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Abstract

A cross-sectional study was conducted at 14 ran-
domly selected Primary Health Care Centers in
Qatar to assess QOL and some of its determinants
among 672 Qataris aged 60 years or more. Con-
venience cluster sampling technique, and an Arabic
structured interviewing questionnaire were used.
QOL was assessed using an Arabic version of the
WHO-BREF questionnaire with a tested specific
QOL-old add-on module; the higher the domains
and total scores, the better the QOL.

Results: Around three quarters of males had good
to very good QOL, while nearly the same percent-
age of females had fair to poor QOL. All the elderly
had from fair to very good ADL% and most of them
were in the fair/good level for the IADL%. Social
activity was significantly correlated with QOL. Gen-
der, educational level, income sufficiency, number
of chronic diseases, perceived general health and
IADL% were the significant predictors for the total
QOL.

Conclusion: QOL among the participants was aver-
age. Physical domain had the highest mean score,
while the social domain had the lowest. Gender and
chronic co-morbidities, were significant predictors
of elderly QOL.
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Introduction

Aging populations have become a leading demographic
issue in the new millennium. There has been a rapid
increase in the elderly population all over the world. By
2050, the world’s population aged 60 years and older is
expected to total 2 billion, up from 841 million today, and it
will be the first time in history where the number of people
aged 60 years and older, outhumber children younger than
5years[1]. The challenge for aging studies is to understand
the conditions associated with aging as a positive process
and old age as a stage of life in which health, well-being,
pleasure and quality of life (QOL) can be increased [2]- [4].
While population aging in the Arab region is not currently
of the order of magnitude witnessed in some developed
countries such as Japan or Korea, it has already started
in a number of Arab countries and is expected to gather
momentum in the next 50 years. Despite this fact, most
Arab countries appear to underestimate the importance of
this issue and are not anticipating the future repercussions
on national economies caused by this demographic
transition.

In Qatar, the number of people aged 60 years or more
is expected to increase from 17,500 (3.1%) in 2000 to
172,000 (20.7 %) in 2050, a 10-fold increase [5]. Despite
the support that medical and social systems provide to
the elderly, many older people still experience discomfort
because of loneliness, depression, social isolation, or
constrained quality of life [6]. The QOL of older adults
could be good, or at least preserved, provided they have
autonomy, independence and good physical health and
provided they fulfill social roles, remain active and enjoy a
sense of personal meaning [7]. QOL as a person’s sense
of well-being is not homogeneous but is multidimensional,
with many components that range from health indicators to
individual habits, culture and ethics [8]. Personal opinions
should therefore be taken into account when assessing
elderly QOL [9]. Health interventions, welfare programs,
health care and the well-being of the elderly can be
improved and evaluated through studies of their QOL.
The World Health Organization (WHO) defines QOL as an
individual’'s perception of his/her status in life in the context
of the individual’s environment, belief systems, and goals
[10]. Several studies have shown that younger elderly,
being married or females with adequate income are likely
to have better QOL in comparison to older elderly, males,
divorced or widows with inadequate income [11-15].
Moreover elderly people with higher education were found
to have a better QOL than those with lower education [
16]. Furthermore, an active lifestyle preserves physical
function in older adults which may possibly contribute to
higher levels of QOL scores in domains related to physical
health [17].

Evaluating elderly QOL should be done from a different
perspective to QOL assessments for the general population
[18]. In spite of this, there is still a lack of studies directed
towards aging in general and elderly QOL in particular, for
the population of Qatar. This study assesses QOL and its
different domains among a group of elderly Qataris visiting

primary health care (PHC) centers in Qatar and seeks to
identify determinants of QOL.

Methodology

Study design: A cross-sectional study

Setting: The study was conducted in 14 health centers
out of 21 PHC centers distributed throughout Qatar.

Sample Size & Technique: Subjects included male and
female elderly Qataris aged 60 years or more who visited
the PHC centers during the 3 month’s field work duration
from March 15 to June 15, 2015. Consent was gained to
participate in the study. Convenience cluster sampling
technique with proportional allocation was used. The
estimated sample size was 672 elderly individuals based
on prevalence of bad QOL = 24% (from pilot study results),
95 confidence interval, precision = 5%, design effect = 2,
and inflation rate = 20%. Data collection in each center
was carried out on a daily basis until the required quota
from each center was reached.

