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Abstract
The decrease in physical or biological conditions that occur in the elderly will result in
disruption of various organs of the body so that it can cause chronic disease. Chronic
diseases would have an impact on the elderly's life either physically or mentally, for
instance, increased stress life and decreased life satisfaction. This study was aimed to
analyze the role of coping strategies and religiosity on the life satisfaction of the elderly
with chronic disease. The design used in this study was a cross-sectional Study. The
research was conducted at Medika Dramaga Hospital, Bogor Regency, Indonesia.
Samples in the study amounted to 60 people who have had chronic diseases, and had
suffered for more than six months and were selected by accidental sampling technique.
The results of t-test or independent test showed no difference between coping strategies,
religiosity, and life satisfaction of elderly men and women with chronic disease. The
duration of an older person suffering from a disease is significantly positive related to
coping strategies and life satisfaction. Besides that, the more religious the elders, the
more satisfied they are with their life.
Keywords: chronic diseases, coping strategy, elderly, life satisfaction, religiosity
Abstrak
Penurunan kondisi fisik atau biologis yang terjadi pada lansia akan mengakibatkan
terganggunya berbagai fungsi organ tubuh sehingga dapat menimbulkan penyakit kronis
pada lansia. Penyakit kronis akan menimbulkan berbagaidampak dalam kehidupan
lansia tidak hanya secara fisik namun juga secara mental, seperti meningkatnya tingkat
stres dan atau menurunnya kepuasan hidup pada lansia. Penelitian ini bertujuan
menganalisis peran strategi koping dan religiusitas pada kepuasan hidup lansia yang
berpenyakit kronis. Desain yang digunakan dalam penelitian ini adalah cross-sectional
study. Lokasi penelitian dilakukan di Rumah Sakit Medika Dramaga, Kabupaten Bogor,
Indonesia. Sampel dalam penelitian berjumlah 60 orang lansia yang memiliki penyakit
kronis yangsudah diderita oleh lansia selama lebih dari enam bulan. Lansia dipilih
dengan teknik accidental sampling. Hasil penelitian menunjukkan bahwa rata-rata
penyakit yang diderita oleh lansia adalah hipertensi, stroke, tuberculosis paru, diabetes
mellitus, dan jantung. Hasil uji t-test menunjukkan tidak adanya perbedaan antara
strategi koping, religiusitas, dan kepuasan hidup pada lansia pria maupun wanita yang
berpenyakit kronis. Adapun hasil uji korelasi menunjukkan bahwa semakin lama lansia
menderita penyakit kronis, maka kemampuan strategi kopingnya juga meningkat dan
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kepuasan hidup lansia juga meningkat. Selain itu, semakin religious lansia maka akan
merasa puas dengan kehidupannya.
Kata kunci : kepuasan hidup, lansia, penyakit kronis, religiusitas, strategi koping
Introduction
Old age or commonly referred to as the elderly is the last stage of the process of
human development. According to the Government Regulation of the Republic of
Indonesia Number 43 of 2004, an elderly is someone who has reached the age of 60
years and over. The number of elderly people in Indonesia reaches 20.24 million people,
equivalent to 8.03 percent of the total population of Indonesia in 2014 (BPS, 2014).
This number is still high compared to the number of the elderly population in other
ASEAN countries such as The Philippines (7.3%), Cambodia (6.8%), and Laos (6.0%).
By gender, the number of elderly women in Indonesia is 8.2 percent and 6.9 percent for
elderly men (BPS, 2015). The rapid growth rate of the elderly is a challenge for the
government, especially in the social and economic fields. The increasing population of
the elderly will require prominent attention from the government due to the emergence
of various problems in their lives. The reason behind this is because aging will make a
person experience development in the form of repressive changes, namely the decline of
biological, psychological, and social physical functions that occur gradually. Changes
that occur will influence all aspects of life, including health (Pamungkas, Wiyanti &
Agustin, 2015). Based on the National Socio-Economic Survey or BPS Susenas (2015),
the number of sick elderly from 2013-2015 has increased in both urban and rural areas
from 24.8 percent, 25.05 percent, to 28.62 percent.
Decreasing physical or biological conditions that occur in the elderly is a normal
process due to aging. The aging process, which is characterized by a decrease in
