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Executive Summary 

This baseline assessment examines the health, functional capacity, mental well-being, social 

conditions, and socioeconomic challenges of older adults forcibly displaced from Artsakh and 

currently residing in the Republic of Armenia. Conducted to inform evidence-based planning and 

implementation of community-based and home-care services supported by the Armenian 

Women’s Welfare Association (AWWA) and implemented by Hanganak NGO, the assessment 

establishes a reference point against which future program outcomes and changes in health, social, 

and economic well-being can be measured. 

Purpose and Methodology. Between August and November 2025, a cross-sectional 

baseline survey was conducted among 103 displaced older adults. Structured interviews 

incorporated validated and locally adapted instruments, including measures of physical and 

cognitive functioning, depressive symptoms (PHQ-2/PHQ-9), loneliness (adapted UCLA 

Loneliness Scale), and indicators of social health, housing conditions, financial vulnerability, and 

priority needs. The survey provides a comprehensive picture of the multidimensional challenges 

facing displaced older populations. 

Profile of the Surveyed Population. The study population was predominantly female 

(92.2%), reflecting both higher female life expectancy and conflict-related male mortality, 

particularly during the First Artsakh War. The majority of respondents were aged 70 years and 

older, indicating an advanced-age population with heightened health and care needs. All 

participants were forcibly displaced from Artsakh and, at the time of the survey, were residing 

across several marzes of the Republic of Armenia, primarily in urban and peri-urban communities. 

The population was ethnically homogeneous, consisting entirely of ethnic Armenians. Educational 

attainment was relatively high: the largest proportion of respondents had completed higher 

education at the institute or university level (35.0%), followed by those with professional or 

technical education (32.0%). Most respondents were single (72.8%), with a smaller proportion 

widowed (15.5%); prior to displacement, most of the respondents reported living alone. Following 

displacement, nearly four in five respondents (77.7%) moved into shared housing arrangements 

with relatives or friends, primarily as a coping strategy to reduce housing and living costs. 

Health and Functional Status. Respondents exhibited a high burden of chronic disease and 

multimorbidity. Hypertension affected 62.1% of participants, followed by cardiovascular disease 

(34.0%), visual impairments (26.2%), musculoskeletal conditions (23.3%), and diabetes 

(18.4%). While most respondents retained independence in basic activities of daily living, 

limitations were common for physically demanding tasks, underscoring the need for ongoing 

medical monitoring, medication management, and home-based care services. 

Mental Health and Psychosocial Well-being. Depressive symptoms were widespread. 

More than one in five respondents (≈21%) screened positive for probable depression on the PHQ-

2, with subsequent PHQ-9 assessments indicating predominantly moderate to severe symptom 

severity. Loneliness was also pronounced, with over one-quarter of respondents reporting 

moderate to severe loneliness. Despite shared living arrangements, emotional isolation remained 

a significant concern, highlighting the psychosocial impact of displacement and loss of social 

networks.  
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Social Health and Displacement-Related Experiences. Although respondents reported 

frequent contact with trusted individuals (mean ≈ 9 contacts per week), emotional support 

networks were often narrow. Family members – broadly defined to include relatives’ or friends’ 

households – were the primary source of emotional support (70.6%), while reliance on neighbors 

(7.8%) and religious communities (2.0%) was minimal. Notably, 12.7% identified Hanganak 

social workers or nurses as emotional supports, and 9.8% reported having no emotional support 

at all. Community participation was low, with 67.6% reporting no regular involvement in social 

activities. Health limitations, transportation barriers, and lack of organized opportunities were the 

most common obstacles. Many respondents expressed missing shared meals, neighborhood 

interactions, and a sense of belonging lost after displacement. 

Living Conditions and Housing. Housing conditions reflected widespread precarity. Most 

respondents lived in rented accommodation or with relatives or friends, typically in small and often 

overcrowded dwellings. Households averaged 3.1 persons, with frequent bedroom sharing. While 

access to basic utilities was generally adequate, housing costs constituted a major financial burden. 

Only 4.9% of respondents owned their homes, including several who had purchased housing using 

state-issued certificates for displaced persons. An additional five respondents (4.9%) reported 

residing in social housing. 

Financial Vulnerability. Financial hardship emerged as a dominant concern. Among 

respondents paying rent, the mean monthly rent exceeded 111,000 AMD, while food expenditures 

averaged approximately 36,500 AMD per month, in addition to recurring utility costs. In contrast, 

the primary income source for nearly all respondents was a state pension, with a mean monthly 

amount of approximately 56,000 AMD, supplemented by a fixed 30,000 AMD state rental 

subsidy. Access to additional social assistance was limited, with fewer than one-quarter of 

respondents receiving support through the Paros social assistance program. NGO assistance, 

primarily from Hanganak, played a critical compensatory role but did not fully offset structural 

income gaps. Healthcare expenditures appeared relatively low; however, this reflected constrained 

affordability rather than limited need, with many respondents reporting postponement or 

avoidance of medical care except in urgent situations. Overall, the imbalance between fixed 

incomes and rising housing, food, and utility costs underscores the high level of financial 

vulnerability within this population, with over 90% of respondents identifying financial 

difficulties as a priority need. 

Priority Needs and Implications. Housing stability, financial security, healthcare access, 

and social support were consistently identified as urgent needs. Psychological and social needs 

were also prominent, though often under-recognized or insufficiently addressed. The findings 

reveal a convergence of age-related vulnerabilities and displacement-related stressors, placing 

older adults at heightened risk of declining health, social isolation, and poverty without targeted 

interventions. 

Key Recommendations. Based on the findings, the report recommends strengthening 

integrated healthcare and home-based services; expanding mental health screening and 

psychosocial support; reducing social isolation through structured community engagement; 

addressing housing affordability and financial vulnerability; and applying functional and 

psychosocial assessments to guide targeted, needs-based service delivery. 
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Conclusion. This baseline assessment provides a critical evidence base for understanding 

the complex and interrelated needs of displaced older adults and for guiding AWWA-supported 

programming. The findings underscore the importance of integrated, community-based 

approaches that simultaneously address health, psychosocial, social, and economic dimensions to 

promote dignity, safety, and well-being among elderly displaced populations. 
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1. Introduction 

Following the mass forced displacement of the population of Artsakh in September 2023, 

elderly Armenians have faced profound and overlapping challenges related to health, psychosocial 

well-being, housing insecurity, and social isolation. Older adults - particularly those living alone, 

with chronic illnesses, disabilities, or limited family support - have been among the most 

vulnerable groups affected by displacement and the subsequent reduction of state assistance. 

Hanganak Charity Non-Governmental Organization has a long-standing mission to improve 

the quality of life of elderly Armenians through integrated medical, social, and psychosocial care. 

Building on its earlier emergency response and the findings of the Needs Assessment Survey 

published on the organization’s website, Hanganak initiated this baseline survey as part of the 

project “Improve the Quality of Care for Armenian Elders Living Outside of the USA,” supported 

by the Armenian Women’s Welfare Association (AWWA). 

The baseline survey was designed to provide a structured and evidence-based snapshot of the 

current conditions of elderly beneficiaries forcibly displaced from Artsakh and residing in Yerevan 

and various marzes of Armenia. While the survey instrument closely aligns with the previously 

conducted needs assessment - ensuring continuity and comparability - it places greater emphasis 

on standardized indicators and measurable outcomes to support ongoing monitoring, evaluation, 

and program planning. 

Specifically, the survey captures key domains including: 

• Physical health status and presence of chronic conditions 

• Access to medical care and medications 

• Mental health and emotional well-being, including indicators of depression and loneliness 

• Functional status and level of dependence 

• Social support networks and degree of isolation 

• Economic vulnerability and access to basic necessities 

Data were collected through direct interviews conducted by trained Hanganak staff and 

healthcare professionals, ensuring ethical sensitivity and respect for the dignity of elderly 

respondents. The baseline survey establishes a reference point against which changes over time 

can be measured, allowing Hanganak to assess the effectiveness of medical, psychosocial, and 

social interventions delivered during the project period. 

The findings of this baseline survey will serve multiple purposes: 

1. to guide individualized care planning for beneficiaries; 

2. to inform programmatic adjustments and resource allocation; 

3. to enable comparison with follow-up assessments; and 

4. to provide donors and partners with reliable evidence of need, progress, and impact. 

By combining continuity with methodological strengthening, this baseline assessment 

represents a critical step in Hanganak’s transition from emergency response toward sustainable, 

data-informed elder care services in Armenia. 
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2. Methodology 

1. Study Design 

This study employed a cross-sectional baseline survey design to assess the health, 

psychosocial, social, and economic conditions of elderly beneficiaries supported by Hanganak 

Charity Non-Governmental Organization. The baseline assessment was conducted as part of the 

project “Improve the Quality of Care for Armenian Elders Living Outside of the USA” and is 

intended to serve as a reference point for future follow-up and outcome evaluations. 

