scope of geriatric and gerontological care
includes preventive check-ups, health screenings, chronic disease monitoring,
nutritional support, and psychological counseling. The development of preventive
initiatives, such as the "Active longevity school," serves to educate older adults on
healthy lifestyle practices, aiming to delay the onset of age-related decline and promote
autonomy.

A hallmark of Kazakhstan’s approach is the adoption of a multidisciplinary model
that involves physicians, nurses, psychologists, and social workers working
collaboratively. This team-based strategy is centered around the comprehensive
geriatric assessment (CGA), an internationally recognized method for evaluating the
medical, functional, psychological, and social needs of older individuals [98,99]. The
CGA is performed at least once a year for patients aged 60 and above and twice a year
for those aged 90 and older [1,p. 5]. The assessment tools used include validated scales
such as the Barthel Index, which measures the degree of independence in daily living
activities and helps guide individualized care planning [1,p. 5].

The provision of care is holistic and includes both medical interventions and social
support mechanisms. Specialized outpatient geriatric clinics are responsible not only
for direct clinical care but also for community health monitoring, coordination of care
within districts, and consultation with family members and caregivers. In addition,
these clinics play an essential role in selecting patients for higher levels of care when
geriatric syndromes or functional decline are detected.

A critical aspect of this system is the close integration between healthcare and
social services. Older adults with limited mobility or cognitive impairment receive
home-based medical and social support, often coordinated by geriatricians and visiting
nurses. Education for caregivers, provision of assistive technologies, and support for
psychological adaptation are all part of the broader rehabilitation strategy aimed at
improving quality of life. In cases requiring advanced care, older adults may be referred
to inpatient facilities or receive treatment via mobile teams, including air medical
services for patients in remote areas.

Furthermore, the national standard prescribes strict requirements for record-
keeping, monitoring, and performance evaluation within all institutions providing
geriatric care. Regular audits and data collection ensure that medical organizations
adhere to clinical protocols, manage pharmaceuticals efficiently, and respond
appropriately to the evolving health needs of the elderly population. The
implementation of this system has also brought attention to important public health
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indicators, including the prevalence of chronic diseases, rates of disability, and causes
of mortality among older people.

Despite the solid regulatory foundation and comprehensive care model, the
practical implementation of geriatric services in Kazakhstan remains a work in
progress. There is a limited number of formally trained geriatricians, particularly in
rural areas, and many regions continue to face challenges related to resource
availability, staff capacity, and public awareness. Nevertheless, the introduction of a
national standard marks an essential step forward in aligning Kazakhstan’s healthcare
system with global best practices and advancing the goal of healthy aging.

In summary, the organization of geriatric and gerontological care in Kazakhstan
reflects a proactive and structured approach to addressing the needs of an aging society.
By embedding geriatric services within all levels of care and prioritizing continuity,
accessibility, and person-centered care, Kazakhstan lays the groundwork for a more
resilient and inclusive healthcare system that upholds the rights and well-being of its
older citizens.

However, despite the comprehensive framework established by the 2021
Ministerial Order Ne RK MH-55, significant challenges persist in practical
implementation. While the policy emphasizes continuity of care, integration across
healthcare levels, and the use of comprehensive geriatric assessments, the healthcare
system appears unprepared for the rapid demographic shift toward an aging population.

One major concern is the shortage of formally trained geriatricians, especially in
rural areas, leading to disparities in care quality and accessibility. Studies have
highlighted that only a small fraction of older adults receive necessary social services
and home care, indicating limited reach and effectiveness of current programs.
Additionally, the lack of adequately trained social workers and underdeveloped home
assistance programs further exacerbate the situation [15,p. 5].

Furthermore, the integration of CGA into routine practice remains inconsistent,
and the availability of multidisciplinary teams is limited.

According to the UNFPA survey conducted in Kazakhstan in 2020, nearly one in
five older adults (18.3%, or 366 respondents aged 55 years and older) reported
experiencing an unmet need for medical examination or treatment within the preceding
12 months [100]. These findings highlight critical gaps in healthcare accessibility for
the aging population.

The most frequently cited reason for being unable to access needed healthcare
services was the imposition of quarantine measures during the COVID-19 pandemic,
accounting for 36.1% of responses. Restrictions on movement and limitations on visits
to public places, including healthcare facilities, significantly impeded access to
essential medical care during this period [100,p. 12].

Beyond pandemic-related challenges, systemic issues were also prominent among
the barriers reported. Approximately 16.7% of respondents indicated that the required
medical services were available only on a paid basis, making them financially
inaccessible. Long waiting times for appointments were cited by 12.3% of respondents,
while 9.6% reported the unavailability of the necessary medical specialist. An
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additional 7.1% of participants noted a lack of required medications or equipment at
healthcare facilities [100,p. 12].

Other reported barriers included an inability to schedule a preliminary
appointment with a physician (5%), lack of available time due to work obligations or
caregiving responsibilities for elderly relatives and grandchildren (3.8%), and
difficulties reaching healthcare facilities without external assistance (2.7%).
Furthermore, 0.8% of respondents indicated that they lacked information regarding
where and how to access the necessary medical services[100,p. 12].

In addition to identifying access barriers, the UNFPA survey provided insights
into the causes of dissatisfaction with the quality of medical services among older
adults [100,p. 12]. In 2008, the most commonly reported reasons for dissatisfaction
were inattentive attitudes of medical personnel toward elderly patients (52%) and long
waiting times, which were difficult for older patients to endure (46%). However, by
2020, there was a marked improvement in these areas. The share of respondents citing
inattentiveness from medical staff decreased significantly, from 52% to 28%, and
complaints about long queues declined from 46% to 33%. These improvements suggest
that healthcare providers have become more responsive and attentive to the needs of
elderly patients, and that organizational efforts to streamline patient flow within
medical facilities have been partially effective.

Nevertheless, one major issue remained unresolved over the decade: the
unavailability of necessary specialists in local healthcare facilities. By 2020, this had
become the most commonly cited reason for dissatisfaction with medical services.
Importantly, this problem was reported consistently across rural areas, small towns,
and large cities, indicating that the shortage of specialized care for older adults is a
systemic challenge rather than one confined to specific types of settlements [94,p. 11].

These findings illustrate the systemic weaknesses in the organization of geriatric
and gerontological care in Kazakhstan. Despite some progress, the current healthcare
system remains insufficiently adapted to the specific needs of the aging population.
The persistence of specialist shortages, alongside lingering issues related to access and
infrastructure, highlights the urgent need for comprehensive reform. Strengthening
healthcare systems to better accommodate the complex needs of older adults must
become a strategic priority.

1.4 Comprehensive geriatric assessment tools as a response to the
demographic challenges of population aging

Given the global demographic changes, such as the increase in average life
expectancy and the widespread aging of the population, the integration and
comparative analysis of comprehensive geriatric assessment (CGA) tools are gaining
particular importance and becoming essential for developing effective health and social
care policies for the elderly [101-102].Unlike the traditional medical approach, CGA
enables a holistic evaluation of an older person’s condition, including their physical,
mental, functional, and social health [103]. This facilitates the early detection of
vulnerable conditions such as decreased functional independence, risk of falls,
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cognitive impairments, depression, and social isolation [104—106]. Early diagnosis
allows timely intervention, helps slow the progression of deterioration, and maintains
the quality of life of older individuals [104,p. 11]. Furthermore, based on CGA results,
it is possible to develop an individualized medical and social care plan, optimize
pharmacological therapy, avoid polypharmacy, and refer the patient to appropriate
specialists. This approach ensures a more efficient allocation of healthcare resources
and contributes to the improvement of care quality [107,108].

Comprehensive geriatric assessment also strengthens intersectoral collaboration,
as it involves a multidisciplinary team including doctors, social workers, psychologists,
and other specialists (figure 5). This approach ensures coordination and continuity of
care, helps avoid duplication of services, and increases the overall effectiveness of
assistance [108,109].
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Figure 5 - Graphical illustration of the role of multidisciplinary team members in
comprehensive geriatric assessment

Standardized CGA tools enable the collection of systematic data that can be used
to monitor the health status of the elderly population at both regional and national levels
[110]. This data serves as a basis for forecasting service needs and for the development
and evaluation of public policy on aging. In the context of demographic aging, the
implementation of CGA tools allows countries to adapt their healthcare and social
protection systems to new challenges. This contributes to the development of geriatric
care, the promotion of active and healthy aging, and the reduction of the burden on
healthcare and long-term care systems [108,p. 11].

One of the most prominent and widely recognized tools of comprehensive
geriatric assessment is the EASY Care Standard 2010 (ECQ) questionnaire [111]. This
tool was developed within the framework of the international EASYCare project
(Elderly Assessment System and Coordination), which aimed to create a universal
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approach to assessing the needs of older people across various countries and cultural
contexts [112-115].

The EASYCare assessment tool has evolved over the past three decades into a
globally recognized instrument for evaluating the health and care needs of older adults.
Initially developed in the early 1990s through collaborations among researchers in the
United Kingdom, United States, and Europe, the tool aimed to provide a standardized
method for assessing older individuals' perceptions of their health and care
requirements. The first version, introduced in 1994, comprised 31 questions focusing
on various aspects of health and daily functioning [113,p. 18].

Subsequent revisions in 1999, 2004, and 2010 expanded and refined the tool,
culminating in the EASY Care Standard 2010. This version includes 49 core questions
covering physical, mental, social, and environmental domains, aligning with the World
Health Organization's International Classification of Functioning, Disability and
Health (ICF). The tool's design emphasizes simplicity and feasibility, making it
suitable for use in diverse settings, including primary care and community
environments [2,p. 13].

EASYCare has been translated into multiple languages and validated across
various cultural contexts, demonstrating its adaptability and relevance in assessing the
needs of older populations worldwide. Its application has extended to low-, middle-,
and high-income countries, reflecting its versatility and effectiveness in different
healthcare systems [111,p. 17].

The Standard 2010 version is the result of extensive validation in different
countries and is based on the principles of geriatric medicine, primary health and social
care, as well as the WHO framework on active and healthy aging [116]. This version
has gained the greatest recognition due to its universality, ease of use, and proven
validity. EASY Care Standard 2010 is designed to provide a comprehensive assessment
of the functioning of older individuals across several key domains, including physical
mobility and self-care, mental and emotional well-being, cognitive functions, safety in
the home environment, social support and participation, access to health and social care
services [111,p. 13]. A distinctive feature of this tool is that it can be administered not
only by a physician but also by a trained nurse or social worker, which makes it
particularly valuable in resource-limited settings or within primary health and social
care systems [2,p. 12].

One study reported a high level of acceptance of the questionnaire among both
healthcare professionals and patients across countries, highlighting its potential as a
standardized method for assessing the needs of the elderly population [117]. The
questionnaire is completed through an interview with the older person, and when
necessary, with the involvement of relatives or caregivers.

Moreover, a study conducted in Poland demonstrated that self-completion of the
questionnaire by older adults yielded results comparable to those obtained when
administered by a trained professional [111,p. 16]. This finding supports the reliability
and reproducibility of the EASY Care instrument and confirms its suitability for use in
large-scale population surveys and screening programs. In another study, the validity
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and reliability of EASY Care Standard 2010 were confirmed in the context of primary
healthcare in Portugal [14,p. 18]. The results of the EASY Care assessment enable the
identification of areas where an older person needs support, the development of a
personalized plan for intervention and care, the monitoring of changes over time, and
the collection of standardized data for use in health and social policy analysis.

Thus, EASY Care Standard 2010 represents an effective, internationally validated
tool that facilitates the early identification of problems in older adults and the
optimization of comprehensive care systems at both individual and population levels.
The reliability of the questionnaire has been confirmed by numerous studies, including
its translation and adaptation in many countries around the world [117,p. 12].

For example, the scientific robustness of the EASYCare Standard 2010 was
further confirmed in a key study by Jotheeswaran et al., which focused on the
psychometric calibration of the EASY Care Independence Scale [117,p. 18]. This scale,
originally derived from the Barthel Index and the Duke OARS IADL scale, includes
18 items assessing limitations in activities of daily living (ADL) and instrumental
activities of daily living (IADL). The authors conducted their research in a primary
care setting in Goa, India, targeting a population of frail, community-dwelling older
adults. The study demonstrated that the scale possesses high internal consistency
(Cronbach’s alpha =0.89) and strong hierarchical structure, making it a unidimensional
tool suitable for measuring dependence levels. Using Mokken scale analysis, the
authors confirmed that most items in the tool contribute significantly to a unified latent
trait, with the exception of two items—"use of telephone" and "managing finances"—
which showed lower item performance. Their reduced reliability was attributed to
cultural factors, as these activities are often managed by family members in many non-
Western contexts. The study also established concurrent validity, showing that the
EASY Care Independence Scale correlates strongly with other indicators of care needs
such as intensity and intervals of care, as well as mobility restriction. The results
confirm the instrument’s sensitivity to different levels of dependence among older
adults and support its use as a standardized tool in both clinical and research settings,
particularly in low- and middle-income countries where validated geriatric assessment
tools are scarce. This calibration study reinforces the value of the EASY Care system
within the framework of CGA, particularly for developing countries seeking cost-
effective and culturally appropriate tools to evaluate functional decline and dependency
among older populations.

The applicability and value of the EASYCare Standard 2010 tool have been
further demonstrated in a study conducted in Malaysia by Aman et al., which examined
the relationship between caregiver burden and the level of independence of older adults
using the EASYCare independence score [118]. This cross-sectional study involved
385 caregivers of community-dwelling older persons and used the EASY Care Standard
2010 in conjunction with the Carers of Older People in Europe (COPE) Index to assess
both the functional status of care recipients and the psychological burden experienced
by caregivers. The research also validated the Malay-language adaptation of the
EASYCare Standard 2010, confirming its face validity and feasibility for use in
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multicultural, multilingual contexts. This supports the global applicability of the tool
beyond European settings, particularly in Southeast Asia [118,p. 11].

A key contribution to the international validation of the EASY Care Standard 2010
tool comes from a Portuguese study, which evaluated the reliability and validity of the
instrument among community-dwelling older adults receiving care in Primary Health
Care (PHC) settings [14,p. 9]. The study involved 244 participants aged 65 and older
from PHC centers in central Portugal and aimed to determine whether the tool could
reliably assess functional, physical, and social domains relevant to aging in a
Portuguese context. The authors used categorical principal component analysis
(CATPCA) to explore the instrument’s structure and identified a two-factor model
representing mobility and activities of daily life, and general well-being and safety.
Both dimensions demonstrated acceptable internal consistency (Cronbach’s alpha >
0.70), confirming the scale’s psychometric robustness. Furthermore, the factors
correlated significantly with scores from the WHO Quality of Life-BREF instrument,
particularly in the physical and environmental domains, indicating strong construct
validity. An important methodological insight from this study was that many extreme
response categories were rarely used by participants, suggesting that a simplified
version of the questionnaire with dichotomous (yes/no) options may enhance its
practicality and responsiveness, especially in community-based assessments. Despite
this, the current version still proved suitable for use in Portuguese PHC contexts and
highlighted the instrument’s potential for early detection of frailty, unmet needs, and
health risks in older adults. The findings confirm that the EASY Care-2010 tool is valid,
reliable, and culturally adaptable, reinforcing its role as a globally applicable CGA
instrument, particularly valuable for low-resource or primary care environments.

Also, the Turkish adaptation of the EASY Care Standard 2010 further reinforces
the global relevance and flexibility of this tool for assessing the health and care needs
of older people across diverse cultural and healthcare settings [115,p. 9]. A study from
Turkey involved the translation, cultural adaptation, and psychometric validation of the
EASY Care instrument among a sample of 400 Turkish older adults. The study aimed
to establish the reliability and validity of the tool in the Turkish context, where a
comprehensive geriatric assessment system had not previously been validated for
widespread use. Using forward-back translation methodology and expert panel review,
the authors achieved a high Content Validity Index (CVI = 0.91), indicating clarity,
relevance, and linguistic appropriateness of the adapted version. Reliability testing
demonstrated excellent internal consistency (Cronbach’s alpha = 0.93 for the
independence domain) and good test-retest stability (ICC = 0.92 for independence, 0.56
for risk of care breakdown, and 0.61 for risk of falls).

The Turkish version of EASY Care also demonstrated strong construct validity.
Convergent validity was supported by moderate to high negative correlations with the
SF-36 health survey scores, while divergent validity was confirmed through
statistically significant differences in EASYCare subdomain scores across
demographic and clinical variables, such as: living arrangements (community vs.
institutional care), educational status, perceived health, presence of urinary
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incontinence, depression (measured by GDS), malnutrition (measured by MNA),
history of hospital admissions. These findings confirm that the Turkish EASYCare
Standard can effectively discriminate between older adults with different levels of
health, social vulnerability, and functional dependence. Despite slightly lower internal
consistency in the “risk of falls” subscale (o = 0.64), the overall scale was shown to be
psychometrically robust, clinically relevant, and culturally appropriate. The study
concludes that the Turkish version of EASY Care is a valid and reliable tool for holistic
geriatric assessment, supporting its use by healthcare professionals to identify older
people in need of targeted care and services within both community and institutional
settings.

Moreover, a landmark population-based study conducted in Kosovo illustrates the
value of the EASY Care Standard 2010 instrument in assessing the needs and priorities
of older people in transitional health systems [114,p. 9]. In this nationwide survey of
1890 individuals aged 65 and older, the full EASY Care questionnaire was administered
to evaluate three key domains: independence in activities of daily living, risk of
breakdown in care, and risk of falls. The results revealed that older women, the oldest
age group (85+), rural residents, individuals with no formal education, those perceiving
themselves as poor, and persons lacking access to medical services had significantly
higher scores across all three domains—indicating higher risk and dependency levels.
The study also confirmed strong internal validity and mutual correlation between the
independence, care breakdown risk, and fall risk scores, with Pearson correlation
coefficients ranging from 0.74 to 0.84 (p < 0.001). Importantly, the findings provide
some of the first population-level data from the Southeast European region using a
standardized CGA instrument. The authors emphasize that the poor health status and
increased vulnerability of older adults—particularly among women and the
socioeconomically disadvantaged—call for urgent policy attention. The EASY Care
tool proved capable of identifying at-risk groups, generating evidence to inform
targeted healthcare and social interventions. Moreover, this study underlines the
instrument’s adaptability to post-conflict, resource-limited settings, confirming its
applicability beyond Western healthcare systems. The use of stratified sampling and
robust statistical models (general linear models with multivariable adjustments) adds
methodological strength to the findings.

A major step toward the global standardization of Comprehensive Geriatric
Assessment tools was the international validation of the EASY Care Standard 2010, led
by Philip et al [2,p. 30]. This landmark study assessed the acceptability of the tool
among both older adults and healthcare professionals across six culturally diverse
countries: the United Kingdom, India, Iran, Colombia, Lesotho, and Tonga. Using a
mixed-methods approach, the study explored perspectives of 115 older people and 37
clinicians, employing structured questionnaires alongside qualitative interviews. The
results confirmed high levels of acceptability across all sites. From the perspective of
older adults, the assessment was viewed as relevant, clear, and valuable for identifying
individual health and care needs. Most participants reported that the length of the
assessment was appropriate, the questions were understandable, and they would
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recommend the tool to others. Health professionals echoed this positivity, emphasizing
the tool’s value in uncovering unmet needs, facilitating preventive care, and initiating
meaningful conversations about health, independence, and well-being. The tool was
also shown to be adaptable to a wide range of healthcare contexts—from high-income
systems like the UK to resource-limited environments like Lesotho and Tonga. While
minor suggestions for contextual adaptations were made (e.g., including culturally
relevant items on spirituality or nutrition), the core structure of the EASY Care Standard
2010 was found to be broadly applicable without significant modification. Clinicians
noted the tool’s potential to support person-centered care planning, especially where
medical and social issues intersect. In some settings, limitations in service
infrastructure were cited, which could hinder the full implementation of
recommendations derived from the assessment. However, even in such cases, the tool
was valued for highlighting systemic gaps and prioritizing care delivery. This study
reinforces the EASY Care Standard 2010 as a cross-culturally acceptable, holistic, and
brief CGA tool, well-suited for global use. It aligns with the principles of integrated,
community-based geriatric care and supports global policy shifts toward age-friendly
health systems.

To sum up this part, the global implementation and validation of the EASY Care
Standard 2010 affirm its role as a cornerstone instrument within the framework of
comprehensive geriatric assessment. Across diverse cultural, economic, and healthcare
contexts—from the United Kingdom, the Netherlands, and Portugal to India, Malaysia,
Turkey, Kosovo, and beyond—the tool has consistently demonstrated its reliability,
feasibility, and clinical relevance in identifying the health and social care needs of older
adults.

Studies have shown that EASY Care not only facilitates early detection of frailty
and functional decline, but also supports individualized care planning,
multidisciplinary coordination, and informed resource allocation. Adaptations like the
Easycare-TOS further enhance its integration into primary care by combining
professional judgment with structured assessment, making CGA more practical and
scalable in everyday clinical settings.

Importantly, the tool’s success lies in its flexible architecture: it accommodates
local contexts, respects the tacit knowledge of healthcare professionals, and can be
administered by both medical and non-medical personnel. These features make it
especially valuable in low- and middle-income countries, where resource constraints
often limit access to specialized geriatric services.

In the face of rapidly aging populations worldwide, the adoption of validated,
user-friendly CGA instruments such as EASY Care is not only desirable—it is essential.
As healthcare systems strive to shift from reactive, disease-centered models to
proactive, integrated, and person-centered care, EASY Care provides a solid, evidence-
based foundation for addressing the complex and multidimensional needs of older
adults.

In addition to the EASYCare Standard 2010, a variety of validated tools are
widely used in comprehensive geriatric assessment to address the multiple domains of
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older adults' health and functional status. These tools have been developed and refined
over decades and are internationally recognized in geriatric practice and research.
Some of these tools are presented in Table 1.

To assess psychological well-being, the Geriatric Depression Scale (GDS),
developed by Yesavage et al. (1983), is commonly applied to screen for depressive
symptoms among older adults [119]. For the evaluation of cognitive function, the Mini-
Mental State Examination (MMSE) by Folstein et al. (1975) [120] and the more
sensitive Montreal Cognitive Assessment (MoCA) introduced by Nasreddine et al.
(2005) [121] are frequently utilized to detect dementia and mild cognitive impairment,
respectively.

Assessment of mobility and fall risk is typically conducted using the Timed Up
and Go (TUG) Test, described by Podsiadlo and Richardson (1991) [122] which
evaluates balance and gait performance. Functional independence is often measured
using the Katz Index of Activities of Daily Living (ADL) (Katz et al., 1963) [122]for
basic self-care tasks and the Lawton Instrumental Activities of Daily Living (IADL)
Scale (Lawton & Brody, 1969) [123]for more complex activities such as managing
finances or using transportation.

The Clinical Frailty Scale (CFS), proposed by Rockwood et al. (2005) [124],
provides a global assessment of frailty status based on clinical judgment. Nutritional
risks are assessed using the Mini Nutritional Assessment (MNA) developed by Guigoz
et al. (1994) [125], which identifies older individuals at risk of malnutrition. To
estimate comorbidity burden and predict mortality, the Charlson Comorbidity Index
(CClI) (Charlson et al., 1987) [126] is commonly applied in both clinical and research
settings.

Physical functioning and independence in daily activities are also evaluated using
the Barthel Index (Mahoney & Barthel, 1965) [127], which focuses on mobility and
self-care. Finally, fall risk can be further assessed using standardized tools such as the
Morse Fall Scale (Morse, 1986) [128] or the STRATIFY tool (Oliver et al., 1997)
[129], both designed to predict the likelihood of falling in clinical settings.

While these individual tools provide valuable domain-specific assessments, they
often focus on a single aspect of health, requiring multiple instruments to obtain a
comprehensive profile. In contrast, the EASY Care Standard 2010 was developed as a
holistic, person-centered assessment tool that integrates multiple dimensions of health,
social needs, and functional ability into a single, user-friendly questionnaire.

EASYCare is particularly well-suited for population-level needs assessment
because it offers a comprehensive evaluation that covers a wide range of domains,
including physical, mental, social, and environmental aspects of well-being. Its design
allows for administration by non-specialists in community and primary care settings,
making the tool highly accessible and scalable. Moreover, EASYCare provides
structured data that can be easily interpreted to support individualized care planning
and inform broader health and social policy development. Importantly, the tool has
undergone international validation and has been successfully applied in diverse cultural
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contexts, enabling meaningful cross-national comparisons and adaptation to different
healthcare systems.

These advantages make EASYCare Standard 2010 especially relevant for
Kazakhstan, where comprehensive data on the health and social needs of the elderly
population are still limited. By using EASY Care, this study aimed to generate practical
evidence to inform healthcare planning, service delivery, and long-term care strategies
in the context of the country’s demographic transition.

Therefore, the choice of EASYCare Standard 2010 reflects both theoretical and
practical considerations, positioning it as a comprehensive and culturally adaptable tool
that meets the objectives of this dissertation.

Table 1 - Comprehensive geriatric assessment tools

Tool name Purpose Authors/sources
Geriatric  Depression | Depression screening Yesavage et al., 1983
Scale (GDS)

Mini-Mental State | Cognitive screening (dementia) | Folstein et al., 1975

Examination (MMSE)
Montreal  Cognitive | Mild  cognitive  impairment | Nasreddine et al., 2005
Assessment (MoCA) | screening

Timed Up and Go | Mobility and Fall risk | Podsiadlo and

(TUG) Test assessment Richardson, 1991

Katz Index of ADL Assessment of basic daily living | Katz et al., 1963
activities

Clinical Frailty Scale | Frailty status evaluation Rockwood et al., 2005

(CFS)

Mini Nutritional | Nutritional risk screening Guigoz et al., 1994

Assessment (MNA)

Charlson Comorbidity | Comorbidity and mortality risk | Charlson et al, 1987
Index (CCI) assessment
Falls Risk Assessment | Assessment of risk of falling Morse 1986; Oliver et al
Tools (eg Morse, 1997 (STRATIFY)

STRATIFY)

1.5 Research on the needs of older adults in Kazakhstan - toward
comprehensive geriatric assessment in Central Asia

Despite the accelerating pace of population aging in Kazakhstan and across
Central Asia, the systematic study of older adults’ health and social needs remains
limited, particularly through the lens of comprehensive geriatric assessment. While
CGA is a well-established, multidimensional tool in many parts of the world, its
adoption in Kazakhstan is still at an early stage. This gap significantly hinders
evidence-based planning, resource allocation, and policy development for aging
populations in the region.
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Studies have been conducated in Kazakhstan so far mostly focused on palliative
care or quality of live of old individuals. For instance, a recent protocol study proposes
to examine the burden on informal caregivers, who are often the backbone of elder care
in Central Asia [16,p. 30]. This study highlights the urgent need to consider the broader
caregiving ecosystem, yet its novelty also reveals how rare such investigations are in
Kazakhstan’s scientific and health planning frameworks. A readiness assessment
conducted in Astana found that community leaders and systems are at early stages of
awareness and engagement when it comes to promoting physical activity among older
adults [17,p. 34]. Barriers included limited leadership support, cultural misconceptions
about aging and physical activity and lack of age-inclusive urban planning. These
findings illustrate how public health efforts aimed at older adults are still emergent,
and often not guided by CGA-informed population data.

Other research has documented that older adults in Kazakhstan often face
financial instability, with pensions covering only a fraction of monthly living costs
[93,p. 22]. Many continue working past retirement age—not out of choice, but
necessity. Health system fragmentation and a lack of geriatric specialization further
exacerbate these vulnerabilities [17,p. 31] These studies underline the systemic neglect
of geriatric-focused care models, and the absence of CGA in clinical or social policy
practice, unlike in Western Europe or East Asia. While Kazakhstan has taken
promising steps toward understanding the needs of its older population, research using
comprehensive geriatric assessment frameworks remains sparse. In the context of
global aging, Kazakhstan and its neighbors stand at a pivotal juncture. Investing in
structured, evidence-based assessment tools like EASYCare—and embedding CGA
principles into primary care and public health—offers a real opportunity to improve
the lives of millions of older adults in the region.
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2 MATERIAL AND METHODS

This study was approved by the West Kazakhstan Marat Ospanov Medical
University’s bioethical committee, Aktobe, Kazakhstan (October 14, 2020; Ne 8) and
was funded by the Science Committee of the Ministry of Education and Science of
the Republic of Kazakhstan (AP09562783).

2.1 The program of dissertation research

Study design: Cross sectional study.

Object of the study: Older adults aged 65 and over residing in the cities of
Aktobe, Uralsk, Shymkent, and Kyzylorda. The use of the definite article "the" in the
dissertation title is intentional, emphasizing that the research specifically addresses the
needs of those older individuals who participated in the study and met the defined
inclusion criteria. The choice of 65 years in this study aligns with standard practices in
geriatric research, particularly in the context of clinical assessments, long-term care
planning, and health policy frameworks. Moreover, selecting this age group ensures
consistency with international literature and facilitates comparison with studies
conducted in similar demographic and healthcare settings. This threshold also reflects
the age at which functional decline and chronic health conditions become more
prevalent, thereby increasing the relevance of comprehensive geriatric assessment tools
such as EASY Care.

Subject of the research: medical and social needs of the old people.

Inclusion Criteria: Individuals aged 65 and older individuals with full verbal
communication abilities and no cognitive impairment.

Exclusion criteria included individuals younger than 65 years of age and those
with cognitive impairment.

Calculation of sample size

To ensure methodological rigor and statistical validity, the required sample size
for the planned regression analysis was determined through a priori power calculation
using G*Power version 3.1, a recognized tool for statistical power estimation in
behavioral and health sciences. The analysis was conducted for a fixed-effects linear
regression model, assuming five independent variables and an anticipated effect size
(f3) of 0.176, which corresponds to a minimum expected proportion of explained
variance (R? = 0.15). This estimate was informed by prior studies examining similar
constructs in geriatric populations.