biological function will result in a decrease in various functions of essential organs.
Roach (2001) states that elderly people tend to suffer from chronic diseases and about
80 percent of the elderly in the world suffer from at least one type of chronic disease
such as hypertension, arthritis, diabetes mellitus. Chronic disease is a disease with
permanent characteristics, causing disability to the sufferers, and to cure it sufferers
need to take care for an extended period and also has experienced continuous pain for
six months or more (Mayo, 1956 in Lubkin & Larsen, 2006; Sarafino & Smith, 2011).
Factors that can increase the risk of chronic diseases include unhealthy daily lifestyle,
such as smoking, alcohol, inadequate nutrition (WHO, 2014).
Most elderly complaints are the effect of chronical diseases, namely uric acid,
high blood pressure, rheumatic, low blood pressure, and diabetes. The period of
chronical diseases that relatively longer experienced by the elderly will affect chronical
disease become more vulnerable destructing them physically, psychologically, and
socially. The decreased biological function that occurs in the elderly will have an impact
on their physical condition, therefore the elderly tend to behave unsatisfied with what
they have in their life and what they have been through.
Life satisfaction is the benchmark to measure happiness, integrity, and
successfulness in the old age. The elderly who satisfied have their own life goals and
better self-acceptance. The elderly who successfully going through their old life can
develop and learn from and benefited from using as the coping strategy to be able to
survive in this life and to determine their future (Fisher, 1995 in Lazar, 2000). The
chronical diseases will affect the elderly life satisfaction indirectly, through their
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financial condition. O’Toole (2012) in his research, showed that the economic condition
of the elderly is one of the factors to determine elderly's who have chronical disease
discipline in medical treatment. In emotional condition, the elderly can be so sensitive,
and easily offended by others compare to the healthier elderly (Godsoe, 2008).
Chronic diseases can also affect the interpersonal relationships that the elderly
have (Morrison & Bennett, 2009). Also, chronic diseases can have an impact on
increasing stress in the elderly. Edelstein and Segal (2011) state that significantly
depressive disorders are found in the elderly population who have chronic diseases.
According to Sarafino and Smith (2011), this can be caused by the difficulties
experienced by the sufferers of chronic diseases in adapting to changes in the body due
to illness. In order to overcome the increase in stress in the elderly, coping strategies are
needed. Coping is a strategy that can help someone reduce stresses and help to solve the
problems. Active coping to do is coping that helps a person to tolerate and accept
pressing situations and does not worry about the pressure that a person cannot control
(Rasmun, 2004). Adaptive coping strategies can cause a decrease in stress levels, and
patients will get positive emotions, such as captivated feelings. Elderly people have
different coping strategies in dealing with stressful situations, one of which is a spiritual
approach.
The spiritual quotient or SQ can measure spirituality, according to Zohar and
Marshall (2000) SQ is one of the intellectual aspects that helps people to solve their
problem regarding the way to define the value of life (Septariana, 2019). Spirituality
and religiosity have a different definition, though both strongly related to the family
function (Beit-Hallachmi, 1984 in Bornstein, 2017). Religiosity is one of the coping
strategies for the elderly to deal with various changes and losses experienced during
their old age (Weinert, 2011). Religiosity is knowledge, action, and behavior that arises
because of perceived awareness or interaction, which is considered to play an essential
role in fulfilling human life needs (McCullough & Willoughby, 2009). Religiosity is an
effort to overcome anxiety in the elderly who have chronic diseases. Religiosity makes
individuals able to reduce negativity, such as stress, anxiety, and despair (Nashori,
2007). Fais (2004) also found that the high religiosity in a person who has the chronical
disease would escalate the well-being. Based on the background, this research is
necessary to be conducted to explore the relationship between coping strategies and
religiosity and life satisfaction in the elderly who have chronic diseases. The purposes