The survey instrument was developed based on Hanganak’s previously implemented Needs 

Assessment Survey, with refinements introduced to strengthen standardization, internal 

consistency, and comparability over time. 

2. Study Population and Sampling 

The target population consisted of elderly Armenians forcibly displaced from Artsakh and 

currently residing in Yerevan and selected marzes of the Republic of Armenia. Eligible 

participants included individuals receiving or eligible to receive medical, social, and psychosocial 

support services through Hanganak.  

In line with Armenian national standards and the organization’s service framework, the 

primary eligibility criterion was retirement age (63 years and older). A limited number of 

individuals under the age of 63 were included in exceptional cases where severe disability, chronic 

illness, or extreme vulnerability warranted inclusion. These cases were documented and analyzed 

separately where relevant. 

Participants were selected using purposive sampling, focusing on individuals identified as 

socially isolated, homebound, living with chronic conditions, or lacking adequate family support. 

In addition, interviews were conducted with all beneficiaries who participated in Hanganak’s 

social and psychological activities, including group therapy sessions, seminars, and community-

based events. As a result, the sample is representative of the population served by the organization. 

Only a small number of individuals were excluded from participation due to severe hearing 

impairments or advanced dementia, which limited their ability to provide informed and reliable 

responses. 

3. Data Collection Procedures 

Data were collected through structured, interviewer-administered questionnaires, 

conducted by trained Hanganak staff, including healthcare professionals and social workers. 

Interviews were conducted either during home visits or at Hanganak’s office, depending on the 

mobility and health status of participants. In addition, telephone interviews were used to reach 

elderly individuals living in remote marzes who were eligible for the program but were not 

receiving services at the time of data collection due to financial constraints. These respondents 

were included in the category of “other marzes” to ensure their perspectives were represented in 

the baseline assessment. 
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Given the advanced age and health conditions of many respondents, interviews were 

conducted with careful attention to ethical sensitivity, clarity of questions, and respondent comfort. 

Where necessary, additional time was allocated to ensure accurate and respectful data collection. 

4. Survey Instrument and Measures 

The questionnaire covered multiple domains relevant to elderly well-being, including: 

• Sociodemographic characteristics (age, gender, marital status, educational level, 

disability status, living arrangements, and geographic location) 

• Physical health status, including chronic conditions and functional limitations 

• Access to healthcare, medications, and medical follow-up 

• Mental health and emotional well-being, incorporating validated screening tools such as 

the PHQ-2/PHQ-9 and measures of loneliness (e.g., UCLA Loneliness Scale) 

• Social support and isolation, including frequency of contact and perceived support 

• Economic vulnerability, including income sources, pensions, and ability to meet basic 

needs 

The use of standardized tools allows for comparison with previous assessments and supports 

future longitudinal analysis. The full questionnaire, administered in Armenian, is provided in 

Annex 1. 

5. Data Management and Analysis 

Survey data were entered into SPSS for cleaning, validation, and analysis. Descriptive statistics 

were used to summarize key variables, including frequencies, percentages, means, and standard 

deviations where appropriate. Where relevant, subgroup analyses were conducted by age group, 

gender, location (Yerevan vs. marzes), and level of vulnerability. Detailed scoring procedures, 

standardization methods, and categorization thresholds for functional capacity, depressive 

symptoms, and loneliness are provided in Annex 2.  

This baseline dataset will be used for comparison with subsequent follow-up assessments to 

evaluate changes in health status, psychosocial well-being, and service utilization over time. 

6. Ethical Considerations 

Participation in the survey was voluntary, and verbal informed consent was obtained from all 

respondents prior to data collection. Participants were informed about the purpose of the survey, 

the confidential handling of their responses, and their right to decline or withdraw at any time 

without affecting their access to services. 

All data were anonymized for analysis and reporting purposes, and access to identifiable 

information was restricted to authorized Hanganak staff only. 
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3. Results 

1. Characteristics of the Survey Population 

a. Geographic distribution and ethnicity 

A total of 103 respondents participated in the baseline survey. Respondents were 

geographically distributed across Yerevan and multiple marzes. 42.7% resided in Yerevan, 

while 57.3% lived in regional areas, including Kotayk (17.5%), Armavir (16.5%), Lori (7.8%), 

Ararat (10.7%), and other marzes (4.9%). This distribution highlights the regional reach of 

Hanganak’s services and underscores the importance of home-based and decentralized care models 

for elderly populations living outside the capital. The geographic distribution of survey participants 

by marz is presented in Table 1. 

Table 1. Distribution of respondents by marz/location, Republic of Armenia, August–

November 2025 (N = 103) 

N Marz / Location Number of Respondents Percent (%) 

1 Yerevan 44 42.7 

2 Kotayk 18 17.5 

3 Ararat 11 10.7 

4 Armavir 17 16.5 

5 Lori 8 7.8 

6 Other marzes 5 4.9 
 Total 103 100.0 

All respondents were of Armenian ethnicity, reflecting the project’s target population of 

elderly Armenians forcibly displaced from Artsakh. 

b. Age and Gender 

The mean age of respondents was 72.2 years (SD = 6.5), with ages ranging from 50 to 91 

years. The primary eligibility criterion for participation was retirement age (63 years and older), 

in line with national standards and the project framework. Only one respondent was under the 

age of 63 - a 50-year-old woman with multiple sclerosis, classified as having first-degree 

disability, who is non-mobile and permanently uses a wheelchair. Her inclusion reflects an 

exceptional case of severe disability and extreme vulnerability and was fully consistent with 

Hanganak’s humanitarian mandate. 

For analytical and programming purposes, respondents were grouped into four age categories. 

As shown in Figure 1, the majority of respondents were aged 70 years and above, with a 

substantial proportion in the 70–74 age group, indicating advanced age and increased care needs 

within the study population.  

Figure 1. Distribution of respondents by age group, Republic of Armenia (N = 103)  
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The survey population was predominantly female, with 95 women (92.2%) and 8 men 

(7.8%). This gender imbalance is consistent with patterns commonly observed among older 

populations and is partly attributable to higher female life expectancy. However, in the context 

of Artsakh, this disparity is also shaped by historical and conflict-related factors. Respondents 

and community records indicate substantial male mortality during the First Artsakh War, 

which has had long-term demographic consequences. The observed gender distribution therefore 

reflects not only biological and demographic trends of aging, but also the cumulative impact of 

conflict-related losses on the surviving older population. 

c. Marital Status, Family Structure, and Availability of Support 

Analysis of marital status indicates that the survey population experiences very limited 

spousal support. As illustrated in Figure 2, the majority of respondents reported being single (75 

individuals; 72.8%), followed by those who were widowed (16; 15.5%). A smaller proportion 

were married (10; 9.7%), and 2 respondents (1.9%) reported being divorced. This distribution 

reflects a population with minimal household-level support, significantly increasing vulnerability 

to social isolation and dependency on external assistance. 

Figure 2. Marital status of respondents, Republic of Armenia (N = 103) 
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Family structure analysis further revealed severe limitations in intergenerational support. 

Out of 103 respondents, 90 individuals (87.4%) reported that they had never had children. Only 

13 respondents (12.6%) reported having had children at any point in their lives; however, even 

among this group, access to meaningful family support was extremely limited. 

Among respondents who reported having children, five individuals stated that they had lost 

their children during the war, including one mother whose three sons were killed during the 

first Artsakh war. Two respondents reported living with adult daughters with disabilities, 

indicating additional caregiving responsibilities within already vulnerable households. The 

remaining respondents reported that their children reside outside the Republic of Armenia and 

are therefore unable to provide regular financial, physical, or caregiving support. 

Taken together, marital and parental status findings demonstrate that the overwhelming 

majority of respondents are effectively without spousal or intergenerational support, due to 

lifelong singlehood, widowhood, war-related loss, disability, or migration. This structural absence 

of family support substantially heightens the need for home-based care, psychosocial services, 

and sustained social assistance, underscoring the critical role of Hanganak’s interventions in 

meeting both practical and emotional needs of this population. 

d. Education 

Analysis of educational attainment shows that respondents had diverse educational 

backgrounds. The largest proportion had completed higher education at the institute or 

university level (35.0%), followed by those with professional or technical education (32.0%). 

Approximately 26.2% had completed secondary education, while a smaller share (6.8%) 

reported incomplete secondary education. This educational profile suggests relatively strong 

cognitive and social capacity among many respondents, despite advanced age and health 

limitations, and highlights the importance of providing services that respect autonomy, dignity, 

and informed participation in care decisions. The educational attainment of survey respondents is 

summarized in Table 2.  