The significance level (o) was set at 0.05, and statistical power (1 — ) at 0.80, in
accordance with conventional thresholds in epidemiological research to limit the
probability of Type | and Type Il errors, respectively. Under these parameters, the
minimum required sample size was calculated to be 92 participants. However,
anticipating real-world challenges in field-based data collection—including potential
non-response, incomplete questionnaires, and participant attrition—a 20% inflation
factor was applied, yielding an adjusted sample size of 111 participants.
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Nevertheless, given the complexity of the research objectives, including
subgroup analyses and regional comparisons, a substantially larger sample was sought
to enhance generalizability and precision. Ultimately, 1000 participants were targeted.
Recruitment took place in four major urban centers of Kazakhstan—Aktobe,
Shymkent, Uralsk, and Kyzylorda—which collectively represent a significant portion
of the older adult population (aged 65 and above) in western and southern regions of
the country. The choice of these cities was guided not only by logistical considerations
but also by the aim to capture potential interregional variations in health and social
needs among the elderly.

A total of 1050 individuals were approached for participation. Of these, 49
individuals were did not participated for various reasons reasons. Consequently, data
from 1000 older adults were successfully collected and included in the final analysis.
This sample size exceeds the initially estimated minimum and provides a robust
empirical basis for the statistical modeling and subgroup analyses performed in the
study.

Structure of the dissertation research:

The dissertation research was structured into four main stages, each corresponding
to a specific objective and methodological approach:

Stage 1 — Linguistic and cultural adaptation

This stage involved the adaptation and validation of the EASY Care Standard 2010
questionnaire into Kazakh and Russian languages. Two separate validation studies
were conducted (n = 100 for each language group) to ensure the reliability and cultural
relevance of the instrument for use among the older adult population in Kazakhstan.

Stage 2 — Assessment of medical and social needs

Using the validated versions of the questionnaire, a cross-sectional survey was
carried out to assess the physical, psychosocial, and functional status of older adults.
The study was conducted in four cities (Aktobe, Uralsk, Shymkent, and Kyzylorda),
with a total sample size of n = 1000.

Stage 3 — Statistical analysis of determinants

In this stage, univariable and multivariable statistical analyses were performed to
identify the key factors influencing the three summary indices derived from the
EASY Care tool. This stage was essential for understanding the predictors of medical
and social needs in the elderly population.

Stage 4 — Synthesis and recommendations

The final stage focused on the integration of findings from the previous stages to
formulate evidence-based recommendations for improving the system of medical and
social monitoring and support for older adults in Kazakhstan. Refer to Figure 6.
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Figure 6 - Dissertation research outline

2.2 Validation of Russian version of EASY Care Standard 2010

For the pilot study validating the Russian version of EASY Care, participants were
recruited from Policlinic Nel, one of the largest healthcare institutions in Aktobe city.
The recruitment process was facilitated by general practitioners and social workers.
Patients without cognitive impairments were randomly selected from patient
registration lists. After obtaining verbal consent from the remaining participants via
phone, necessary precautions were implemented during in-person meetings. Data
collection took place between September and December 2020, amidst the COVID-19
pandemic. Participants were thoroughly briefed on the study's objectives and
procedures, and written consent was obtained. The final sample comprised 100
participants, of whom 65 were female.

The assessment process involved evaluating participants' functional abilities,
including their independence in both basic and instrumental daily activities. Following
this evaluation, the EASY Care questionnaire was employed to identify the participants'
health and social care needs. To ensure the reliability of the data, the EASYCare
Standard 2010 questionnaire was administered twice by the same trained researchers,
with a 10- to 14-day interval between assessments, allowing for test-retest reliability
assessment.

To ensure linguistic and cultural accuracy, the EASYCare Standard 2010
questionnaire was first translated into Russian. Subsequently, a back-translation
process was carried out in accordance with the World Health Organization guidelines
ensuring semantic consistency and cultural appropriateness [130].

To evaluate the construct validity of the Russian version, participants’ functional
abilities were assessed independently using two internationally validated instruments:
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the Barthel Index and the Lawton scale. The Barthel Index was used to assess basic
activities of daily living (ADL), including tasks such as feeding, bathing, grooming,
dressing, and bowel control. Scores range from 0 to 100, with lower scores indicating
higher levels of dependence [131] The Lawton Scale, in contrast, measures more
complex instrumental activities of daily living (IADL) [105,p. 22] such as telephone
use, shopping, transportation, meal preparation, medication and financial management
[132] "Are you able to do your own laundry (by hand or in a washing machine)?"
Response options included: Yes, | do all my laundry myself; | can, but there is no need
because my children/daughters-in-law do it for me; | can only wash small/light items
(e.g., socks, handkerchiefs); No, someone else must wash my clothes for me. The
second added question evaluates mobility within the urban environment, an important
dimension of social participation and access to services: "How do you get around the
city?" Response options included: Independently by public transport or in my own car;
| take taxis independently; I use public transport only with someone’s assistance; | can
reach the car only with help; I do not leave the house and do not move around the city.
By incorporating these two culturally and contextually relevant questions, the research
team aimed to optimize the ecological validity and practical applicability of the
instrument. This modification ensured that functional independence was captured in a
manner aligned with the everyday realities of older adults in Kazakhstan, thereby
enhancing the quality and completeness of the data used for further analysis.

Construct validity was assessed by comparing results from the EASYCare
questionnaire to those from the Barthel and Lawton scales, evaluating the degree of
alignment between related constructs (convergent validity). This comparison helped
determine whether the EASY Care tool accurately captured functional limitations and
support needs as measured by established gold-standard instruments. The overall
validation process confirmed the conceptual integrity, reliability, and cross-cultural
applicability of the Russian version of EASYCare Standard 2010 in the context of
Kazakhstan’s healthcare setting.

2.3 Validation of Kazakh version of EASYCare Standard 2010

Since no validated Kazakh version of the EASY Care Standard 2010 questionnaire
previously existed, the tool was translated from English into Kazakh in accordance
with the World Health Organization’s standard translation and cultural adaptation
protocol [130,p. 24]. This included forward translation by bilingual experts, back-
translation into English, and reconciliation of discrepancies to ensure semantic and
conceptual equivalence.

To assess the psychometric properties of the Kazakh version, a pilot study was
conducted with the first 100 participants. The translated questionnaire was
administered twice by trained researchers with an interval of 10 to 14 days to evaluate
test-retest reliability. Functional capacity was concurrently assessed using
internationally recognized instruments: the Barthel Index for basic activities of daily
living (ADL) and the Lawton Scale for instrumental activities of daily living (IADL).
These tools provided a reference standard for evaluating construct validity, specifically
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convergent validity, by comparing EASY Care scores with established measures of
functional independence.

The methodology used for validating the Kazakh version mirrored the approach
applied to the Russian version, with the exception of the data collection period, which
occurred between May and September 2021 and in addition to Cohen’s kappa statistic,
Cronbach’s alpha coefficient was computed during the statistical analysis to evaluate
internal consistency. The results of the validation study demonstrated that the Kazakh
version of EASYCare Standard 2010 possesses satisfactory reliability and validity,
supporting its use in the assessment of health and social care needs among older adults
in Kazakhstan. Findings from the Kazakh validation study were published in a peer-
reviewed international journal [133].

2.4 Instrument EASY Care Standard 2010

The original version, known as "Easy," was first developed in 1994 and included
31 questions. It underwent revisions in 1999, 2004, and 2010. The most recent version,
EASY Care Standard 2010, integrates questions from multiple validated and widely
recognized health assessment tools. These sources include the Short Form-36 Medical
Outcomes Scale, the Barthel Index for Activities of Daily Living, the Lawton
Instrumental Activities of Daily Living Index, and select components from the World
Health Organization’s international study on the socio-medical conditions of older
adults [111,p. 29].

The EASY Care Standard 2010 employs specific algorithms to generate three key
summary indices, which assess different aspects of health and functional status:

- Independence score: This index measures an individual's ability to perform
both basic and instrumental daily activities. Scores range from 0 to 100, where higher
values indicate greater dependence.

- Risk of breakdown in care: This index estimates the probability of
hospitalization. The score varies between 0 and 12, with higher scores signifying a
greater risk of requiring hospital care.

- Risk of falls: This index assesses the likelihood of falls, with scores ranging
from 0 to 8. A score of 3 or above is categorized as an increased fall risk.

The assessment tool comprises a total of 49 questions designed to evaluate the
need for physical, mental, and social support:

The Independence score contains the following points: 1 from the 1st domain
("Can you use the phone?"), 10 from the 2nd domain (*'Can you take care of yourself?",
"Can you dress yourself?", "Can you take a bath or shower on your own?", "Can you
clean the house yourself?", "Can you cook your own food?", "Can you eat on your
own?", "Can you take medications yourself?", Do you have bladder problems (urinary
incontinence)?"”, "Do you have intestinal problems (fecal incontinence)?", "Can you
use the toilet yourself?", 6 from the 3rd domain ("Can you move from a bed to a chair
if they are next to each other?", "Can you move indoors?", "Can you go down stairs?",
"Can you go outside?", "Can you go shopping?", "Do you have any difficulties in
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obtaining public services? (for example, a doctor, pharmacist, dentist, etc.)"), and 1 of
the 5th domain ("Can you manage your money and financial affairs?’’).

The Risk of a breakdown in care consists of the following items: 5 from the 2nd
domain ("Can you get dressed yourself?", "Can you use the bathroom or shower
yourself?", “Can you eat on your own?", "Do you have problems with your bladder
(urinary incontinence)?", "Can you use the toilet yourself?", 1 from the 3rd domain
("Have you had any falls in the last 12 months?"), 1 from the 6th domain (*Do you
have any worries about your weight?"), and 5 from the 7th domain (*How would you
rate your health in general?: (excellent, very good, good, satisfactory, bad)?", "Have
you had any pain in your body during the last month?"*'"Have you often been bothered
by feelings of depression, depression, or hopelessness over the past month?", "Have
you often been bothered by a lack of interest or pleasure in what you are doing over
the past month?", "Do you have any concerns about memory loss or forgetfulness?’’)

The Risk of falling contains the following items: 1 from the 1st domain (*Can you
see (with glasses if you wear them)?"), 4 from the 3rd domain ("Can you move from
bed to chair if they are next to each other”, Do you have any problems with your
legs?”, "Have you had any falls in the last 12 months?", “Can you go outside?"), 2 from
the 4th domain (Do you feel safe inside your house?", "Do you feel safe outside your
home?"), and 1 of the 6th domain ("Do you think you drink too much alcohol?’’).

2.5 Fieldwork and data collection

Data collection was conducted by a team of five trained research staff members,
who also provided support in clarifying questionnaire items when needed. This process
was carried out over two consecutive years, 2020 and 2021, during the COVID-19
pandemic, under conditions that required adherence to public health and safety
protocols. The research team worked in coordination with general practitioners, social
workers, and nurses, whose involvement was limited to the identification and
recruitment of eligible older adults from outpatient clinic patient lists. A convenience
sampling method was used.

Inclusion criteria required participants to have intact verbal communication skills
and no clinically evident cognitive impairment. Individuals who did not meet these
criteria were excluded from the study. Of the individuals approached, a total of 49 did
not participate in the study: 21 people explicitly declined due to concerns about
COVID-19 or lack of time, while 28 did not respond to follow-up phone calls.
Participation in the study was voluntary, and no monetary or material compensation
was provided.

Initial verbal consent was obtained via telephone, after which in-person
appointments were arranged at either the participant’s residence or outpatient clinic,
depending on their preference and convenience. During these meetings, the research
staff provided detailed explanations of the study’s objectives, procedures, and ethical
safeguards. Written informed consent was then collected prior to the administration of
the questionnaire.
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Participants completed the paper-based version of the EASY Care Standard 2010
questionnaire (ECQ), which was used to assess their medical and social care needs.
Data were collected from a total of 1000 older adults across four regions of Kazakhstan:
200 participants from Kyzylorda, 400 from Shymkent (Southern Kazakhstan), 200
from Uralsk (Western Kazakhstan), and 200 from Aktobe. This regional distribution
ensured a diverse representation of elderly populations from both southern and western
parts of the country.

A visual summary of the participant recruitment and inclusion process is provided in

Figure 7.

Figure 7 - Flowchart of participant recruitment and inclusion process

2.6 Statistical analysis

STATISTICA 13.0 software (TIBCO Software, Poland) was used to perform the
statistical analysis. Normality in the data distribution was examined using the Shapiro-
Wilk test. Descriptive results are presented as means and standard deviations (SD), and
due to the lack of normality for some data, also as medians and ranges. Participants
were compared with the ¥ test as males and females by describing socio-demographic
characteristics.

Once calculated, the three summarizing indexes of the EC questionnaire were also
analyzed with the y? test. A multiple regression model (logistic regression) was used to
assess simultaneous interdependence between many variables, specifying the odds
ratio and the confidence interval with a confidence limit of 95%. To divide participants
according to the score in the individual indexes, a median split (splitting a continuous
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variable into high and low values) was used [134]. This analysis was performed by
comparing the subjects with the Independence score and the score of the Risk of
breakdown in care results above the median to those at or below the median, and for
the score of Risk of falls — those with increased risk to those without. All variables that
were significant for a particular area of needs in the univariable analysis were included
in multiple linear regression analysis.

Agreement between the two assessment scores on the individual items of the ECQ
was checked using unweighted Cohen’s kappa statistic. The kappa statistic is a chance-
corrected measure of agreement between ratings; its interpretation is as follows: less
than 0.40 indicates poor to fair agreement, 0.41-0.60 indicates moderate agreement,
0.61-0.80 represents good agreement, and 0.81-1.00 means excellent agreement [135].

Cronbach’s alpha coefficient was calculated to assess internal consistency in
Kazakh Validation, and the test-retest results were analyzed using the Wilcoxon
signed-rank test. Content validity was checked against reference instruments (ADL and
IADL) with Spearman’s rank correlation coefficient. For the interpretation of
Cronbach’s alpha results, the George and Mallery rating was used (>0.9: excellent,
>(0.8-<0.9: good, >0.7—<0.8: acceptable, >0.6—<0.7: questionable, >0.5—<0.6: poor,
and <0.5: unacceptable [136]. A p-value of <0.05 was considered statistically
significant.
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3 RESULTS

3.1 Results of Russian validation of the EASY Care Standard 2010

The sociodemographic profile of the study participants is as follows. The average
age was 70.3£5.2 years, with a range spanning from 65 to 90 years. Women made up
65% of the total sample. About 43% of participants were single, with the majority being
female (37%). Notably, 57 individuals lived in extended families, whereas only 8 lived
alone. This trend reflects a cultural tradition in Kazakhstan, where the youngest son
typically remains with his parents and assumes responsibility for their care in old age.

Additionally, nearly 90% of respondents had completed secondary or higher
education, signifying that most held professional qualifications. Interestingly, despite
85% of participants being pensioners, 36 individuals reported having surplus money at
the end of the month. This may be explained by the fact that many live-in large
households where adult children act as the primary financial providers. For a
comprehensive breakdown of sociodemographic variables, including gender
distribution, refer to Table 2.In terms of caregiving, 26 participants reported receiving
assistance from a caregiver, while only 2 individuals acted as caregivers themselves.

Self-assessment findings revealed strong correlations between all three summary
indices from the initial evaluation and the results obtained from the reference
measures—the Barthel Index and IADL. The independence score demonstrated a
strong negative correlation with both the Barthel Index (r = -0.94, p = 0.000) and the
IADL (r =-0.82, p = 0.000). Likewise, the risk of breakdown in care score showed a
moderate negative correlation with the Barthel Index (r = -0.62, p = 0.000) and the
IADL (r =-0.49, p=0.000). Lastly, the risk of falls score exhibited a moderate negative
correlation with both the Barthel Index (r = -0.60, p = 0.000) and the IADL (r = -0.58,
p = 0.000). These correlations were measured using Spearman’s coefficient (r).

Table 2 - Socio-demographic characteristics of the study sample including sex (n=100)

Variable Total Male (n; %) Female (n; %) p-value
1 2 3 4 5

Age 70.345.2 71.045.7 70.045.0 0=0.25

69.0; 65-90 | 70.0; 65-90 68.0; 65-86 '

Residence area

Urban | 100 | 35 (100.0) | 65 (100.0) |

Marital status

Single 43 7 (20.0) 36 (55.4)

Married 57 28 (80.0) 29 (44.6) p<0.001

Marital status

Single 7 0 (0) 7(10.8)

Married/cohabiting 57 28 (80.0) 29 (44.6) 0<0.05

Separated/divorced 8 2 (5.7) 6 (9.2) '

Widowed 28 5 (14.3) 23 (35.4)

Living arrangements

Alone |8 1 1(2.9) | 7 (10.8) | p<0.05
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Continuation of table 2

1 2 3 4 5
With spouse 35 18 (51.4) 17 (26.1)
With extended family 57 16 (45.7) 41 (63.1)
Education
Primary 7 4 (11.4) 3 (4.6)
Secondary 41 12 (34.3) 29 (44.6) p=0.35
Higher education 52 19 (54.3) 33 (50.8)
Financial situation
Not enough to make ends meet | 17 2 (5.7) 15 (23.1)
Just enough to make ends meet | 47 21 (60.0) 26 (40.0) p<0.05
Some money left over 36 12 (34.3) 24 (36.9)
Employment status
Employed full-time 8 3 (8.6) 5(7.7)
Employed part-time 4 2 (5.7) 2(3.1) 0=0.07
Pensioner 85 27 (77.1) 58 (89.2) '
Retired 3 3(8.6) 0 (0.0)

No significant differences were observed in the Independence score, Risk of
breakdown in care, or Risk of falls between the two assessments (10.4+14.6 vs.
10.1+14.2, 3.9+2.5vs. 3.9£2.5, and 1.6+1.5 vs. 1.6x1.4, respectively). However, when
analyzing the Independence score, variations were found in 11 specific items, with the
second assessment yielding a slightly higher score (10.4+14.6 vs. 10.1+14.2, p=0.09).

Notable differences in responses were observed in specific items, such as Do you
have accidents with your bladder?" where 69 participants responded "No" in the second
assessment, compared to 66 in the first. Similarly, for the question "Can you use the
toilet (or commode)?", the first assessment recorded 98 participants as "Without help,"
2 as "Some help," and 2 as "Unable." In contrast, the second assessment showed 96
participants as "Can use without help” and 4 as "Some help." Regarding the Risk of
breakdown in care and Risk of falls, the differences were minimal.

Overall, there was strong agreement between the two assessments across all 49
individual items of the EASYCare questionnaire. The Cohen's Kappa coefficient
ranged from 0.89 to 0.99 across all domains, indicating high internal consistency. For
further details, refer to Table 4.

Table 3 - Characteristics of the study sample: reference instrument results

Instrument | Total | Male | Female p-value
Barthel
Mean = SD 93.3+10.9 88.9+14.6 956+74

p<0.01

(median; range) | (95.0; 45-100) (95.0; 45-100) (100.0; 65-100)
IADL
Mean + SD 59+ 17 51+£20 6.4+13
(median; range) | (7.0; 0-7) (6.0; 0-7) (7.0; 1-7)

p<0.0001
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Table 4 - Weighted Cohen’s kappa values for the two assessments in all domains of
the questionnaire

EASYCare domain Kappa value
Seeing, hearing, and communicating 0.989
Looking after yourself 0.977
Mobility (getting around) 0.993
Safety 0.916
Accommodation and finances 0.898
Staying healthy (prevention) 0.976
Mental health and well-being 0.962

This confirms that the Russian edition of EASY Care produces reliable results and
serves as an effective tool for evaluating the well-being of older adults. It facilitates the
identification of both improvements and declines in their health over time. The
translated questionnaire demonstrates strong internal consistency, as reflected in self-
assessment scores across three key indices: independence score, risk of breakdown in
care, and risk of falls. These scores closely correspond to those obtained from the
Barthel Index and Lawton scale, affirming the concurrent validity of the Russian
version in assessing functional disability in the elderly.

These findings reinforce previous research highlighting the strong measurement
properties and unidimensional nature of the EASY Care tool [113,p. 22]. Based on our
study results, the overall level of dependence among participants was relatively low,
with all individuals exhibiting some degree of self-care ability. None of the participants
reported a complete inability to hear, see, or move. However, limited dependency was
noted in specific tasks, such as accessing public services (21%), managing medication
(17%), and handling finances (9%).

Additionally, nearly half of the participants (49%) reported oral health concerns,
including tooth decay, dentures, or missing teeth. These issues may be linked to the
poor mineral composition of water in the Aktobe region.

The study findings indicate that most participants exhibited a relatively high level
of independence. Additionally, a slight difference in Barthel Index scores was observed
between male and female participants in the first phase, with men scoring 88.9+14.6
and women 95.6+7.4 (p<0.01) (Refer to Table 3). These results suggest that older men
tend to be more self-sufficient in performing basic daily activities compared to their
female counterparts. A similar trend was noted in the Instrumental Activities of Daily
Living (IADL) scores, where men scored 5.1+2.0 and women 6.4+1.3 (p<0.0001). This
pattern suggests that men generally retain their independence and activity levels for a
longer duration than women. Notably, a study in Kosovo also identified a significant
disparity in independence levels between older men and women, which is particularly
concerning given that women typically have longer life expectancies [114,p. 22].

Integrating the EASYCare questionnaire into elderly patient assessments can
significantly streamline healthcare processes in primary care centers and hospitals
specializing in geriatric and gerontological care. However, nearly half of the
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participants expressed concerns about the questionnaire’s length, indicating a
preference for a more concise version with fewer questions and multiple-choice
responses [135-137]. This feedback highlights the need for simplifying the format of
EASY Care-2010, potentially replacing polychotomous responses with binary options,
as the former require greater concentration. This suggests that as people age,
completing lengthy questionnaires may become more challenging due to cognitive
strain and time constraints.

3.2 Results of Kazakh validation of the EASYCare Standard 2010

The average age of participants who completed the EASYCare questionnaire
twice (n=100) was 70.7+4.6 years, with a median age of 70 and a range of 65 to 85
years. Among these participants, 38 were male. The overall Cronbach’s alpha
coefficient for the ECQ was 0.83, indicating strong internal consistency. No significant
differences were observed between the two assessments in terms of the Independence
score, Risk of breakdown in care, and Risk of falls. Furthermore, Cohen’s kappa
coefficient ranged from 0.81 to 0.95 across all domains, demonstrating an almost
perfect level of agreement between scale domains (table 5).

Table 5 - Weighted Cohen’s kappa values of the validation study for two assessments
in all domains of the questionnaire

EASY Care domain Kappa value

Seeing, hearing, communicating 0,95
Looking after yourself 0,90
Mobility (getting around) 0,87
Safety 0,83
Accommodation and finances 0,95
Staying healthy (prevention) 0,81
Mental Health and well- being 0,92

The average Barthel Index score among the studied participants was 94.0+10.4,
with a median of 100 and a range of 45 to 100. The Lawton scale had a mean score of
7.5+1.2, with a median of 8 and a range of 2 to 8. All three EASY Care summarizing
indexes demonstrated a strong correlation with both the Barthel Index and the Lawton
scale, which are recognized as gold-standard tools for evaluating functional
independence (table 6).

Table 6 - Correlations between the EasyCare summarizing indexes and Barthel Index
and Lawton

Three indexes Barthel Index Lawton scale
Independence score r=-0,94,p< 0,0001 r=-0,85, p< 0,0001
Risk of breakdown in care r=- 0,64, p< 0,0001 r=- 0,54, p< 0,0001
Risk of falls r=-0,39, p< 0,0001 r=- 0,38, p< 0,0001

52



Thus, we demonstrated that the Kazakh version of the ECQ possesses strong
psychometric properties, confirming its reliability and validity in assessing the needs
of older adults in Kazakhstan. The findings revealed a considerable number of unmet
needs among the elderly, particularly in areas concerning health, safety, and daily
living activities. Socioeconomic factors, such as education level and living
arrangements, played a crucial role in determining these needs and associated risks—
individuals with lower education levels and those living alone were especially
vulnerable to increased dependency and health challenges.

These results highlight the necessity for targeted interventions to support older
adults, particularly those at greater risk due to limited education, social isolation, or
restricted access to healthcare services. Furthermore, the study emphasizes the urgent
need for sustainable and comprehensive eldercare policies in Kazakhstan to address
the demands of the country's aging population.

3.3 Results obtained using the EASY Care Standard 2010 questionnaire

3.3.1 Comparison of females and males based on socio-demographic parameters,
needs across the seven EASY Care areas, and three key indices—Independence score,
Risk of breakdown in care, and Risk of falls

In this section, we present the comparative analysis of male and female
participants in relation to their socio-demographic characteristics, identified health and
social care needs, and summary outcomes derived from the EASY Care Standard 2010
questionnaire. The rationale for conducting sex-based comparisons stems from the
recognition that gender can influence patterns of aging, access to healthcare, functional
ability, and wvulnerability to adverse outcomes in later life. Understanding these
differences is essential for tailoring public health interventions and optimizing geriatric
care delivery in Kazakhstan.

The results are structured across three main dimensions. First, we explore gender
differences in socio-demographic parameters, including age, marital status, education
level, living arrangements, and income sources. Second, we examine the distribution
of reported needs across the seven assessment domains of the EASYCare tool:
seeing/hearing/communicating, looking after yourself, getting around, your safety,
your accommodation and finances, staying healthy, and mental well-being. Finally, we
compare the performance of men and women on three key summary indices generated
by the EASY Care instrument—Independence Score, Risk of Breakdown in Care, and
Risk of Falls—each of which reflects a distinct aspect of overall functional status and
care dependency.

This analysis provides a deeper understanding of gender-related differences
among older adults in Kazakhstan and supports the development of more equitable and
person-centered approaches to healthy aging.
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3.3.1.1 Comparison of socio-demographic parameters of females and males

Socio demographic characteristics of study participants by devision to males and
females revealed that, most participants (80.3%) were aged 65-74 years, with a higher
proportion of males (84.3%) in this age group compared to females (77.2%) (Please
refer to Table 7). The proportion of those 75+ years was higher among females (22.8%)
than males (15.7%), suggesting a potential longevity difference, as seen in many
populations where women tend to live longer. The vast majority (95.8%) lived in urban
areas, with only a small percentage (4.2%) residing in rural areas. There was no
significant gender difference in rural vs. urban distribution. More men (72.4%) were
married compared to women (61.9%), while more women (38.1%) were single than
men (27.6%). This could reflect higher widowhood rates among women, a common
trend due to their longer life expectancy. Women were more likely to live with
extended family (50.7%), while men were more likely to live with a spouse (38.5%).
A similar proportion of men (19.4%) and women (20.6%) lived alone. This finding
highlights potential social support structures, particularly for women who may depend
more on family networks. More men (37.1%) had higher education compared to
women (28.5%), indicating a historical gender gap in educational attainment.

Conversely, women had slightly higher rates of primary and secondary education,
suggesting that older generations of women had fewer opportunities for advanced
education. Financial difficulties were reported at similar rates between men and
women, with about one-third (33.5%) struggling to make ends meet.

More men (22.1%) reported having some money left over, compared to 18.0% of
women, suggesting a slightly better financial position for males. 30.3% of participants
were caregivers, with slightly more men (32.1%) providing care compared to women
(28.8%). 34.6% of participants required care themselves, with similar proportions
between men (35.1%) and women (34.2%).

Overall, the main points from the Table 7:

- Women tend to outlive men, leading to a greater proportion of females in the
75+ age group and a higher likelihood of being widowed.

- Women are more likely to live with extended family, while men are more likely
to live with a spouse, which may influence their caregiving and support needs.

- Men had higher education levels and were slightly more likely to have financial
security, reflecting historical disparities in educational and economic opportunities.

- Both genders were involved in caregiving, but a significant portion also needed
care themselves, emphasizing the importance of social and health support systems for
older adults.
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Table 7 - Studied subjects including gender (n=1000)

Studied parameter

Total (n=1000)

Females (n=561)

Males (n=439)

Age (years) 65-74 804 (80.3%) 434 (77.2%) 370 (84.3%)
75+ 197 (19.7%) 128 (22.8%) 69 (15.742%)
Residence area Rural 42 (4.2%) 21 (3.7%) 21 (4.8%)
Urban 959 (95.8%) 541 (96.3%) 418 (95.2%)
: Single 335 (33.5%) 214 (38.1%) 121 (27.6%)
Marital status3 Married 666 (66.5%) | 348 (61.9%) 318 (72.4%)
Living Alone 201 (20.1%) 116 (20.6%) 85 (19.4%)
arrangements With spouse 329 (32.9%) 160 (28.5%) 169 (38.5%)
With extended family 470 (46.9%) 285 (50.7%) 185 (42.1%)
Primary 289 (28.9%) 168 (29.9%) 121 (27.6%)
Education Secondary 389 (38.9%) 234 (41.6%) 155 (35.3%)
Higher education 323 (32.2%) 160 (28.5%) 163 (37.1%)
. . Not enough to make ends meet 336 (33.5%) 208 (37.0%) 158 (36,0%)
;',{T;Tgﬁl Just enough to make ends meet 437 (43.6%) 253 (45.0%) 184 (41.9%)
Some money left over 189 (18.9%) 101 (18.0%) 97 (22.1%)
Are you a carer for someone? Yes 303 (30.3%) 162 (28.8%) 141 (32.1%)
' No 698 (69.7%) 400 (71.2%) 298 (67.9%)
Does someone provide care for you? Yes 346 (34.6%) 192 (34.2%) 154 (35.1%)
No 655 (65.4%) 370 (65.8%) 285 (64.9%)
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3.3.1.2 Comparison of needs across the seven areas of EASY Care of females and

males

Table 8 - Needs of elderly people in seven areas based on the EASYCare Standard

2010 questionnaire

Needs Total Women Men p-value
N=1000 N=561 N=439

Areal 1.0£1.2(2) 1.0£1.2(0) 1.0+1.2(1) p<0.0001

(Seeing, hearing, 360 (36.0%) 123 (21.8%) 237 (54.0%)

communicating)

Area 2 22+2.4(1) 22+23(1) 23+24(2) p<0.0001

(Looking after yourself) | 492 (49.1%) 160 (28.5%) 332 (75.6%)

Area 3 1.8+1.9(1) 1.7£1.8 (1) 1.8+1.9(1) p<0.0001

(Mobility) 450 (45.0%) 156 (27.8%) 294 (67.0%)

Area 4 1.1+£1.2(1) 1.1+1.2 (1) 1.1 +1.3(1) p<0.0001

(Safety) 351 (35.0%) 122 (21.7%) 229 (52.2%)

Area 5 0.7 £0.9 (0) 0.7 £0.9 (0) 0.7£ 0.9 (0) p=0.0001

(Accomodation and 378 (37.8%) 174 (31.0%) 204 (46.5%)

finances)

Area 6 26+1.4(3) 25+1.4(3) 26+15(3) p<0.0001

(Staying healthy) 531 (53.0%) 117 (20.8%) 414 (94.3%)

Area 7 2.7+£21(2) 28+2.1(2) 2.6 +2.0(2) p<0.0001

(Mental health and well- | 481 (48.0%) 105 (18.7%) 376 (85.6%)

being)

Total 120+£7.3(11) |12.0+£7.2(11) | 121+7.4(11) | p=1.000
997 (99.6%) 560 (99.6%) 437 (99.5%)

Note - Two statistical tests were applied:

Mann-Whitney U test — Used for comparing the median scores of needs between men and
women.