Inclusion criteria: All Qatari elderly aged 60 years or
more, males and females who visited the health centers
during the study field work, were invited to participate.

Exclusion criteria: Individuals below 60 years of
age or with communication problems or with a score
< 7 as screened by the Short Portable Mental Status
Questionnaire (SPMSQ), indicating severe cognitive
affection, were excluded [19].

Method of data Collection tool: The study tool was an
Arabic structured interview questionnaire including the
following items:

(a) Socio-demographic data such as age, sex, income
level, educational level and marital status.

(b) Health measures such as types of chronic diseases,
hospital admissions, current medications and screening
questions for depression.

(c) Assessment of QOL by the WHOQOL-BREF
standard questionnaire (Arabic version) [20], with an add-
on old module for elderly populations. The questionnaire
has 26 items on a 5-point scale, ranging from totally
absent/totally disagree/very bad to totally present/totally
agree/excellent; it also included 2 subjective overall items
allowing the subject’s self-evaluation of his/her overall
QOL and overall health, as well as 24 items relating to
4 domains: physical health, psychological well-being,
social and environmental domains. From those questions,
2 were excluded; this included questions about working
capacity, since all elderly were retired and jobless, and
that relating to sexual activity, as it was totally missing in
the responses. The scoring rules for the questionnaire
assessment were followed according to the WHOQOL
group; questions 3, 4, and 26 were reversed, as they were
negative questions. The add-on old module is a short form
of the original 24-question WHOQOL-OLD questionnaire
[21]; it includes only 6 questions, 1 from each of the 6
facets. Each question was rated on a Likert scale ranging
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from 1-5, where 1 represents never and 5 represents
always. The sum of its scores ranges from 6-30, and the
total number of questions was 2 (global) + 22 WHOQOL
+ 6 Old domain = 30 questions. The total QOL score was
calculated by the sum of all the domain scores, giving
a range from 30-150. In each domain and in the total
QOL, higher scores indicated better QOL. The raw score
for each domain and the total score were converted into
percentages for international comparisons, because the
add-on module prevented direct score comparison with the
WHOQOL-100. The three percentiles (25th = 91, 50th =
100, 75th = 108) were used to categorize total QOL scores
as poor QOL (< 91), fair (91-99), good (100-107), and
very good (> 107). Each domain was analyzed separately,
as was the total QOL against the independent variables.
(d) Social activities were assessing elderly weekly
participation in social activities including going to pray,
social gathering and playing games. The responses were
coded as (1-never / 2- 1-2 times per week / 3- 3-6 times
per week/ 4-daily). Also the frequency of attending other
social activities such as marriage parties, funerals and
ceremonies was also inquired about and the responses
were coded as (1- never 2- rarely 3- sometimes 4-usually).
Answers of these 5 questions were given a score (1) for
never response to (4) for daily/usually response. The
scores transformed into percent on the scale from 0-100%
[22].

e) Functional abilities were assessed by a validated
Arabic version of Katz index for activities of daily living
(ADL) [23] and Lawton scale for instrumental activities
of daily living (IADL) [24]. For ADL, 6 functions were
enquired about: bathing, dressing, toileting, transporting,
continence and feeding. Three weighted categories
were used to evaluate the elderly’s response: (1)
totally independent, (2) partially independent (3) totally
dependent. For IADL, 8 functions were enquired about:
6 common for both males and females and including : the
ability of using a telephone, going out more than walking
distance, shopping, managing money, preparing meals,
housekeeping, laundry and taking medications without
assistance. Three weighted categories were also used to
evaluate the elderly’s response: (1) totally independent,
(2) partially independent and (3) totally dependent. A pilot
study was conducted among 30 elderly Qataris in order to
make adjustments before the actual study commenced.

Data analysis: The data were analyzed using Statistical
Package of Social Science [SPSS] version 20. Data
normality was tested using the K-S test and histograms.
Descriptive analysis was calculated in the form of mean
with SD for parametric quantitative variables, median and
IQR for non-parametric variables, and frequency and %
for qualitative data. Chi-square and Fisher’s exact tests
were used to examine the relationship between qualitative
variables, while Student’s t-test and ANOVA with post-
hoc LSD were used for normally distributed quantitative
variables. The Mann-Whitney U test was used for non-
parametric quantitative variables. Pearson or Spearman
correlations were used for bivariate correlations according
to data normality. Multiple regression analysis was done.