Table 2. Educational attainment of respondents, Republic of Armenia (N = 103) 

N Education Level Frequency Percent (%) Cumulative Percent (%) 

1 Incomplete secondary education 7 6.8 6.8 

2 Secondary education 27 26.2 33.0 

3 Professional / technical education 33 32.0 65.0 

4 Institute / University 36 35.0 100.0 
 Total 103 100.0 100.0 

In addition, 8 respondents (7.8%) reported playing a musical instrument. This finding 

highlights the presence of personal interests, cultural engagement, and resilience among 

beneficiaries and suggests potential opportunities for incorporating music-based or creative 

approaches into psychosocial support and community-building activities.  
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2. Health Status and Chronic Conditions 

a. Self-Perceived Health Status 

Assessment of self-perceived health status indicates that the majority of respondents 

experience suboptimal health. When asked to rate their overall health, 21 respondents (20.4%) 

described their health as good, while the largest proportion, 58 respondents (56.3%), rated their 

health as fair. Notably, 24 respondents (23.3%) reported their health as poor. No respondents 

selected the categories of excellent or very good health. 

These findings suggest that most participants live with ongoing health challenges that affect 

daily functioning and well-being.  

b. Prevalence of Chronic Health Conditions 

The baseline survey revealed a high prevalence of chronic health conditions among 

respondents, with many individuals reporting multiple co-existing illnesses requiring long-term 

medical management. 

As illustrated in Figure 3, hypertension was the most frequently reported condition, 

affecting 64 respondents (62.1%), followed by heart disease, reported by 35 respondents 

(34.0%). Other common chronic conditions included visual impairments (27 respondents; 

26.2%), arthritis (24; 23.3%), diabetes (19; 18.4%), and thyroid disease (13; 12.6%). The 

predominance of cardiovascular, musculoskeletal, and sensory conditions reflects both the 

advanced age of the population and the complexity of their health needs. 

Figure 3. Prevalence of selected chronic health conditions among respondents (N = 103) 
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In addition to the conditions presented in Figure 3, respondents reported a range of other 

chronic and severe health problems. These included cancer (5 respondents; 4.9%), with two 

individuals actively receiving chemotherapy for metastatic disease; chronic kidney disease 

(5; 4.9%); asthma (3; 2.9%); and several neurological and degenerative conditions, such as 

parkinsonism, epilepsy and multiple sclerosis. A total of 33 respondents reported other health 

problems, including varicose veins, hearing impairments, intervertebral disc herniation, 

osteoporosis, and various forms of arthrosis. 

Taken together, these findings highlight a high level of multimorbidity within the study 

population, underscoring the need for integrated, continuous healthcare approaches that 

combine medical management with home-based care, rehabilitation, and psychosocial support. 

c. Disabilty 

Out of 103 respondents, 12 (11.7%) reported having a registered disability. Among them, 

3 individuals were classified under first-degree disability, 7 under second-degree disability, and 

2 under third-degree disability. 

In addition to registered disability status, several respondents required assistive mobility 

devices. Eight respondents reported regular use of a cane, two used a walker, and three were 

wheelchair users. These findings indicate substantial functional limitations within the study 

population. 

d. Falls and Physical Safety 

Assessment of recent falls indicates that the majority of respondents did not experience falls 

in the month preceding the survey. Ninety-two respondents reported no falls, while six 

respondents reported having fallen once, and five respondents reported two falls during the past 

month. 

Although the overall incidence of falls was relatively low, the presence of repeated falls 

among a subset of respondents highlights an important risk for injury, loss of mobility, and 

further health deterioration, particularly among individuals with chronic conditions, visual 

impairments, or balance limitations. These findings underscore the importance of fall-prevention 

strategies, home safety assessments, and mobility support within home-based care programs. 

3. Utilization of Healthcare Services 

Analysis of healthcare utilization indicates that the majority of respondents were formally 

connected to the public healthcare system. Out of 103 respondents, 87 individuals (84.5%) 

reported being registered with district polyclinics, while 16 respondents (15.5%) were not 

registered. 

Among those registered with polyclinics (n = 87), 51 respondents (58.6%) reported visiting 

a polyclinic during the month preceding the survey, representing 49.5% of the total sample. 

The reasons for these visits are summarized in Figure 4. 
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Figure 4. Reasons for polyclinic visits during the past month (n = 51) 
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approximately 5 pounds, indicating that strength-related limitations affected a considerable 

subset of the population. The ability of respondents to perform selected everyday activities is 

presented in Table 3. 

Table 3. Ability to perform selected everyday activities among respondents, Republic 

of Armenia (N = 103) 

N Everyday Activity Number of Respondents Percent (%) 

1 Preparing meals 91 88.3 

2 Dusting 87 84.5 

3 Sweeping 83 80.6 

4 Walking up stairs 83 80.6 

5 Shopping 80 77.7 

6 Mopping floors 79 76.7 

7 Lifting objects (~5 pounds) 76 73.8 

8 Washing windows 59 57.3 

9 Field work / gardening 29 28.2 

Overall, these findings suggest that while many respondents retain the capacity to manage 

basic daily activities, a significant proportion experience functional limitations, particularly in 

tasks requiring physical exertion, balance, or sustained effort. This pattern aligns with the high 

burden of chronic illness and mobility impairments identified earlier.  

b. Self-Care and Personal Hygiene  

To assess physical independence and self-care capacity, respondents were asked whether 

they were able to manage personal hygiene tasks independently, including bathing, washing 

hair, cutting nails, and other routine hygiene activities. Out of 103 respondents, 7 individuals 

(6.8%) reported that they were unable to perform any personal hygiene tasks on their own, 

indicating a high level of dependency and need for regular assistance. 

In addition, 9 respondents (8.7%) reported that they were unable to cut their nails 

independently, reflecting more specific functional limitations related to fine motor skills, 

flexibility, or strength. Difficulties with personal hygiene tasks are particularly significant, as they 

directly affect dignity, health, and quality of life and often necessitate external support. 

c. Mental and Cognitive Abilities 

To assess mental and cognitive functioning, respondents were asked about their ability to 

independently perform everyday cognitive and instrumental tasks, including using a cellphone, 

using a computer, driving a car, and paying bills. Out of 103 respondents, the majority 

demonstrated the ability to manage basic cognitive tasks: 92 individuals (89.3%) reported being 

able to use a cellphone and 83 respondents (80.6%) indicated that they were able to pay bills 

independently. 
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In contrast, more complex or context-dependent activities were less common. Only 28 

respondents (27.2%) reported being able to use a computer, reflecting limited digital literacy and 

access among the elderly population. A very small proportion, 4 respondents (3.9%), reported 

driving a car; however, this finding should be interpreted within the local and cultural context, 

as driving is not common among the elderly population in Armenia, particularly among 

women. Most respondents rely primarily on public transportation, family members, or external 

assistance for mobility rather than personal vehicle use.  

Overall, the findings suggest that while most respondents retain basic cognitive and 

functional independence, gaps remain in digital literacy and independent mobility, which may 

contribute to social isolation and limit access to services.  

d. Composite Functional and Digital Capacity Score 

To provide a more comprehensive assessment of overall independence, indicators of 

physical functioning, self-care abilities, and cognitive/instrumental tasks were combined into 

a composite Functional and Digital Capacity Score. Individual item responses were summed 

and converted into a standardized score ranging from 0 to 100, with higher values indicating 

greater functional and cognitive independence. 

The standardized score among respondents ranged from 0 to 94.1, with a mean score of 71.7 

(SD = 23.7), indicating substantial variability in functional capacity within the study population. 

This wide distribution reflects the coexistence of relatively independent individuals alongside 

those with significant functional and cognitive limitations.  

e. Grouping by Functional and Digital Capacity  

For analytical and programmatic purposes, respondents were classified into four functional 

and digital capacity groups using a standardized Functional and Digital Capacity Score ranging 

from 0 to 100. Predefined score ranges were applied to distinguish varying levels of independence: 

very high capacity (≥80), high capacity with minor limitations (60–79), moderate limitations 

(40–59), and severe functional and cognitive limitations (<40).   

More than half of the respondents, 57 individuals (55.3%), were classified as having very 

high functional and digital capacity, indicating a strong ability to independently manage 

physical, self-care, and instrumental daily activities. An additional 18 respondents (17.5%) fell 

into the high-capacity group with minor limitations, reflecting generally good independence 

with some constraints in more demanding or complex tasks.  

At the same time, a substantial proportion of the study population experienced notable 

limitations. Seventeen respondents (16.5%) were categorized as having moderate functional 

and digital limitations, while 11 respondents (10.7%) were classified as having severe 

functional and cognitive limitations, indicating a high level of dependence on external 

assistance. The distribution of respondents across functional and digital capacity groups is 

presented in Figure 5.  
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Figure 5. Distribution of Respondents by Functional and Digital Capacity Levels (N = 103) 

 

Overall, while the majority of respondents (72.8%) demonstrated high or very high levels of 
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exhibited clinically significant depressive symptoms, underscoring the need for targeted mental 

health interventions and clinical referral. 