of the study were to analyze differences in coping, religiosity, and life satisfaction
strategies of elderly men and women who have chronic diseases and analyze factors
related to coping, religiosity, and life satisfaction strategies of the elderly.
Methods
The study used a cross-sectional study design by definition the research
conducted at a specific time. The research was conducted at Dramaga Medika Hospital,
Bogor Regency, West Java Province, Indonesia. Determination of the location of the
study was conducted purposively with the consideration of the hospital was visited by
many elderly to check-up their health. The research was conducted from January 2018
to August 2018 which included preparation, data collection, and report writing.
The population in this study were all outpatients over the age of 60 at Medika
Dramaga Hospital during March 2018. The samples in this study were patients who
came to the internal medicine clinic in Medika Hospital which met the criteria of aged
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outpatients over 60 years old, has a chronic illness that suffers in a certain period, and
Muslim believer. The number of samples taken in this study were 30 elderly male
respondents and 30 elderly female respondents. Sampling is done by accidental
sampling method that is sampling technique taken simultaneously in a place and
accordance with the research context (Notoatmodjo, 2010). Respondents who meet the
requirements and are visiting the outpatient clinic are used as the research samples until
the specified research period ends.
Data collected in this study were primary data and secondary data. Primary data
is the dataobtained directly from respondents through interviews using questionnaires
covering respondent characteristics, coping strategies, level of religiosity, and life
satisfaction of the elderly. Characteristics of respondents were the condition of the
elderly which included the age of the elderly, gender, length of education, size of
family, length of the marriage, employment status, residence status, illness, and
suffering duration ofdisease. Coping strategies are ways that the elderly do to reduce
their level of stress experienced due to suffering from an illness. The coping strategy
questionnaire was adapted and modified from Folkman et al. (1988) consisting of
Problem-Focused Coping (PFC) and Emotion-Focused Coping (EFC). PFC is a method
used to reduce stress due to illness that is focused on solving the problem and consists
of aspects of confrontative, seeking for social support, and planful problem solving
while EFC is a method used to reduce stress that focuses on emotions in dealing with
the diseases suffered and consists of aspects of self-control, distancing, positive
reappraisal, accepting responsibility, and escape and avoidance. The results of the
reliability test of the coping strategy questionnaire were Cronbach's Alpha at 0.800.
Variable coping strategies consisted of 50 items with four rating scales (1 = Never; 2 =
Rarely; 3 = Often; 4 = Always).
Meanwhile, the questionnaire used to measure the level of religiosity was
adopted from Djakiman (2013). Religiosity is the belief of the elderly to God which is
measured based on the three values, namely: (1) the creed (akidah), namely the Muslim
belief regarding the teachings of Islam; (2) worship (ibadah), namely the experience of
individuals in getting closer to God/ Allah through the procedures regulated in the
teachings of Islam such as prayer, zakat, reading the scriptures, and fasting; and (3)
morals (akhlak), are individual attitudes and behaviors that refer to religious values. The
questionnaire Cronbach's Alpha value of 0.904. The total number of religiosity variable
questions were 25 items with four rating scales (1 = never; 2 = sometimes; 3 = once; 4 =
always).
Life satisfaction variables in this study used the Ryff and Singer (1996)
questionnaire, which were then modified by researchers following the needs of the
study with a Cronbach's Alpha value of 0.903. The total number of questions variable
life satisfaction is as many as 30 items with four rating scales (1 = strongly disagree; 2 =
disagree; 3 = agree; 4 = strongly agree). The variable of life satisfaction is measured by
the perceptions of the elderly about their living conditions, what they have experienced
and reflects the compatibility between the ideals of the past with the present conditions
of life. This variable consists of 6 dimensions, namely self-acceptance, positive
relations with others, autonomy, environmental mastery, life goals, and selfdevelopment.