Chi-square (y?) test — Used for comparing the number of respondents reporting needs in each
area

The analysis of the reported needs among older adults (n=1000), disaggregated
by gender (561 women and 439 men), revealed pronounced differences across multiple
functional domains assessed by the EASYCare Standard 2010. Each domain was
evaluated based on both the intensity of needs (mean * standard deviation and median)
and the proportion of individuals reporting at least one difficulty. Statistical
comparisons between men and women were conducted using the Mann—-Whitney U
test for median differences and the chi-square (y?) test for proportions.

Across nearly all domains, men consistently reported significantly higher levels
of need than women (p < 0.0001). The most substantial gender gaps were observed in
the areas of staying healthy (94.3% of men vs. 20.8% of women), mental health and
well-being (85.6% vs. 18.7%), looking after oneself (75.6% vs. 28.5%), and mobility
(67.0% vs. 27.8%). These findings suggest a greater vulnerability among older men,
particularly in domains related to physical functioning, psychological health, and
independence in daily activities (figure 8).
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In contrast, while women reported fewer needs overall, a notable proportion
(31.0%) indicated difficulties in the area of accommodation and finances, highlighting
the importance of financial and environmental support in the female elderly population.

Interestingly, despite the significant differences observed in individual domains,
the total needs score was nearly identical for both groups (mean score of approximately
12.0), and no statistically significant difference was found in the overall burden of
needs (p = 1.000). This suggests that while men and women may experience different
types of challenges, the cumulative impact of those challenges is similar across
genders.
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Figure 8 - Comparison of the most affected need areas among older men and women
(n=1000) (%, and p-value)

3.3.1.3 Comparison of females and males based on three key indices—
Independence score, Risk of breakdown in care, and Risk of falls

This subsection examines potential gender-based differences in the functional
status and care needs of older adults, as measured by three key indices derived from
the EASY Care assessment: Independence score, Risk of breakdown in care, and Risk
of falls. Understanding these distinctions is essential for tailoring geriatric
interventions and support services to meet the specific needs of men and women in
older age. The findings are presented in Table 9.
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Table 9 - Comparison of females and males based on three key indices—Independence
Score, Risk of Breakdown in Care, and Risk of Falls

Total Women Men p-value
N=1000 N=561 N=439
Index | 11.3+131(7) |109+£129(7) [11.9+13.3(8) |p=0.0843
(Independence
score)

Index Il (risk of | 2.9 +2.3(2) 3.0+£2.4(3) 2.8+£2.3(2) p=0.0713
breakdown in
care)
Index Il (risk | 1.9+1.7 (2) 1.9+ 1.6 (2) 1.9+1.7(2) p=0.7610
of falls)
Note - The Mann-Whitney test was applied to compare three key indices related to the health
and functional status of elderly individuals: Independence Score, Risk of Breakdown in Care, and
Risk of Falls. This non-parametric test assesses whether there are significant differences between
men and women in these domains

Independence Score (Index I)

From the Table 9 it can be seen that men have a slightly higher independence
score than women (11.9 vs. 10.9), indicating a marginally greater ability to perform
daily activities independently. However, the p-value of 0.0843 suggests that this
difference is not statistically significant, meaning that there is no strong evidence to
confirm a gender-based disparity in independence. Given the large standard deviations,
variability in individual responses is considerable, suggesting that personal
circumstances may play a larger role than gender in determining independence. A
visual comparative analysis of the three indices between men and women can be seen
in Figure 9.

Risk of Breakdown in Care (Index I1)

Women show a slightly higher risk of breakdown in care (3.0 vs. 2.8), suggesting
they might be more vulnerable to losing essential caregiving support.

The p-value of 0.0713 is close to statistical significance but remains above the
standard threshold (p < 0.05), meaning this difference is suggestive but not conclusive.
This result warrants further investigation, particularly into the social and family support
systems available for elderly women compared to men.

Risk of Falls (Index I11)

There is no meaningful difference between men and women in terms of risk of
falls, as both groups have nearly identical mean and median scores. The p-value of
0.7610 is far above the threshold for significance, confirming that gender does not
influence the risk of falls in this dataset. Since falls are a critical issue in elderly care,
further analysis could explore specific risk factors such as mobility impairments, home
environment, and physical activity levels (figure 9).

58



Women
12+ 11.9 Men

10.9

10r

Mean Score

3.0
2.8

Independence Score Risk of Breakdown in Care Risk of Falls

Figure 9 - Bar chart illustrating the three indices—Independence score, Risk of
breakdown in care, and Risk of falls—by total population, women, and men (mean
values)

Although gender-based differences in the three EASYCare indices were
illustrated graphically, statistical analysis revealed no significant differences between
men and women. While women showed slightly lower Independence Scores and
slightly higher Risk of Breakdown in Care, these variations did not reach statistical
significance (p > 0.05). Moreover, the Risk of Falls index was identical between
genders. These findings suggest that, despite minor observable trends, gender does not
significantly influence overall functional status or vulnerability levels among the study
population.

3.3.2 Comparison of socio-demographic characteristics, needs across the seven
EASY Care areas, and three key indices—Independence score, Risk of breakdown in
care, and Risk of falls—by language group (Kazakh-speaking vs. Russian-speaking)

In this section, we examine whether the primary language spoken by older
adults—Kazakh or Russian—is associated with meaningful differences in their
demographic profiles, health and social care needs, or functional status. Given
Kazakhstan’s multicultural and bilingual context, it is important to understand whether
language background may reflect or influence disparities in access to care, perceptions
of need, or vulnerability to adverse health outcomes in later life.

To this end, we conducted a comparative analysis between Kazakh-speaking and
Russian-speaking participants across three dimensions: (1) socio-demographic
characteristics, (2) distribution of reported needs across the seven EASYCare
assessment domains, and (3) performance on three summary indices—Independence
score, Risk of breakdown in care, and Risk of falls. By stratifying the data by language,
we aim to identify any patterns that may inform culturally and linguistically sensitive
approaches to geriatric care in Kazakhstan.
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Let us now explore the findings from this analysis to determine whether language
plays a role in shaping the health and social care profiles of older adults.

3.3.2.1 Comparison of socio-demographic parameters of Kazakh-speaking vs.
Russian-speaking participants

Understanding the influence of language and cultural background is essential
when examining patterns of aging and care needs in multiethnic societies such as
Kazakhstan.

Table 10 presents a comparison of socio-demographic characteristics between
Kazakh-speaking and Russian-speaking older adults. While several differences were
observed, only a few reached statistical significance. Notably, Kazakh-speaking
participants were more likely to live alone (22.4%) or with a spouse (34.4%), whereas
Russian-speaking participants were more frequently found to reside with extended
family members (51.3% vs. 43.2%). This statistically significant difference (p =
0.0240) may reflect cultural or generational variations in cohabitation norms and
family support structures. In terms of economic status, Kazakh speakers reported a
higher level of financial hardship, with 40.9% indicating they lacked sufficient income
to make ends meet, compared to 31.5% of Russian-speaking participants (refer to
Figure 10). Conversely, a larger proportion of Russian speakers reported having some
disposable income (22.5% vs. 17.4%), suggesting a possible economic disparity
between the two groups. These differences could be influenced by factors such as
employment history, access to pensions, or informal support networks.

Overall, the most prominent and statistically significant differences between the
two language groups were found in living arrangements and financial well-being. Other
socio-demographic variables, including education level, caregiving responsibilities,
and marital status, did not differ meaningfully between Kazakh-speaking and Russian-
speaking participants.
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Figure 10 - Statistically significant differences in living arrangements and financial
situation (% and p-values)
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These findings may be attributed to a combination of socio-cultural, historical,
and economic factors that have shaped the experiences of Kazakh-speaking and
Russian-speaking populations in Kazakhstan. The tendency of Kazakh-speaking older
adults to live alone or with a spouse may reflect traditional Kazakh family structures
and recent shifts toward nuclear family living in rural and semi-urban areas. In contrast,
Russian-speaking participants, often concentrated in urban centers, may maintain more
extended household arrangements, possibly influenced by different cultural norms or
migration patterns.

The economic disparities observed could be linked to differences in lifetime
employment sectors, pension entitlements, and access to social support systems.
Russian-speaking participants may have had more consistent employment in state-
supported or industrial sectors during the Soviet era, leading to relatively better
financial security in older age. On the other hand, Kazakh speakers—particularly those
from rural backgrounds—may have experienced more informal or agricultural
employment, resulting in limited pension coverage and economic vulnerability.

These socio-demographic patterns highlight the importance of considering
language and cultural background when designing targeted social and health
interventions for older adults in Kazakhstan.
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Table 10 - Characteristics of studied subjects including language (statistical analysis comparing Kazakh speaking and Russian

speaking participants)

Studied parameter Kazakh Russian p-value
(n=534) (n=466)
65-74 438 (82.1%) 365 (78.3%)
Age (years) 75+ 96 (17.9%) 101 (21.7%) | O1°10
. Rural 24 (4.5%) 18 (3.9%)
Residence area Urban 510 (95.5%) 248 (96.1%) | 90397
. Single 172 (32.7%) 162 (34.8%)
Marital status Married 362 (67.7%) | 304 (65.2%) | 04°%3
Livin Alone 120 (22.4%) 81 (17.4%)
o gemems With spouse 183 (34.4%) 145 (31.3%) | 0.0240
g With extended family 231 (43.2%) 239 (51.3%)
Primary 165 (31.0%) 123 (26.4%)
Education Secondary 211 (49.4%) 178 (38.2%) 0.0995
Higher education 158 (29.5%) 165 (35.4%)
Financial Not enough to make ends meet 218 (40.9%) 147 (31.5%)
situation Just enough to make ends meet 223 (41.7%) 214 (45.9%) 0.0056
Some money left over 93 (17.4%) 105 (22.5%)
Yes 176 (33.1%) 126 (27.0%)
2
Are you a carer for someone? No 358 (66.9%) 340 (73.0%) 0.3462
: Yes 195 (36.6%) 150 (32.2.%)
?
Does someone provide care for you No 339 (63.4%) 316 (67.8%) 0.1434

Note - p-values indicating significance highlighted in bold

62




3.3.2.2 Comparison of needs across the seven areas of EASYCare of Kazakh-
speaking vs. Russian-speaking participants

This subsection explores how linguistic and cultural factors may influence the
expression of needs among older adults. A comparative analysis was conducted across
the seven domains of the EASYCare assessment to identify differences between
Kazakh-speaking and Russian-speaking participants.

Table 11 - The comparison of needs in Kazakh language speakers and Russian
language speakers (mean = SD; median and number of patients with the needs in

certain area)

Needs Kazakh Russian p-value
N=534 N=466
Area 1 1+1.3(2) 09+£1.2(1) 0.4452
(Seeing, hearing, 276 (51.6%) 237 (50.9%) 0.8492
communicating)
Area 2 21+£23(1) 24 +£2.4(2) 0.3090
(Looking after 397 (74.2%) 363 (77.9%) 0.1827
yourself)
Area 3 1.8+1.8(1) 1.8+2.0(1) 0.2234
(Mobility) 374 (69.9%) 304 (65.2%) 0.1194
Area 4 1.1+1.3(1) 1.0 £ 1.2(1) 0.0203
(Safety) 292 (54.6%) 241 (51.7%) 0.3745
Area 5 0.7 £ 0.9 (0) 0.7+ 0.9 (0) 0.4100
(Accomodation and | 250 (46.7%) 216 (46.4%) 0.9494
finances)
Area 6 2.7+£1.4(3) 24+£15(2) 0.0012
(Staying healthy) 507 (94.8%) 426 (91.4%) 0.0434
Area 7 2.7+£21(2) 2.7+£2.1(2) 0.2686
(Mental health and 467 (87.3%) 391 (83.9%) 0.1473
well-being)
Total 12.2+7.2(11) 11.8 + 7.4 (10) 0.2465
533 (99.6%) 464 (99.6%) 1.0000
Note - p-values indicating significance highlighted in bold

This table presents a comparison of needs across different areas between Kazakh-
speaking and Russian-speaking participants, using both mean * standard deviation
(SD), median values, and the number of individuals reporting needs in each area.
Additionally, statistical significance is assessed through two p-values. From this table
it can be seen that Kazakh speakers report significantly higher needs in Area 6 (Staying
healthy) (Mean: 2.7 + 1.4, Median: 3, 94.8%) compared to Russian speakers (Mean:
2.4 £ 1.5, Median: 2, 91.4%) with p = 0.0012 and p = 0.0434. This suggests a
meaningful difference in this specific area. Also, there is a slight difference in mean
scores in Area 4 (Safety) (1.1 vs. 1.0, p = 0.0203), but the number of participants
reporting needs is similar, and the second p-value (0.3745) suggests this may not be a
meaningful difference.
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Figure 11 - Statistically significant differences in the domains of Safety and Staying
Healthy (% and p-values)

3.3.2.3 Comparison of three key health-related indices between Kazakh-speaking
and Russian-speaking elderly participants

Table 12 - Comparison of Kazakh-speaking and Russian-speaking participants based
on three key indices-Independence score, Risk of breakdown in care, and Risk of falls

Kazakh Russian p-value
N=534 N=466
Index | (Independence score) 11.1+128(7) | 11.6 £13.3(8) p=0.7171
Index Il (risk of breakdown in 2.8+2.3(2) 3.1+24(3) p=0.2028
care)
Index 11 (risk of falls) 20+ 1.7 (2) 1.8+1.7 (1.5) p=0.0550

The table indicates that there are no statistically significant differences between
Kazakh-speaking and Russian-speaking old people in terms of Independence, Risk of
breakdown in care, or Risk of falls. However, the difference in the risk of falls is
approaching significance, suggesting a potential trend that may warrant further
investigation.

3.3.3 Comparison of participants from South and West regions based on socio-
demographic parameters, needs across the seven EASYCare areas, and three key
indices—Independence score, Risk of breakdown in care, and Risk of falls

This section presents a comparative analysis of participants based on their
geographic location—specifically, those residing in the southern (Shymkent and
Kyzylorda) versus western (Aktobe and Uralsk) regions of Kazakhstan. Regional
disparities in healthcare access, infrastructure, social support systems, and economic
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development may influence the aging experience and care needs of older adults.
Therefore, understanding how location correlates with health and social indicators is
critical for informing regional policy planning and resource allocation.

The analysis explores three key areas: (1) socio-demographic characteristics, such
as age, marital status, education, and living conditions; (2) reported needs across the
seven domains of the EASYCare assessment; and (3) performance on the three core
indices—Independence score, Risk of breakdown in care, and Risk of falls. By
identifying regional trends, this section aims to shed light on the extent to which
geographic factors may shape disparities in health, autonomy, and care dependency
among the elderly population in Kazakhstan.

3.3.3.1 Comparison of socio-demographic parameters of particpants from South
and West

Comparison of demographic and socio-economic parameters between elderly
individuals in the South and West regions revealed that, a significantly higher
proportion of individuals aged 65—74 reside in the South (85.7%) compared to the West
(72.3%), whereas the West has a larger proportion of those aged 75+ (27.7% vs. 14.3%)
(p<0.0001). These parameters are given in Table 13. Urban dwellers dominate in both
regions, but the South has a significantly lower percentage of rural residents (2.7%)
compared to the West (6.5%) (p=0.0037). The South has a significantly higher
proportion of married individuals (75.7%) compared to the West (52.9%), where a
larger share of elderly individuals are single (47.1% vs. 24.3%) (p<0.0001). Those in
the South are more likely to live with extended family (55.7%) than in the West
(33.9%), whereas living alone is more common in the West (29.4% vs. 13.8%). The
differences in living arrangements between the South and West of Kazakhstan can be
attributed to several socio-cultural, economic, and demographic factors: The South of
Kazakhstan is known for its stronger adherence to traditional family values, where
multi-generational households are more common. Extended family living
arrangements are deeply rooted in cultural norms, with elderly family members often
residing with their children and grandchildren. In contrast, the West of Kazakhstan has
been more influenced by urbanization and modernization, leading to a shift toward
nuclear family structures and a greater tendency for elderly individuals to live alone.
Statistically significant differences in the socio-demographic characteristics of study
participants between the South and West regions are presented in Table 13 and visually
illustrated in Figure 12.

Also, western Kazakhstan has seen significant labor migration, particularly due to
its oil and gas industry, which attracts younger working-age individuals who may
relocate for employment opportunities. This can lead to elderly individuals being left
to live alone. The South has a higher population density and historically stronger rural-
urban community ties, making it more common for extended families to live together.
Moreover, living with extended family in the South may be partially driven by
economic factors, as shared living reduces financial burdens. In the West, where
incomes from the oil sector may be relatively higher, elderly individuals might have
the financial means to maintain separate households. Thus, we can conclude that the
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South retains a more collectivist and traditional lifestyle, while the West shows signs
of individualization and modernization.

In terms of education, a higher proportion of individuals in the West have higher
education (38.9%) compared to the South (27.8%), while secondary education is more
common in the South (42.5%) than the West (33.4%) (p=0). As for financial situation,
a larger proportion of individuals in the West report having some money left over
(24.9%) compared to the South (16.3%). However, those who report struggling
financially ("not enough to make ends meet") are more common in the South (39.7%)
than in the West (31.9%). The percentage of individuals who report having "just
enough to make ends meet" is similar between the two regions (p=0.0015).

In conclusion, the comparative analysis between southern and western regions of
Kazakhstan reveals notable differences in the demographic, socio-cultural, and
economic profiles of older adults. The South is characterized by a younger elderly
population, stronger family cohesion, and more traditional living arrangements, while
the West demonstrates patterns of aging more typical of industrialized regions,
including higher rates of living alone, greater educational attainment, and slightly
better financial self-sufficiency. These differences reflect broader regional dynamics
shaped by cultural traditions, economic structures, and migration patterns. The findings
underscore the need for regionally tailored approaches in policy planning and service
delivery for older adults, as the diversity in living conditions and support systems may
require distinct strategies to promote healthy and equitable aging across Kazakhstan.
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Table 13 - Characteristics of studied subjects including living area (statistical analysis comparing south and west)

Studied parameter South (n=600) est (n=400) p-value
- 0,
Age (years) 65-74 514 (85.706) 220 (12:3%) 0<0.0001
75+ 86 (14.3%) 111 (27.7%)
: Rural 16 (2.7%) 26 (6.5%)
Residence area Urban 584 (97.3%) 375 (93.5%) 0.0037
: Single 146 (24.3%) 189 (47.1%)
Marital status Married 454 (75.7%) 212 (52.9%) p<0.0001
Livin Alone 83 (13.8%) 118 (29.4%)
arran gements With spouse 182 (30.3%) 147 (36.7%) p<0.0001
g With extended family 334 (55.7%) 136 (33.9%)
Primary 178 (29.7%) 111 (27.7%)
Education Secondary 255 (42.5%) 134 (33.4%) 0.0007
Higher education 167 (27.8%) 156 (38.9%)
- - Not enough to make ends meet 238 (39.7%) 128 (31.9%)
ation Just enough to make ends meet 264 (44.0%) 173 (43.1%) 0.0015
Some money left over 98 (16.3%) 100 (24.9%)
Yes 201 (33.5%) 102 (25.4%)
?
Are you a carer for someone? No 399 (66.5%) 299 (74.6%) 0.0076
. Yes 230 (38.3%) 116 (28.9%)
?
Does someone provide care for you* No 370 (61.7%) 285 (71.1%) 0.0023

Note - p-values indicating significance highlighted in bold
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Figure 12 - Statistically significant differences of socio-demographic characteristics
of study participants between the South and West regions (% and p-values)

3.3.3.2 Comparison of needs across the seven areas of EASYCare of the
participants from South and West

Table 14 - The comparison of needs in South and West (mean = SD; median and

number of patients with the needs in certain area)

Needs South West Statistical
N=600 N=400 analysis
Area 1l 09+1.1(2) 1.1+14(1) 0.2441
(Seeing, hearing, communicating) | 309 (51.5%) 204 (50.9%) 0.8468
Area 2 2.3+23(2) 2.2 +£2.4(1) 0.1445
(Looking after yourself) 482 (80.3%) 278 (69.3%) p<0.0001
Area 3 1.8+1.9(1) 1.7+19(1) 0.1211
(Mobility) 420 (70.0%) 258 (64.3%) 0.0628
Area 4 1.1+1.2(1) 1.1+1.3(1) 0.3831
(Safety) 312 (52.0%) 221 (55.1%) 0.3655
Area 5 0.7+£0.9(0) 0.7£0.9(1) 0.1650
(Accomodation and finances) 263 (43.8%) 203 (50.6%) 0.0004
Area 6 24+£1.4(2) 2.7+£1.5(3) 0.0059
(Staying healthy) 555 (92.5%) 378 (94.3) 0.3067
Area 7 26+£2.0(2) 2.9+ 2.2(2) 0.0567
(Mental health and well-being) 515 (85.8%) 343 (85.5%) 0.9267
total 11.7 £6.7 (11.0) 12.5+8.1(11.0) 0.7920
597 (99.5%) 400 (99.7%) 0.6534

Note — p-values indicating significance highlighted in bold

68




Table 14 compares the needs of elderly individuals in the South and West regions
of Kazakhstan based on mean values, standard deviations (SD), medians, and the
proportion of individuals reporting needs in specific areas. According to the table needs
in Area 2 (Looking after yourself) are more pronounced in the South (2.3 = 2.3, 80.3%)
than in the West (2.2 £ 2.4, 69.3%) (p < 0.0001). The highly significant p-value
suggests a real difference in this domain between the two regions. In Area 5
(Accommodation and finances) needs are reported more frequently in the West
(50.6%) compared to the South (43.8%). These findings are illustrated in Figure 13.
The difference is significant, indicating a higher demand for support in this area in the
West. This, while some specific needs (“looking after yourself” and “Accommodation
and finances™) are significantly different between the two regions, the overall level of
need remains comparable.

Further research is required to understand why these regional variations exist—
potentially due to differences in healthcare access, social structures, or economic
factor.
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Figure 13 - Statistically significant differences in needs between South and West
regions (% and p-values)

3.3.3.3 Comparison of participants from South and West based on three key
indices—Independence score, Risk of breakdown in care, and Risk of falls
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Table 15 - Comparison of participants from South and West based on three key
indices—Independence score, Risk of breakdown in care, and Risk of falls

South West p-value
N=600 N=400
Index | (Independence score) | 12.2 +13.4 (8) 10.1 +12.6 (6) p=0.0788
Index I (risk of breakdown 28123 (2) 3.1+24(3) p=0.2867
in care)
Index 11 (risk of falls) 19+1.6(2) 2.0x1.8(2) p=0.0112

As presented in the Table 15, the mean Independence Score in the South is 12.2
+ 13.4 (median: 8), whereas in the West, it is 10.1 + 12.6 (median: 6). The p-value =
0.0788, which suggests that the difference between the two regions is not statistically
significant (p > 0.05). This implies that independence levels are relatively similar
between the two groups, although the South shows slightly higher values. Concerning
the Risk of Breakdown in Care, the South has a mean score of 2.8 £ 2.3 (median: 2),
while the West has a mean of 3.1 + 2.4 (median: 3), the p-value = 0.2867, indicating
no statistically significant difference in the risk of breakdown in care between the two
regions. While the differences in Independence score and Risk of breakdown in care
between the southern and western regions were not statistically significant, Index I11
(Risk of falls) revealed a statistically significant difference (p = 0.0112) between the
two groups. The mean Risk of falls score was 1.9 £ 1.6 (median: 2) in the South and
2.0 £1.8 (median: 2) in the West (figure 14). This difference may be partially explained
by climatic conditions, as the western region of Kazakhstan experiences colder
temperatures and more severe winter weather, which could increase environmental
hazards contributing to falls. However, to fully understand the underlying causes of
this regional variation in fall risk, further research is needed—potentially incorporating
environmental, behavioral, and health system-related factors.
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Figure 14 - Statistically significant difference in Risk of Falls between South and
West regions (means presented)
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3.3.4 Needs assessment

Area 1: Seeing, hearing, communication

This area evaluates the sensory and communication abilities of older adults based
on four key questions: “Can you see (with glasses if worn)?”, “Can you hear (with
hearing aid if worn)?”, “Do you have difficulty in making yourself understood because
of problems with your speech?”, ‘Can you use the telephone?”. Based on valid entries,
approximately 51.3% of respondents reported having needs in this area, while 48.7%
reported no needs. This suggests that over half of the surveyed older adults experience
challenges related to sensory function or communication that may require support. In
this Area there is a clear age-related increase in the prevalence of needs: Among those
aged 6069, needs ranged from as low as 20% (urban females) to 100% (rural males),
although extreme values in small subgroups may reflect small sample sizes. In the 70—
74 age group, needs remained high in rural areas (up to 75% for males), while urban
females had slightly lower levels (43-57%). Needs continued to increase in the 75-79
and 80-84 age brackets, where most subgroups reported need levels between 50% and
80%. Among those aged 85 and older, the need percentages reached up to 100%,
especially among urban females aged 90+. This progression underscores the
cumulative impact of aging on sensory and communication abilities, leading to
increasing dependency in later life.

Men in rural areas generally show higher levels of need, particularly in the 60-69
and 70-74 age groups. Women in urban areas exhibit increasing needs with age, with
significant spikes in the oldest group (90+), reaching 100% for urban females. In
younger age groups (60—69), urban males had moderate need levels (~53%), whereas
rural females reported notably lower needs (~20%).Moreover, rural residents,
particularly older men, tend to report higher needs in earlier age groups, possibly due
to less access to corrective aids (glasses, hearing aids) or early onset of impairment.
Urban residents, particularly older women, show higher needs in the oldest age groups,
suggesting longer survival with age-related disabilities.

To sum up, needs in Area 1 are common and increase with age, affecting more
than half of participants overall. There are notable differences based on gender and
residence, with rural men showing earlier and sometimes more intense needs, while
urban women show increasing needs with advanced age. These findings suggest a need
for targeted interventions, such as early screening and provision of assistive devices,
especially in rural areas and for aging women in urban settings.

Area 2: Looking after yourself

This area covers various aspects of physical self-care and daily living tasks and
includes the following questions: “Can you keep up your personal appearance?”, “Can
you dress yourself?”, “Can you wash your hands and face?”, ““Can you use the bath or
shower?”, “Can you do your housework?”, “Can you prepare your own meals?”, “ Can
you feed yourself?”, “Do you have any problems with your mouth or teeth?”, “Can you
take your own medicine?”, “Have you had any problems with your skin?”, “Do you
have accidents with your bladder (incontinence of urine)?”, “Do you have accidents
with your bowels (incontinence of faeces)?”, “Can you use the toilet (or commode)?”.
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This section of the EASYCare assessment evaluates older adults’ abilities to
perform essential self-care and daily living tasks independently. These tasks are
fundamental for maintaining personal hygiene, nutrition, and dignity. The analysis of
responses reveals both the strengths and vulnerabilities within this population. Results
of this section reveals that a strong majority of older adults reported being able to
maintain their personal appearance (93%) and wash their hands and face (94%) without
assistance. Similarly, 87% could use the bath or shower independently, though about
10% required some help with this task. These figures suggest a generally good level of
physical independence in basic hygiene activities, although a small but notable portion
of individuals are beginning to need assistance.

When it comes to dressing, 87% of respondents were able to dress themselves
without help. However, about 13% needed assistance, and a smaller proportion (2%)
were unable to dress themselves at all. Feeding showed even higher levels of
independence, with 91% feeding themselves and very few (under 1%) completely
unable to do so.

Tasks requiring more physical stamina or coordination, such as housework and
meal preparation, showed higher levels of dependency: only 70% could do housework
independently, while 30% required some help or were unable to do so. As for meal
preparation, 75% could prepare their own meals, but 25% needed help or were
completely dependent. These findings reflect a common trend in aging populations: the
earliest losses of independence often relate to more demanding instrumental activities
of daily living (IADLSs), such as cooking and cleaning.

Interesting to note, that 30% of older adults reported having problems with their
mouth or teeth, which could affect nutrition and quality of life. 16% experienced skin
problems, which may reflect issues like dryness, wounds, or infections common in the
elderly. Regarding medication management, 22% needed help, and 2% were unable to
manage medications independently, potentially indicating risks for medication errors
or missed doses.

Also, needs in Area 2 revealed that 77% reported no urinary incontinence, but
19% had occasional incidents, and 4% experienced frequent issues or required a
catheter. For bowel control, 81% had no accidents, while 17% experienced occasional
issues and 1% required more extensive management (e.g., enemas). These issues are
significant, as incontinence often correlates with reduced quality of life and may
contribute to social isolation or increased caregiver burden. Finally, 86% of
participants were able to use the toilet or commode independently, though 11% needed
help, and 3% were fully dependent. This function is critical for maintaining dignity and
delaying institutional care, so even small percentages are important to monitor.

To conclude, the majority of older adults in this study maintained a high level of
independence in core personal care activities. However, notable proportions—
especially in tasks such as housework, meal preparation, medication use, and managing
incontinence—required partial or full assistance. These areas represent key targets for
home-based interventions, assistive technology, and caregiver support to preserve
independence and well-being in aging populations.
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Area 3: mobility (getting around)

This area includes eight following questions assessing an individual's physical
movement capabilities, fall history, and access to services: “Can you move yourself
from bed to chair, if they are next to each other?”, “Do you have problems with your
feet?”, “Can you get around indoors?”, “Can you manage stairs?”, “Have you had any
falls in the last twelve months?”, “Can you walk outside?”, “Can you go shopping?”,
“Do you have any difficulty in getting to public services?”.