Figure 6 illustrates the distribution of depression severity among these 22 elders. Moderate 

to moderately severe depression was most common, reflecting a high burden of clinically 

significant depressive symptoms in this high-risk subgroup, while smaller proportions had mild or 

severe depression. 

Figure 6. PHQ-9 Depression Severity Distribution Among Elders (n = 22) 
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pointing to attitudinal barriers and possible stigma associated with mental health services. A small 

number of respondents indicated a preference for participating in Hanganak’s psychosocial or 

group-based activities, highlighting the importance of trusted, community-based settings. 

Taken together, these findings reveal a clear mismatch between mental health needs and 

service utilization among older adults. Despite a substantial proportion of respondents screening 

positive for depressive symptoms, access to psychological support remains limited and largely 

confined to group-based interventions. Financial, physical, logistical, and attitudinal barriers 

further constrain service uptake. These results underscore the need for integrated, low-threshold, 

and community-based mental health services, including expanded access to individualized 

psychological support and strengthened referral pathways within home care and social support 

programs. 

7. Social Health, Social Connectivity, and Displacement-Related 

Experiences 

Social health and access to social support were assessed through indicators of interpersonal 

contact, emotional support, community engagement, displacement-related social loss, and coping 

strategies for loneliness.  

Respondents reported regular contact with a relatively large number of trusted individuals; on 

average, participants interacted weekly with approximately nine trusted friends or family members 

(Mean = 9.02, SD = 8.72). However, further analysis revealed that the frequency of social contact 

did not necessarily translate into diverse or robust emotional support networks. As shown in 

Figure 7, family members were the primary source of emotional support for the majority of 

respondents (72 individuals; 70.6%), followed by friends (36 individuals; 35.3%). Reliance on 

neighbors (7.8%) and religious communities (2.0%) was minimal. Notably, 13 respondents 

(12.7%) identified social workers or nurses from Hanganak as sources of emotional support, while 

nearly one in ten respondents (9.8%) reported having no emotional support at all. 

Figure X. Primary Sources of Emotional Support Among Respondents1 

 

 
1 Percentages exceed 100% as respondents could select more than one source of support. 
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It is important to note that, although many respondents were single, widowed, or living alone 

prior to displacement, a large proportion moved into extended family or friends’ households after 

displacement, primarily to share housing and living expenses. In this context, respondents often 

used the term “family” to refer broadly to relatives’ or friends’ households rather than nuclear 

family units. While such living arrangements provided essential material and logistical support, 

they did not necessarily correspond to stronger emotional support or reduced feelings of loneliness. 

In terms of geographic proximity, over half of respondents (53.9%) reported that their main 

sources of support lived with them, and 41.2% had support networks within the same village or 

town. Nevertheless, a substantial proportion reported that their social ties were geographically 

fragmented, with 26.7% indicating that key supports resided in other regions and 6.9% abroad. 

Importantly, 8.8% of respondents reported having no geographically accessible support network, 

reinforcing concerns about social isolation among a subset of the population. 

Figure 8 presents the frequency of respondents’ participation in social and community 

activities. Overall, levels of community engagement were low: more than two-thirds of 

respondents (67.6%) reported never participating in such activities, while only a small proportion 

reported regular engagement, with 14.7% participating on a weekly basis. Among those who did 

engage, participation was most commonly reported in Hanganak elderly program activities 

(38.5%) and cultural events (25.6%), followed by trauma support groups (10.3%). Barriers to 

participation were predominantly structural and health-related: health issues (38.0%) and 

transportation difficulties (21.5%) were the most frequently cited obstacles. A notable proportion 

of respondents (34.2%) selected “other” barriers, which were primarily explained by lack of 

interest, lack of invitations, or limited availability of organized activities. 

Figure 8. Frequency of social and community participation among displaced older 

adults (N=103) 
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homeland, former employment, and the graves of deceased relatives, reflecting the intersection of 

social loss, place attachment, and unresolved grief.  

Despite these challenges, respondents reported a range of coping strategies for loneliness. The 

most common strategies included reminiscing through photos or music (65.7%) and calling family 

or friends (52.0%). Prayer or meditation was reported by 25.5% of respondents, while participation 

in Hanganak activities was identified as helpful by 13.7%. A small but concerning proportion of 

respondents (6.9%) reported that nothing helps when they feel lonely. Other coping strategies were 

infrequently reported and included walking, reading, and solitary intellectual activities. 

Overall, these findings indicate that while many respondents maintain some level of 

interpersonal contact, displacement has significantly disrupted social networks, community 

participation, and a sense of belonging. Structural barriers, health limitations, and loss of informal 

social practices contribute to elevated vulnerability to loneliness and social isolation. These results 

provide important context for the findings of the UCLA Loneliness Scale presented in the 

following section. 

8. Social Isolation and Loneliness (Adapted UCLA Loneliness Scale) 

Loneliness was assessed using an adapted and simplified version of the UCLA Loneliness 

Scale consisting of eight items scored on a four-point Likert scale (total score range: 8–32), with 

higher scores indicating greater perceived loneliness. Scores were categorized into four levels of 

loneliness severity - low, mild, moderate, and high - using predefined cutoff ranges informed by 

the theoretical scale range and sample distribution. 

Among the 103 respondents, more than half reported low levels of loneliness (57 individuals; 

55.3%). However, a substantial proportion experienced elevated loneliness, with 19 respondents 

(18.4%) classified as having mild loneliness, 17 respondents (16.5%) reporting moderate 

loneliness, and 10 respondents (9.7%) experiencing high loneliness. The results are summarized 

in the Figure 9. 

Figure 9. Distribution of Loneliness Severity Among Elderly Respondents Based on the 

Adapted UCLA Loneliness Scale (N = 103) 
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Overall, 44.7% of respondents fell into the mild-to-high loneliness categories, indicating that 

nearly half of the elderly population surveyed experiences meaningful degrees of social isolation 

and emotional loneliness. These findings highlight that while many older adults retain some degree 

of social connectedness, a considerable subgroup faces persistent loneliness that may adversely 

affect mental health, functional independence, and overall quality of life. 

The observed pattern of loneliness aligns closely with earlier findings on depressive 

symptoms, functional limitations, and restricted social support. Respondents classified with 

moderate to high loneliness are likely to overlap with those experiencing depressive symptoms 

(PHQ-2/PHQ-9), reduced physical or digital functioning, and limited access to psychosocial 

support services. The presence of high loneliness in nearly one in ten respondents underscores the 

need for targeted social engagement interventions, including home visits, peer support groups, 

and community-based psychosocial programs tailored to the elderly population. 

9. Socioeconomic, Living, and Financial Conditions 

a. Living Arrangements and Housing Density 

Following displacement, shared housing arrangements became the predominant living pattern 

among respondents, largely reflecting economic necessity and limited housing availability. Many 

older adults moved in with relatives or friends as a coping strategy to share rent, utilities, and other 

living expenses. Only 23 respondents (22.3%) reported living alone, while the majority (80 

respondents; 77.7%) resided with friends or relatives.  

Household size varied considerably, ranging from one to nine individuals per dwelling. On 

average, respondents lived in households of approximately three persons (Mean = 3.07, SD = 

1.98). While nearly one quarter of participants lived alone (23.3%), more than half (52.4%) lived 

in households of two or three people, and a substantial proportion resided in larger households of 

five or more individuals (24.3%). 

Bedroom sharing was common. Although 45 respondents (43.7%) reported sleeping alone in 

their bedroom, an equal proportion shared their sleeping space with one other person (43.7%). 

Overall, the mean number of individuals per bedroom was 1.72 (SD = 0.77), with some 

respondents reporting up to five people sleeping in the same room. 

Housing units were generally small in size. More than two thirds of respondents lived in 

dwellings with one or two rooms (66.0%), and the average number of rooms per household was 

just over two (Mean = 2.12, SD = 1.02). Only 10.7% of respondents reported living in homes with 

four or more rooms. 

b. Housing Conditions and Basic Amenities  

Most respondents reported access to basic housing utilities, although reliance on rented and 

shared accommodations remained high. Regarding heating, gas was the most commonly used 

source (53 respondents; 51.5%), followed closely by electricity (45 respondents; 43.7%). A small 

proportion of respondents (4.9%) relied on wood for heating.  
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The majority of participants reported having constant access to running hot and cold water 

(93 respondents; 90.3%). However, nearly one in ten respondents (9.7%) lacked continuous water 

supply, indicating persistent infrastructural vulnerabilities for a subset of the population. 