Secondary data is the data collected by other parties obtained from relevant
agencies, namely Medika Dramaga Hospital, studies from books, the internet, and the
results of previous studies. Secondary data collected is the population of elderly Bogor
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City and Regency and references. The data obtained is processed through editing,
coding, scoring, entry, cleaning, and data analysis. All data is processed using Microsoft
Excel and SPSS 22.0 for Windows software. The statistical analysis used to process the
data is the reliability test used for consistency tests between questions and produced
Cronbach’s alpha values. After the index has gotten for each variable, the index is
grouped into three categories based on Bloom's cut-off point index score: (1) Low: <60,
(2) Medium: 60-79, (3) Height: ≥80 (Abdullahi et al., 2016). The results of the data
obtained will then be analyzed descriptively, including maximum values, minimum
values, and averages to present an overview of the various variables examined in the
questionnaire. The inferential analysis used includes t-test (difference test) and
correlation test.
Findings
Characteristics
Age. The age range of the elderly in this study is from 65 to 90 years. Papalia
(2008) divided the elderly based on chronological age, namely young elderly (65-74
years), middle elderly (75-84 years), and very old elderly (≥85 years). The most
significant percentage of elderly men (73.34%) and women (80%) were included in the
category of young elderly (65-74 years). Only about 3.3 percent of elderly men and no
elderly women included in the category of very old elderly (≥ 85 years). The average
age of elderly men and women is not much different. Also, evident from the results of
the independent sample t-test showed that there was no significant difference in age
between elderly men and women (p> 0.05).
Working status. The results also found that as many as 90 percents of elderly
men were unemployed and only 10 percent were still working, while there was as many
as 93.3 percents of elderly women who were unemployed and only 6.6 percent were
employed. Physical conditions that began to decline is the caused of most elderly not to
work anymore.
Suffering duration of disease. According to Sarafino and Smith (2011), chronic
disease is the experience of pain that is experienced continuously for six months or
more. The results of this study indicate that 46.7 percent of elderly men and 56.7
percent of elderly women have suffered from chronic illness for more than 24 months or
two years. The common disease that affects many elderly people is hypertension, stroke,
pulmonary tuberculosis, diabetes mellitus, and heart disease. Based on the independent
sample t-test showed that there were no significant differences in the duration of the
chronic illness between elderly men and women (p> 0.05).
Coping Strategy
Coping behavior is a behavior performed by individuals through interacting with
the surrounding environment to complete tasks or solve the problems (Chaplin, 2004).
The coping strategy consists of two dimensions, namely PFC and EFC. Most elderly
men have coping strategies in the medium category, the rest have coping strategies in
the low and high categories. Meanwhile, the elderly women have coping strategies in
the high category and the rest are in the medium category. The results of the
independent sample t-test showed that there were no differences in coping strategies
between elderly men and women. Table 1 shows that elderly men and women have the
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highest average index on the dimensions of Emotion-Focused Coping (EFC). In the
EFC dimension, elderly men and women have the highest average index on the
distancing aspect. This is due to more than half of the elderly men and women receiving
the illness and continuing to live as if nothing had happened. Meanwhile, the lowest
index average on the dimensions of Problem-Focused Coping (PFC). In the PFC
dimension, elderly men and women have the lowest average in the confrontative aspect.
This is due to elderly men and women always allowing feelings that are being felt and
adamant to the desired. The test results of the independent sample t-test showed that
there were differences between elderly men and women in rediscovering the critical
things in life, not telling others about the illnesses suffered, and refusing to believe that
they suffered from a chronic illness.
Table 1 Distribution of coping strategy based on gender
Coping Strategy