This Area, mobility (getting around) of the EASY Care assessment evaluates an
older adult’s ability to physically move around both within and outside the home, as
well as their risk of falls and their ability to access essential public services. The
findings highlight levels of functional mobility and potential risks to independence and
safety in daily life.

The vast majority of respondents—862 individuals (approximately 86%)—
reported being able to move from bed to chair without help. An additional 128 people
(13%) required some assistance, while only 10 participants (1%) were unable to
perform this task. This high level of independence in bed-to-chair transfer suggests
good basic mobility among most of the elderly respondents. 320 respondents (32%)
indicated they had problems with their feet, which can affect balance, walking ability,
and overall mobility. Meanwhile, 680 individuals (68%) reported no issues. This is a
significant concern, as foot problems are often linked with increased fall risk and
reduced physical activity. A strong 898 participants (about 90%) could move around
indoors without help. However, a notable minority needed aids or assistance: 58
respondents used a wheelchair independently,40 individuals (4%) required some help,
and 4 people were confined to bed. These findings suggest that while most are
independently mobile indoors, around 10% face moderate to severe limitations. Only
730 older adults (73%) could manage stairs without assistance. 239 individuals (24%)
needed some help, and 31 people (3%) were unable to manage stairs at all. Given the
risk of falling on stairs, this represents an area where support or adaptations (e.g.,
railings, stair lifts) may be especially important.

Falls are a critical indicator of frailty and risk. Of all participants: 726 individuals
(72%) reported no falls, 193 (19%) had experienced one fall, and 81 respondents (8%)
had two or more falls. The fact that more than one in four older adults (27%) had at
least one fall in the past year underscores the importance of fall-prevention programs.

Mobility outside the home is key to social participation. While 808 participants
(81%) could walk outside unaided, another 149 (15%) required some help, and 43
people (4%) were unable to go out on foot. Loss of outdoor mobility can signal both
physical and social isolation.

Shopping, a common and essential daily activity, demonstrated a decline in
independence, with 786 respondents (78%) able to shop without help, while 14%
requiring some assistance, and 7% of participants were completely unable to go
shopping. These findings emphasize the potential need for community support services
(e.g., delivery, home care) for a significant portion of the population.

Accessing places like clinics, post offices, or social services is critical for well-
being. While 741 people (75%) reported no difficulty, 225 (22%) had some difficulty,
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and 34 individuals (3%) were unable to access these services at all. This group may be
especially vulnerable due to mobility barriers or a lack of transport options.

Overall, the results of Area 3 show that while a majority of older adults retain
independence in basic and instrumental mobility tasks, there is a significant minority—
ranging from 10% to 30% depending on the task—who experience difficulties or
complete dependency. The areas of greatest concern include: managing stairs (27%
with difficulty or unable), experiencing falls (27% had at least one fall), access to
public services (25% had difficulty or were unable), and shopping (21% required help
or couldn’t do it at all).

These insights highlight the need for preventive measures, rehabilitation services,
assistive devices, and community support systems to help older adults maintain
mobility, reduce risk, and support independence.

Area 4: Your safety

This section of the EASY Care assessment explores older adults' perceived safety
both at home and in the community, as well as their experiences with harassment or
discrimination and whether they have support in emergencies. The findings highlight
both psychosocial vulnerabilities and the availability of informal care. This Area
includes questions: “Do you feel safe inside your home?”, “Do you feel safe outside
your home?”, “Do you ever feel threatened or harassed by anyone?”, “Do you feel
discriminated against for any reason?”, “Is there anyone who would be able to help you
in case of illness or emergency?”.

According to the results, a reassuring 789 individuals (79%) reported feeling safe
inside their homes, while 211 respondents (21%) expressed that they do not feel safe.
This indicates that roughly one in five older adults experiences concerns about safety
in what should be their most secure environment. Only 685 participants (68%) reported
feeling safe outside, while a more concerning 315 individuals (31%) did not feel safe
when outside their homes. This represents a significant barrier to mobility and social
participation, potentially leading to isolation and reduced physical activity.

A large majority—844 respondents (84%)—stated that they had not felt
threatened or harassed, but 156 individuals (16%) reported that they had experienced
such situations. This reflects a meaningful psychosocial risk for a portion of the
population and may relate to elder abuse, fear of crime, or interpersonal conflict.

875 older adults (87%) did not feel discriminated against, while 125 participants
(12%) reported experiencing discrimination. Although the proportion is relatively
small, it still represents a non-negligible group whose sense of social equity and
belonging may be affected.

While 725 individuals (72%) reported having someone they could rely on in an
emergency, 275 respondents (28%) stated they did not have such support. This is a
significant concern, as nearly one-third of the population may be at risk of delayed care
or lack of assistance in urgent situations.

All things considered, the analysis of Area 4 reveals several key vulnerabilities:
21% feel unsafe at home, and 31% feel unsafe outside, which may limit independence
and quality of life. 16% have experienced harassment, and 12% feel discriminated
against—figures that highlight the need for improved social and psychological support.
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Most critically, 28% of older adults do not have access to emergency help, pointing to
a serious gap in caregiving and social safety nets.

Area 5: Your accommodation and finances

This section explores the living environment and financial well-being of older
adults—two crucial domains influencing their quality of life and independence and
include only three questions: "In general, are you happy with your accommodation?",
" Are you able to manage your money and financial affairs?", "Would you like advice
about financial allowances or benefits?".

A significant 845 individuals (85%) reported being satisfied with their
accommodation, while 155 respondents (15%) expressed dissatisfaction. While the
majority feel comfortable in their current living conditions, the 15% who are unhappy
may be facing issues such as inadequate facilities, poor housing quality, or a lack of
accessibility and comfort in later life. 859 participants (86%) stated they could manage
their own finances, whereas 141 people (14%) were not able to do so. This suggests
that while most maintain financial independence, a notable portion of older adults may
need assistance with budgeting, bill payments, or avoiding financial exploitation.

According to a survey conducted by UNFPA in Kazakhstan, a comparative
analysis of the 2008 and 2020 data reveals subtle but meaningful shifts in the income
structure of the retired population [100]. Notably, the proportion of pensioners
receiving financial assistance from their children declined markedly — by more than
half — from 29% in 2008 to 13% in 2020. Similarly, income derived from household
farming activities decreased significantly, falling by 3.5 times from 17% to 4.8% over
the same period [100,p. 22].

These trends suggest a gradual erosion of traditional intergenerational support
mechanisms in Kazakhstan. Whereas familial financial assistance once played a critical
role in the economic security of older adults, its importance has diminished
considerably within a single decade. This shift may reflect broader societal
transformations, including urbanization, migration patterns, and evolving cultural
values surrounding filial obligations.

Moreover, the findings highlight a substantial reduction in the role of subsistence
agriculture as a supplementary income source for older individuals. Historically, many
elderly Kazakhs engaged in gardening and small-scale farming—growing vegetables
and fruit trees to sell produce during the autumn season—as a means of economic self-
reliance. The observed decline in such activities points to a weakening of traditional
livelihood strategies among the older generation, likely influenced by demographic,
technological, and market changes.

Interestingly, 600 respondents (60%) indicated they would like advice on
financial allowances or benefits, while 400 individuals (40%) said they did not need
advice. This high demand for financial guidance reflects potential gaps in awareness
or access to entitlements and benefits—an area where community outreach and social
services could play a vital role as the 2020 UNFPA survey revealed a significant
increase in the proportion of older adults utilizing bank credit services compared to
2008 [100,p. 22]. Over a 12-year period, the share of older individuals taking out loans
grew more than sevenfold, rising from 6% in 2008 to 43.5% in 2020. A socio-
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demographic analysis indicated that credit use was more prevalent among specific
groups. Higher rates of borrowing were observed among individuals aged 55-59 years
(52%), citizens of Kazakh ethnicity (53%), working older adults (57.5%), those who
were married (49%), and those who had children (44.5%). Across other socio-
demographic characteristics, no statistically significant differences in credit use were
identified [100,p. 22]. Respondents who reported using credit services (n=870) were
also asked about the primary purposes for which they obtained loans. The most
commonly cited reason was the purchase of large items, such as household appliances,
furniture, and similar goods, reported by 44% of borrowers. Additionally, nearly one-
third (34%) of older adults took out loans to provide financial assistance to their
children or grandchildren.

These findings indicate a growing trend of financial engagement among older
adults in Kazakhstan, reflecting not only their increased access to financial instruments
but also their ongoing intergenerational financial responsibilities. While the ability to
access credit may enhance living standards for some, it also introduces new forms of
financial vulnerability for aging populations, particularly in the absence of sufficient
pension income and social protection mechanisms.

The findings from Area 5 indicate that while most older adults in the study are
content with their accommodation and remain financially independent, there are
important concerns:15% are not happy with their housing. 14% struggle with managing
finances independently. A striking 60% would appreciate advice on financial matters,
suggesting that many may not be fully informed about available support.

According to the 2020 UNFPA survey, the material well-being of older adults in
Kazakhstan has improved compared to 2008, as reflected in self-assessment indicators
provided by survey participants [100,p. 22]. The proportion of respondents reporting
"l do not deny myself anything" increased by 2.7 times, from 8% in 2008 to 21.9% in
2020. Similarly, the share of those stating "I have enough for daily expenses but cannot
afford durable goods (such as major household appliances, expensive clothing, a car,
or furniture)" grew by nearly 11%, rising from 35% to 45.8%.

At the same time, the proportion of respondents who reported that "money is only
enough for food" decreased significantly, from 28% to 13.3%, representing a 1.3-fold
reduction. Likewise, the share of those indicating "money barely lasts from one pension
payment to the next" decreased by 1.65 times, from 22% to 13.3%.

However, the proportion of older adults experiencing severe financial hardship
has remained unchanged: approximately 7% of older persons continue to report that
they lack sufficient funds even for the most basic necessities.

These findings, together with the results of our own research, suggest that the
overall financial situation of older adults in Kazakhstan is relatively stable and
improving. Nevertheless, targeted measures are still needed to ensure that the most
vulnerable elderly individuals—those whose incomes are insufficient to meet basic
living standards—can reliably depend on state support.

Area 6: Staying healthy

This section includes the following 7 questions: “Do you take regular exercise?”,
“Do you get out of breath during normal activities?”, “Do you smoke any tobacco?”,

76



“Do you think you drink too much alcohol?”, “Has your blood pressure been checked
recently?”, “Do you have any concerns about your weight?”, “Do you think you are up
to date with your vaccinations?”. It assesses the health behaviors and preventive health
practices of older adults. It includes exercise habits, respiratory symptoms, substance
use, weight concerns, and whether respondents are engaging in routine health
monitoring like blood pressure checks and vaccinations.

Only 374 participants (37%) reported engaging in regular exercise, while a
concerning 626 individuals (63%) stated they do not. The UNFPA survey conducted in
2020 included a dedicated question regarding the frequency of physical activity among
older adults in Kazakhstan: “How often do you engage in physical exercise or sports,
either through organized activities or independently?” The results revealed a mixed
picture. Approximately one-third of older Kazakhstani respondents (33.3%) reported
engaging in physical activity daily. Another third (34.1%) indicated that they never
participate in any form of physical exercise, while the remaining respondents (32.8%)
reported occasional engagement in physical activity [100,p. 22].

Taken together, the two datasets indicate that despite a growing recognition of
the importance of physical activity for healthy aging, the majority of older adults in
Kazakhstan remain insufficiently active. This indicates a low level of physical activity,
which is a critical risk factor for chronic disease, frailty, and functional decline in older
age.

665 respondents (66%) said they do experience breathlessness during routine
tasks, while 335 individuals (33%) did not. This high prevalence of breathlessness
could be indicative of underlying cardiovascular or respiratory conditions, physical
deconditioning, or both. A surprisingly high number—791 participants (79%)—
reported smoking tobacco, while 209 individuals (21%) said they do not smoke. This
finding may reflect self-reported confusion (e.g., current vs. ever smokers) or requires
further clarification, as tobacco use in older age is strongly associated with worsened
health outcomes. To the question “Do you think you drink too much alcohol?” a total
of 862 individuals (86%) responded "Yes" to this question, suggesting they believe
they drink too much alcohol, while only 139 participants (14%) said they do not. This
result is unusually high and may reflect misinterpretation of the question or recording
error, since such high prevalence is not typical in older populations.

Only 609 participants (61%) reported having had their blood pressure checked
recently, while 391 individuals (39%) said it had not been checked. Given the
prevalence of hypertension in older age, this signals a need for improved access to or
awareness of routine monitoring. Among the respondents: 525 individuals (52%)
reported being overweight, 475 (47%) indicated weight loss concerns, and a small
number (possibly 3 missing) selected no concerns. This almost even split reveals that
weight issues are common and varied—some face obesity while others may be
underweight due to illness or frailty.

627 respondents (62%) had confirmed they are up to date with their vaccinations,
whereas 373 individuals (37%) reported they were not. This suggests a decent level of
preventive care engagement, but room for improvement remains—especially given the
importance of vaccines (e.g., flu, pneumonia, COVID-19) in older age.

Area 6 reveals several health risks and care gaps:
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- A majority are not physically active (63%), and many experience
breathlessness (66%).

- Smoking and alcohol-related concerns appear high, though these findings
might require validation.

- Preventive practices like blood pressure checks (61%) and vaccination updates
(62%) are moderately followed.

- Weight concerns are widespread and almost evenly split between overweight
and underweight issues.

Area 7: Mental health and well-being

This domain addresses how older adults perceive their mental and emotional
health, including aspects such as mood, sleep, loneliness, memory, and the ability to
enjoy leisure and meaningful activities. It provides insight into both their psychological
resilience and vulnerabilities. Area 7 reveals a high burden of psychological symptoms
among older adults: three in four report depressive symptoms or loss of interest; one in
three feel lonely, and two in three have experienced bereavement; 60-66% experience
sleep trouble, bodily pain, and memory concerns.

Although most respondents rate their overall health as good, these findings
highlight the need for comprehensive mental health screening, bereavement
counseling, and psychosocial support programs aimed at reducing loneliness,
depression, and cognitive stress among older adults.

3.3.5 Results of univariable analysis

Univariable analysis was conducted to examine the association between
sociodemographic and contextual factors with three primary outcomes: Independence
score (categorized as above or below the median), Risk of breakdown in care, and Risk
of falls among elderly participants. Table 16 demonstrates the results of the univariable
analysis of the main three indexes: IS, RBC, RF and clearly shows the papameters that
independently assossiated with these three indices.
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Table 16 - The univariable analysis of the main three indexes: IS, RBC, RF. Percentage of studied individuals with the results above

the median for Independence score and Risk of breakdown in care and the percentage of those with increased risk of fall

Independence Risk of breakdown Risk of falls | p-value
Analyzed parameter score n=500 in care n=328
n= 485

Gender Males 230 (52.4%) | p=0.1813 | 203 (46.2%) | p=0.2263 | 142 (32.3%) | p=0.8388
Females 270 (48.0%) 282 (50.2%) 186 (33.1%)

Age (years) 65-74 389 (48.4%) | p=0.0001| 368 (45.8%) | p=0.0006 | 256 (31.8%) | p=0.2357
75+ 145 (73.6%) 117 (59.4%) 72 (36.5%)

Residence area Rural 22 (52.4%) | p=0.7556 17 (40.5%) p=0.3447 | 20 (47.6%) | p=0.0003
Urban 478 (49.8%) 468 (48.8%) 308 (32.1%)

Marital status Single 182 (54.3%) | p=0.0699 | 186 (55.5%) | p=0.0016 | 137 (40.9%) | p=0.0001
Married 318 (47.7%) 299 (44.9%) 191 (28.7%)

Alone (1) 108 (53.7%) | p=0.2429 | 108 (53.7%) | p=0.0246 | 91 (45.3%) | p<0.0001
Living arrangements With spouse (1) 153 (46.5%) 140 (42.5%) 105 (32.0%)
With extended family (I11) 239 (50.8%) 236 (50.2%) 132 (28.1%)

Primary 173 (60.0%) | p<0.0001 | 158 (54.7%) | p=0.0421 | 130 (45.0%) | p<0.0001
Education Secondary 191 (49.1%) 180 (46.3%) 106 (27.2%)
Higher education 136 (42.1%) 147 (45.5%) 92 (28.5%)

o Not enough to make ends meet | 188 (51.4%) | P=0.5120 | 191 (52.20) | p=0.0765 | 148 (40.4%) |P=0.0001

Financial situation

At least enough to make ends meet| 312 (49.1%) 294 (46.3%) 180 (28.3%)

Are you a carer for Yes 153 (50.5%) | p=0.8367 145 (47.8%) p=0.8365 | 117 (36.6%) | p=0.0022
someone? No 347 (49.7%) 340 (48.7%) 211 (30.2%)

Does a family Yes 184 (53.2%) | p=0.1440 | 170 (49.1%) | P=0.7903 | 126 (36.4%) | p=0.0770

member/friend provide care

for you? No 316 (48.2%) 315 (48.1%) 202 (30.8%)

Language Kazak 262 (49.0%) | p=0.5266 | 246 (46.0%) | p=0.0995 | 184 (34.4%) | p=0.2516
Russian 238 (51.1%) 239 (51.3%) 144 (30.9%)

Geographic area Western Kazakhstan 178 (44.4%) | p=0.0045 | 207 (51.6%) | p=0.1069 | 138 (34.4%) | p=0.3724
Southern Kazakhstan 322 (53.6%) 278 (46.3%) 190 (31.7%)

Note — p-values indicating significance highlighted in bold
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3.3.5.1 Univariable analysis of Independence score

A significant association was observed between age group and independence,
with participants aged >75 years more likely to have an Independence Score above the
median compared to those aged 65-74 (73.6% vs. 48.4%, p = 0.0001). Similarly,
education level was strongly associated with independence (p < 0.0001); individuals
with only primary education were more likely to score higher on the independence
scale than those with higher education. Geographic region also showed a significant
relationship, where participants from the southern region had higher independence
scores compared to those from the western region (p = 0.0045). No statistically
significant differences were found with respect to gender, residence (urban vs. rural),
marital status, living arrangement, financial status, caregiver status, or language
spoken.

3.3.5.2 Univariable analysis of Risk of breakdown in care

Older age (=75 years) was also significantly associated with increased risk of
breakdown in care (p = 0.0006). Single participants showed a higher proportion of care
breakdown risk compared to married individuals (55.5% vs. 44.9%, p = 0.0016).
Living arrangement was significantly related to care breakdown (p = 0.0246), with
those living alone or in extended families being more likely to report elevated risk
compared to those living with a spouse. Educational level was again significant (p=
0.0421), with the highest risk among participants with only primary education. No
significant differences were observed by gender, place of residence, or language.

3.3.5.3 Univariable analysis of Risk of falls

Several factors were significantly associated with increased fall risk. Living in
rural areas was linked to higher fall risk than urban living (47.6% vs. 32.1%, P =
0.0003). Single individuals had a significantly greater likelihood of being at risk of
falling compared to married ones (40.9% vs. 28.7%, p = 0.0001). Living arrangement
was also strongly associated (P < 0.0001), with the highest risk observed among those
living alone (45.3%), followed by those living with a spouse (32.0%) and those in
extended family settings (28.1%). Participants with primary education reported
markedly higher fall risk than those with secondary or higher education (p < 0.0001).
In terms of financial status, those reporting insufficient financial resources had a
significantly higher fall risk (p = 0.0001). Finally, those who reported caring for others
were also more likely to be at increased risk of falling (p = 0.0022). No significant
associations were found for age group or gender.

In summary, all variables that demonstrated statistically significant associations
with the three key indices—Independence score, Risk of breakdown in care, and Risk
of falls—during the bivariate analysis were selected for inclusion in the subsequent
multivariable logistic regression models. The rationale for conducting multivariable
logistic regression was to identify independent predictors of each outcome while
adjusting for potential confounding factors. This analytical approach allows for a more
robust understanding of which socio-demographic and health-related variables most
strongly and independently influence the likelihood of functional decline, care
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dependency, or fall risk among older adults. By controlling for overlapping effects
between variables, the regression analysis provides greater clarity and precision in
identifying key determinants relevant for targeted interventions and policy planning.

3.3.6 Results of multivariable analysis

3.3.6.1 Multivariable analysis of Independence score

The multivariable analysis for the Independence Score included variables that
demonstrated significant or near-significant associations in the bivariate analysis.
Specifically, age group, education level, and geographic region were included as key
predictors, given their statistically significant relationships with independence. Other
parameters such as gender, place of residence (urban vs. rural), marital status, living
arrangement, financial status, caregiver status, and language spoken were not included
in the final model, as they did not show significant associations in the univariate
analysis.

The analysis revealed several important associations between sociodemographic
factors and reduced independence in older adults. Older age was significantly
associated with higher odds of diminished functional independence. Specifically, with
each increase in age category, the odds of having a worse independence score rose by
40%, indicating a clear negative impact of aging on autonomy. Marital status
demonstrated a trend toward significance, suggesting that being unmarried may be
linked to greater dependence, although this did not reach statistical significance at the
conventional p < 0.05 threshold. Educational level also emerged as a strong predictor:
individuals with only primary education were 52% more likely to exhibit reduced
independence compared to those with secondary education. The association was even
more pronounced when comparing individuals with primary versus higher education,
with the odds of reduced independence increasing by 89%. These results are detailed
in Table 17. This is highly significant and supports the role of education in maintaining
functional ability in older age. Geographic location is significantly associated with
independence. Older adults in certain regions (likely rural or underserved) have a 58%
higher chance of reduced independence compared to others, suggesting regional
disparities in aging-related support and resources. Graphical illustration of the
statistically significant determinants of the Independence score in this multivariable
analysis is given in Figure 15.

Table 17 - Multivariable analysis of determinants for Independence score; odds ratios
(OR) and 95% confidence intervals are presented.

Variable OR 95% ClI p-value

Age 1,40 1.01to0 1,94 0.046

Marital status 1,31 0,99t0 1,74 0.059

Education: primary vs. secondary 1.52 1,11 to 2,07 0.009

Education: primary vs. high education 1.89 1,36 to 2,62 0.000

Geographic area: West and South 1,58 1,20 to 2,07 0.001
Note — p-values indicating significance highlighted in bold
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Figure 15 - Graphical illustration of the statistically significant determinants of the
Independence score (from the multivariable analysis): each point shows the OR with
95% ClI, p-values are annotated for clear interpretation. A vertical dashed line at OR

= 1 helps show neutrality (no effect)

3.3.6.2 Multivariable analysis of Risk of breakdown in care

Variables included in the multivariable analysis for Risk of breakdown in care
were selected based on their significance in the univariable analysis. Specifically, age
group, marital status, living arrangement, and education level were included as
independent variables due to their statistically significant associations with care
breakdown risk. In contrast, gender, place of residence, and language spoken were
excluded from the model as they did not demonstrate significant associations in the

initial analysis.

Table 18 - Multivariable analysis of determinants for Risk of Breakdown in care. Odds
ratios (OR) and 95% confidence intervals are presented.

Variable OR 95% ClI p- value
Age 157 |[1,14t02,18 | 0,007
Marital status 0.74 ]052t01.04 | 0,084
Living arrangements: Alone vs. 0,95 0,60to 1,51 | 0,826
With spouse

Living arrangements: Alone vs. 1,16 0,77t01,73 | 0,483
With extended family

Education: Primary vs. Secondary 1,36 0,99t01,87 | 0,062
Education: Primary vs. 135 |097t01,87 |0,076
Higher education

Financial situation: 1,26 0.96t0 1,64 |0.90
Language 1.23 1095t01.59 |0,110

Note — p-values indicating significance highlighted in bold
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Figure 16 - Graphical illustration of the statistically significant determinants of the

Risk of Breakdown in Care (from the multivariable analysis): each point shows the

OR with 95% CI, p-values are annotated for clear interpretation. A vertical dashed
line at OR = 1 helps show neutrality (no effect)

In the analysis of factors associated with the risk of breakdown in care, age
emerged as a statistically significant predictor (figure 16). Older individuals
demonstrated a higher likelihood of experiencing a breakdown in care, with an odds
ratio (OR) of 1.57 (95% Cl: 1.14-2.18, p = 0.007). This finding suggests that increasing
age is independently associated with greater vulnerability in maintaining adequate care.
Other variables, including marital status, education level, financial situation, living
arrangements, and language, did not reach statistical significance. However, marital
status (OR = 0.74, 95% CI. 0.52-1.04, p = 0.084) and educational attainment—
specifically primary versus secondary education (OR = 1.36, 95% CI: 0.99-1.87, p =
0.062) and primary versus higher education (OR = 1.35, 95% CI: 0.97-1.87, p =
0.076)—showed trends suggestive of potential associations that may warrant further
investigation. Variables such as living arrangements, financial situation, and language
were not significantly associated with breakdown in care, indicating that their role in
influencing care continuity may be limited in this population.

3.3.6.3 Multivariable analysis of Risk of falls

For the multivariable analysis of Risk of falls, variables were selected based on
statistically significant associations identified in the univariable analysis. The
following factors were included: place of residence (urban vs. rural), marital status,
living arrangement, education level, financial status, and caregiver status. These
variables demonstrated significant relationships with fall risk and were thus
incorporated into the regression model to assess their independent effects. In contrast,
age group and gender were excluded from the final model, as no significant
associations with fall risk were observed in the univariate analysis.

Table 19 - Multivariable analysis of determinants for Risk of Falls. Odds ratios (OR)
and 95% confidence intervals are presented

Variable OR 95% ClI p-value
1 2 3 4

Residence area 0,76 0,39t01,48 0,414

Marital status 1,54 1,07 to 2,23 0,021
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Continuation of table 19

1 2 3 4
Living arrangements: Alone vs. 1,02 0,62t0 1,67 |0,951
With spouse
Living arrangements: Alone vs. 1,37 0.89t02.10 |[0.155
With extended family
Education: Primary vs. Secondary 1.83 1,31t0 2,56 | 0,000
Education: Primary vs. 1.75 1.24t02.48 | 0.002
Higher education
Financial situation 1,58 1,19t02,11 | 0,001
Are you a carer for someone? 1,26 091to1,11 |0.170
Does a family member/friend provide care for you? 1,24 0,90t0 1,70 |0,184
Note - p-values indicating significance highlighted in bold
Marital status - ; e
Education: | i OR=1.83
Primary vs. Secondary ! F=iho0
Education: | i OR=1.75
Primary vs. Higher ! P=0.002
Financial situation [ i ;’Eo_ég’f
1,60 1,|25 1|50 1,|75 2,60 2)25 2 50 2,|75

Odds Ratio (OR)

Figure 17 - Graphical illustration of the statistically significant determinants of the

Risk of Falls (from the multivariable analysis): each point shows the OR with 95%

Cl, p-values are annotated for clear interpretation. A vertical dashed line at OR =1
helps show neutrality (no effect)

The analysis of risk factors for falls among older individuals revealed that certain
socio-demographic characteristics significantly influence fall vulnerability. Marital
status was associated with an elevated risk, whereby individuals who were unmarried
had a higher likelihood of falls compared to their married counterparts (OR = 1.54,
95% CI: 1.07-2.23, p = 0.021). Educational attainment demonstrated a particularly
strong association with fall risk: individuals with only primary education were
significantly more likely to experience falls than those with secondary education (OR
=1.83,95% CI: 1.31-2.56, p < 0.001) or higher education (OR = 1.75, 95% ClI: 1.24—
2.48, p = 0.002). Furthermore, financial difficulties were significantly correlated with
increased fall risk (OR = 1.58, 95% CI: 1.19-2.11, p = 0.001), underscoring the
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importance of socioeconomic stability in mitigating fall-related incidents. Other
factors—including area of residence, living arrangements, caregiving responsibilities,
and the receipt of informal care—did not exhibit statistically significant associations
with the risk of falls. These findings suggest that marital status, educational
background, and financial situation are key determinants of fall risk and should be
considered in the development of targeted fall prevention strategies within aging

populations.
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4 DISSCUSSION

4.1 Cross-cultural validation and psychometric properties

This dissertation study analyzed the care needs of older adults in Kazakhstan. This
is the first PhD disseratation that assesses the needs of the senior generations using
ECQ in the whole of Central Asia. All countries in this region have a similar history —

they gained independence from the Soviet Union at the end of the 20th century and
then undertook substantial health system reforms [138]. They also share a crucial role
of adherence to traditional lifestyles and strong family bonds, and their populations are
relatively young [138,p. 26]. Therefore, similarities in needs and ways of their
satisfaction can be expected. Due to the fact that there are no Kazakh and Russion
versions of ECQ, we translated the English ECQ to Kazakh and Russion languages and
validated the resulting tool. We have shown that the Kazakh and Russian versions of
ECQ have good to excellent psychometric properties and, therefore, can be used to
assess the needs of older people in Kazakhstan and beyond. The validation of the
EASY Care Standard 2010 in both Kazakh and Russian languages demonstrated strong
psychometric properties in each version, reinforcing the tool’s robustness across
different linguistic and cultural contexts within Kazakhstan. Both versions showed
high internal consistency (Cronbach’s alpha = 0.83 for Kazakh; 0.85 for Russian) and
nearly perfect test-retest agreement across domains, with Cohen’s kappa coefficients
ranging from 0.81 to 0.95 and from 0.89 to 0.99, respectively.

Despite this overall similarity in reliability and construct validity, a few notable
differences emerged. Kazakh-speaking participants reported significantly higher needs
in the domain of “Staying healthy” (mean 2.7 vs. 2.4, p=0.0012), potentially reflecting
disparities in access to health services or differences in preventive health behaviors.
Furthermore, financial hardship was more prevalent among Kazakh speakers, with
40.9% reporting insufficient resources compared to 31.5% among Russian speakers.
Conversely, Russian-speaking respondents more frequently lived in extended family
settings (51.3% vs. 43.2%), which may confer additional informal caregiving support.