Sanitation conditions were generally adequate. Most respondents (97 individuals; 94.2%) had 

an indoor toilet located within their house or apartment, while 6 respondents (5.8%) reported using 

an outdoor toilet. 

c. Housing Tenure and Rental Burden  

Housing tenure was predominantly insecure. Figure 10 shows the distribution of housing 

tenure among respondents. Three-quarters of respondents (75.7%, n = 78) lived in rented 

apartments or houses.  An additional 15 respondents (14.6%) were residing with friends or 

relatives, reflecting continued reliance on shared and informal housing arrangements following 

displacement. Only a small proportion of participants reported living in state institutions or social 

housing (5 respondents; 4.9%). And a total of five respondents (4.9%) reported owning their 

current house or apartment. Among these homeowners, three individuals had purchased their 

housing using a state-issued housing certificate provided to displaced persons.  

Figure 10. Housing Tenure Among Displaced Older Adults (N = 103) 
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d. Household Utility Costs 

Monthly utility expenditures were reported only by respondents who were directly responsible 

for paying household bills. Among those who paid utilities (n = 88), the mean monthly utility cost 

was 20,914 AMD (SD = 12,371 AMD), with reported expenses ranging from 3,000 to 73,000 

AMD. Missing values reflect respondents whose utilities were covered by relatives, hosts, or 

institutional housing arrangements. 

e. Monthly Expenditures on Food, Healthcare, and Daily Needs 

Respondents reported a wide range of expenditures related to basic daily needs. Monthly 

spending on food (n = 92) averaged 36,542 AMD (SD = 16,947 AMD; range: 0–80,000 AMD), 

making food one of the largest components of household expenses after rent. 

Healthcare-related costs were common and variable. Monthly spending on medications (n = 

99) averaged 6,674 AMD (SD = 9,272 AMD; range: 0–50,000 AMD), while expenditures for 

medical examinations and diagnostic tests (n = 99) averaged 4,035 AMD (SD = 15,356 AMD; 

range: 0–100,000 AMD). Spending on household items and clothing (n = 99) averaged 4,020 

AMD (SD = 5,524 AMD; range: 0–20,000 AMD), and transportation costs (n = 100) averaged 

2,915 AMD (SD = 3,101 AMD; range: 0–15,000 AMD). Other miscellaneous expenses (n = 98) 

were highly variable (mean: 1,684 AMD, SD = 16,165 AMD, range: 0–160,000 AMD), reflecting 

occasional high-cost needs among a small number of respondents.  

Figure 11 illustrates average monthly household expenditures among displaced older adults. 

Rent constitutes the largest financial burden, followed by food and utility costs. Health-related 

expenses, including medications and medical examinations, represent additional recurring costs, 

while transportation and other expenses contribute smaller but consistent financial demands. 

Figure 11. Average Monthly Household Expenditures Among Displaced Older Adults 

(AMD) 
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Notably, the relatively low average spending on medications, diagnostic tests, and other 

medical services likely reflects constrained affordability, with many respondents reporting use of 

healthcare services primarily in urgent situations rather than for routine or preventive care. 

f. Income Sources and Financial Support 

Respondents relied primarily on fixed and external income sources. Nearly all respondents 

(98.1%, n = 101) received a monthly pension, with amounts ranging from 36,000 to 117,000 AMD 

(mean: 56,139 AMD, SD = 14,082). All respondents (100%) reported receiving the state rental 

subsidy for forcibly displaced persons, a fixed monthly amount of 30,000 AMD. 

Additional state support through the Paros Social Assistance Program was limited, with only 

22.5% of respondents receiving this benefit (20,000 AMD per month). Support from Hanganak 

NGO was widely reported (95.1%), reflecting the central role of NGO assistance in meeting daily 

needs. A small proportion of respondents (4.9%) reported other occasional sources of support, 

such as municipal or humanitarian aid for food or medications. 

Despite multiple income sources, the level of financial support remained modest relative to 

housing, food, and healthcare expenses, indicating ongoing economic vulnerability among the 

study population. 

g. Self-Reported Priority Needs 

When asked to identify their priority needs, respondents most frequently highlighted financial, 

housing, and health-related concerns.  

• Financial problems were reported by 92.2% of respondents, with more than half (56.3%) 

ranking them as a second priority concern. 

• Housing needs were identified by 88.2%, and notably, 51.5% ranked housing as their top 

priority. 

• Health problems were reported by 82.4%, with 34.0% identifying health as their most 

urgent need. 

• Social problems, including isolation and lack of social support, were reported by 80.4%, 

most commonly ranked as moderate-to-high priority. 

• Psychological needs were reported by 56.9%, though urgency varied across respondents. 

• Employment needs were reported by 26.5%, reflecting limited capacity or interest in 

labor participation among most older respondents. 

Taken together, these findings underscore the interconnected nature of housing instability, 

financial insecurity, and health needs among displaced older adults. While pensions and assistance 

programs provide essential baseline support, they are often insufficient to fully offset the 

cumulative costs of displacement, aging, and chronic health conditions. The convergence of 

economic vulnerability, crowded living conditions, and aging-related health demands highlights 

the need for integrated social, financial, and health interventions tailored to displaced elderly 

populations.  
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Figure 12 presents respondents’ ranking of priority needs. Housing emerged as the most urgent 

need, with over half of respondents ranking it as their top priority, followed by financial and health-

related concerns. Social and psychological needs were commonly identified but ranked as lower 

priority, while employment was least frequently prioritized. 

Figure 12. Priority Needs Ranking Among Displaced Older Adults (N=102) 
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4. Discussion of Key Findings 

1. Aging, Forced Displacement, and Structural Vulnerability 

The findings of this baseline assessment must be interpreted within the intersecting contexts 

of advanced age and forced displacement. The surveyed population consists of older adults who 

experienced abrupt displacement from Artsakh, accompanied by the loss of housing, familiar 

social environments, economic stability, and long-standing community networks. These 

cumulative stressors place displaced older adults at heightened risk of physical decline, 

psychological distress, and social isolation. 

The predominance of women in the sample reflects not only longer female life expectancy 

but also the historical demographic impact of armed conflict, including the loss of a substantial 

proportion of the male population during the First Artsakh War. As a result, many respondents 

entered displacement already living alone, widowed, or without nuclear family support, 

compounding their vulnerability in the post-displacement setting. 

2. High Burden of Multimorbidity and Constrained Use of Healthcare 

Services 

The assessment reveals a substantial burden of chronic disease and multimorbidity among 

respondents, with cardiovascular, musculoskeletal, endocrine, and sensory conditions being 

particularly prevalent. These findings are consistent with patterns observed in aging populations 

globally, yet are intensified in this context by displacement-related stress, disrupted continuity of 

care, and limited access to preventive services. 

Despite high levels of reported health needs, expenditures on medications, diagnostic tests, 

and medical examinations remained relatively low for many respondents. This apparent 

discrepancy likely reflects financial constraints rather than low need, suggesting that healthcare 

utilization is often postponed or restricted to acute situations. Mental health screening results 

further reinforce this interpretation, as a considerable proportion of respondents screened positive 

for depressive symptoms, indicating unmet psychosocial and clinical needs. 

Together, these findings point to a population experiencing significant health challenges 

while navigating substantial barriers to timely and comprehensive care, increasing the risk of 

functional decline and avoidable complications. 

3. Functional Capacity, Independence, and Risk Stratification 

While many respondents retained relatively high levels of functional and cognitive capacity, 

a sizable minority demonstrated moderate to severe limitations. This heterogeneity highlights the 

importance of moving beyond a one-size-fits-all approach to service provision. Functional 

capacity emerged as a key differentiator in older adults’ ability to manage daily activities, engage 

socially, and access services. 
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The presence of a large group with preserved functional independence presents an 

opportunity for preventive interventions aimed at maintaining autonomy and delaying decline. 

Conversely, respondents with lower functional capacity represent a high-risk subgroup requiring 

targeted home-based care, rehabilitation, and psychosocial support. These findings underscore the 

value of functional assessments as tools for prioritizing services and tailoring interventions within 

community-based elderly care programs. 

4. Shared Housing as an Economic Coping Strategy, Not a Substitute for 

Social Support 

Housing patterns among respondents reflect adaptive coping strategies in response to 

displacement and financial hardship. The majority of older adults lived with relatives or friends, 

often joining extended family households after displacement to share housing and living costs. In 

this context, respondents frequently used the term “family” to describe a broad network that 

included siblings, cousins, nephews, nieces, or friends rather than nuclear family units. 

While shared housing provided essential material stability and protection from homelessness, 

it did not consistently translate into emotional security or reduced loneliness. Limited personal 

space, disrupted routines, and the loss of familiar community environments may diminish the 

psychosocial benefits typically associated with co-residence. This distinction helps explain the 

coexistence of shared living arrangements with persistent feelings of loneliness and emotional 

isolation among many respondents. 