Men
Min-Max
Problem-Focused Coping
40.7-90.7
Confrontative
5.5-77.7
Seeking Social Support
50.5-100.0
Planful Problem Solving
44.4-100.0
Emotion-Focused Coping
55.2-84.3
Self Control
23.8-100.0
Distancing
61.1-100.0
Positive Reappraisal
52.3-100.0
Accepting Responsibility
58.3-100.0
Escape or Avoidance
37.5-95.8
Total
5.5-77.7
Note: * = Significant p<0.10, ** = Significant p<0.01

Mean
67.7
44.07
79.81
79.44
73.7
65.55
84.07
80.47
84.16
62.08
70.7

Women
Min-Max
Mean
50.0-92.5
69.3
16.6-77.7
49.81
44.4-100.0 79.25
61.1-100.0 79.07
56.2-92.7
74.1
23.8-100.0 67.93
61.1-100.0 83.14
57.1-95.2
76.50
58.3-100.0 81.94
45.8-95.8
66.94
16.6-77.7
71.7

p-value
0.520*
0.156
0.877
0.905
0.836*
0.606
0.755
0.123
0.519
0.202
0.897*

Religiosity
Religiosity is knowledge, action, and behavior that arises because of perceived
awareness or interaction, which is considered to play an essential role in fulfilling
human life needs (McCullough & Willoughby, 2009). Lubis (2009) sees the
involvement of individuals in Islam based on three values, namely faith, worship, and
morals. Table 2 shows the highest average of the elderly is in the dimensions of morals
or aqeedah while the lowest average in the dimension of worship with men is 76.44 and
women 80.22, yet this shown women have better worship towards god than the men.
Two-thirds of elderly men have religiosity in the high category, the rest have
religiosity in the low and medium categories. Meanwhile, more than two-thirds of
elderly women have religiosity in the high category and the rest are in the moderate
category. The t-test results show that there were no differences in religiosity between
elderly men and women in terms of creed, worship, and morals, but there are
differences in terms of reading the Koran regularly between elderly men and women.
Table 2 Distribution of religiosity based on gender
Religiosity

Men
Min-Max
Mean
Creed
60.0-100.0
95.22
Worship
26.6-100.0
76.44
Morals
53.3-100.0
81.77
26.6-100.0
84.5
Total
Note: * = Significant p<0.10, ** = Significant p<0.01
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Women
Min-Max
80.0-100.0
56.6-100.0
46.6-100.0
56.6-100.0

p-value
Mean
93.88
80.22
83.11
85.7

0.538
0.348
0.755
0.668
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Life Satisfaction
Life satisfaction is psychological well-being that is generally felt by someone as
a whole (Santrock, 2002). Life satisfaction can be measured using the dimensions of
Ryff's psychological well-being (1995) in Papalia (2009), namely self-acceptance,
positive relations with others, environmental mastery, autonomy, self-development, life
goals.Table 3 shows that elderly men with chronic disease have the highest average
index on the dimensions of self-acceptance. All elderly men remain confident even
though they have grown older, are grateful for living conditions today, and are not
jealous of the lives of others. Whereas elderly women have the highest average index on
the dimensions of life goals. All elderly women feel happy to see their children succeed,
prioritize family needs, increase worship, and prepare provisions for children. Besides
that, elderly men and women with chronic diseases have the lowest index average on
the dimensions of personal development. Elderly people are not interested in adding
insight from the media, are not involved in activities that develop potential, and are not
interested in events in the surrounding environment.
The results of the independent sample t-test showed that there were no
differences between elderly men and elderly women in terms of friends who still cared
for him and were grateful for their current living conditions. As many as half of the
elderly men and women with chronic diseases have life satisfaction in the high category,
the rest in the moderate and low category. The independent sample T-test results also
showed that there were no differences in life satisfaction between elderly men and
women in terms of self-acceptance, positive relations, environmental mastery,
autonomy, self-development, and life goals.
Table 3 Distribution of life satisfaction on gender
Life satisfaction

Men
Min-Max
Mean
Self-acceptance
75.0-100.0
93.8
Positive relation
73.3-100.0
90.8
Environmental mastery
26.6-100.0
76.6
Autonomy
58.3-100.0
87.5
Self-development
0.0-100.0
63.6
Life goals
66.6-100.0
90.5
Total
0.0-100.0
83.4
Note: * = Significant p<0.10, ** = Significant p<0.01

Women
Min-Max
66.6-100.0
40.0-100.0
26.6-100.0
66.6-100.0
25.0-100.0
66.6-100.0
25.0-100.0

p-value
Mean
89.4
86.0
68.8
84.7
65.5
90.2
79.7

0.132
0.191
0.153
0.412
0.765
0.932
0.985

Correlation
Pearson test results show that there are no elderly’s characteristic that have
significantly positive with the coping strategy, religiosity, and life satisfaction other
thansuffering duration of disease of the elderly which have a significantly positive
relationship with coping strategies (r= 0.265, p<0.10) and life satisfaction (r=0.294,
p<0.10) (Table 4). This means that the longer the elderly suffer from an illness, the
coping strategies and life satisfaction will be higher. Besides that, the religiosity of the
elderly found positively related to the satisfaction of the elderly (r= 0.439, p<0.01),
meaning that the higher of the religiosity of the elderly, the higher the satisfaction of
their life.
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Table 4 Correlation between elderly’s characteristics, coping strategy, religiosity, and
life satisfaction
Variables
Coping Strategy
Characteristics
Gender (0=Men; 1=Women)
0.017
Age (years)
-0.054
Working status (0=non-work; 1=work)
0.248
Suffering duration of disease (months)
0.265*
Coping strategy
1
Religiosity
0.012
Note: * = Significant p<0.10, ** = Significant p<0.01