All the predictive risk factors significantly associated with
each domain of QOL were entered into the final total QOL
multiple linear regression model. This model was used to
identify the QOL predictors, and p < 0.05 was considered
statistically significant.

Ethical Consideration: Institutional Review Board (IRB)
was obtained from Hamad Medical Corporation. Informed
consent was obtained from each participant. Voluntary
participation and confidentiality were assured.

Among the 672 elderly included in the study, 54.2% were
male. There was no significant difference in the mean age
between males and females. The majority of the subjects
were currently married (78.9%), 71% were illiterate; most
participants were retired and 99% were on a pension and
78% reported that their income was not sufficient , all
participants had a history of chronic disease. About 70%
of the female elderly had 3 diseases or more compared
to only 60.4% among males. Hospital admissions in the
year prior to the study period were reported by 11.8%,
with no significant difference between males and females.
It was reported that 63% of females were using 3 or
more medications compared to 47% among males; this
was a highly significant difference (p < 0.001). The most
prevalent reported disease was diabetes mellitus (88.8%),
which was more common among females (94.5%) than
males (84.1%); followed by hypertension (69.3%), which
was more common among males (74.5%) than females
(63.3%), and then raised blood lipids (66.5%), which
was more common among females (70.5%) than males
(63.2%); these differences were all statistically significant
(Table 1).

Table 2 shows that the mean score of social activity was
equal to 38.7 £+ 18.1 for the whole study participants with
higher mean score % among males being 49.0 + 15.9 while
that of the females was 26.5 £ 11.9 and the difference was
highly significant since p< 0.001. The total mean score %
of functional abilities ADL; was 4.2 + 12.1 while that of the
IADL was 44.3 £ 17.2. The mean % score for both the ADL
and IADL highly significantly differed between males and
females. Males were more independent with lower mean
scores % being 1.05 + 4.95 and 34.68 + 13.5 respectively
while females were more dependent with higher mean
scores % being 7.98 £ 16.27 and 55.69 £ 13.92 respectively.
As shown in Table 3, the highest domain percentages
were for the environmental and social domains (71%
each), followed by the physical health (65%) and the
psychological domain (64%). The lowest score was for the
QOL-old domain sum items (47.5%). A combined 51% of
the elderly enjoyed a very good or good QOL (24.9% and
26.1%, respectively), while 49% had a fair or poor QOL
(24.1% and 24.9%, respectively; Figure 1).

All the domain scores were tested in a multiple regression
analysis model to predict the solo contribution of each
domain (Table 4). It revealed that the physical health
domain had the highest significant impact on the total
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QOL (36.1%), and the social domain contributed the
least to total QOL (8%). The perceived overall QOL score
was significantly correlated with all domain scores and
with the total calculated QOL score. All the correlations
were statistically significant at p < 0.001. The strongest
correlation with perceived overall QOL was with the
physical health domain (r = 0.72), while the weakest was
with the social domain (r = 0.45).

Table 5 shows the statistically significant predictors of the
total QOL score using the enter model for multiple linear
regression analysis. The prediction model was statistically
significant, F = 84.88, p < 0.001, and accounted for
approximately 72% of the variance in the total QOL score
(R2 = 0.73, adjusted R2 = 0.72). Other than the gender,
educational level and income sufficiency, all the other
demographic factors such as age and smoking, were
found to be insignificant predictors of total elderly QOL.
Gender was the main socio-demographic QOL predictor,
contributing 11% of the model variance. Among health
factors, the remaining significant factors in the model
were the number of chronic diseases, self-reported overall
health, osteoarthritis, and osteoporosis by 29.3%, 27.2%,
8.3%, and 6.8%, respectively. As a group, health factors
were the strongest determinants of total QOL. Social
activity is a predictor of the total QOL, IADL% was also a
significant predictor in the three models. As a group, health
factors were the strongest determinants of the total QOL
for the three models followed by the social one.