5. Social Isolation and Loss of Community Following Displacement 

Social health indicators reveal profound disruptions to social connectedness following 

displacement. Respondents most commonly reported missing everyday social practices such as 

shared meals, neighborhood visits, and a sense of belonging - elements that are foundational to 

emotional well-being in older age. Despite frequent contact with others, loneliness remained 

prevalent, underscoring that social quantity does not necessarily equate to social quality. 

Community participation levels were low, with health limitations, transportation barriers, 

and lack of organized opportunities cited as major obstacles. Coping strategies for loneliness were 

largely individual and passive, such as reminiscing or phone calls, while participation in structured 

social activities remained limited. These findings suggest that displacement has eroded informal 

social ecosystems, leaving older adults reliant on fragmented and often insufficient sources of 

social connection. 

6. Financial Insecurity as a Cross-Cutting Determinant of Well-Being 

Financial vulnerability emerged as one of the most pervasive and influential factors shaping 

respondents’ experiences. Although most older adults received pensions and state rental subsidies, 

these sources were often insufficient to cover essential expenses, particularly rent, food, and 

utilities. As a result, financial strain influenced decisions across multiple domains, including 

housing arrangements, healthcare utilization, and social participation. 
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The prioritization of financial and housing needs over health and psychosocial care reflects 

difficult trade-offs faced by displaced older adults living on fixed or limited incomes. Reliance on 

NGO support, including assistance from Hanganak, played a critical role in mitigating extreme 

hardship but did not eliminate underlying economic insecurity. These patterns highlight the 

interconnected nature of financial stressors and health outcomes in displaced elderly populations. 

7. Implications for Integrated and Community-Based Responses 

Taken together, the findings depict a population facing layered and interrelated challenges 

that cannot be effectively addressed through isolated interventions. Health, functional capacity, 

housing stability, social connection, and financial security are deeply intertwined, and disruptions 

in one domain often exacerbate vulnerabilities in others. 

The results underscore the importance of integrated, community-based approaches that 

combine health and home care services, psychosocial support, social engagement opportunities, 

and targeted financial assistance. The prominent role of Hanganak as both a service provider and 

a trusted point of contact positions it as a critical anchor for coordinated support. These insights 

provide a strong evidence base for developing targeted, scalable interventions aimed at preserving 

dignity, independence, and quality of life among displaced older adults. 

As a baseline assessment, these findings highlight structural vulnerabilities that predate and 

have been exacerbated by displacement. Future assessments will be critical to determine whether 

health care, integrated home-based care and social support interventions can mitigate these risks 

over time.   
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5. Recommendations 

Based on the findings of this baseline assessment, a set of integrated and targeted 

recommendations is proposed to address the complex health, psychosocial, social, and economic 

needs of displaced older adults. The recommendations emphasize dignity, functional 

independence, and continuity of care, while recognizing the long-term implications of 

displacement, aging, and chronic vulnerability. 

1. Strengthen Integrated Home-Based Health and Care Services 

The high prevalence of chronic conditions, multimorbidity, and functional limitations among 

respondents underscores the need for expanded, integrated home-based care. Many older adults 

face barriers to accessing facility-based healthcare due to mobility constraints, financial 

limitations, and transportation challenges. 

It is recommended to strengthen home-based medical and nursing services, with a focus on 

chronic disease management, medication adherence, routine health monitoring, and early 

identification of functional decline. Coordination between nurses, social workers, and primary 

healthcare providers should be enhanced to ensure continuity of care and timely referrals. 

2. Expand Mental Health Screening and Psychosocial Support 

The substantial burden of depressive symptoms and loneliness identified through PHQ-

2/PHQ-9 and the UCLA Loneliness Scale highlights the urgent need for accessible mental health 

and psychosocial services. 

Routine mental health screening should be integrated into regular home visits and 

community-based services. Group-based psychosocial support, trauma-informed counseling, and 

referral pathways for moderate to severe depression should be expanded. Special attention should 

be given to displacement-related grief, loss, and prolonged uncertainty, which continue to affect 

emotional well-being among older adults. 

3. Address Social Isolation Through Structured Community Engagement 

Despite shared housing arrangements, many respondents experience persistent loneliness 

and limited community participation. Low engagement in social and community activities reflects 

both structural barriers and reduced motivation associated with health and psychological 

challenges. 

It is recommended to develop structured, age-appropriate community engagement initiatives, 

including small-group social activities, peer-support groups, and culturally meaningful events. 

Transportation assistance and outreach efforts are essential to enable participation, particularly for 

individuals with mobility limitations or health concerns. 

4. Support Safe, Affordable, and Dignified Housing 

Housing insecurity and overcrowding emerged as major challenges, with most respondents 

living in rented accommodations or shared households due to financial necessity. High rental costs 

relative to income place considerable strain on already vulnerable households. 
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Continued support for rental subsidies and advocacy for affordable housing options are 

essential. Regular monitoring of housing conditions, including overcrowding and access to basic 

amenities, should be prioritized to ensure safe and dignified living environments. Collaboration 

with state and municipal housing programs is critical to address long-term housing stability. 

5. Reduce Financial Vulnerability and Out-of-Pocket Burdens 

Financial hardship was identified as the most prevalent priority need, influencing access to 

healthcare, nutrition, and social participation. Although pensions and state subsidies provide a 

baseline income, they are often insufficient to cover rising living costs. 

Targeted financial assistance should be provided to offset essential expenses, including rent, 

utilities, and healthcare-related costs. Seasonal support for heating and utilities is particularly 

important. Efforts to improve awareness and access to existing social protection programs, 

including benefits navigation and financial counseling, are also recommended. 

6. Prioritize High-Risk Subgroups Using Functional and Psychosocial 

Stratification 

The assessment revealed substantial heterogeneity in functional and cognitive capacity 

among respondents. Stratifying older adults based on functional, cognitive, and psychosocial 

indicators allows for more efficient and equitable allocation of resources. 

It is recommended to use standardized functional and psychosocial scores to guide service 

intensity, ensuring that individuals with moderate to severe limitations receive prioritized and 

comprehensive support. Preventive interventions should also be maintained for functionally 

independent individuals to delay decline and promote active aging. 

7. Strengthen the Role of Hanganak as a Community Anchor 

Findings demonstrate that Hanganak plays a critical role in providing healthcare, emotional, 

social, and practical support, particularly for individuals with limited informal networks. Trust in 

Hanganak staff positions the organization as a key community anchor. 

Further investment in capacity-building for Hanganak’s multidisciplinary team is recommended, 

including training in geriatric care, mental health, and case management. Strengthening referral 

networks with healthcare providers, social services, and local authorities will enhance service 

integration and sustainability. 

8. Promote Monitoring, Learning, and Future Research 

As this assessment represents a baseline snapshot within a dynamic displacement context, 

ongoing monitoring is essential to capture evolving needs. 

Regular follow-up assessments using standardized tools are recommended to track changes 

in health status, functional capacity, mental well-being, and social conditions. Documentation of 

best practices and lessons learned will contribute to evidence-based program adaptation and inform 

broader policy and funding decisions. 
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Annex 1. Baseline Assessment Questionnaire (Armenian) 

   

«ՀԱՆԳԱՆԱԿ» 

բարեգործական հասարակական կազմակերպություն 

 

Արցախից բռնի տեղահանված միայնակ տարեցների 

առողջապահական եւ սոցիալ-հոգեբանական հարցում  

 

Տարեցի անունը ____________________________________________ 

Հասցեն __________________________________________ 

Հեռախոսը ________________ 

Հարցաքննողի անունը _______________________________________ 

Ամսաթիվ _______/________/________ 

                                օր                ամիս                տարի 

 

ԾԱՆՈԹՈՒԹՅՈՒՆ  (Խնդրում ենք ներկայացնել ծանոթության հետեւյալ մասը բառացի) 

Բարեւ Ձեզ, ես _________________ եմ, «Հանգանակ» բարեգործական հասարակական 
կազմակերպության աշխատակից: Մենք իրականացնում ենք շահառուների կարիքների 
գնահատման հարցում: Դուք մեզ չէի՞ք տարամադրի 15-20 րոպե:  

Այն ամենը ինչ կասեք, կպահվի գաղտնի, եւ Ձեր անունը կցված չի լինի որեւէ գրավոր 
տեղեկատվության/զեկույցի: Բացի այդ, Դուք կարող եք չպատասխանել ցանկացած հարցի, 
որին չեք ուզում պատասխանել: Կարո՞ղ եմ շարունակել՝  

 

1. Այո ______________    2. Ոչ____________ 
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I. Դեմոգրաֆիկ տվյալներ 

 

 

1. Ձեր սեռը 

    Կին    Տղամարդ  

 

2. Ձեր տարիքը ա/ ______  բ/ Ծննդյան օրը     /_____/_____/______թ. 