Religiosity

Life Satisfaction

0.056
-0.120
0.225
0.167
0.012
1

-0.002
0.088
-0.108
0.294*
0.013
0.439**

Discussion
More than three quarters of elderly men and women with chronic diseases have
coping strategies in the moderate category. This can be seen from coping behavior
carried out on elderly women, especially coping strategies that focus on relieving
emotions caused by stressors. Elderly sees the good side of the disease suffered, hopes
for sympathy and understanding of others, or tries to forget everything related to things
that have suppressed his emotions, but only temporarily (Folkman & Lazarus, 1985).
As many as two-thirds of the elderly have religiosity which is in the high
category. This can be seen from the high value of the trust of the elderly in religion.
Besides that, the elderly also always carry out the practice of worship well. Aqeedah or
creed and morals (worship practices) have a good impact on the lives of the elderly
because both can provide meaning and inner strength to the elderly. Practices of
worship such as reading the Qur'an can help reduce tension, worries, and other negative
emotions (Barhem, Younies, & Muhamad, 2009).
More than half of the elderly men and women with chronic diseases have life
satisfaction in the high category. This can be seen from the elderly who feel grateful for
what they have, accept the illness suffered in old age, and remain confident. According
to Sousa and Lyubomirsky (2001), someone's life satisfaction refers to one's acceptance
of the state of life and the extent to which a person can fulfill everything he wants in its
entirety. When someone accepts his life condition, he will feel satisfied with life. When
a person is always optimistic, grateful for his life, and a positive mood will give life
satisfaction (Papalia, 2009). The results of different tests show that there is no
difference between the life satisfaction of elderly men and women who have chronic
diseases. This can be due to several factors, namely that the elderly live in a supportive
and active environment in social activities, (Turk & Winter, 2005; Yalom & Leszcz,
2005). Also, Nursolehah and Krisnatuti (2017) also found that social support plays a
vital role in the success of the elderly's life. Supportive environments can be obtained
from families such as spouses, children, and grandchildren. This environment provides
its life satisfaction for the elderly, although they suffer from chronic diseases. Besides
that, social activities will boost the elderly 'happiness since they will interact with other
people and bring much joy during the activities.
Pearson test results show that the elderly suffer from chronic diseases such as
diabetes mellitus, hypertension, heart disease, and mild strokes are significantly
positively related to coping strategies, meaning that the longer the disease is suffered,
the coping strategies will be higher. Coping behavior aims to reduce painful
environmental conditions, adjust to adverse events or realities, maintain emotional
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balance, maintain a positive self-image, and to continue satisfying relationships with
others (Cohen & Lazarus, 1977 in Folkman, 1984). Elderly people who have been
suffering from chronic diseases for a long time will be accustomed to coping and do not
consider the illness to be a burden or source of stress. Most of the elderly are familiar
with the treatment process that must be undertaken.
Older people suffering from chronic diseases have a significantly positive
relationship with the life satisfaction of the elderly, meaning that the longer the elderly
suffer from the disease, the higher their life satisfaction will be. Based on the results of
interviews, elderly people who have chronic illnesses feel confident and grateful for
living conditions. In addition, most elderly people still feel happy even though they
have to undergo continuous treatment. Most of the elderly also use the services of the
Social Security Organizing Agency (BPJS), so there is no need to think about the costs
that must be incurred for the treatment. This can also be explained by the results of a
study conducted by Megari (2013) which suggested the life satisfaction of elderly
people who have chronic diseases is the psychological condition of patients. Elderly
people who suffer from chronic diseases still have satisfaction with life in old age. The
psychological condition of patients who suffer from the disease more and more can
accept the conditions they experience sincerely. Even though the elderly suffer from an
illness, it still makes them happy because children and grandchildren accompany the
treatment. The psychological condition of the elderly becomes happy because they get
support from the family environment. Elderly people who have chronic diseases still
feel happy because even though they have an illness, the elderly can do their activities.
Routines carried out by the elderly such as medication, taking drugs, and checking-up
health routinely has become habits and still enjoy the routine so that the elderly still feel
satisfied with life in their old age.
Religiosity is positively related to the life satisfaction of the elderly, meaning
that the higher the religiosity, the higher the life satisfaction of the elderly and vice
versa. This is in line with the results of Indriana (2004), who found that the type of
activity, religiosity, and level of independence are related to the elderly’s life
satisfaction. According to Glock and Stark (1988) religiosity is reflected in various
dimensions of beliefs, religious practices, experiences, religious knowledge, and
consequences. These dimensions illustrate that religiosity involves every side of human
life to the daily consequences of life, thus when ones have to confrontthe problems,
religion will have influence and involvement. Most elderly men and women have faith
in the teachings of their religion so they can improve their life satisfaction. The results
of this study are also in line with Koening and Larson (1998) in Santrock (2002) which
suggested that religiosity plays an important role in the satisfaction of the elderly,
namely to assist the elderly in facing death, discovering and maintaining valuable
feelings in life accepting shortcomings in the old age. In addition, Koenig (2004)
suggests that elderly patients with severe or chronic health problems are more religious
because they feel more comfortable with religious activities such as praying when
struggling with their illness. Religion can be a source of support to overcome various
challenges related to aging (McInnis-Dittrich, 2014 in Roh et al., 2015). For example,
special forms of religion such as prayer can alleviate the adverse effects of illness,
retirement, loss of partners, and provide an excellent coping mechanism to recover from
adverse life events (Nelson-Becker et al., 2006 in Roh et al., 2015). Religion provides a
protective effect that allows the elderly to discover the meaning and purpose of life
(Moschella, 2011).