Several studies conducted in different countries have similarly evaluated the
psychometric performance of translated versions of the EASYCare questionnaire to
determine its cross-cultural applicability. For instance, a validation study carried out in
Portugal demonstrated satisfactory reliability and construct validity of the Portuguese
version of EASYCare among community-dwelling older adults, with high internal
consistency and user acceptability [14,p. 23]. Similarly, in other studies the translated
version of EASY Care was adapted and validated among older populations, confirming
its feasibility and relevance in a non-Western cultural context [117,p. 21]. These results
are largely consistent with our findings, where the Kazakh and Russian versions of the
ECQ displayed good to excellent psychometric properties across multiple domains.

Nonetheless, some differences should be noted. In the Portuguese study, the tool
was primarily used in urban populations with relatively high literacy and access to
healthcare services. In contrast, our sample in Kazakhstan encompassed a broader
spectrum, including rural populations with varying degrees of access to care and
education [139]. This broader demographic base may reflect a more nuanced picture
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of care needs and may explain some variability in item-level responses, particularly in
domains related to mobility, access to services, and environmental safety. Furthermore,
unlike countries where geriatric care is more institutionalized, older adults in
Kazakhstan often remain in intergenerational households where family members serve
as informal caregivers—an element that influences both perceived and unmet needs.

Cultural adaptation also played a critical role in our validation process. Direct
translation alone was insufficient; several items required careful cultural
reinterpretation to preserve meaning. For example, items pertaining to autonomy or
care preferences needed contextual adjustment to align with norms of filial
responsibility and collective decision-making that are common in Kazakh and Russian-
speaking families. This adaptation process echoes similar findings in international
validations, where cultural congruence was found to be essential for maintaining
conceptual validity [117,p. 21].

Notably, the Polish study [111,p. 20]assessed the feasibility of using self-
assessment versions of the EASY Care questionnaire, concluding that results obtained
through self-reporting were comparable to those of professional assessments. This
emphasizes the tool’s potential for use not only in clinical settings but also in
empowering older adults to self-identify needs and risks—an especially relevant
feature in Kazakhstan, where health system accessibility varies by region.

The Turkish version of EASY Care, validated for use among elderly populations

in urban outpatient settings, reported similar findings of multidimensional reliability
[115,p. 2]. However, unlike the Kazakh sample, which included a significant portion
of older adults from rural and intergenerational households, the Turkish cohort was
predominantly urban. This demographic difference may account for the greater
variability in scores observed in the Kazakh sample, particularly regarding functional
independence and risk of falls.
The Kazakh and Russian versions of the questionnaire were tailored beyond mere
translation; cultural adaptation was integral. Certain items required contextual
adjustment to align with local family dynamics and caregiving expectations. For
instance, the concept of "autonomy" in Western literature often aligns with individual
decision-making, whereas in Kazakhstan, health and care decisions are more
commonly made collectively within the family. This nuance was critical in preserving
the conceptual integrity of the tool and reflects broader findings from Portugal and
Turkey, where cultural congruence was essential for maintaining validity.

Moreover, findings from Kosovo and our study data in terms of gender-based
discrepancies in functional independence [114,p. 21]. Both studies noted that women,
despite having longer life expectancy, showed lower levels of functional independence.
This pattern may stem from gendered differences in chronic disease prevalence,
healthcare access, and caregiving burdens.

Overall, the consistency of our findings with international validation efforts
suggests that the EASYCare questionnaire is a robust and flexible tool suitable for
adaptation across diverse linguistic and cultural settings. Our study adds to the growing
body of evidence supporting the cross-national utility of ECQ and fills an important
regional gap by providing validated tools in Kazakh and Russian—languages spoken
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not only in Kazakhstan but also across large parts of Central Asia and the post-Soviet
region. These translated versions can therefore facilitate broader application of person-
centered assessments for older adults and support the development of culturally
appropriate care planning and policy interventions.

In conclusion, the Kazakh validation and implementation of the EASYCare
Standard 2010 not only confirms the instrument's psychometric strength but also
contributes significantly to the growing body of evidence supporting its global
applicability. By extending its use to underrepresented regions, including those with
complex sociocultural structures and limited healthcare access, Kazakhstan’s
experience provides a valuable template for future regional adaptations, particularly in
Central Asia and other post-Soviet states.

4.2 Summary of key findings

This research revealed a clear gender disparity in the demographic and social
characteristics of older adults in Kazakhstan. Among individuals aged 75 years and
older, women notably outnumbered men, largely due to higher life expectancy. As a
result, women were more likely to be widowed. In contrast, men were more often
married and lived with their spouses. These gendered patterns mirror global trends.
According to the WHO and UN data, women consistently live longer than men,
resulting in a greater share of widowed and single older women globally, especially in
the oldest-old age group (80+) [140]. This pattern is clearly evident in Kazakhstan as
well, reinforcing the need for gender-sensitive policy responses.

Research also shows that cultural norms influence living arrangements among
older adults. In many Central Asian societies, including Kazakhstan, it is common for
older women to live with adult children, while men more often remain with their
spouses if alive. Similar findings are observed in studies across Asia and Eastern
Europe, where gender norms and widowhood status shape co-residence patterns [141].

The disparity in educational attainment and financial stability between older men
and women is a reflection of broader structural inequalities. Historical barriers to
education and workforce participation have left many older women with limited
pensions and savings [142]. For instance, a World Bank report highlights that in
Kazakhstan, women often carry the double burden of unpaid domestic work and
official employment, and the average woman earns only 67.8% of what the average
man does. This wage gap contributes to lower lifetime earnings and, consequently,
reduced financial security in old age [143]. Moreover, the United Nations Population
Fund notes that gender inequalities affect women's access to education and
employment throughout their lives, leading to cumulative disadvantages that persist
into old age. These disparities underscore the need for policies that promote gender
equality in education and the labor market to ensure financial stability for women as
they age [144].

Finally, older adults are both caregivers and care recipients reflects a complex
dynamic that has been explored in gerontological literature. Studies from Europe and
North America show that while older individuals, especially women, often provide
informal care for spouses or grandchildren, they themselves may struggle with chronic
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diseases and mobility limitations that necessitate external support [145]. This duality
requires integrated services that can respond to both sets of needs.

In terms of living arrangements, women more frequently lived in extended family
households, while men tended to reside in nuclear families or with their spouse.
Educational and financial profiles also varied: men had higher education levels and
were slightly more financially secure, reflecting historical inequalities in access to
education and economic opportunity. Despite these differences, both genders were
involved in caregiving. Importantly, a considerable proportion of respondents—
regardless of gender—also required care, pointing to the dual burden faced by older
adults in caregiving and care-receiving roles.

It was found that men consistently report significantly higher needs in all areas:
the biggest gaps between men and women appear in Area 2 (Looking after yourself)
ands Area 6 (Mental health and well-being). Similarly, to our research findings some
research indicates that older men may experience more severe depression when they
become dependent on others, suggesting higher self-care needs [146]. These findings
stand in contrast to those of a systematic review, which reported that older women are
more frequently diagnosed with depression than their male counterparts [147].
However, other studies suggest that older men may report greater health needs later in
life, potentially due to the lifelong underreporting of mental health issues influenced
by societal stigma, leading to underdiagnosis [148,149].

Women in our study report the lowest levels of needs across all areas. This might
be because of several reasons. Older women may have internalized lifelong roles as
caregivers and nurturers, which may lead them to downplay or normalize their own
needs. They might see expressing need as a sign of weakness or burdening others—
especially in cultures where stoicism and self-sacrifice are valued. Some studies have
shown that older women often prioritize the needs of others over their own, even when
facing significant limitations [144,p. 21]. Moreover, women generally live longer and
are more accustomed to managing alone, especially as widows. They may have
developed stronger coping mechanisms and adapt more easily to physical limitations
or loneliness. Some research indicates that older women often have stronger social
networks and emotional resilience, which can mitigate their perception of
“need”[144,p. 21]. Interestingly, while women use healthcare services more frequently
than men, they may rate their health needs lower due to familiarity with managing
chronic conditions [148,p. 6]. Also, the UNFPA survey conducted in 2020 in
Kazakhstan, based on a comparative analysis of two surveys (2008 and 2020) showed
that women were more likely than men to seek medical care, while men more
frequently reported rarely or never consulting healthcare providers [100,p. 36]. This
gender disparity highlights the need for targeted strategies to encourage healthcare
engagement among older men, who may be at increased risk of delayed diagnosis and
untreated conditions due to lower utilization rates. Meanwhile, men may perceive even
minor limitations as serious, leading to higher self-reported needs. Gender norms
influence not only the willingness to seek help but also how individuals assess and
report their own needs [147,p. 36].
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A study from South Korea by Kim et al. (2018) offers relevant parallels to our
findings. Conducted among older adults in urban regions, the study highlighted that
17.4% of participants reported unmet healthcare needs, with the most commonly cited
barrier being economic difficulty [150]. Notably, depression was a significant predictor
of unmet needs, with individuals experiencing depressive symptoms being 1.45 times
more likely to face challenges accessing appropriate care. These results reflect a
broader trend of emotional isolation and under-addressed mental health concerns
among older populations in rapidly modernizing societies, even in contexts with high
literacy rates and medical infrastructure.

The current study offers new insights into the medical and social needs of older
adults in Kazakhstan by using the EASYCare Standard 2010 questionnaire, with
validated Kazakh and Russian language versions. The results confirm that elderly
individuals in Kazakhstan exhibit significant needs in areas related to self-care
(49.1%), maintaining physical health (53.0%), mental well-being (48.0%), and
mobility (45.0%). This profile aligns broadly with international findings, though
specific patterns of need differ depending on cultural, economic, and health system
contexts. A study from Portugal found that the most pronounced needs among
community-dwelling older adults were also in domains related to health maintenance
and psychological well-being [14,p. 3]. The Portuguese study highlighted a need
prevalence rate of 46.9% in “mental health and social interaction” and 44.2% in
“mobility,” closely resembling the Kazakh figures. However, the Portuguese cohort
exhibited slightly lower risk of breakdown in care, likely due to more developed
homecare services and greater access to healthcare resources, as the study was carried
out in an urbanized context with universal healthcare access. A similar trend was
reported in Poland where 44.8% of elderly participants demonstrated functional
limitations in self-care or mobility, and about one-third required regular support for
maintaining independence [111,p. 9]. Compared to Kazakhstan, Polish respondents
were slightly younger on average and had higher rates of health insurance and
professional home assistance, which likely reduced unmet needs in safety and housing
domains.

In contrast, a validation study from Turkey revealed that needs in mobility and
seeing/hearing were more pronounced (reported by 55-60% of participants),
suggesting environmental and systemic barriers such as poor public infrastructure and
limited geriatric services. This contrasts with Kazakhstan, where the greatest needs
were more evenly spread across domains, though mobility and communication still
affected over 30% of respondents [115,p. 10].

Notably, one unique finding in our Kazakhstani sample is the marked gender
disparity in dependency, where older women demonstrated slightly higher risk of
functional dependence and care breakdown. This result parallels observations from a
Kosovo study, where women had significantly lower Barthel and IADL

The overall analysis of the three composite indexes—Independence Score, Risk
of Breakdown in Care, and Risk of Falls —provides a comprehensive picture of the
functional status and care-related vulnerabilities among older adults in Kazakhstan.
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These indexes, derived from the EASY Care Standard 2010 questionnaire, are critical
for identifying both resilience and unmet needs within this population.

The mean Independence Score in our sample was 11.3+13.1, indicating
relatively preserved self-care capacity among the majority of older adults, although
substantial heterogeneity was present. While many older adults maintain satisfactory
levels of independence, a significant proportion exhibit high dependency levels and
may require continuous support. These findings are consistent with global research
emphasizing the importance of individualized care pathways for aging populations
[144,p. 10]. The results of IS of the participants of our studyaligns closely with findings
from a Portuguese community-based validation where the average Independence Score
was also low, indicating preserved autonomy in daily activities among older adults
aged 65+ [14,p. 1].

The Risk of Breakdown in Care in our study averaged 2.9 + 2.3, suggesting a
moderate probability of care disruption or the need for hospital-level interventions.
This finding is consistent with international data, where similar thresholds have been
used to identify older adults at risk for care escalation [151]. In their Dutch cohort study
(n=308), van Leeuwen reported a mean care breakdown score of 3.1, with higher
scores correlating with unplanned hospital admissions within six months [151,p. 8].
Our multivariable analysis identified age and low educational attainment as statistically
significant predictors, echoing findings from UK-based primary care studies where
social vulnerability and cognitive decline predicted breakdown risks more accurately
than age alone [152,153].

In our study, the Risk of Falls was measured with a mean score of 1.9+ 1.7, which
falls below the established high-risk threshold of 3 in the EASYCare framework.
However, nearly one-third of respondents met or exceeded this critical threshold,
underscoring the need for targeted fall-prevention strategies, especially among
vulnerable subgroups. These results are in line with international literature, which
suggests that falls among older adults are common, multifactorial in origin, and often
under-recognized until adverse events occur.

Recent findings from Spain similarly highlight the widespread nature of fall risk
in institutionalized older populations. A retrospective cohort study found that over 45%
of long-term care residents experienced falls annually, with key risk factors including
frailty, cognitive impairment, and environmental hazards [154]. These risk patterns
parallel our own findings, where fall vulnerability was significantly associated with
lower educational levels, unmarried status, and limited financial resources—
highlighting the need to consider not only medical but also social determinants of
health when designing fall-prevention programs.

Broader European data further support this interpretation. A study involving 22
countries reported that Western Europe has among the highest incidence and burden of
fall-related injuries, emphasizing the necessity of early intervention and
multidimensional risk assessments [155]. Similarly, a meta-analysis published in 2022
estimated the global fall prevalence among older adults to be 26.5%, and demonstrated
that socioeconomic status, functional limitations, and home environment all
significantly contribute to fall risk [156].
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Taken together, our findings reinforce that fall risk in older adults is not solely a
function of physical decline, but a complex outcome shaped by psychosocial,
demographic, and environmental factors. Integrating fall risk assessment into routine
geriatric evaluations—particularly using tools like EASY Care—can aid in identifying
high-risk individuals and tailoring interventions that are culturally and contextually
appropriate for the Kazakhstani aging population.

These findings reaffirm the utility of the EASY Care indices not only as clinical
markers of frailty and need, but also as reflective indicators of structural and
socioeconomic determinants of health. The convergence of our results with those from
European and Asian populations supports the tool’s robustness across diverse settings.
Yet, the unique sociocultural landscape of Kazakhstan—including the prominence of
extended family households and lower institutional care use—demands context-
specific interpretation.

The findings of this study gain greater depth and relevance when viewed through
the lens of globally recognized theoretical frameworks on ageing, particularly the
WHO’s Theory of Active Ageing and the Functional Ability Framework. The Theory
of Active Ageing, introduced by the World Health Organization, emphasizes the
process of optimizing opportunities for health, participation, and security in order to
enhance quality of life as people age. This concept underlines the importance of
promoting autonomy, maintaining independence, and enabling older adults to remain
active contributors to society, even in the presence of chronic diseases or disabilities.
The results of this research—which identified high levels of unmet medical and social
needs among older adults in Kazakhstan, especially in domains such as self-care,
mobility, and psychosocial support—nhighlight the urgent need to align national health
policies with the principles of active ageing.

Closely related to this is the Functional Ability Framework, a key pillar of WHO’s
Global Strategy and Action Plan on Ageing and Health. Functional ability is defined
as the combination of an individual's intrinsic capacity and the environmental
characteristics that enable them to do what they value. In this study, the use of the
EASYCare Standard 2010 provided a structured means of assessing functional
limitations in areas such as physical health, mental well-being, and environmental
safety. The prevalence of functional dependence and fall risk observed in the
population sample suggests that current care models may insufficiently address these
broader dimensions of well-being.

Therefore, the integration of these frameworks reinforces the importance of
transitioning from a disease-centered model to a function-centered and person-centered
approach to ageing. Interventions should go beyond clinical management to include
community-based prevention, environmental modifications, caregiver education, and
programs that promote social participation and self-care skills among older adults.

These theoretical underpinnings offer strong justification for the implementation
of comprehensive geriatric assessment tools, such as EASY Care, within Kazakhstan’s
primary healthcare system. They also support the development of public health
strategies aimed at maintaining functional ability, delaying dependency, and fostering
healthy and active ageing across the life course.

92



Independence score

Our analysis of multivariable regression indicates that older age is significantly
associated with higher odds of reduced independence. Specifically, for each increase
in age category, the odds of experiencing diminished functional independence increase
by 40%. This aligns with existing literature demonstrating that advancing age is a
critical factor in declining functional autonomy among older adults. For instance, a
systematic review found that older adults exhibited a mean physical independence
score of 20.07 out of 24, suggesting that while many maintain a degree of
independence, there is a notable decline associated with aging [157].

Marital status exhibited a trend toward significance, suggesting that being
unmarried might be associated with reduced independence, although this relationship
did not reach statistical significance at the p < 0.05 level. This observation is supported
by studies indicating that married older adults often experience better health outcomes
and slower cognitive decline compared to their unmarried counterparts, potentially due
to spousal support and increased social engagement [158]. Moreover, educational
attainment emerged as a significant predictor of functional independence. Individuals
with only primary education were 52% more likely to have reduced independence
compared to those with secondary education. The disparity was even more pronounced
when comparing individuals with primary education to those with higher education,
with an 89% higher likelihood of reduced independence. These findings underscore
the protective effect of higher educational attainment on maintaining functional ability
in older age. This is consistent with research demonstrating that higher levels of
education are associated with better cognitive functioning and greater independence in
activities of daily living [159].

Geographic location also significantly influenced independence. Older adults
residing in certain regions, likely rural or underserved areas, had a 58% higher chance
of reduced independence compared to others. This suggests regional disparities in
aging-related support and resources, which may impact functional autonomy. Studies
have highlighted that geographic disparities can affect access to healthcare and
community services, thereby influencing the independence of older adults [160].

Risk of breakdown in care

In assessing factors associated with the risk of breakdown in care, age emerged
as a statistically significant predictor. Older individuals demonstrated a higher
likelihood of experiencing a breakdown in care, with an odds ratio (OR) of 1.57 (95%
Cl: 1.14-2.18, p = 0.007). This finding suggests that increasing age is independently
associated with greater vulnerability in maintaining adequate care. This is in line with
studies indicating that advanced age increases the demand for support services due to
declining health and functional abilities [161].

Risk of falls

The analysis of risk factors for falls among older individuals revealed that certain
socio-demographic characteristics significantly influence fall vulnerability. Marital
status was associated with an elevated risk, whereby individuals who were unmarried
had a higher likelihood of falls compared to their married counterparts (OR = 1.54,
95% CI: 1.07-2.23, p = 0.021). This finding is consistent with research suggesting that
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married individuals may benefit from spousal support, which can contribute to better
health outcomes and reduced fall risk [162]. Also, a population-based study conducted
in Brazil found that widowed individuals had nearly twice the risk of experiencing falls
compared to their married counterparts, even after adjusting for age and sex [163]. The
authors suggest that mutual care and support between partners may contribute to a
lower occurrence of falls among those living with a spouse. Moreover, a review from
New Zeland stated that living alone is associated with a higher risk and frequency of
falls [164].

The analysis demonstrated that marital status significantly influences fall risk
among older adults, with unmarried individuals facing a higher likelihood of falls
compared to their married counterparts—a finding supported by studies from Brazil
and New Zealand, which highlight the protective role of spousal support and the
increased risk associated with living alone. Together, these findings emphasize the
importance of social and familial support networks in mitigating fall vulnerability in
aging populations.

Apart from that, educational attainment demonstrated a particularly strong
association with fall risk: individuals with only primary education were significantly
more likely to experience falls than those with secondary education (OR = 1.83, 95%
Cl: 1.31-2.56, p < 0.001) or higher education (OR = 1.75, 95% CI: 1.24-2.48, p =
0.002). This aligns with studies indicating that lower educational levels are associated
with higher fall risk, potentially due to reduced health literacy and awareness of fall
prevention strategies [165].

Furthermore, financial difficulties were significantly correlated with increased
fall risk (OR = 1.58, 95% CI: 1.19-2.11, p = 0.001), underscoring the importance of
socioeconomic stability in mitigating fall-related incidents. Economic constraints may
limit access to resources such as home modifications, assistive devices, and healthcare
services, thereby increasing fall risk. A study identified a significant relationship
between financial status and fall frequency [166]. Older adults with poorer financial
situations experienced falls more frequently. The authors concluded that financial
constraints contribute to increased fall risk, emphasizing the need for targeted fall
prevention programs among vulnerable populations [167]. Also, similarly to our
findings, another study found that lower income and wealth were associated with a
higher risk of falling among older adults [168]. It highlighted that elderly individuals
in poverty are exposed to more environmental hazards and have lower accessibility to
healthcare services, leading to increased fall risks. Several other studies have also
identified financial status as a contributing factor to fall risk among older adults[169—
170]. A review of the literature revealed that the risk of falls among older adults is
significantly associated with several psychological factors [164,p. 10]. Fear of falling
has been identified as a major contributor, as it can lead to reduced mobility, decreased
confidence, and subsequent physical decline. Additionally, depression is closely linked
to an increased risk of falls through its impact on cognitive function, balance, and
overall physical health [164,p. 10]. Loneliness and social isolation—particularly
among individuals living alone—also emerged as important risk factors, as they are
associated with reduced physical activity, limited access to assistance, and poorer
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mental well-being, all of which heighten fall vulnerability. Recent conceptual analyses
emphasize that the perception of fall risk plays a crucial role in determining fall
vulnerability among older adults. According to a study, fall risk perception is a
dynamic, multifaceted process involving not only cognitive assessments of fall
probability but also complex emotional responses such as fear, anxiety, and feelings of
diminished autonomy [171]. Many older individuals either underestimate or
overestimate their actual risk, leading respectively to increased engagement in
hazardous activities or unnecessary restrictions in daily life. Moreover, psychological
antecedents such as the strong desire to maintain independence and the need for social
dignity significantly shape how older adults perceive and manage their fall risk [171,p.
3]. Failure to accurately perceive fall risk may result in behaviors that either amplify
exposure to fall hazards or diminish quality of life due to excessive self-limitation.
Therefore, assessing and addressing fall risk perception is a vital component in the
design of personalized, effective fall-prevention strategies.

Other factors—including area of residence, living arrangements, caregiving
responsibilities, and the receipt of informal care—did not exhibit statistically
significant associations with the risk of falls. These findings suggest that marital status,
educational background, and financial situation are key determinants of fall risk and
should be considered in the development of targeted fall prevention strategies within
aging populations.

To conclude, this study is the first in Central Asia to assess the care needs of older
adults using the EASY Care Standard 2010, adapted into Kazakh and Russian. The
translated versions demonstrated strong reliability and validity, confirming the tool's
suitability for culturally diverse settings.

Key findings revealed significant differences by language, gender, region, and
age. Kazakh-speaking and rural participants reported more unmet needs, particularly
in health maintenance and financial security, while Russian speakers were more often
supported by extended families. Women, despite living longer, were more financially
vulnerable and less independent, while men reported higher levels of need across
several domains—possibly due to differences in health perception and social norms.

Multivariable analysis showed that age, education, marital status, region, and
financial difficulties were key predictors of reduced independence, care breakdown,
and fall risk. These results emphasize that socioeconomic and psychosocial factors
such as poverty and living alone—are as important as medical conditions in shaping
vulnerability among older adults.

4.3 International models of EASY Care implementation and implications for
Kazakhstan

The EASYCare assessment tool has been developed and implemented in the
United Kingdom, including within services associated with the National Health Service
(NHS), particularly in primary and community care settings. It serves as a
comprehensive geriatric assessment (CGA) instrument designed to evaluate the
physical, mental, and social functioning, as well as the unmet health and social needs
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of older individuals. The tool has been utilized as a frailty assessment measure and for
collecting population-level data [113].

In the UK, EASY Care has been incorporated into various NHS initiatives aimed
at enhancing care for older adults. For instance, in South Warwickshire, a model was
implemented where general practitioners invited patients aged 75 and over to complete
an EASY Care assessment with assistance from trained coordinators and volunteers,
The results were then used to direct patients to additional services, advice, and support,
often addressing issues such as loneliness through referrals to voluntary services like
Age UK befriending support [172].

The British Geriatrics Society has also recognized the importance of frailty
assessment in the community and has developed resources to support primary care
teams across the UK. These resources aim to help healthcare professionals identify and
manage frailty among older patients effectively [172,p. 26].

Overall, the implementation of EASY Care within the NHS framework underscores its
utility in facilitating comprehensive assessments that inform personalized care
planning and resource allocation for the aging population.

In the Netherlands, the EASY Care assessment tool has been effectively integrated
into primary healthcare settings, particularly through nurse-led initiatives. One notable
implementation is the Dutch EASYcare Study Geriatric Intervention Programme
(DGIP), where geriatric specialist nurses conducted home visits to frail older adults.
During these visits, they utilized the EASY Care instrument to assess various domains,
including activities of daily living, cognition, mood, and goal setting. The nurses
collaborated closely with general practitioners and geriatricians to develop and
implement individualized care plans based on the assessment outcomes [173].

Building on this approach, the Netherlands also developed the EASY Care Two-
step Older persons Screening (EASY Care-TOS) procedure. This method begins with
GPs using their existing knowledge to identify potentially frail individuals. If
uncertainty remains, a primary care nurse conducts a comprehensive EASYCare
assessment during a home visit. This stepped approach has been shown to predict
adverse health outcomes effectively and is well-suited to the Dutch primary care
context, which emphasizes continuity and strong doctor-patient relationships [174].

The successful application of EASYCare in the Netherlands demonstrates its
adaptability and efficacy in primary care settings, highlighting its potential utility in
other healthcare systems aiming to enhance geriatric care [174,p. 27].

Given its proven effectiveness in various healthcare systems, the EASYCare
assessment tool represents a valuable model for improving geriatric care. Taking into
account the ongoing demographic shift and the growing needs of the older population,
the Kazakhstani healthcare system should consider the future implementation of
EASYCare into practical medicine. This would allow for more structured, evidence-
based, and person-centered care planning, particularly at the primary care level, where
early identification of risks and needs is essential. Integrating EASY Care into routine
practice could also enhance multidisciplinary collaboration and support the
development of long-term strategies for healthy and active aging in Kazakhstan.
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4.4 Limitations of the dissertation research

Despite the strengths of this study—such as its national scope, the use of the
culturally adapted EASY Care Standard 2010 tool, and the application of multivariable
statistical analysis—it is important to acknowledge several limitations that may have
influenced the results and their interpretation.

One of the most significant limitations was the timing of data collection, which
coincided with the COVID-19 pandemic. Given their high vulnerability to the virus,
older adults were understandably cautious, and many were reluctant to participate in
the survey. This limited engagement, particularly among the most frail and isolated
individuals, may have led to selection bias—with more physically and socially active
older adults being overrepresented in the sample. As a result, the findings may
underestimate the prevalence of severe dependency or social vulnerability in the
general older adult population.

Another limitation of this study is the use of convenience sampling. Participants
were recruited through attachment lists provided by local polyclinics and included only
individuals who exhibited no significant cognitive impairments and possessed full
verbal communication abilities. While this approach enabled the inclusion of
respondents capable of independently completing the assessments, it may have
introduced selection bias. Specifically, the sample may underrepresent older adults
with cognitive decline, speech impairments, or other vulnerabilities, thereby limiting
the generalizability of the findings to the broader elderly population. As a result, the
health and social needs identified in this study may reflect those of relatively healthier
and more functionally independent older individuals.

The study’s cross-sectional design also limits causal inferences. While
associations between age, education, marital status, and key outcomes (such as
functional independence, care breakdown, and fall risk) were identified, the direction
and causality of these relationships cannot be confirmed.

Finally, although the EASYCare questionnaire was linguistically validated in
both Kazakh and Russian, the reliance on self-reported data introduces potential for
response bias, including underreporting due to social desirability or misunderstanding
of certain questions. Despite interviewer assistance, some participants may have
misjudged their level of functioning or needs.

4.5 Implementation of study results

The findings of this study offer a compelling foundation for the practical
application of evidence-based approaches to geriatric assessment and care in
Kazakhstan. Through rigorous cross-linguistic validation, comprehensive statistical
analysis, and contextual examination of regional and sociodemographic disparities,
this research has produced actionable insights for policy, clinical practice, and
professional training in the field of public health and gerontology.

Integration into clinical practice and healthcare policy

One of the most significant outcomes of this study is the validated applicability
of the EASY Care Standard 2010 questionnaire in both Kazakh and Russian versions,
with near-perfect inter-rater agreement as demonstrated by Cohen’s Kappa coefficients
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ranging from 0.81 to 0.99. These psychometric indicators affirm the reliability of the
instrument for use across diverse linguistic and cultural contexts within Kazakhstan.
In light of these findings, it is recommended that the EASYCare Standard 2010 be
formally incorporated into national standards regulating geriatric and gerontological
services. Specifically, the revision of Order Ne55 of the Ministry of Health of the
Republic of Kazakhstan (dated June 23, 2021) provides a timely and strategic
opportunity for the inclusion of this tool in the clinical protocols of general
practitioners and geriatricians. Its systematic implementation would allow for a holistic
evaluation of older adults, supporting early detection of risks related to loss of
independence, unmet care needs, and fall susceptibility.

Informing targeted interventions and risk-based screening

This study revealed that nearly half of the surveyed older adults require support
with self-care (49%), health maintenance (53%), and psychosocial well-being (48%),
highlighting a clear demand for integrated medical and social services. Furthermore,
the Independence score, Risk of falls and Risk of breakdown in care were found to be
significantly influenced by age, education level, marital status, geographic region and
financial situation - factors that must be considered in designing equitable healthcare
strategies.

These findings underscore the importance of risk-based screening models within
primary care settings. Health professionals should be trained to interpret the
EASY Care indicators not only as clinical metrics but as entry points for personalized
care planning. For instance, individuals aged 75 and older, those with limited
education, or those residing in the southern regions should be prioritized for targeted
fall prevention programs and functional capacity monitoring.