Table 6 shows the Spearman correlations between the
QOL domains and total QOL% scores with both the
ADL% and the IADL% scores. It is clear from the table,
the significant negative correlation between the increase
in inactivity (higher scores) and the decrease in the
QOL domains % scores and the total QOL% score with
P<0.001. The highest negative correlation as expected
was observed with the physical health domain % score (r=-
0.66 with IADL and r=-0.44 with ADL). For the total QOL %
score, the IADL% score was found to be more correlated
negatively with it than with the ADL% score ( r= -64, r=
-0.44 respectively) and the same result was observed
with all domains % scores. As regard the social activity
and its effect on the QOL, it was found to be correlated
positively with all domain % scores especially the physical
health (r=0.51) and the total QOL % score (r=0.51). All the
correlations were statistically significant at p < 0.001.
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Table 1: Socio-demographic characteristics and self-reported medical history among
attending Primary Health Care Centers in Qatar, (n = 672)

the elderly Qataris -

Males Females Total
(n = 264) [n = 308) [n=672)
N (5) N (5) N (5)
1-Age Group®:
60—64 147 (40.4) 132 (42.9) 279 (41.5)
65—69 87 (232.9) 67 (21.8) 154 22.9) 336 | »0.05
70-74 1127 (20.8) 23 (26.9) 195 (29.0)
75 + 128 (4.9) 26 (8.4 44 (6.6)
2-Residency:
Inside Doha [czpital city) 271 (74.5) 262 (85.1) 533 (79.3) 1146 | <0.001
Outside Dohz 93 (25.5) 46 [14.9) 139 (20.7)
3-Marital Status:
Mzrrizd & has children 316 (26.9) | 210 [68.2) 526 (78.3) 414 | <0.001
Married only 3 [D.8) 1 [0.3) 4 [D.6) 1
Widowed 43 [11.8) 79 (25.7) 122 (18.1)
Divarced 2 [D.5) 18 [5.8) 20 [3.0)
4-Educational level:
llliterate [can't read or write) 204 [56.0) 273 [BB.g) 477 [71.0) 91.88 | =0.001
Rezd & write 70 (19.2) 24 (7.8) 04 (14.0)
Completed primary 38 [10.4) 4 [1.3) 42 [6.3)
Completed preparatory & above. g2 (14.4) 7 [2.3) 59 (8.7)
S-Income sufficiency to elderly needs:
MWaore than enough 22 [6.0) 9 [2.9) 31 [4.6)
Enough 85 (22.4) 32 (10.4) 117(17.40) | 25.12 | <0.0m
Mot Enough 257 [70.6) 267 [BB.7) c24 [78.0)
Paositive history of Chronic diseases 362 (100) 308 [100) 672 [100)
History of
Hypertension 271 (745) | 195 [62.2) 466 [69.3) 974 | <001
Diabetes mellitus 306 [84.1) 291 [94.5) 597 [88.8) 19.25 = 0.001
Raised blood lipid 230 (63.2) 217 (70.5) 447 (66.5) 396 | =0.05
Heart diseases 79 [21.7) 51 [16.6) 130 [19.3) 2.83 > 0.05
Asthma & COPD 29 (2.0) 15 (4.9) 44 [6.5) 216 | »0.05
Osteoporosis 0 (0.0) 34 [11.0) 34 (5.1) 4232 | <0.001
Thyroid affection & [1.6) Bl [26.3) B7 [12.9) 89.95 = 0.001
Colon affection 63 [17.3) 97 [21.5) 160 [23.8) 18.51 = 0.001
Ostecarthritis 143 [39.2) | 131 [42.5) 274 [40.8) 073 | = 0.05
Depression B [2.2) 25 [B.13) 33 [4.91) i0.12 = 0.05
Mo. of hospital admissionsin previous
year:
0 311 (85.4) | 282 [91.6) 592 (82.2)
1 48 [13.2) 25 (8.1) 73 (10.9) 705 | =005
2 3 (0.8) 1 [0.3) 4 [0.6)
2 and zbove 2 [0.8) 0 [0.0) 2 (0.3)
Mo. of hospital admissionsin previous
year:
0 311 (85.4) 282 (91.6) 593 (88.2)
1 48 (12.2) 25 (8.1) 73 (10.9) 7.05 | »0.05
2 3 (0.8) 1 [0.3) 4 [0.6)
3 and zbove 2 [0.6) 0 [0.0) 2 [0.3)
Mo. of medications:
1 £3 (17.3) 25 (8.1) 88 (13.1) 36.21 | <0.001
2 130 (35.7) 29 (28.9) 219 (32.5)
3 94 (25.8) 95 (31.2) 190 (28.3)
4 51 (14.0) 45 (14.5) o6 (14.3)
S and above 26 [7.2) 53 [17.2) 79 [11.8)