 

3. Ձեր ազգությունը   

    Հայ     Ռուս   

   Այլ, նկարագրեք _________________________ 
 

4. Ձեր ամուսնական կարգավիճակը  

    Ամուրի    Ամուսնացած     Ամուսնալուծված       Այրի   

5. Երեխաներ ունե՞ք: 

   Այո, քանիսը  _______   Ոչ →²Üòºø  Ð. 7-ÇÝ   

 

6. Որտե՞ղ են նրանք ապրում: ________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 
 

7. Ձեր կրթությունը. 

    Թերի միջնակարրգ     Բարձրագույն 

    Միջնակարգ      Հետբուհային  

          Միջնակարգ մասնագիտական   Չգիտեմ 
 

8. Դուք նվագո՞ւմ եք երաժշտական գործիքի վրա: 

    Այո        Ոչ 

 

9. Դուք հաշմանդամության կարգ ունե՞ք:  

     Այո, նշեք   I   I I   I I I    Ոչ  
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II. Առողջապահական հարցում 
 

10. Ինչպես կգնահատեք Ձեր առողջությունն ընդհանուր առմամբ: 

    Գերազանց     Լավ 

    Բավարար      Վատ 
 

11. Կարո՞ղ եք նշել, թե նշված հիվանդություններից որոնցից եք դուք տառապում:  
 

 

12. Դուք քանի՞ անգամ եք ընկել վերջին մի քանի ամիսների ընթացքում: ________ 

13. Դուք օգտագործո՞ւմ եք ձեռնափայտ, քայլակ կամ անվասայլակ: 

    Այո, նկարագրեք ______________  Ոչ 

№ Առողջապահական խնդիրներ Այո Ոչ 
Ե՞րբ է 

ախտորոշվել, 
տարեթիվը 

Ի՞նչ 
դեղանյութեր 
եք ընդունում 

1 Հիպերտոնիկ հիվանդություն     

2 Սրտային հիվանդություն     

3 Դիաբետ /I տիպի, II տիպի/     

4 Տուբերկուլյոզ     

5 Էպիլեպսիա     

6 Քաղցկեղ, նկարագրեք     

7 Քրոնիկ թոքային հիվանդություն     

8 Ալերգիա     

9 Խոցային հիվանդություն     

10 Երիկամային հիվանդություն     

11 Թիրոիդ հիվանդություն /զոբ/     

12 Արթրիտ, պոլիարթրիտ /ռեւմատիկ ցավեր/      

13 Հոգեկան հիվանդություն      

14 Տեսողական խնդիրներ      

15 Ասթմա     

16 Մաշկային խնդիրներ, նկարագրեք     

17 Դեմենտիա, Ալզհեյմերի հիվանդություն     

16 Այլ, նկարագրեք     

17 Նշվածներից ոչ մեկը     
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14. Կարո՞ղ եք նկարագրել Ձեր ամենօրյա գործունեությունը (նշվածներից որո՞նք են 
Ձեզ համար մատչելի).  

  Տունը հավաքել 

- Փոշին մաքրել          Այո    Ոչ 

- Հատակը սրբել        Այո     Ոչ 

- Հատակը լվանալ        Այո    Ոչ 

- Պատուհանները լվանալ            Այո    Ոչ 

  Խանութ գնալ                     Այո    Ոչ 

  Ճաշ պատրաստել                    Այո     Ոչ 

  Հողամասում աշխատել                  Այո    Ոչ 

  Աստիճաններով բարձրանալ           Այո    Ոչ 

  Երեք կգ կամ ավել բարձրացնել       Այո    Ոչ 
 

15.  Դուք կարող եք հոգալ Ձեր հիգիենիկ խնդիրները ինքնուրույն՝ 

 Ինքնուրույն լողանալ      Այո       Ոչ 

   Եղունգները կտրել                          Այո        Ոչ 

 Գլուխը լվանալ        Այո        Ոչ 

   Անձնական հիգիենայի այլ խնդիրներ     Այո        Ոչ 

16.  Դուք ինքնուրույն կարո՞ղ եք կատարել հետեւյալ գործողությունները.  

   Օգտագործել հեռախոս      Այո       Ոչ 

   Մեքենա վարել                           Այո        Ոչ 

 Կատարել կոմունալ վճարները    Այո        Ոչ 

   Օգտագործել համակարգիչ     Այո        Ոչ 

17. Դուք կցագրվե՞լ եք/հաշվառվա՞ծ եք Ձեր թաղամասային պոլիկինիկայում:  

Այո    Ոչ 

18.  Վերջին մեկ ամսվա ընթացքում Դուք քանի՞ անգամ եք օգտվել պոլիկլինիկայի 
ծառայություններից, նկարագրեք ______________________ 
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III. Հոգեկան առողջության գնահատում/Հոգեբանական 

ծառայությունների հասանելիություն 

 

19. Վերջին 2 շաբաթվա ընթացքում, որքա՞ն հաճախ եք անհանգստացել հետևյալ 

խնդիրներից։ 

Հարց 
Երբեք 

(0) 

Երբեմն 

(1) 

Հաճախ 

(2) 

Գրեթե 

ամեն օր 

(3) 

1․ Ամենօրյա գործեր անելիս դուք զգացել 

եք քիչ հետաքրքրություն կամ հաճույք։ 
☐ ☐ ☐ ☐ 

2․ Ունեցել եք տխրության, 

հուսալքության կամ անհուսության 

զգացողություն։ 

☐ ☐ ☐ ☐ 

Եթե միավորների գումարը ≥3 →²Üòºø  PHQ-9  /առանձին հարցաթերթիկ/ 

20. Հոգեկան առողջության ծառայություններին մատչելիություն 

☐ Ներկայումս ստանում եմ խորհրդատվություն/թերապիա 

       ա/ խմբային    բ/անհատական 

☐ Հետաքրքրված եմ, բայց չեմ օգտվում 

☐ Հետաքրքված չեմ 

21. Հոգեկան աջակցության ծառայությունների խոչընդոտներ 

☐ Ֆինանսական ծախսեր 

☐ Ստիգմա 

☐ Ծառայությունների բացակայություն 

☐ Այլ _____ 
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IV. Սոցիալական առողջության գնահատում/Սոցիալական 

ծառայությունների հասանելիություն 

 

22. Շաբաթական քանի՞ մտերիմ ընկերոջ/ բարեկամի հետ եք շփվում: _______ 

23. Ո՞վքեր են Ձեզ ցուցաբերում հուզական աջակցություն/ Ու՞մ հետ եք կիսվում Ձեզ 

հուզող հարցերի շուրջ (նշեք բոլոր տարբերակները): 

☐ Ընտանիքի անդամ/ներ 

☐ Ընկեր/ներ 

☐ Հարեւան/ներ 

☐ Հոգեւոր համայնք 

☐ Սոցիալական աշխատող/սպասարկող բուժքույր (Հանգանակ) 

☐ Ոչ ոք   

24.  Որտե՞ղ են նրանք գտնվում (նշեք բոլոր տարբերակները): 

☐ Ապրում են ինձ հետ 

☐ Նույն գյուղում/քաղաքում 

☐ Այլ մարզում 

☐ Այլ երկրում 

☐ Չկան 

25.  Համայնքային ներգրավվածություն/մասնակցություն 

ա/ Որքա՞ն հաճախ եք Դուք մասնակցում սոցիալական/համայնքային 

միջոցառումների 

☐ Ամեն օր  

☐ Ամեն շաբաթ 

☐ Ամեն ամիս 

☐ Հազվադեպ 

☐ Երբեք 

բ/ Միջոցառումների տեսակները /եթե կան/ 

☐ Տարեցների ակումբներ/ Ցերեկային համայնքային կենտրոններ 

☐ Մշակութային միջոցառումներ 
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☐ Կրոնական արարողություններ 

☐ Հոգեբանական տրավմայով անձանց աջակցության խմբեր 

☐ Հանգանակի Տարեցների ծրագրի միջոցառումներ 

☐ Այլ _____ 

26.  Համայնքային ներգրավվածության/մասնակցության խորընդոտներ 

☐ Տրանսպորտային խնդիրներ 

☐ Առողջական խնդիրներ 

☐ Լեզվական/մշակութային խոչընդոտներ 

☐ Կորուստի/հոգեբանական տրավմայի հետ կապված դժվարություններ 

☐ Օգնության կարիք ունենալուց անհարմարության/ամոթի զգացում 

☐ Անվտանգության մտահոգություններ 

☐ Այլ _____  

27. Արցախից հեռանալուց հետո, ի՞նչ եք ամենաշատը կարոտում Ձեր նախկին 

սոցիալական կյանքից.  