Expansion of preventive and social support measures

The research also supports the expansion of preventive and outreach initiatives as
part of community-based elder care. Monthly educational sessions delivered through
primary healthcare organizations, with active involvement of social workers, can
address key determinants of aging well. These should focus on the creation of safe
home environments, enhancement of physical and cognitive resilience, and promotion
of self-care capacity. Such interventions not only mitigate clinical risks but also
empower older adults and their families with practical tools for sustaining well-being.

In parallel, the study reinforces the relevance of social protection policies. Data
linking financial hardship with elevated health risks suggests that the extension of
state-funded support programs for older adults living alone could be a critical
determinant in closing care gaps and fostering health equity. Efforts in this domain
should prioritize both financial assistance and logistical access to essential medical and
social services.

Contribution to professional training

The findings and methodological advances of this study have not remained solely
within the realm of academic inquiry but have been actively translated into the
professional training of future healthcare providers. The methodological
recommendations developed after the research have been incorporated into the
academic curriculum of the “Nursing” educational program to ensure that nursing
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students acquire the competencies required to assess and address the multifaceted
health and social needs of older adults.

In parallel, the methodological recommendations aimed at preserving the
independence of older adults and improving their overall quality of life where
integrated into practice of several polyclinics of western Kazakhstan. These
recommendations emphasize strategies for preventing falls, promoting home safety,
and enhancing access to medical and social services. The content also addresses the
psychological and social well-being of older persons, contributing to a holistic vision
of active aging.

These guidelines are intended for a broad audience, including older adults
themselves, their families, social and healthcare workers, and medical university
students. Their integration into training programs strengthens the capacity of future
professionals to deliver age-sensitive and person-centered care. By linking research
outcomes directly to education and practice, this initiative contributes to the
sustainability and scalability of gerontological care improvements in Kazakhstan’s
healthcare system.
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CONCLUSION

Based on the results of the conducted study and according to the research
objectives the following conclusions were drawn:

1. Cohen’s Kappa coefficient ranged from 0.81 to 0.95 across all sections of the
Kazakh version and from 0.89 to 0.99 in the Russian version, indicating almost perfect
agreement across all sections of the EASYCare Standard 2010 questionnaire. The
average Barthel Index among the assessed individuals was 94.0 + 10.4, and the Lawton
scale score was 7.5 = 1.2 in the Kazakh version, while in the Russian version, the values
were 93.3 £ 10.9 and 5.9 £ 1.7, respectively. The Independence Score, Risk of
Breakdown in Care, and Risk of Falls indices showed good correlation with the Barthel
Index and Lawton Scale, which are considered the gold standards for assessing
functional independence.

2. Older adults have significant medical and social needs: 49% require assistance
with self-care, 53% with health maintenance, and 48% with psychosocial support (p <
0.0001). This underscores the need for a comprehensive approach to ensuring their
well-being. A regional comparison showed that the risk of falls is higher in the western
region compared to the southern region (2.0 vs. 1.9 and 1.8 vs. 1.6, respectively; p =
0.01).

3. Age, educational level, and socio-territorial conditions play a significant role
in determining the three key indices: Independence Score, Risk of Breakdown in Care,
and Risk of Falls. Reduced independence was statistically significantly associated with
being aged 75 and older (OR = 1.40; p = 0.046), low educational attainment (OR =
1.52-1.89; p <0.009), and residence in the southern regions of Kazakhstan (OR =1.58;
p =0.001). Risk of Breakdown in Care increased with age (OR = 1.57; p = 0.007). An
elevated Risk of Falls was significantly associated with being unmarried (OR = 1.54;
p =0.021), low educational level (OR =1.75-1.83; p < 0.001-0.002), and unfavorable
financial conditions (OR = 1.58; p = 0.001).

4. Based on the integration of the first, second, and third research objectives, the
following practical recommendations were formulated:

- When revising the Standard for the Organization of Geriatric and Gerontological
Care in the Republic of Kazakhstan (Order No. 55 dated June 23, 2021), it is
recommended to consider the implementation of the EASYCare Standard 2010
questionnaire in the clinical practice of general practitioners and geriatricians. This tool
enables a comprehensive assessment of older patients’ health status and timely
identification of risks related to functional dependence and falls.

- It is proposed to use the indexes “Independence Score,” “Risk of Breakdown in
Care,” and “Risk of Falls” as screening instruments to determine the priority level of
monitoring and the extent of intervention within nursing and home visit services.

- Key social and territorial determinants (age, education, and region of residence)
must be considered when developing geriatric care programs and allocating
resources—especially with a focus on southern regions, where a higher level of
functional dependence among the elderly is observed.
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- It is recommended to strengthen social support for older adults living alone,
especially those in high-risk categories for falls and breakdowns in care. Developing
programs for remote monitoring, outreach, and targeted assistance is advisable for this
group.

- Financial status should be included as a mandatory component in the
vulnerability assessment of older people within an integrated geriatric care model.
Financial insecurity is directly associated with increased risk of falls and overall health
deterioration.

- It is recommended to develop adapted educational programs on self-care and
fall prevention targeting elderly individuals with lower levels of education, considering
their functional and cognitive literacy. Educational materials should be simple, visual,
and culturally appropriate.

- Further research among the elderly population is essential to accurately define
their medical and social needs, which will support the development of evidence-based
prevention, care, and active aging programs.
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APPENDIX A

Lawton Scale

¥YuacTHHE:

Hara:

JO¥TOH-BPOIH HuctpyMenTalbHas IeATeIEHOCTE IIKATLL N0 BCEIHEBH0H HHINH
(I.A.D.L.)
OuenHBanme: InA KaxI0H KEaTEropHd o0BEIHTE KPYHKOM ONHCENHE, KOTopoe HanOonee DIHIKD K caMoMy
BEICOKOMY (YHEUIHOHATEHOMY YPOBHIO onpamxsaemoro (0w 1),

A. BoaMO#HOCTE M0ALI0BATECH TEJIEQOHOM E.Crapea
1. ¥ papaseT TeTedoHOM CAMOCTORTEIRIG- 1 1. CrpaeT cas/caMa BCe CBOH BEIH
TPOCMATPHBAET H HabEpaeT HOMEPA ¥ T. 1. 2. CTHpaeT/MOI0CKEET TONLKD JETKHE BEIIH
2. MosmeT IB0HHTE TONEKO HECKONBKEM XOpOIo 1 3. Bems J0m#HE CTHPATECA IPYTHMH
THAKOMBEIM HOMEPEM.
3. OrpesaeT Ha SBOHKH, HO HE 3BONHAT 1
4. Boobmg e noae3yeTed TenedomoM 0
B. Moxon no Marassnam F. Tpancmopt
1. 3aforHTea 0bo BoeX MOKYIKAX CAMOCTOATENLHO 1 1IlepensuraeTca caMOCTORTETRHO HA
2. CaMoCTORTELHO MOMKET AETaTh TONLKO MenkHe |0 ofmecTBeHHOM TPEHCIIOPTE HIH e3JHT HA
TIOKYITKE cofcThennoM asToMobHIe
3. Jlon=er cONpOBOMIATECH KEM-TO IR 0 2 MoweT 3aK435IBATE TEKCH, HO HE
COBEPIIEHHA TTOKYTIOK NOIEIYETCA OOIIECTEEHHLIM TPaHCIOPTOM
4, Copepmenso He cnocofen copepmatt moxynkn | 0 3. EaguT na ofmectoennoM TpancnopTe
TONIRKD TIPH CONPOBOAICHHH
4. [Toeaaxa orpaHHYcBacTCA
COTIPOBOEIEHHEM APYTHX JTHI 70 TAKCH HIH
aBToMo0HIA.
5. He esmut noobme
C. [IpuroToBIeHHE IHOIHA (. llpueMm JeKADCTBEHHLIX CPEICTE
1.CaMocTOSTENLIO INAHAPYET, TOTOBHT 1 L.CaMoCTORTETENG MPHHAMAET TCHAPCTEA B
TIHONEHN0e Topagee Gmogo NPABHILHLIX TOIHPOBKAX B HYAHOE BPeMA
2. ToTOBHT NOMHONEHNYI0 €Iy SCITH TPOIYKTL 0 2. [IpwEHMAET TEKaPCTRO, OHO KEM-TO
NOCTARIMAOTCE NPHIOTOBICHO JAPaHee B OTACTRHOM
3.Ilonorpesaet, NONAET ¥ TOTOBAT &1y, HO HE 0 JoIwpoBEe
THTAETCH TOIHOUEHHO 3. He cniocofen NpHHAMATE CBOH EKEPCTRA
4. HeoGxonuwo, sTols eqa Guna nparoToBnenan | 0
TOI3HE KEM-TO
D. Jomanmes XoigiicTeo H. CnocofHoCTE YOPABIATE DHHARCAMH
1.Bener xoagiicTeo caMocTogTENRHO HIM © peakod | 1 L.CaMoCTORTETRHG YIPERIAeT GHHAHCOBLIMHA
NOMOIIEI (HampHMep npe “rosenod pabore mo BOTpOCaMH (BI0DRETH, BMITHCHBAET YEKH,
aoMy'™) OTNAYHBAET APERTY, CHETA, XOTHT B Hanx),
2. Momer JenaTh NeTKHE TeifcTBHE, TAKHE Kak 1 cofHpaeTt ¥ OTCISKHBAET J0XOIL
MEITEE TIOCYALL, 3ACTHIANHE KPOBATH 2. ¥ipasngeT exeTHEBHEMH TOKYTIKAMH, HO
3. BumonuAeT NerKHe edelHeBHLIE 3a089H, HO He 1 HyMIAETCH B MOMONIE ¢ DAHKOBCKHME
MORET NOIEpHHBATE HeodXoIHMLH Yponens: OTIEPALHAMH, KPYTHEIMH TOKYTEIMH # T. 1.
YHCTOTL 3. Hecnocofen ofpamarkes ¢ QeHBraMH
4, HeoBx0oHMa MoMONEL CO BCEME TOMAITHEME 1
JEmEAMH
5. He yuaCTBYET IH B KAKHX JOMAIINHX Jenax 0
Baan Bana

Cywmapusii Gann konebnerca ot 0 (mn3kas dynyued, sasacnMan) 00 8 (Bucokas hynxmeE,
He3aBHCHMan) 1718 eHIHH H oT 0 1o 5 ang MymaHE, 97006 HI0EHaTs NOTEHIEANLHOH NPEIBIATOCTH 110

Tamy.

0b0man onenka
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APPENDIX B

Barthel Scale

Hunexe aKTHBHOCTH B MOBCEIHEBHOH HHIHH .EEIPTEJI

B aKTHRHDETH

e ss

1. n|.'IHI'.'Z".I T

U= B CIocHieH

3 = HYAENACTCA B NOMOIIA NPA HADSEEHAE OPOIVETOE, DOMAIEE SE00a, W T.0L, HIH TReOVET COCINETRA0N
ABCTEL

10 = BE3ARICHM OT ORPY AR

2. Kynasme:
0= SABMCIM OT OREYAZHILFH
5 = BGIAEINCHM OT ORPYHEHILIN

3. ITrmsl TyaeT (VBEIEHAR, SHMCTEN 3V 008, GPIFTRA, PAcHICChIBAHMAA)!
0= HYHIASTCA B MOMOIIH
5 = enocolies CAMOCTORTETEHD YMEIBETECH, SHCTHTS 370k, GpITHER, PACHeCRIERTE BIIOCR]

A, Cmename:

U = 3FEHCHM OT RNV ALK

b= HYRACTCH B MOS0I0H, HO B COCTOAHIEH CAMOCTORTCNEED CNPAENTRCE HA NOTORHHY
10 = Be3aERCHMELR I'Hh'_'w.'b-‘-la.ﬂ JACTCTHHAHMAC IYTOEMIY, 3EMEOE 1 '[.rl.:

5. KorTpone nedeekanmm:

0= BEEPHAHNE KATA (AIH HOOENOTIN0CTE KT
5 = MROTIA CTYYRCTCA HEYICOHEHNG Kans

10 = DOMHOCTEN KOHTPOTHRYET Ao

&, KoHT POTE MOFICICITY CREAHIA:

U= BEICPHAHAE BOFH HITH HEOHEOTIE0C T, HATCTCOAIALNA MOSCS0DD Y 2RIPH, HECTIOCODHOCTE
CAMOCTOATEIRAD CIIPERHTRCH © MO ACTTY CHEHHEN

5 = MROTAA ORIBACT HENCPMRAHNE S05TH

10 = MOEHGC TR KOHTPOTHRYET MOACHCIYCRAHHE

1. Noneaosadne TYANCTOM:

U= ZABMCI OT ORI YAEHIIENA

3 = TREOVET HCKOTOROH MOMOLLH, HO CTROCOMEH YACTHHHD COPASTATHCA CEMOCTORTEILHD

10 = BE3ARICHM OT ORPY AR [cnocobeA CEMOCTORTEIRHD COCTh H ¥HHTAI H BCTATE C HEDO, CHATE W
HANCTE OOCETY, NOITCpe ThCH]

8. MepepecreAne (K3 KPpOSaTH B XKDoCT0 | olparko):

0 = pecnocoleH, HE YICQAMBILT PARBOBCCHE B THULGHCHIH CHA

5 = TpedyeT oNpegencHRON Moo ((RHERFIECKAR THMONTE GIHOTD KIH JBYX SIEN0SK)
10 = TpediyeT HesszHTEALRON nosoum [Repda Aol wan dersameckod)

15 = HEIAEHCHM OT OKEY AL

4, CrocolHOCTE K MEQCTRARCHITN N0 PORHCA UTOMEIKE:

U= BecnocoleH K ICPEIRHECHIND 1T OPEOoI0IcHICT MEHOD 43 METROE

5= enocolcs HICZHEHCTMOMY TEPETEIECHEHED B HHEATHIHON KONRCKE

10 = cnocoBeH XOMETE ¢ MOMDIIERD OIEGC0 HIH FHYX SCNO0BECK I'Hl:'p‘hl:hHl:ll'l:l HTH Ij]HJH'II’.‘IZ"Hn'_‘-I'l:I'I_. MPOXOEHT
DOcE 45 MCTPOR

15 = BE3ARICHM OT ORPY AR [SOTH H MOMKET MOThIOBETRCE MOMOLTLES, HAMPHMCD = HCIHTEIOBETE
IIL:H._'.-'I_. OPEOIOACBACT GOIEE 45 METPOE

10, Mpeogomerie 1eC THALE:

0= pecnocalcH

5 = HYHJASTCH B NOMOINE [BeplaTeHol, hnamieckol, Ranprsep, wTolkl IPEIAECTH BEOE)
10 = me3aERCHMELE

Boero:
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45-50 Sa/Uon COOTBETCTEYET THALION HHPAIHGCTH H 3ABACHMOCTH OT [OCTOPOHHENR
rosot, S0-75 Gamios CRATSTeILC TEVET 00 yMepeHHDl JanicHMocTi, 75-100 dannop

COOTRETCTBYET MEHHMATEHOMY OIPaHMEHHI0 IWIH BOCC TAHOBIEHHID ¥ TPaYeHHbLX
HEBPOIOrHHeCEHN Yy HELHA.
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APPENDIX C

Developed methodological recommendations in Kazakh language

Kasakcran Pecniydmukach leHcaylblk cakray
MHHHCTPIIII1

Mapat Ocnanoe ateiHfarsl bareic Kazakcran
Me/IHIIHHA YHHBEPCHTETI

Kumatora K.H., Epmyxanosa JI.C., Cynranosa [".J].

EI'/IE XKACTAFBI ATIAMJAP/IBIH
JEPBECTITIH CAKTAY

(anicTemenik HycKama)

Axtobe 2025k

Erpge skacrarel ajaMpapibiH JepOecTiriH caxray /
Kumarora K.H., Epmyxanosa JI.C., Cynranosa ['.J1. //
Mapar OcnaHos areiHfarsl  bateic  Kasakcran
MeuiuHa yauBepenteri, 2025.-30 6.

OJicTeMeNllK HYCKay erje KacTarbl ajamIap/sH
JlepOecTIriH cakTayra, olap[blH eMIp CYpy calackiH
KakcapTyFa KoHe (M3HKaNbIK, [CHXOIOTHANBIK,
QNIeyMeTTIK cajayaTThUIBIFBIH HbFaiiTyFa
OarbITTaNFaH. by oficteMenik Hyckayla KynayJblH
aljiblH aly, YilJler: Kayilci3diKTi KaMTaMachl3 €Ty,
MeJIHIIHHAJIBIK JKOHE dJIeYMeTTIK KeMeKKe KOIl KeTKi3y
HIapalnapkl KapacThIpbUIFaH. OJIcTeMeNlK HycKay erjie
JKacTarbl asaMarTapra, oOJapJbelH oTOachllaphiHa,
QNIeYMETTIK KEI3MeTKepJiep, MeJIUIHHA KbI3MeTKepliepi
MEH JKOFapbl OKY OpPBIHJApbIHbIH CTYJEHTTepiHe
apHaJFaH.

YIK 614.2:613.98(072)

BBK 51173

K 40

Maxkyijanran koHe THHOrpa(HsiIbIK Typae Oachin
HIBIFApYFa PYKCAT eTiIreH:

- M.Ocnanos ateiggarsl BKMY KeAK Frumsivu keHect
oTeIpbichbiHbIH Ned xattamacst, 28.01.2025 x.

VK 614.2:613.98(072)
bBK 51473
K 40

Penensenrrep

1. Camaposa ¥.C. — PhD noktopsl, Cemeil MeIHITHHA
VHHUBEPCHTETIHIH ~ KOFAMJBIK [eHcayJblK cakray
KadepachbiHbIH JOLEHTI

2. Hazapbaesa P.K. — mrja, Mapar Ocnanor
arbigarel BKMY KeAK «/lanenal mMelHUHHA #oHE
FBUTBIMH MeHe [KMeHT» KadeipachIHbIH JIOIEHTi.

3. 3unamueBa A.H. — m.r.x, Mapar OcnaHoB aTEIHaFEI
BKMY KeAK No2 xannel nopireprnik TomipuOe
KadepachbiHbIH JOLCHTI

ABTOpJIApBL:

Kumaropa K.H. — M.OcnanoB arteiHnarel BKMY
KeAK, Koram/bIK leHcayIIblK KaHe IeHcayJIbIK cakTay
KaepachiHbIH aFa OKbITYIIBICEL.

Epmyxanosa JI.C. — M.F.K., KaybIMIacTEIK npodeccop,
M.Ocnanos ateiHgarel BKMY KeAK, KoraMIblk
JleHcayIbIK JKoHe JieHeaylblK cakTay kadepachiHbBIH
MeHIepyLIic.

Cynranosa I J1.- m.r.k., M.Ocnanos ateimgarst BKMY
KeAK, Cromaronorus, dapmanms, weiiiprep ici,
KOFaM/IBIK JICHCAYJIBIK CAKTay JKOHE MeJHKaJIbIK-
NpoyMIaKTHKANBIK ic (pJaKyIETEeTTepiHIH JIeKaHEI

- M.Ocnanos aremjarel BKMY KeAK Frouisimu
KCHeciHIH oThIpeIckHAH y3iHal 27.02.2025 xarrama
Ne6 (823)
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APPENDIX D

Developed methodological recommendations in Russian language

MuHucTepeTBO 3paBooxpaHeris Pecrybnnku

Kasaxcran VIIK 614.2:613.98(072)
HAO 3KMY umenn Maparta Ocnatosa ;E:E 5173
Penenzentnl
1. Camapoea VY.C. — K.M.H, JOUEHT Kajeapsl

obmecteensoro  3noposea  HAO  «Menuumscknii
yuuBepcuTeT Cemeiin
2. Hazapbaera P.K.- kMu., pgouent kadenps

JHoxazarensHoi MEIHIIHHEI H HAy4HOTO
Kumarosa K.H., Epmyxanosa JI.C., Cynranosa ' J1. senemiyerta, HAO 3KMY  muvemn  Mapara
Ocnanoea
3. 3umamiesa A.H.- k.muB., nouent xadeapsr O6meit
COXPAHEHHE HE3ABUCHMOCTH BpaueOuoii mpaktnkn N2 HAO 3KMY  nmenn
MOKHWIBIX JTHOJIE Mapara Ocnanosa
(MeToHYecKHe peKOMEHIalH)
ABTOpRL:

Kumaropa K.H. — crapmmii npenonaearent xadenpst
obiecTBeHHOTO 3/10pOBLA W 3ApaBooxpanenns HAO
3KMY um. M. Ocnanoga.

Epmyxanosa JLC. —&M.H., accolMHpOBaHHBIH
npodeccop, 3asenywoumii kadeapoii obmecTeeHHoOro
370poBbA H 3apaBooxpanenns HAO 3KMY um. M.
Ocnanosa.

Cynranoea ['JI. - kMH., [gekaH (akyIsTeToB
CTOMATONOTHH,  (hapMalliH, CECTPHHCKOTO Jena,
ObIIECTBEHHOTO  37PABOOXPAHEHHS W MeJIHKO-

Axrobe 2025r

npounaktiucckoro aena HAO 3KMY um. M.
Ocnanosa

CoxpaHeHHE HE3aBHCHMOCTH TIOKHIBIX miofeit /
Knmaropa K.H., Epmyxanosa JL.C., Cymranosa [".J1. //
3anajno-KazaxeTanckuil MeIHIMHCKHIT YHHBEpPCHTET
umenn Mapata Ocnanosa, 2025.-26 c.

METDJ]H‘{ECK]‘IC PCKOMCHAALIHH HaInpaBlICHbI Ha
COXPAHCHHE CAMOCTOATCALHOCTH TMOKHILIX JIOJCH,
yIyHIICHHE KauecTBA HX JKH3HH, YKPCIUICHHE HX
(H3MUECKOro, TNCHXONOTHYECKOTO M  COLMAILHOIO
Gmarononyuns. B nannoii pabote HinokeHsl Mephl M0
Mpe/I0TBPAIEHHIO TIaJIeHHi, obecneueHuIo
OesonacHocTH JoMa H 10cTyna K ME,[(]{l[H]lCKUﬁ H
conmaneHoi nomomn. MeTojuueckHe peKOMEH/IalHK
OpeHasHAuYeHBl IS JTHID TOXKHIOTO BO3pacTa, X
ceMel, CONMATLHLIX M MEIHIMHCKHX paboTHHKOB, a
TAKKE JUIS CTYACHTOB MCAHIMHCKHX BY30B.

V]IK 614.2:613.98(072)
BEK 51173
K 40
yTBCP)K.ElEl]D H paspCUICHO K H3IaHHIO
THOOTPA(HIECKHM CNOcOGoM:
-IIPOTOKOM 3acenanus AkaneMuaeckoro cosera HAQ
3KMY nm.M.Ocnanosa ot 28.01.2025r, npotokon
Ned
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APPENDIX E

Act of implementation into the educational process

M,apqla Ocnanosa
wiOenona H.A

P 4 >
F . 2044T.

AKT
BHCAPCHHS 0 yUeOHO-MeTOAnYecKoii pabore
No & P &5 20 3 r.
Ocunosanne: Kadepaibnoe sacenanune kaeapbl «OOHIECTBEHHOIO 310POBbs W 3APABOOXPAHCHMSIY.
nporoxkont Ned, 29.11.2024 r.. 3acenanne AxaaeMuueckoro komurera no Ceerpunckomy jeny No3/1 ot
13.12.2024
Mecto nposeaenusi: 3anaano-KasaxcraHekuil MeMIMHCKHIT yHHBEpeHTeT uMenu Mapara Ocnianosa.
kadepa OGLIECTBEHHOIO 3/I0POBbsI H 3/[paBOOXPAHEH s
Hanvenosanune mnosospeaenns::  Mertoanueckue pexoMenjannn  «CoXpaHeHHe  HE3aBMCHMOCTH
HowHIbIX moaei». Asroper: Knmarosa K.H., Epmyxanosa JI.C., Cynranosa I'.)1.
Conepkanne sueapenus:: Bionouenne MeToamveckoi pexomeriainu «Coxparenie He3aBHCHMOCTH
MOKHIABIX JIFOACH» B CHHCOK JOMOJHUTEIBHON JIMTEpaTypbl Mo jciuruinHe «CecTpuHCKuil yXou B
FCPOHTONOrMUY W npodeccHonanbHoil  npaktnke  «CecTpUHCKOE  JIeNo B IepOHTONOIMIY
oGpasoparenbuoit  nporpammbl - 6510103 «CectpuHekoe  Jieno»  Ha  0asze  TEXHUUCCKOIO W
npodheccHonaibLHOro 06pa3zoBains
PaGora semoanena: B pamkax jokropekoit qutecepranmin Kumatosoit K.H. na remy «Medical and
social needs of the older people based on the EASY Care Standard 2010 questionnaire in the Republic of
Kazakhstany.
Obpazosareannast nporpavma: «CecTpHHCKOE J1e/10» Ha 0a3¢ TEXHHUECKOIO W NPO(ECCHONLILION0
o0paszoBaHmsi.
Jucinnimna «CecTpuicKkuii yXO4 B repoHTONOMHKY, npodeccnonanbhas npakthia: «CecTpiHeKoe
JICI10 B FEPOHTOJIONHIY
Cpoxn sueapennsi: 2025-2026 rr.
IpdexrusHocTs  BHeApeHus:: BiIoyeHHe HAHHONW  METOAMYECKONl PEKOMEH/AlMH B CIHCOK
JIOTIOIHHTENBHON — uTepatypbl 1o jucuunianne  «CecTpuHCKHH — yXO/ B I€POHTONOIHH»
npoeccnonanbHoi npakrtuke «CecTpHHCKOE JeN0 B FepOHTONOIHH» 00pa3zoBaTeILHON [POrpavMMil
6510103 «Cecrpunckoe Jiesno» 060CHOBAHO €€ NMPAKTHYECKON 3HAUMMOCTBIO. DTO MO3BOIMT CTYIEHITAM
121y0Ke M3YUMThL METOJbl MOUIePXKAHHUs aKTHBHOCTH MOMKHIBIX JHOJAEH. pazsBUTL NPO(EccHOHaibH e
HABBLIKH YXOA H HOBBLICHTL KAYECTBO CCCTPHHCKOI OMOLIM B YCJIOBHSIX CTAPCHHS HACECH M.

Hipe viowennus JaAMeEUAHUS, OCYHLICCTBAMIONEI0 BHCIPCHIC BKIAIOYHTL  JIAQHHILIC MCTOHYUCCKHE
’ V
PCROMCHJIAIMH B CIHTMCOK JIOHOJAHUTCILHOM JUTEPATYPLI AMCHHTUTAHBLE TTO CCCTPHHCKOMY JICI1Y

Pyrosoanrenan kadgepni: Fpmyxanona J1.C
Henonmnrenn: Kumarosa K.I1.
COIJIACOBAHO |

pyxosoauresn AP AnexenoBa H.V.

HTIPO BKMY 708-07-2022. Oky-asticTemenik KyMbic GoiibiHua ¢irizy akrici. Kerinuni dacuiibin.
G PO 3KMY 708-07-2022. AKT BHCAPCHIS 110 YUCOHO-MeTO b eckoit padore. Miianne ceanvoe
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APPENDIX F

Acts of implementation in the city polyclinics of Aktobe (master class)

—

i Kol ran Vecoy anyeu ~

Lo LT
;M‘ Raranwy "N Lamacy I
e Ke Ty lnul"mmuu‘
nocmomnu

AKT N 74
BUHCAPEHIE Hay Ho- necaeonareabekoll padore
I'KI “Topoxesan nomncmmmsa Nel ua [IXB

Haumenosanue npeaaomennn: TIpoBeacsiue sacrep- XA0CeH MO/UIMHCKEM COCTPaN Wi TeMy!
“TTAnMesTH C NOBLIMENILIM PHEKOM HAsCHRN — NPOGIENE L% repuaTpRYCCKoR noMomn™

PaGora seeapeHa 8 paMxax sun0sHCHIA A0KTOPCKON JUCCEpTIILHE Ha comcxanne crenenn PhD na
Temy «Medical and social needs of the older people based on the EASYCare Standard 2010 questionnaire
in the Republic of Kazakhstans

Dopma nHEAPEHNR 2 MACTEP-KIMe

MeAstinnexue cecTpsl Nrpasor BIAHYY) POAL B OOPCACHCHIN NRNCHTOR NOKILIOND S09pacTa ©
DOBBICHILIM PECKOM TIATCHMA, N & pamMkax NPAXTHHCCKOrO MacTep xaacca uM Gruim  gamia
HHCTRYMCHTLL L% ONPEACACHIA PHOKR DaJletiil 1w neeaperns Mep npoduuakmnnn naneidt,

Orsercrnennnit sa sueapenne n wenomwrens: Hayunuil KOHCYABTANT — %M, 000OIL npodieceop
Epsyxanosa JLC., roansuii npas Jlenecosa K., aoxvopanr Kusarosa K.H,

IPPeRTUBHOCTE BHEAPEUNN: COUMMIBHAA, IKOHOMHIECKNT

FIpea/iomesin, 3ametuning Yy upeatenis, ocy mecTsasionero sueapenne; Flnaenne — cepaenag
pofisessn ¥ IAICHTON HOKIAONO BOPECTL, T4X X3K DN BROMBIIOT THAMHTETMIMS OrpalLenies
AOBCCIERION AITHEIHFEALNOCTH, VXYIINCHHE PIIOTOHEIECKOND COCTORRMA 1 CHILKEIIE KABecTna
AITEHI. Tcme OHN MOTYT NPHBCECTH K CTAPSICCXOR QCTENIR, YTPOTC GRTOMOMIOCTH, ST0 Tpedyer
ANHOSPEMENNON YXOUL I YEISEHHA PACNOL0E SARI0DXPANCEAR, HOITOMY HEOGXOXNMG Spance
POROXITE Mepl IPOGIIBKTHEY Daaennit cpeau moaedt nowuaoro BOIPACTIL

Cpox sueapenns : centsbps 2024r
; ( Qg = /
Mpescerarens xosueenn { . TAC Al rmaranber
: Fo L% AR

T

‘Laen (orReTcTBenILIE 1 BHCIPEINE) —=  Jenecona I' 4,
JLC.Epmyxanosa
« . y ’\ c
Henoamerean, roxtopass - “'W Kivarona K H
=0

H PO BKMY 605.03-2020, Frauman-sepriey sysnacis ewsipy anti Axr Gacsnn.
P PO 3IKMY 605.03-2020. Axy AHEAPEMIN Ny W0 Gt a0uaTe Nl palfoTu, Misimnme weetoe.
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AKTN: 99
BHEIPCHNA HAYMHO- HCCACA0BATEALCKOI padoTie
'K “lopoackas noansamnuka No4™ pa [1XB

Haumenosanne nperrowennn: [lposexcune MACTCP- KAACCa MCAHIHHCKHM CCCTpaM Ha Temy:
“TTaumenTs! ¢ NOBLILCHHEIM PHCKOM NaxeHuit — npobaema ans repuarpusieckoil nomoum™

PaGora sreapena s paMkax BLINONHEHHA AOKTOPCKOF ARCCepTaUHK Ha coucxanue crenenn PhD ua
Temy «Medical and social needs of the older people based on the EASYCare Standard 2010 questionnaire
in the Republic of Kazakhstan»

Dopma sHeAPennn : MacTep-xaace

MeaHuMBCKHE COCTPH HIPAIOT BAKHYIO POIb B ONPCACACHHH NAUMCHTOB MOAIAOIO BO3PACTA €
UOBLINCHHLIM DHCKOM NAICHME, M B PaMKaX NpaKTHYECKOrO MAacTep K1acca MM OBUIM Al
HECTPYMCHTRI JUIR ONPEIICACHHA PHCKA NAACHNT 1 BHEAPCHUA MCP NPOPUIAKTHKH NATCH M.