50

Methasari & Krisnatuti / Journal of Family Sciences, 2018, Vol. 03, No. 02

Working status is negatively related to life satisfaction, indicating that the
elderly who are still working in old age can reduce their life satisfaction. The study is in
line with research conducted by Atchley (1976) in Santrock (2002) which suggests that
old age is a time when someone starts to develop their hobby which so far cannot be
developed due working hours. Been old makes a person feel delighted both physically
and spiritually because they find freedom in their lives. Elderly people who have not
worked in old age can enjoy their lives by gathering with family. Elderly people who
are still working in their old age still enjoy their lives, because the work done can
reduce the burden on the family. Elderly workers prefer to reduce working hours
compared to work during youth and adjust working hours to their health conditions
(Bell & Rutherford, 2013). However, this study still has limitations such as the
measuring instruments used are improper to the different tests, so the results of this
study do not indicate a difference between elderly men and women who have chronic
diseases in the aspects of the variables studied. The results of this study cannot be
generalized to the overall life satisfaction of the elderly in Bogor Regency because the
selection of respondents was done purposively.
Conclusion and Recommendation
Conclusion
This study found that the average age of the elderly were 68 years. The majority
of the elderly do not work. Most of the elderly have suffered from chronic diseases for
around two years. More than three-quarters of elderly men with chronic disease have
coping strategies in the moderate category, while older women are in the high category.
Two-thirds of the elderly have religiosity in the high category. More than half of the
elderly have life satisfaction in the high category.
There is no difference in coping, religiosity, and life satisfaction strategies for
elderly men and women who have chronic diseases. The duration suffering from the
disease of the elderly is positively related to coping strategies. Older people suffering
from illness and religiosity are positively related to life satisfaction. Working status has
a negative effect on the life satisfaction of the elderly. Elderly people who do not work
in their old age can increase life satisfaction.
Recommendation
Based on the results of the study, the role of the family is needed to give
attention and listen to things that are being felt by the elderly so that they can increase
their life satisfaction. Elderly people are expected , and in the elderly living
environment, regular recitations are held. The community around the elderly is also
expected to provide support thus the elderly can develop their potential despite suffering
from chronic diseases.
Suggestions for government institutions to pay more attention to the welfare of
the elderly population because they also influence economic development in the
country. It is better for developing countries like Indonesia to adopt the way of
developed countries treatment towards the elderly, such as South Korea, China,
Singapore, and Japan.
The suggestion for further research is that the research should be done through
interviewing both parties, namely the partners and children of the elders so that the
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results obtained are more concrete. In addition, the location and sample selection should
be done by random sampling thus the results can be generalized.
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