☐ Համատեղ հյուրասիրություններ 

☐ Հարևաններին այցելելը 

☐ Կրոնական հավաքույթներ 

☐ Ընկերային շրջապատին պատկանելու զգացողություն 

☐ Այլ _____ 

28. Տեղահանման պատճառով կտրե՞լ եք Ձեր կապ սիրելի մարդկանց հետ: 

☐ Այո   ☐ Ոչ 

29. Ի՞նչն է օգնում Ձեզ, երբ մենակ եք զգում: 

☐ Ընտանիքին/ընկերներին զանգելը 

☐ Աղոթք/մեդիտացիա 

☐ Հիշողությունները (նկարներ, երաժշտություն) 

☐ Հանգանակի միջոցառումները 

☐ Ոչինչ 
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30. Մենակության գնահատում /UCLA մենակության սանդղակի պարզեցված 

տարբերակ/ 

Վերջին ժամանակներս որքա՞ն հաճախ եք զգում հետևյալը: 

 

Հարց Երբեք  Հազվադեպ Երբեմն  Հաճախ  

30.1 Ես չունեմ մտերիմ 

ընկերներ/բարեկամներ: 
1 2 3 4 

30.2 Մարդկանց մեջ ես ինձ 

անտեսված կամ անտեսանելի եմ 

զգում:  

1 2 3 4 

30.3 Չկա մեկը, որի հետ կարող եմ 

կիսվել։ 
1 2 3 4 

30.4 Ես շփվող մարդ եմ: 4 3 2 1 

30.5 Ես մեկուսացված եմ ինձ զգում 

ուրիշներից: 
1 2 3 4 

30.6 Մարդիկ հաճախ են այցելում կամ 

զանգում ինձ:  
4 3 2 1 

30.7 Ես կարծես թե բեռ եմ ուրիշների 

համար: 
1 2 3 4 

30.8 Նույնիսկ մարդկանց 

շրջապատում, ես ինձ մենակ եմ զգում: 
1 2 3 4 
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V. Կենցաղային պայմանների/տնտեսական խնդիրների 

գնահատում 

31. Ու՞մ հետ եք բնակվում այս տանը/բնակարանում: 

 Մենակ →²Üòºø  Ð. 34-ÇÝ       Բարեկամների/ընկերներ հետ 

32. Քան՞ի հոգով եք բնակվում այս տանը/բնակարանում: ____________ 

33. Քանի՞ հոգով եք քնում Ձեր ննջասենյակում: ___________ 

34. Այս տան/բնակարանի սենյակների քանակը ________ 

35. Ինչո՞վ եք ջեռուցում ձեր տունը/բնակարանը: 

 Գազով 

 Էլեկտրականությամբ 

 Փայտով 

 Այլ, նկարագրեք ___________________ 

36. Դուք մշտական հոսող տաք/սառը ջուր ունե՞ք: 

Այո     Ոչ  

37. Որտե՞ղ է գտնվում Ձեր զուգարանը:  

Բնակարանում/տանը   Դրսում 

38.   Ձեր կացարանի տեսակը. 

 Վարձով բնակարան/տուն 

 Բարեկամների կամ ծանոթների մոտ 

 Պետական հաստատություն, տուն-ինտերնատ, սոցիալական տուն 

 Պետության կողմից տրամադրված ժամանակավոր կացարան 

 Այլ, նկարագրեք 

39. Ինչքա՞ն է ձեր բնակարանի/տան վարձը: ________________ 

40. Ինչքա՞ն են կազմում Ձեր կոմունալ վճարները: _____________ 

 Էլեկտրականության __________ 

 Գազի __________ 

 Ջրի ______________ 

 Փայտի __________ 

 Հեռախոս/ինտերնետ  ________________ 
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41.  Ինչքա՞ն դրամ եք ծախսել սննդամթերքի համար վերջին ամսում: _______ 
 

42. Ինչքա՞ն դրամ եք ծախսել դեղանյութերի համար վեջին ամսում: _______ 
 

43. Ինչքա՞ն դրամ եք ծախսել բժշկական հետազոտությունների համար վերջին 
ամսում: ____________ 
 

44. Ինչքա՞ն դրամ եք ծախսել կենցաղային պարագաներ կամ հագուստ գնելու 
համար վերջին ամսում: _________ 
 

45.  Ձեր տրանսպորտային ծախսերը: _________ 
 

46.  Այլ ծախսեր, նկարագրեք _______________  

47. Ի՞նչ ֆինանսական եկամտի աղբյուրներից եք օգտվում: 

  Կենսաթոշակ __________ 

  Պետական աջակցություն բռնի տեղահանված արցախցիներին 
վարձակալության փոխհատուցման համար __________ 

  Փարոս պետական ծրագիր սոցիալապես խոցելի խավերին _________ 

  Հանգանակ ՀԿ - ի կողմից __________________ 

 Այլ, նկարագրեք __________________________________ 

48.  Որո՞նք են ձեր առաջնահերթ կարիքները: 

 Առողջական խնդիրներ  

 Հոգեբանական խնդիրներ 

 Սոցիալական խնդիրներ 

 Ֆինանսական խնդիրներ  

 Կացարան/բնակարան/տուն գտնել 

 Աշխատանք գտնել 

 Այլ, նկարագրեք _________________ 

 

 

Շնորհակալություն հարցազրույցին մասնակեցելու համար:  
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Annex 2. Scoring, Standardization, and Categorization 

Methods  

This annex describes the scoring procedures, standardization methods, and categorization 

thresholds used to analyze physical functioning, cognitive and digital capacity, depressive 

symptoms, and loneliness among displaced older adults. 

1. Physical, Functional, and Digital Capacity Composite Score 

To assess overall functional and cognitive capacity, responses from multiple domains were 

combined, including: 

• Physical functioning and activities of daily living 

• Self-care and personal hygiene 

• Cognitive and instrumental activities (e.g., phone use, bill payment, computer use, driving) 

Each item was coded dichotomously or ordinally based on ability to perform the activity 

independently. Individual item scores were summed to generate a total Functional and Digital 

Capacity Score, with observed values ranging from 0 to 17, where higher scores indicated greater 

functional and cognitive independence. 

Standardization 

To facilitate interpretation and comparability, total scores were standardized to a 0–100 scale 

using the following formula: 

Standardized Score = (Observed Score / Maximum Possible Score) × 100 

This transformation allowed results to be expressed as percentages of maximum functional 

capacity. 

Categorization 

Standardized scores were grouped into four functional and digital capacity categories: 

• Very high capacity (≥80) 

• High capacity with minor limitations (60–79) 

• Moderate functional and cognitive limitations (40–59) 

• Severe functional and cognitive limitations (<40) 

These thresholds were selected to balance statistical distribution with practical relevance for 

service planning and program targeting. 

2. Depressive Symptoms Screening (PHQ-2 and PHQ-9) 

PHQ-2 

The Patient Health Questionnaire-2 (PHQ-2) was used as an initial screening tool for 

depressive symptoms. Scores range from 0 to 6, with higher scores indicating more frequent 

symptoms of depressed mood and anhedonia over the past two weeks. 
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A cutoff score of ≥3 was used to identify respondents at risk for clinically significant 

depression and eligible for further assessment. 

PHQ-9 

Respondents who screened positive on the PHQ-2 (score ≥3) were further assessed using the 

Patient Health Questionnaire-9 (PHQ-9). PHQ-9 scores range from 0 to 27 and were categorized 

as follows:  

• Mild depression: 5–9 

• Moderate depression: 10–14 

• Moderately severe depression: 15–19 

• Severe depression: ≥20 

These categories were used to describe depression severity and to inform referral and support 

needs. 

3. Loneliness Assessment (Adapted UCLA Loneliness Scale) 

Loneliness was assessed using a simplified and culturally adapted version of the UCLA 

Loneliness Scale, consisting of 8 items. Each item was scored on a 4-point Likert scale (1 = 

Never to 4 = Often), with reverse coding applied to positively worded items. 

Total scores ranged from 8 to 32, with higher scores indicating greater perceived loneliness. 

Categorization 

Based on score distribution and interpretability, respondents were grouped into four loneliness 

severity categories: 

• Low loneliness 

• Mild loneliness 

• Moderate loneliness 

• Severe loneliness 

Cutoffs were selected to reflect meaningful gradations in perceived social isolation rather than 

clinical diagnosis. 

4. Handling of Missing Data 

Missing values occurred primarily in expenditure and utility-related variables where 

respondents were not responsible for payments (e.g., utilities covered by relatives or institutional 

housing). In such cases: 

• Descriptive statistics were calculated only among respondents with applicable data 

• Sample sizes (N) were clearly reported for each variable 

• Zero values were retained when they reflected actual expenditures 

5. Rationale for Categorization Approach 

Categorization thresholds were designed to: 
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• Support programmatic decision-making 

• Identify groups with greater vulnerability and service needs 

• Maintain consistency with established screening tools where applicable 

• Reflect the lived realities of displaced older adults rather than strictly clinical 

classifications 

  