Orsercrsennuii 3a sueapenne n nenoannrean: Hayunuii KOHCYABTAHT — K.AM.H, accoit. npodeccop
Epuyxanosa JL.C., raasnuii spay [TINed MM Hyprasus, aoxtopant Kinvarosa K.H.

IPPeRTHBHOCTL BHEAPEHNNA: COUNATLHAN, IKOHOMHHECKAR

Hperioaenng, 3aMesannn yupeaienns, ocy mecTsIsomero sueapenne: Hagenus — cepueinas
HPOGACMA ¥ HAUNEHTOS NOKKIIONO BOIPACTA, TAK KAK OHN BHILIBUOT SHAMTCALHbE OTPAHKYCHHS
NOBCCTHCHHON AHINCICATEALHOCTH, YXYAUNCHNE (IIHONOMMNCCKONO COCTORHIA H CHIKCHIE KIUecTRa
HIGHIL. TakKe OHM MOIYT IPHBECTH K CTAPUCCKON aCTCHMM, YTPATC aBTOHOMHOCTH, 4TO TpehyeT
ACATOBPEMEHHOTO YXOA2 M YBCAHYCHHSA PACXO108 JAPABOOXPAHCHIUS, 10ITOMY HEODXOLHMO 3apanee
NPOBONTE MEPhl NPOPIIIAKTHRH NAXCHMIT CPeit MOACH MOKIIOro BO3pacTa.

Cpox sueapenus : cenrabps 2024r

0' '- y s
azea \  [LX AiiraranGer

Hpeacerareas komucenn

Yaeus: (orsercrBennuie 1a BHEApeH TS

Henoanureas, 1oxtopast

H ITPO BKMY 603-03-2020. Fruasum-sepriey mymucun enaipy asti. Axmanus Gacsasan,
@ TPO 3KMY 605-03-2020. Axt BHCAPCHItE HIYNHO-IICCICORITEALCKOR paboTae. Hinanne wectoe.
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AKT N /00
BHEAPEHI HAYHHO- HCCIEI0BATEALCKOI padoTst
Kannuxa cemeiinoit meamumust HAO 3KMY usenn Mapara Ocnanosa

Hausenosanne nperaowennsn: [Ipopescsie Mactep- Kaacca MEIMUMHCKHM CeCTpaM Ha Temy:
“TIAUHEHTH C MOBLIMCHHEIM PHCKOM NajieHuii — npodaeMa 1% repuarprycckoit nomomm™

Pafora BHEIpeHa B PAMKAX BLINONHEHHA AOKTOPCKON AHCCepraumy Ha couckanue creneuu PhD ma
Temy «Medical and social needs of the older people based on the EASYCare Standard 2010 questionnaire
in the Republic of Kazakhstan»

Dopyma BHEIPCHHSA | MACTEP-KNSCC

MeEARUMHCKHE CECTPh! MIPAIOT BAKHYIO PONL B ONPCACACHHH NAMCHTOB MNOXKWIONO BO3pacTa ¢
NOBMINCHHBIM PHCKOM NAICHHHA, M B PAMKAX NPAKTHYECKOID MACTep Kiacca UM ObUlM Jansl
WHCTPYMEHTS! VIS ONPEACTCHHA PHCKA NAICHHIT i BHCAPCHHA MEP NPODIIAKTHRY naneHuii.

Orsercrsenuslii 3a sueapenne i Henoanurean: Hayussil KOHCY BTAHT — KM, accol. npodeccop
Epsyxanoea J1.C., rnasusiit spau TynknGaesa b.M., noxtopant Kumarosa K.H.

IPPeRTUBHOCTE BHEAPEHIA: COLHANLHAR, IKOHOMHYCCKAR

Ipeatomenns, 3aMeHanns YHpeAIcHns, ocymecrsasomero sueapenne: [Tasens - cepuesias
npodieMa ¥ NauHeHToOn NOKIVIONO BO3PACTA, TAK KAK OHK BEOBHBAOT JHAMHTEALHLC O PAHHYMCHHS
NOBCEIHEBHON KIIHEIACKTEALROCTH, VXYUNCHIE HINOIOIHYSCKONO COCTOSHIA It CHILKCHHRE KAUCCTRa
A3, Taxae OHN MOTYT NPHBCCTH K CTAPYCCKON ACTCHHA, YTPATe ABTOHOMHOCTH, MTO TpeOyer
AOATOBPEMEHHOTO YXOM H YBCIHYCHHSE PACXOI08 3APABOOXPAHCHHS, OITOMY HEODXOANMO 3apanee
NPOBOANTE MCPH! NPOPHAAKTHKH NANCHHT CPEaN M0ACH NOAHION0 BO3pacTa.

Cpox sueapennn : cexsbps 20241

Hpeacenareas Kommcenn

Yaenst (OTBETCTBEHNLIC 38 BHEIPEHIE)

Henoannreas, 1oKTopast

H PO BKMY 605-03-2020. Frumism-3eprrey RyMMCan eipy aKTi. AaTsisums Gacsam.
@ T1PO 3KMY 605-03-2020. AT sHeapenis Hay\NO-IccaeI0saTeascrol paboru. Hiaame wectoe.
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APPENDIX G

Acts of implementation in the city polyclinics of Aktobe (methodological

recommendations)
COMJIACOBAHD COITIACOBAHO
P THOTO YIPRRACHHA TIpopexTop N CTPATErHICCKOMY PRIBHTHIO,
) W AxTiofusexoit obnacri HAYKE I MEKAYHE
7 = Yaen [p
» <
AKT Ne & e

BHEAPCHISE HAYUHO- HCCACAOBATEILCKON PadoTLl
PRI “Topoaexas noansammnsa Nol ua [1XB

Hinvenosanie npeaokenns: BHeapeie Meroantieckuy pekomeniaiii «Coxpanene
HEBABHCHMOCTH NOAKHIALIX HOACH) B NPAKTHUYCCKYIO ACATEILHOCTH B KAUCCTRE PAIATOMHOIO MaTepHana
JUIA I NOJKHAONO BO3PACTA H MX CEMCIT.

Pabora sneapena B paMKax BBRIIOAHCHMA JOKTOPCKOH /MCCEPTALMN Ha conckanue crenenn PhD ma
remy «Medical and social needs of the older people based on the EASYCare Standard 2010 questionnaire
in the Republic of Kazakhstan»

Dopya BICAPCHISE § METOHCCKHE PEKOMEH AN

MeTo/IHECKHe PEKOMEIIANMH HANPABICHE! HA COXPAHCHHE CAMOCTOTCNBHOCTH NMONHABIX TIOAEN.
VAYHINCHAC KAUCCTBA MX JKH3HM, YKPCIUICHHE HX (DH3HUYCCKOrO, NCHXONOIHYECKOr0 M COUMAILHOIO
Gaarononyuns. B aannofi paGote MaNOKeHH MEPhl M0 NPEAOTBPALICHHMIO NACHMil, 0DCCHICUCHHIO
Oe30nacROCTI I0MA 1 JI0CTYNA K MEAMUHMHCKOI H CONMATLHOI oMo, MeToamucckie PEKOMCHIAIMY
NPCAHAIHAYCHE! JUBE IHIL NOKHIAOTO BOIPACTA, HX CeMEH. COUMAIBHBIX 1l MEAMUMHCKUN PADOTHHKOB, a
TRAKAKC 118 CTYICHTOB MCAMUMICKHEX BY 308,

Orserersennuii 3a sueapenne n uenoannrean: Hayuusii KOHCYIBTANT — KM, 4CCOIL npoieccop
Epsyxanosa JLC., raapuwit spay Jlenecosa I")K., goxtopant Kusarosa K.H.

IPeRTHBIOCTE BHEAPCHUAT  COUBANLHO-IKOHOMMMECKAR, OPrali3alHONIas, VAYHIICHHE MEIHKO-
COUMMIBHBIX NOKazaTenet

HIpeaaosmenins, 3aMeuanist Yy apeaiens, 0eyecrsasnomero Bueapenne: Bueapenie meronuueckiy
PEKOMCHAAMI B JICATEABHOCTE Bpaveil oGUICH NPAKTHKH, MEIHIMHCKUX CECTED I COUMATLHEIX
PAOOTHHKOB € HENIBIO OKA3AHUA KOMIICKCHOM NOICPAKI NOKINBIM MM, Peanisanis JAAHHBIX
PEKOMCHAANMH NOIBOAMT NOKHIBIM IPAKIAHAM J0/IBIIE COXPAHATH 310POBbE, NOICPKHBATE
AKTHBHOCTS H BECTH NOIHOLEHHY IO 5KH3Hb,

Cpox sreapenus : 2025 ron

Hpeaceaarean kosucenn = AdrrmaranGer I.K,

Jlenecosa 'K,
Epmyxanona J1.C,

Henommrean, noxropait Kumarosa K.H

H PO BKMY 605-03-2020. Fruanmm-aeprrey sympicsin CHAIPY axTi. AnTeinin Gackinbis.
@ [TPO 3KMY 605-03-2020. Axr BHCAPCHIA HAYIHO-HCCACAOBATEARC KO paboT:, Hinanne wectoe,
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COIrNTACOBAHO
SFHYECKOMY PAIRUTIIO,
3 TPy ANIECTIY

! HOTO YipasicHus IlpopexTop n

Tranrepees E.B. Y M.Ocnanosa
iuwmm SHAPAT OCTAROE (ypabekona
A 2025r
PHMIE PCATE The MOMELMANIMGT LeC = e
AL NPT KO A N

OTEACHINGLA METASRA KINWMUXACHE

AKT N 1) =
BHCAPCHIS HAYUHO- HCCACAOBATEILCKOIT padoTh
Kommnka cemeiinoii menmumn HAO 3KMY svens Mapara Ocnanona

Hamsenosanne npejuiomens: Bicapenie Meroueckiy pekose anii «Coxpanenue
HEABHCHMOCTH MOKIIIBIX JIOACHY B IIPAKTHUCCKYIO ACATENLHOCTE B KAYECTRE PA3AATOMHONO MaTepHaia
JUIR JIHLL IIOZKHIOTO BO3PACTa M HX CeMeit,

Pabora Bueapena B paMkax BHINONHCHMA AOKTOPCKOI JAuCCepTaludy Ha coHckanue crenenn PhD na
remy «Medical and social needs of the older people based on the EASYCare Standard 2010 questionnaire
in the Republic of Kazakhstany

Dopmu BHEAPCHIN ¢ MCTOANUCCKHE PEKOMCHIIAIIN

METOAMMECKHE  PCKOMEHAANMI HANPABACHL! HA COXPAHCHHE CAMOCTOATEILHOCTI MOMKIIBIX moaeit,
YAYUIMICHHE KQUCCTBA MX KM3HM, YKpeIsenue ux (GHIMYecKoro, MCHXOMOMHYCCKOO M COUMATBHOIO
Onarononyuns. B aannoii pabore mamomenst MEpBl 110 NPEIOTBPAIICHHIO NajACHMil, ofecnedeHnio
Ge30HACHOCTH JI0Ma 1 IOCTYNIA K MEMIUHHCKON H COMMaNbHOI HoMo. MeTouueckie peKOMenlauK
HMPCANISHAYCHBL L1 JIHIL NOKHION0 BO3PACTA, MX ceMelf, COUHAMBHBIX It MEAMIIICKUX paGOTHHKOR, a
TAKKE JUIA CTYACHTOB MEJIMUMHCKHX BY308.

Ornercrsennuii 3a pueapenne u wenoamirean: Hayunnii KOHCYIbTAHT — K.M.H, acCol. npodeccop
Epmyxanosa JIL.C.. rnasustii spay Tynkubacsa B.M.., Aoxropant Kumarosa K. H.

IPPeRTUBNOCTL BHEAPEHIN:  CONMATBHO-IKOHOMIUECKAR, OPraHM3aANMONKAA, YAYUNMICHHC MEIHKO-
COUMWILHLIX NOKazaTe/eit

"pl‘fl.‘l()'tl\'(‘llllﬂ, SUMCHANHA VUPCAICHIH, acyiInecTBasome o BHeapenne: BHC,’IPC"HC‘ MCTO/IHYCCKHX
PCKOMCHAANMI B /ICATCABHOCTE sparei obueit TPAKTHKH, MC/IHLIMHCKHX CCCTép H COIMUIBHBIX
p(l(‘)OHHH\'()B C HC/IBIO OK@3aHHA KOMIUICKCHOI NOMICPKKH NOKRMABIM MOAsM. Peanuzaunsg nannunix
PEKOMCHAALMIT TOZBOANT ITOMKHBIM FPAKAAHAM Q0B COXPAHATE 30POBLE, NOUICPKRHBATL
AKTHBHOCTE B BECTH NOJIHOUCHHY IO KH3HD,

Cpox sueapenns : mapr, 2025 roa

Hpeacenarean kosusccin Aftrmaranter T4

TyaxuGaesa b.M.

__ Epmyxanosa JI.C.

Henoanurean, roxropans Knmarosa K.H

H PO BEMY 605-03-2020. Fousisieseprrey mysmpicein CHAIPY axkTi. AXTuiiins GachinsiM,
D IIPO 3KMY 605-03-2020. Axt BHCAPCHNA HAY“HO-HCCACI0BATENLC KON paGoTel. Mananue wecToe,
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COTrJIACOBAHO
Uy xapomergqy, o0
Hpatioox puHcTies /)

COIJIACOBAHO

HOTO ynpasieHis
wonncKoi obractn
¢s E.B.

AKT Ne 7/
BHCAPCHHA HAYMH0- HCCACI0BATALCKOI padoTi
PRI *Topoaesas noamcannika Ned” ua [1XB

Hanmenosanne upeaaomenns: Bueapenne MetoHeckins pekomenanmii «Coxpanenne
HEIABHCHMOCTH TIORHABIX JOJICHY B NPAKTHYCCKYIO ACATEABHOCTE B KAYCCTBE PA3ATOMHOIO MaTEPHAa
JUIA SIHI NOMKHIIONO BOZPACTa M HX CeMeit.

PaGora sneapena B pamxax BLINONHCHHS JOKTOPCKON AMCCEpTaumm Ha couckamue crenein PhD na
remy «Medical and social needs of the older people based on the EASYCare Standard 2010 questionnaire
in the Republic of Kazakhstany

Dopra BHEAPCHNS § METOAHUCCKHE PEKOMEH AL

MeTO/NICCKIE  PEKOMEHAAIIN HANPABICHHl HA COXPAHCHHE CAMOCTOATENLHOCTH MOKHILIX Jonci,
YAYHIICHHC KAUeCTBa MN AM3HM, YKpEIIEHHE HMX (DH3MUECKOro, NCHXOMOMHHECKOI0 M COUHANLHOO
Gaarononytns. B januoli paGore W30KeHBl MEPH! N0 NPEOTBPAEING NMAXCHHH, 0GSCHCHCHHIO
Ge30MacHOCTH 10Ma M JIOCTYIIA K MCAHINCKOI 1t COUMATbHON oMo, MeToanyeckie PEKOMEH 1AL
NPCANASHAUCHLL U1 JIHIL OKKAOTO BO3PACTA, MX CEMEH, COUMANBHBIX 1 MEAMUMHCKHX PaGOTHHKOB, a
TAKKE JUIA CTY/ICHTOB MEJIMIHHCKHX BY308.

Ornercrsennnii sa pneapenne n uenoanmrean: Hayunsii KoHCY IBTanT — K001, accon, npodeccop
Epmyxanosa J1L.C., raasuuit spay Hyprasun M.M., zokvopant Kumarosa K.H.

')(b(b('k"l'l"llloc’l'b BHEApCHHN: COUHAILHO-IKOHOMHYCCKAR, OPraHH3alHoOHHAA, YAYHUICHHE MCIHKO-
CONHANBHBIX NMOKAATE/ICH

Hpeaoaenis, samMeuanis yMpeaaenn, ey mecrBaniouer o BHEAPenne: BHCAPECHIE MECTOMHUCCKIX
PEKOMEHIANMI B JICATENLHOCTE BpaUei OOUICH NPAKTHKM, MEIMUMHCKIX CECTED H COLHAIBHEIX
PaGOTHHKOB € UE/ILIO OKAZAHMA KOMIIEKCHOI MOAICPAKH HOKHARM MOAAM. Peanisains JAHHBIX
PEKOMEH AL NO3BOINT NOKHILIM IPAKIAHAM 10/1BIIE COXPAHATH 310POBLE, NOICPKUBATE
AKTHBHOCTD M BCCTH NOJHOLCHHYIO KH3Hb.

Cpox sreapenns : 2025 ron

Hpeacemrean Komucems e Aiirmaranter 1K,

Hacnun (orserersennnie 3 B ___Hyprasuu MM.

Epmyxanosa JI.C.

Henoanrean, nokropanr Kumarosa K.H

H PO BKMY 603-03-2020. FRUIbIMu-3pTTRY KYMBICWN SHAIDY AKTI. ANTBIHIIL GACIIBIM,
@ 1TPO 3KMY-605-03-2020. Axt BHEAPCHUA HayYHO-sccrenonaTeanexoi paboru. Hazaime weeroe.
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APPENDIX H

EASYCare Standard 2010 questionnaire in Russian

JIuunas unopmaums

1.Iloa:

Myxckoil

Kenckunn

2. Bo3pacr:

3.PaiioH npoxuBaHus:

Cenbckuii

I'oponckout

4. CemeliHOeE MOJIOKEHHE:

B Opake He cocront

Cocrout B Opake/COKUTEIBCTBO
Brmosen/BmoBa

5. Oopa3oBanue

Cpennee (mkona)

Cpennee cneruaibHOE ( TEXHUKYM/KOJUIGIDK)
Beoiciiee (MHCTUTYT, YHUBEPCUTET)

6. Kakoe cemeiiHOe (PpMHAHCOBOE COCTOSIHME Yy BAC B KOHIe Mecsia?
HenocratouHo miist mpoXxuBaHus

Ene xBataer Ha NpoXHBaHUE

OcTaroTcs JIMIIHUE IEHbI'M B KOHLIE Mecsilla_
7. C keM npoxuBaere:

Omne_

B mape

C Gonpuioii cembeit

Jom mpecrapenbix

8. IIpodeccuonaabHbIi cTaTYyC:

[TonHas 3aHATOCTH

Henonnas 3anstocts

bespaGotHbiii

Homoxo3siika

Ilencuonep

Beimeqimmii Ha IEHCHIO paHbLIE MTOJIOKEHHOIO BPEMEHH
9. Yxa:xuBaete Jiu Bbl 32 keM-11607?

Jlla__

Her

Heranmu:

10. 3a Bamu KkT0-1100 yxa:kusaer?

Ja_

Her

HApyroe_
Heranmu:
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MeauuuHcKkasi mnpoBepKa

IMoxkanyiicTa yKka:kuTe KaKue U3 HUKeNPUBEIEHHBIX TUATHO30B Y BAC HMEKOTCS:
Ceppaeunsie 3a0051eBaHus

IlepeHeceHHbI UHCYIIBT

3aboseBaHre TPYIHOM KIETKH /JIETKUX

Omnkonoruueckue 3a00eBaHUs

Aptpur

Octeonopos u nepenom KocTen

HuabGer

Cnaboymue

Ecnu y Bac nMeroTcst [uardo3sl He yKa3aHHBIE 37€Ch, IOKAITYHCTa YKAKUTE UX HUXKE :

OcHoBHast YacTh

1.3penue, ciayx u o0ueHue

1.1 Bl mokete BuaeTh? ( ¢ OUKaMH, €CJIM HOCUTE)?

Ha  Ctpynom He Buxy BooOIIE

1.2 Bbl MokeTe ciblath ( CO CIIyXOBBIM aIapaToM €CJId HOCUTE)?

Ha  Ctpynom He cnpiry BooGmie

1.3 VcnbiThiBaeTe 11 Bbl TpyAHOCTH B OOIIEHNH U3-3a IIPOOIJIEM C pEeUbIO?
TpynHocreit Het TpyIHOCTH C HEKOTOPBIMM JIFOABMU _ TpyAHOCTH CO BCEMH
1.4 Moxete nu Bbl monb3oBaThes TeneoHoM? ( TOMAITHUA WA COTOBBI)
be3 nmocroponHeill oMoy, BKIOYas IpOCMOTP HOMEPOB U Habopa
C HEKOTOPOI MOMOIIIBIO

Wy BBl HE MOXKETE M0JIb30BaThCs Tene(HoHOM?

KommenTapuu

2. Yxoa 3a codoii

2.1 Bbl MoxeTe TOIAEpKUBAaTh CBOM BHEMIHMN BHUA? (pacyechiBaTh BOJOCHI, OPHUTHCH,
HAHOCHUTH MaKMsK U T1T)?

be3 nocroponHeit nomouu Wnu BBl HY)KJaeTech B Ubei-1100 MOMOIIU B MOAIEPKaHUN
CBOETO BHEIIHErO BHA

2.2 MoskeTe a1 BBl OJIETHCS CAaMOCTOSITEIHLHO?

be3 nocToponHel momoniu ( BKJIKOYasi MyrOBUIIbI, MOJTHUM, IIHYPKU U TH)

C HeKkoTOpoii MOMOIIBIO ( MOTY HAIOJIOBUHY CAMOCTOSITEIIBHO)

Wiu BBl HE CITOCOOHBI OJIEThCS CaMOCTOSITEIBHO

2.3 MoxeTe a1 Bbl IOMBITh Ballld PYKH U JIULO?

bes nocroponneit nomonm_

Wnu BBl HYXKAaeTech B YbEH-THO0 TOMOIIIH

2.4 Moxerte JId BbI MOJb30BATHCS BAHHOW WJIH TyliemM?

be3 nocroponHei nomoiu

Wnu BBI HyX)1aeTeCh B YbeH-IMO0 TOMOIIH JJIS TTOIh30BaHMS BAHHOUW WIIN JAy1ieM?

2.5 MoskeTe 11 BBI BBITIONHATH padoTy Mo 1oMy?

be3 nmocTtoponHel momoiu (MbITh MOJBI U TA)

C HexkoTopoil moMoMIbio ( MOTY BBIMIOJIHATH JIETKYIO paboTy MO OMY, HO MHE HEoOXoauma
MIOMOIIb TIPU TPYAHOI paboTe)
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Wnu BBl HE CTIOCOOHBI BBITIONHSATE padoOTy MO I0MY

2. 3a0ota o cede ( MpoaOJIKEHHUE)

2.6 MoeTe 11 BBl IPUTOTOBUTH cede exy?

be3 nocToponneii nomoniy ( INIAHUPYIO U TOTOBIIIO ropsyue Oaoaa)

C HEeKOoTOpOH MOMOIIIBIO ( MOTY IPUTOTOBUTH KOE-YTO, HO HE B COCTOSIHUM TOTOBUThH TOPsiYME
osroz1a)

Wnu BBl HECTIOCOOHBI MPUTOTOBUTH cede exy?

2.7 Moxerte JI1 Bbl CAMOCTOSITEJIbHO KYIIATh?

be3 nmocroponnei nomouu  C HEKOTOpOW MOMOINIBIO( pa3pe3aTh €1y, HAHECTH Macjo Ha
xned utn)

Wnu BBI HE B COCTOSIHUM KYIIIATh CAMOCTOSITEIbHO?

2.8 EcTh 1t y Bac mpo0sIeMBI € MOJIOCThIO pTa UK 3y0amu?

Her  Jla  (ecnu na, mokanmyiicTa yKaKUTE HUKE KaKUe TPOOIEMBbI)

2.9 MoxeTe a1 Bbl IPUHUMATD JIEKaPCTBA CAMOCTOSATEIBHO?

be3 nmocropoHHei momorti ( B Hy)KHBIX J103aX ¥ B HY)KHOE BpeMsi)

C HekoTopol MOMOIMIBI0 ( €ciau KTO-THOO TOTOBUT JUIsl Bac W/WIIM HAIMIOMUHAET MPHHSATH
JIEKapCTBa)

Wnu BBl HE B COCTOSIHUY NIPUHSTH CBOM JIeKapcTBa?

2.10 Ectp nu y Bac kakue-mud0 npoo6sieMsl ¢ Koxkei? ( s13BbI HOT, MPOJICKHHU )

Her  Jla  (ecnmu ga, TO mOXKaNylCTa YKaOXKUTE KAKHE)

2.11 Ectb 51 y Bac mpo0OsieMbl ¢ MOYEBBIM ITy3bIpeM (HeAepxKaHue MOUH?)

Her Ha, mpoucxoast nHoraa (Menele 1 pasa B IeHb/ pa3 B 1Ba IHA)

Wnu y Bac ecTh yacTble HeaepkaHus (1 pa3 B 1eHb uiu OoJibIe)

Wnu Hy’kHa TOMOIIb C MOYEBBIM KaTETOPOM?

2.12 Ectb J1n y Bac npo0JieMbl ¢ KUIIEYHUKOM (HeaepkaHue Kaja)?

Her  Jla, mpoucxoasaT uHoraa ( MeHbIle 1 pa3a B HEACTIO)

Wnu y Bac yactelie npo6siemsl (1 pa3 B AeHb win 6oiee) WiIKM HY)KHO AenaTh KIu3my?

2.13 Moskere 11 BBI MOJIB30BATHCS TyajaeToM? ( WU KPECIO-TyaJIeTOM )

be3 mocroponHeilt momomm ( MOry noOuparbcsi 10 TyajeTa, pa3leThCs, MOYUCTUTH 3a
coboit)

C HEKOTOpOi MOMOIIIBIO ( MOTY KO€-4TO CZeNaTh CAMOCTOATENbHO, B TOM YHCJIE TOYUCTUTH 32
coboit)

Wy BBl HE B COCTOSIHMM MOJIB30BAThCS TyaJleTOM/ Kpecino-TyaieTrom?

KomenTapum:

3. llepemenienne

3.1 Moxere 1M BBl IEPEIBUTaTbCs CaMOCTOSITENBHO OT KPOBAaTH JO CTYJIA, €CIIM OHU CTOSIT
psaom?

be3 nocroponnei nomoum  C HEKOTOPOM MOMOIIBIO

Wnu BBl HE B COCTOSIHUM NIEPEBUTATHCSI CAMOCTOSATENBHO OT KPOBAaTH JI0 cTyna?

3.2 Ectb 11 y Bac po0ieMbl ¢ KOJIEHAMU?

Her  Hexotopsle mpobnembl  ( mokadyicTa yKakKuTe HUXKe KaKHe)

3.3 Moxerte 1 Bbl IEPEIBUTaThCA B TOMENIEHUH?
be3 mocroponHei moMoIH (¢ TPOCTHIO/XOTyHKOM)
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B unBanmuaHOU KOMIsIicke Oe3 momMomu

C HEKOTOpOU MOMOIIBIO

Wnu BBl NpUKOBaHBI K KpOBaTU?

3.4MoskeTe 11 BbI MOJIb30BATHCS JICCTHULIAMU ?

be3 nmocroponneit momouiu (C TPOCTHIO/XOAYHKOM)

C HEKOTOpOM MOMONIBIO

Wy BBl HE B COCTOSIHUU TOJIb30BATHCA JIECTHULIAMU?

3.5 bbumi 51 y Bac Kakue-1u00 najaeHus B mocieanue 12 mecsien?

Hu pady  omuH pa3 JBa paza u Oonee

3.6 Moxere 11 Bbl BBIXOJUTh HA YJIUILY?

be3 nmocroponneit momouiu ( ¢ TPOCTbIO/XOYHKOM)

C HekoTOpoil moMouIpt0 Wiy BBl HE B COCTOSIHUM BBIXOJUTH HA YIHUIY?

3.7 Moxxere 11 Bbl XOAUTH 3a IOKYIKaMH?

be3 nocToponneii momoniu ( MOTy KYIUTh BCE HEOOXOAUMOE)

C HEeKOTOpOU MOMOIIBIO ( HY>KE€H KTO-TO YTOOBI XOJIUTh C BAMH 110 Mara3uHam)

Wnu BBl HE B COCTOSIHUU XOJUTh 32 MOKYIIKaMu?

3.8 Ectp 11 y Bac xakue-nmmO0 TPYJHOCTH MPH MOTYyYSHUH OOIIECTBEHHBIX YCIYT ( HalIpUMep:
Bpaua, ¢apmaiieBTa, CTOMaToora u 1)?

Her Heo6xoanMa HEKOTOpasi MOMOIIb

Wnu BBl HE B COCTOSIHUU MONTy4aTh AaHHBIE YCIYTH?

KomenTapum:

4. Bama 0e30macHOCTb

4.1 YyscTByere 11 BbI ce0s B Oe3onacHOCTH B BamieM aome? Jla ~ Her
4.2 YyscTByerte 11 BBl ce0sl B 6€30nacHOCTH 3a IpeaenaMu Bamero goma? Jla  Her
4.3 YyBCcTBOBaJIM JIK BBl KOTJIa-THOO yrpo3y WU TPECIIEIOBaHUS CO CTOPOHBI KOTO-IH00?

Ha  Her

4.4 YypcTBYyeTe M Bbl JUCKPUMHUHALIMIO [0 KaKoW-1100 npuunHe? (HalpuMep Balll BO3pacT,

T0JI, paca, peurusi, HallMOHAIBHOCTh, UHBAMUAHOCTh M TA) Jla  Her

4.5 EcTtp 1 y Bac KTO-HUOY/Ib, KTO MOT OBl TOMOYb BaM B cliy4ae 0O0JIE3HU HIJIM HEYACTHOTO
ciyyqast?

Ha Her

KommenTapun

5. Kusabe u puHaHCOBOE MOT0KEHUE
5.1 J1oBOIBHBI JIM BBl CBOMM >KuibeM? Jla Her
5.2 BBl B COCTOSIHUM YNPaBISATh CBOMMH JieHbraMu U (uHaHcoBeiMH JenamMu? Jla

Her

5.3 Bl xoTenu Obl MOJIY4YUTh KOHCYJIbTALMIO IO TocoOusiM u abrotam? Jla ~ Her
KommenTapun

6. Ilonaep:xanue 310pOBbs
6.1 3aHuMaeTech JI BbI peryssipHoi ¢pusnuyeckoit KyabTypoit? Jla  Her

6.2 UyBcTBYeTE JIM Bbl HEXBATKY BO3/yXa MPU MOBCEAHEBHOM aesTenpHocTu? Jla  Her
Ecnu oter a: [Ipu otasixe/mokoe  Ilo Houam Ha necraune B xBaptupe
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Ha__

6.3 Kypure nu Bbl Kakue-mu60 tabadynble u3aenus? ( HapuMep: CUrapeThl, CUTapbl, TPyOKN)
Her

6.4 Ilo BamieMy MHEHMIO Bbl MHOT'O YIOTpEOJseTe allKoroiabHbIX HanuTkoB? Jla ~ Her
6.5 Bbl Mmepwiin naBienue HenaBHo? Jla Her

6.6 Ectb 1 y Bac GecriokoiicTBa Mo MoBOJIy Baiero Beca’?

N36p1TOUHBIN BeC IToteps Beca Her GecniokoiicTs

6.7 Kaxk BbI lymaeTe Bbl 10Jy4YaeTe IPUBUBKH CBOEBPEMEHHO ?

Ha Her

KommenTapum:

Ha__

Her

7. Ilcuxuyeckoe 310poOBbE U OJaronoayume

7.1 Mosere JIi BbI 3aHUMAThCSI BAKHBIMHE ISl BaC BUAAMH J0Cyra, X000u, paboToii u yae0oii?
Her

7.2 OgHUM CJIOBOM, KaK ObI BBl OILICHIJIM Ballle€ 3JI0POBbE?

Ormmunoe  Ouenb xopomee  Xopowee  YnpoierBoputenbHoe  Ilmoxoe
7.3. Bol uyBcTBYeTe cebst oquHokuM? Hukorna ~ Muorma ~ Yacro

7.4 Crtpamanu 1 Bbl OT KakOW-TMOO HEZaBHEW MOTepU WM TsDKenou yrpartel? Jla

7.5 Y Bac ObLIM TIPOOJIEMBI CO CHOM 3a mocieanui mecsan? la Her

7.6.Y Bac 0bu1H kakue-nm0o0 6onv B Teite 3a mocnennuid mecs? Jla  Her
Ecnu otBer [a: Ouens nerkue Jlerkue YMepeHnsie CuiibHble
7.7 B TedueHue NOCIEAHETO Mecsla Bac 4acTo OECHOKOWJIO YYBCTBO IOJaBJIEHHOCTH,

nernpeccuu win 0e3Haaexxnoctu? Jla Her

7.8 B TeueHnH nociaeHero Mecsia Bac 4acTo 0ECIOKOMIIO YyBCTBO OTCYTCTBUSI MHTEpEca UIH

yI0BOJIbCTBUSA Jenath yto-mu6o? la  Her

Her

KommenTapum:

7.9 YV Bac ecTb 0OecCNOKOWCTBAa MO IMOBOJY IMOTEPH MaMsATH WU 3a0bIBYMBOCTH? Jla

8. lomosiHuTeILHASE HHPOPMALIUA
Kakwue ele Bopoch! BaXKHbI 1JIs1 BAC B OTHOILIEHUH BAIIEro 310pOBbs?

9. KoMmmeHTapuu aeTeii/ 0MIeKyHOB
Ecte mn '—ITO-HI/I6y,)IB CIIC O YCJIIOBCKE, 3a KOTOPBIM BbI YXaXKUBACTEC, YTO BBl CUUTACTC BaKHBIM?

B pPE3yiabTaTe Ballei POJi B KaUCCTBC JIMIA OKA3bIBAIOLICTO YXOO, €CTh JIM BOIIPOCHI, KOTOPLIC

BbI XOTEJHU ObI pEelIUTH?
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HNupexc Jloyrona

1.1. Bel Mo)xeTe cTHpaTh CBOM BEUIM CaMOCTOATENBbHO (BPYYHYIO MJIM B CTHPAIbHOM
MaluHke)?

Jla, Bce CBOM BELIM CTUPAIO CAMOCTOSITENIBHO

Mory, HO HET HEOOXOAUMOCTH, TOTOMY YTO JE€TH/CHOXH CTUPAIOT JJISI MEHS

Mory cTuparh TOJIBKO JErKUe BelH (HOCOUKHU, IIIATOUKH)

He mory, Heo0xoauMo, YTOOBI KTO-TO MHE CTHpAJ BEIIA

1.2. Kak BBI IIepeIBUTACTECH 110 TOPOIY?

CamMocToATeIbHO Ha OOIIECTBEHHOM TPAHCIIOPTE UJTU €3Ky Ha CBOEH MalllMHE
3aka3bIBar0 M €3)Ky TOJIbKO HA TAKCH CAMOCTOSITENIBHO

E3xy Ha 00II€CTBEHHOM TPAaHCIOPTE TOJIBKO B COMPOBOXKIECHUHU KOTO-TMO0
Mory 10X0AUTH 10 MAIIMHBI TOJIBKO C Yb€U-TUOO MOMOIIBIO

He BbIXOXKYy M3 JOMa COBCEM, HE MIEPEABUTAIOCH 110 TOPOY

IHoxnuce Hara

Coraamenue

Hudopmanus, 3anucaHHasi BO BpeMsi 3TOr0 TeCTHUPOBAHMS, MOXKeT ObIThH IepelaHa
APYTHM JIMIAM, YYACTBYWIIMM B BalleM JeYeHHH. IJTO IOMOXKeT MM IOHATH Balld
noTpedHOCTH U N30eKATh He00X0IMMOCTH MOBTOPSATH HEKOTOPbIE BONPOCHI TECTUPOBAHHUS.

Hekortopass nHpopmanus MoXeT UCHOIb30BaThCS Ul IUIaHUPOBAHUS OyIylIUX yciayr. OTa
uHpopManus OyeT aHOHUMHOM, Tak 4TO Bbl He OyeTe WACHTU(UIIMPOBAHBI.

CornacHsl 1 BBl C Te€M, 4TOOBI HH(OPMAIIHS, 3alICAHHAs B XOJI€ 3TOr0 TECTUPOBAHUS, ObLIa
WCIIOJIH30BaHa TSl TUIAHUPOBAHUS OyIYIINX YCITyT?
Ha Her

Ectb nu kakas-nm16o KOHKpeTHas nH(popMalus, KOTOPO Bbl HE XOTUTE AeTUThca? (YKaxuTe
neranu) Ja Her

CyIecTBYIOT JIM areHTCTBAa WJIM YacTHBIE JIUIA, C KOTOPBIMU BBl HE XOTENU OBl JIEIUTHCS
uHpopmanueit? (YKaxure I1eTainm)
Ha Her

Iloamuce JlaTa

HNwmsa uccnenoBarens: IToamuce JlaTa
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OIEHKA HE3ABUCUMOCTH

Crenyromue BOIPOCH B OIIEHKE TeKyIuX norpedHocreit u npuopureroB EASY-Care

CBs3aHBbI C HOTpe6HOCTI)IO B YXOJ€ U IMMOAACPKKE. Bricokue Oaibl ITOKa3bIBAIOT BBICOKYIO

[OTPEOHOCTH B MOJACPKKE

Table 11
[Tokazarens MOTpeOHOCTH B OIepKKe (6aut B CKOOKaX) Borpoc Ouenka
He moxer mosb3oBatbes TenedoroMm (3), monb3yercs ¢ HekoTopol | B 1,4
nomotipio (2), 6e3 mocroponneit momoru (0)
Hy>xHa momMo1ip B mojjiepanuy BHEITHETo Buaa (5), He HyKaaeTcsi B | B 2,1
nomoru (0)
He moxet oneBaThes (6), oJ1eBaeTcsi ¢ HEKOTOPO moMotisio (4), 6e3 | B 2,2
noctopoHHel nomoinu (0)
He moxer mpunsaTh BaHHy/aym (5), mpuHuMaeT 0e3 moctopoHHei | B 2,4
niomoru (0)
He ™oxer BBIMONHATH AoMaliHio paboty (3), Beimonusier ¢ | B 2,5
HEKOTOpOii momoniwio (2), 6e3 momoru (0)
He mosxeT npurotoBuTh ey (5), TOTOBUT ¢ HEKOTOPO# momoripio (2), | B 2,6
6e3 momoru (0)
He moxet camocTosTesbHO ecTh (8), ecT ¢ HekoTopoit momoribio (3), | B 2,7
6e3 moctoponHei momontu (0)
He moxer mpunumare nekapcrtBa (4), mpuHUMaeT ¢ HekoTopoi | B 2,9
romoIipio (2), 6e3 mocroporHeit momorntu (0)
Yacteie cnyuan Hepepxkanus mMouM (8), yactuunsle (6), HeT Takux | B 2,11
ciydaes (0)
Yactele ciydyau HenepxaHus kana (8), yactuunble (6), He ObiBaer | B 2,12
Takux ciydaes (0)
He wmoxer wucnonws3oBate Tyaner (7), monb3yercs ¢ HekoTopoiu | B 2,13
nomo1nbio (4), 6e3 momornru (0)
He moxer nepemectuthecsi ¢ kpoBatu Ha ctyn (7), ¢ Hekoropoii | B 3,1
nomo1pio (4), 6e3 mocroponneit momorntu (0)
[TpuxoBan k KpoBatu (8), Hy)KAaeTcs B MOMOIIHU i nepemerienus | B 3,3
BHyTpu mnioMeuieHust (7), mnepeaBuUraercs CaMOCTOSITENIBHO TIpU
MTOMOIIY MHBaAUIHOTO Kpecina (5), 6e3 momonru (0)
He moxeT nogaumarbcs o aectauuie (4), mogHuMaeTcs ¢ Hekotopoit | B 3.4
romoIipio (2), 6e3 momornru (0)
He moxet rynare Ha ynuie (6), ¢ HekoTtopod momorisio (3), 6e3 | B 3,6
oMot (0)
He moxeTt xonuTh 3a nokynkamu (4), ¢ HekoTopoi nomouisio (2), 6e3 | B 3,7
oMot (0)
He wmoxer momyunth oOmiecTBeHHBIE yciyru (5), ¢ Hekotopoit | B 3,8
nomoltieio (2), Het Takux TpyaHoctei (0)
He cniocoOen ynpaBisats puHancamu (4), cnocoOeH yrpanists (0) B5,2

Oo6rmras orenka (0-100)
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PUCK CPBIBA B I'OCIIMTAJIM3ALIUA

Table 12

HNunukarop pucka

Bomnpoc

1 6amn Ha KaXKAbIi OTBET

HyxnaeTcst B moMomm ¢ 0JieBaHUEM

IIPUHATUEM BaHHBI

IMPUCMOM IMUIIN

PUCK ITAJIEHUI

Crnenyrone BONPOCHI B OLIGHKE TEKyIIUX MoTrpedHocteil u mpuoputetoB EASY-Care
MPOTHO3UPYIOT TOBBIIIEHHBIM PHUCK TMaJeHUs W/UIW TpaBM OT majgeHuil. Tpu wuimm Oomee

IMOJIOKUTCIIBHBIX ITYHKTA YKAa3bIBalOT HA BBICOKHMH PHUCK HaILCHHﬁ.

Table 13

WNupukarop pucka Bompoc 1 Gamm Ha Ka)KABIi OTBET
HmMeroTcest CI0KHOCTH €O 3pEHUEM Bl

CI10’KHOCTH C IEpEMENICHUEM B 3,1

[TpoGieMbI ¢ KoJIeHIMHU B3,2

OnuH u 0oJee NajgeHnil 3a TOL B 3,5

[IpuxoBaH Kk JoMy B 3,6

Heb6e3omacHo qoma B4,1

Hebe3omacHo BHE 10Ma B4,2

UpesmepHoe ymoTpebIeHne aKOT OIS B 6,4

Oo6mee (u3 8)
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APPENDIX |
EASY Care Standard 2010 questionnaire in Kazakh

JKeke akmapar:

1)’KbIHBICHI:

Ep Onen

2)XKacer:

3)TyprbuUlbIKTHI MeKeHKalbl: Aybin  Kama

4)OT0OachUIBIK JKaFJaibl:

boiimak__ Yiinenren/Gipre Typaasl  AxblpackaH _ Kecip

5)bimimi:

Opra(mekTemn)

OpTa KoCINTIK (TEXHUKYM, KOJUISIIK)

JKorapbl (MHCTUTYT, YHUBEPCUTET)

6)XXaunrbl, ci31iH 0TOACKUIBIK Kap KbIHBI3 aliIbIH COHBIHIA KaJlal KaIbIlITacaIbl?
Al COHBIHA JIEH1H )KETKUIIKCI3
A¥i COHBIHA JTON KETeMi
[Ilamanbl akmia apTelIaabl

7) Kimmen Gipre Typacsl3:

Kanrerz  KyOaiibimmen  Yinkedn otoaceimmed  Kaprrap yitinne

8)Kocibu mopTebeHis:

TomNBIK )KyMBIC KYHIMEH KaMTBUIFaH

XKapreinaii KyMbIC KYHIMEH KaMTBUTFAH

Kymeicepz

Y¥i mapyacblHAarsl oMen

3eitHeTKep

JKyMBbICTaH 3€HETKE epTe MIBIKKAaH

Crynent

9)Ci3 Gipeyre KaMKOPJBIK (KyTiM) xacaiicei3 6a? Mo Kok

10) Cisre 6ipey KaMKOpJbIK (KyTiM) skacaii Ma? Usa ~ Kok backa

Herisri Gemnim:

1.Kepy, ecry, ceiinecy

1.1 Kanms! ke3iHi3 xakchl kepe Me? (Erep ke3inaipik KUCEHI3 KO3UIAIPIKIeH)?

s Kok__ Jlypbic kepMeiiMiH_

1.22Kanme! ecty KabineTiHI3 )kakcel Ma (Erep ecty anmaparbiH TakCaHbI3 armapatiieH)?
Ns_ YKok JlypbICc ecTiMEMMIH

1.3 Ceiiney GoMbIHINIA KMBIHIIBUIBIKTAP SCEPIHEH C13/11 TYCIHY KMBIHABIK TYFbI3a1bl Ma?
Kox__ Keiibip anamnapMeH KUBIHIBIK Tyaabl  OapJbIK afaMIapMeH KUBIHIBIK Tyalbl
1.4Ci3 tenedon Konmanace3 6a? (Yit HeMece ysibl TenepoHMEH )

KemMexkci3 KonjaHaMbIH COHBIH 1MIIHIE HOMIPIIEPi 13/1ey KOHE Tepy

KemekTi KaxkeT eTeMiH_

HeMmece TenedOH bl KONaHa ajaMaicel3 6a?

2.O3iH 031 KYTYy

2.1 Ci3 e3iHi3/11H CBIPTKbI KEJIOETiHI3/11 KyTe ajachl3 6a? (MbICalIbl, IIAIITHI Tapay, KBIPbIHY, OOSHY,
T.C.C)
O3iM xacail anambiH__ Hemece keMek Kaxer ne?
2.2 O3iriHi3IeH KiiHe aiacel3 0a?
O3iM KuiHe ajJaMbIH (TYHMeNep il TaFblll, 3aMOK, T.C.C.)
[[Tamasbr KOMEKTI KaXKET €TeMiH (KapThICHIH ©31M Kacail aJJaMbIH)
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Hemece o3iHi3 kuiHe anMaiicei3 6a?

2.3 O3iHi3/1H KOJIBIHBI30CH OeTiHI3/1 JKya ajiachl3 6a?

Kemekci3 )xya anmaMbplH _ [IamMalibl KOMEKTI KQKET €TeMiH

2.4]1ym HeMece BaHHaHBI ©31HI3 KaObLI/1aid anace3 6a?

Kemexkci3 kabbuiaii anamMein_ Hemece koMeKTi Kaxer eteci3 06e?

2.5 Y1 )KyYMBICBIH aTKapa anachl3 6a?

Kemekci3 aTkapa anaMbIH(eeH Ky T.0.)

Kemexkrien aTkapa amamblH (3KE€HLT )KYMBICTap/Ibl aTKapa ajlaMbIH, O1pakK ayblp >KyYMbICTapFa
KOMEKT1 K&KeT eTeMiH)

Hewmece emkanaii yit 5kyMBICBIH aTKapa alMaicei3 6a?

2.6 ©3 TaMarbIHBI3IBI JalbIHIAN anack3 6a?

Kemexk kKaxkeT erneliMiH (63 TaMarbIM/Ibl TOJIBIFBIMEH JaiibIHIall alaMblH)

Kemek kaxkeT (mamalibl Hoepcenepi JaibIHIaiMBbIH O1paK 63 TaMaFbIMJIBI TOJIBIK JaibIHIal
alMaiMbIH)

Hewmece naiibingail anmaiicez 6a?

2.7 ©3iHi311 TaMaKTaHAbIpa ajlackl3 6a’?

KemekTi KakeT eTnemin___

[ITamanbl KOMEK KaXXeT eTeMiH (TaMaKThl KYIO, HAaHJIbI KECY, Mai/Ibl J)KaFy T.C.C.)
Hemece o3iHi31i TaMakTaHIbIpa aIMalchI3 6a?

2.8 AybI3 KyBICBIHBI3 HEMECE TIiCiHi3 aybIpabl Ma?
Kok HUs (Erep aysIpca cunarran OepiHi3)

2.9 Ci3 o3 nopi-mopmeriHizai KaObLiaai anacki3 6a?

KemekTi KaxkeT eTneiiMin( KaKeT 103aChl MEH yaKbIThIH/Ia KaObUIIall ajJaMbIH)
[[Tamanbl kKeMeK KaxeT eTeMiH( erep Oipey AalbIHIaN / HeMece eciMe cajblll Typca)
Hewmece ci3 gopi gopMmeriHizal Kadbuiaai anmaiiceis 6a?

Cizge tepi aypynapsl 6061 Ma? (MbICaJIbl, aKTHIH JKapajlapbl, KbICBHIM jKapayaphbl)
Kok Mo (erep Oosca, ToMeHE KOPCETIHI3)

Ci3ne KybIKTBIH Oy3blTYybI Oap Ma(39p LIBIFapy bl ycramay)?

Kok
Wo, ke3neiicok xaraaia 60aybl MyMKiH (KyHiHE Oip peTTeH a3)
Hewmece ci3ne xwui xargaitnap 6ap Ma (KyHiHe Oip peT HeMece O/1aH J1a KoI)_
Hemece 30p mibIFapy kaTeTepiHiH KoMeri Kaxer ne?

Ci3ne yiKeH JopeTneH KUbIHABIKTap 6ap Ma?? (HoxicTi ycramay)?

Kox

Keii xe3nepi (antacbiHa Oip peTTeH a3)

Hewmece cizae xui KalTanaHaapl

Hewmece knu3ma xacay kepek ne?

Ci3 noperxaHara 3/iriHi3ieH 0apa anacbi3 6a (Hemece apHaiibl OTBIPFBILI AIpEeTXaHAHbI KOJAaHa
anaceI3 0a)?

KemexkTi KakeT eTrnedMin__

[[Tamanpl KOMEKTI KaXKET €TeMiH_____

Hemece noperxanara o3 0eTiHi30eH Oapa anmMaiicei3 6a?

3.Ko3FaJbICHIHBI3

3.1 Ci3 o3 6eTiHI30€H TOCEKTEH OPBIHIBIKKA ICHIH KYpE ajacki3 0a, erep ojap Oip OipiHe KaKbIH
Typca?
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KeMmekTi KakeT eTnemin__

[Ilamaspl KOMEK KOKET

Hemece ci3 ToceKTeH OpBIHIBIKKA JICHiH KO3Falla alMaice3 6a?
3.2 Ci3aix TabaHBIHBI3 aypajbl Ma?

XKox__ Kimkene aybipapl (6TiHIII TOMEHTE 5Ka3bI KETIHI3)

3.3 Ci3 yiine Ko3rana anacei3 6a?

KemMekTi KakeT eTreliMiH (TachiMaiiay HeMece )KYPY KYPbUIFbIIAPBICHI3)
MyreznexTep apOachlHIa KOMEKCI3

Hemece ci3 Tocekke TaHBUTFAHCHI3 0a?

3.4 Ci3 GacniayiiakieH xype ajachbi3 6a?

KeMekTi KakeT eTneiMiH (Ke3-KeJNreH Kasty )KYpy KypajlapblH KHIOAl Koca)
Kanpait na 6ip keMeknen

Hemece ci3 6acmanmakieH xxype aiMancei3 6a?

3.5 Ci3 conrbl 12 aif immiHae KyI1aapHBI3 0a ?

XKox___ bipper  Exi Hemece ojaH Kem____

3.6 CeIipTTa ©3iHI3 Xasy )Kype anacei3 6a?

KeMmekTi KaxkeT eTneiMiH (Ke3-KeNreH Kasty )KYpPy KypajlapblH KHIOIl Koca)
Kanpnait na 6ip keMeknen

Hemece ci3 ceipTTa XKYype anmMaiicei3 6a?

3.7 Ci3 nykeHre OaphblIl 3aT CaThII ana anachlz 6a?

KemekTi KaxkeT eTneiiMin (0apiIblK KaXKeT HOpCeIep/i 63iM CaThIIl aJlaMblH )
Kannait na 6ip keMekrieH (ci3re 0apibIK caya canapiapblHia Oipey epim Kypyi Kepek)
Hemece ci3 emkanmaii cayna skacai alMancei3 6a?

3.8 MemJekeTTik KbI3METTep/Ii anyAa KaHaai aa 0ip KUbIHIBIKTap O6ap ma?
(MBICaJIbl, opirep, JopixaHa, CTOMATOJIOT KoHE T. 0.)

Emr KubIHABIKCHIZ

Koemex xaxer

MeMIeKeTTiK KbI3MeTTep/Ii ala aliMaiMblH___

4. Ci311iH KaybIICI3AIriHi3

4.1 Ci3 e3iHI3/1iH YHIHI3IE ©31HI31 Kayilci3 ce3ineci3 6e?

No Kok _

4.2 Ci3 yiaeH TbIC xepe 031Hi3/1 Kayinci3 cesineci3 6e? Mo Kok ___

4.3 Bipey ci3li KOPKBITHII HEMece KybII Kyprenaei ce3infinisz 6e? Mo~ Kok

4.4 Cizne kanmaii na 61p cedenTepmMeH 031HI3/1 KeMciTy ce3imi 6apma? (MbICaibl, Ci3]11H KaChIHBI3,
JKBIHBICBIHBI3, HOCLI, JIiH, MYTEIEKTIK)

No Kok

4.5 Aypy HeMece TOTEHIIIe KaFail TybIHIaFaH Ke3/Ie ci3re KoMeKTece allaThlH Oipey O6ap ma?

Mo Kok

5. Y1 )koHE KapKbUIbIK JKaFaan

JKanmel, ci3 ©31HI3/1H TYpFbIH YHiHI3re pu3achi3 6a? Mo Kok

Ci3 e31HI3/iH aKIaHbI3 O€H KapKbUIBIK ICTEPiHI3AI Oackapa amace3 6a? Mo Kok
Ci3 KapKbUIBIK JKEHUITIKTEp HEMece JKEHUIIKTEpP Typalibl KEHEC aJIFbIHbI3 Kese Me?

Mo Kok

6. JleHCcaynbIKTBI CaKTay

6.1 Ci3 yHeMi XKaTThIFy Xkacaichl3 6a?

Mo Kok

6.2 Ci3re ozieTTeri 9peKeT Ke3iHe aya >KeTrnen Kanaasl Ma?
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Na Kok

Erep Uo Gonca: nemainraH ke3¢ TYHJE THIHBIIITHIKTA
OacranIakneH KOTepUIreH Ke3e  moTepae

6.3 Ci3 Tabak mereci3 6e? (MbIcayibl, TEMEKI, cUTapa, TYTIK)

Mo Kok

6.4 Ci3 aJKoroJip/i Kelr i1eci3 Iell oiiaicer3 0a?

Mo Kok

6.5 JKakeiana ci3aig KaH KbICBIMBIHBI3 OJIIIeH Il Me?

Mo Kok

6.6 Ci3iH caJIMarbIHBI3 Typasbl aJaHAayIIbUIBIK O0ap Ma?

ApthIK canmak 6oy Canmak xoranty  Emkannail KUBIHIBIK TyJIbIpMaiabl
6.7 Ci3 BakIMHAIMsIApIaH YaKbITBIIBI OTII )KYPCI3 JIeT oiaicei3 6a?

Ho Kok

7. IlcHXUKaJIBIK IEHCAYJIBIK KOHE dI-ayKaT

7.1 Boc yakpITTBIHBI3IA ©31Hi3 YILIIH MaHbI3bI icTep, X000H, )KYMBIC TIEH OKyMEH aifHaJbIca alachl3
0a?

o Kok _

7.2 Kammer, Ci3 €3 1eHCayNIbIFBIHBI3AB KaHAH 1en ailTap eAiHi3:

Kepemer Orte XKakcer  JKakcer  IlMlamaner ~ Hamap

7.3 Ci3 e3iHi3ni kanrei3 cesineci 6e? Emkaman  Keiine  Kui

7.4 Ci3 xakpIH/1a KaHJai 1a Oip ayblp Kalifbl HEMece KOFaITYaH 3ap/an MeKTiHi3 Oe?

4E) Kok

7.5 OTKeH aiina cizjie yHKbl mpobiaemanapbl 601161 Ma?

Mo Kok

7.6 Cizne oTkeH aifa neHe aypysl 6oonasl Ma? Mo~ Kok

Erep Uo Gomnca: Ote xwenin  XKenin  Oprama  Aysip

7.7ConFbI aiifia ci3ii keOiHece Aerpeccust HeMece YMITCI3IK ce3iMi Mazanaisl Ma?

4E) Kok

7.8 CoHFbI aiiia Ci3/1i icTeN JKaTKaH 1C1HI3Te KbI3bIFYIIBIIBIKTHIH HEMECE KyaHbIIIThIH O0IMaybl KUl
Mazananel ma? Mo Kok

7.9 Ci3ze ecte cakTay KaOUIETiHIH )KOFaIybl HEMECE YMBITIIAKTHIK Typasibl alaHAayIIbUIBIK Oap
ma? Ma Kok

JloyTon unaekci

1.1. Kuimzai e3iHi3 xya anachl3 0a (KOJIMEH HeMece Kip *KYFBIII MaluHaaa)?

Ws1, meH OapiiblK 3aTTapbIM/IbI ©31M )KyaMblH

MeH xacait anamblH, OipaK KakeT eMec, OiTKeH1 Oananap / KeliHaep MaFaH Kip &Kyaabl
MeH Tek xeH1 3aTTap bl (IIYJIBIKTap, opaManjiap) *ya alaMmblH

MeH »acaii allMaliMbIH, MaFaH KHIMIM/I1 )KyaTblH Oipey Kepek

1.2. Kanansl Kanai aifHaJIBII ©Teci3?

KoramMpIK KeTiKIIeH HeMece 03 KOJITIMMEH

MeH TanceIpbic OepeMiH KoHE TEK ©31M TAKCUMEH KYPEMiH

MeH KoFraMbIK KOJIIKIIEH Oipey/liH cylieMenieyiMeH FaHa OapaMblH
Keuikke MeH Tek Oipey/liH KOMETiMEH KeTe alaMblH

MeH yiiieH MyJIJIeM HIbIKNaiMbIH, Kajaaa KO3FaJIMaiMbIH.

Ochl TecTisiey Ke3iHe Ci3/IIH KYTIMIHI3Te KaThICThI Ka3blIFaH aKmapar Ci3/iH eMiHI3Te KaThIChl Oap

aZlamJiapra TapaThLUTybl MYMKiH. ByJT onapra TecTTe Ke3eceTiH keibip cypakTap/ibl KailTanamayra
KOMEKTECE/].
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Keii6ip aknapaT Gomnamak KbI3METTEp/Ii sKOCTapiiay YIIiH MaiiiaJaHbulybl MyMKiH. Byit akmapar
AQHOHMMJI1 OOJTajIbl, COHABIKTAH Ci3 aHBIKTAIMANCHI3.

OchI TecTisIey Ke3iHe jKa3blIFaH akmapaT O0oJamaK KbI3MEeTTep/I1 JKocmapiay YImiH
naiijanaHbpUIaTBIHBIMEH Kelticeci3 0e?
Ho Kok

Ci3 OeuicKiHI3 KeIMENTIH HAKTHI akmapat 6ap Ma? (TonbFbipak kepceTiHiz) Mo Kok

O3iHI3re KaThICThI aKnapaTieH O06IiCKiHI3 KeIIMEUTIH areHTTIKTEp HeMece JKeke ajamaap 6ap ma?
(TombrFbipak MomimMeT OepiHi3)

Ha Kok
Kosst Kyni
3epTTeyIIiHIH aThl-KOHi: Koms Kyn
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