* Mean age among males = 67.61 +5.93, among females = 67.77 +5.5; *(Vision and hearing impairments, anemia, etc.)
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Table 2: Social activity and functional abilities of the elderly attending Primary Health Care Centers in Qatar,

(n=672)
Variable ales Females Total
{n-364) (n=308) (=672}
Mean% * SD Mean% £ 5D Mean%  SD
Zocial activity *; 49.03 + 1591 26.51 + 11.99 38.71+ 18.13 <0.001
ADL¥* : 1.05 + 495 7.98 + 16.27 423+121 =0.001
1ADL £%; 34 68+ 13.50 EE.E9 + 1392 4421 +17.23 =0.001

* The higher the mean %, the higher the Social activity

** The higher the mean %, the lower function and higher dependency

@ Using Mann Whitney U test

Table 3: Description of total QOL, its domains, perceived overall QOL, and perceived overall health

among elderly visiting Primary Health Care Centers in Qatar (n = 672)

Domain [no of questions) Mean % 5D
Global items:

Perceived overal Q0L [1) 1 g 333+09

Perceived overall health [1) 1 g 39607

Physical health [6) 10 (16.7) 30 [100) 2156 £ 4.82 G5 £ 20.08
Psychological (6) 12 (25) 28 (91.7) 2127 +291 64% + 12.13
Social [2)*# 4 (25) 10 ({100) 771+ 107 71% + 13.46
Environmental (2) 22 (43.8) 37 (90.6) 30.6 + 3.54 71% + 11.06
QOL-Old domain (6) 9 [12.5) 24 (75) 1744328 | 47.5%+ 1367
Total QOL (28) 61 [29.5) 124 (85.7) | 9855+1352 | &3%+12.07

* Work capacity question is not included
** Sexual activity question is not included

14
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Table 4: Linear regression analysis for predicting the total QOL score using its domains’ scores as independent
variables for the elderly visiting Primary Health Care Centers in Qatar (n = 672)

Standardized Beta
B*¥ P

coefficient

Physical 1 0.261
Q0OL-0ld domain 1 0.262 < 0.001
Environmental 1 0.243 < 0.001
Psychological 1 0.213 < 0.001
Social 1 i0.08 < 0.001
Constant -8.779E14

Dependent variable: total QOL R=1 R2=1 Adjusted R2=1 ** 100% perfect fit model

Table 5: Statistically significant predictors of total QOL score by gender using the enter model of multiple linear
regression analysis among the elderly visiting Primary Health Care Centers in Qatar

Predictors Total Q0L model (n=632)# QO0L-Male model Q0L-Female model
(n=237)% [n= 295)%

B Standardized Standardized Standardized Beta
Beta coefficient Beta coefficient Coefficient

Socio-demographic
-Gendear -2.42 -0, 11%% - - - -
- Educational Level 0.57 0.066* - - 1445 0.089*
- Income sufficiency 1.25 0.057* 2.24 0.097* - -
Social activity
-Socizl activity

0.06 D.099** 0.07 0.0949* 0.09 0.091*
Health related :
- Osteoporosis 3.29 i0.068* - - 3.02 0.075*
- Dsteoarthritis 2.03 D.083** 3.20 i0.148%* - -
- No. of chronic -2.1% 0, 293FF* -1.08 D, 157¥*¥ -2.69 0,32FFFF

dizezses
-Depression - - - - B.18 0.083*
-Perceived overall 4 .68 0. 2F2*EEE 5.7 D.317%** 427 0. 281%%%
Hezlth

Functional abilites:
-lADLE 40.18 -0 24FEF -40.20 -D. 204 **¥ 40.14 D.1T5**
Constant 44 7 449 .59 39.03
F of the model B4 BR*** 30.09%** 32.60%**
R 0.86 0.80 0.82
R 0.73 0.71 0.72
Adjusted R 0.72 0.69 0.70

*P<0.05 **P<0.01 ***P<0.001
# 40 cases were excluded as outliers; 27 males and 13 females
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Table 6: Spearman correlation between Social activities score %, ADL score %, ADL score % and QOL domains
among elderly attending Primary Health Care Centers in Qatar, (n = 672)

Social activity %

mpn

0.66 0.44
Psychological 0.a5 0232 0.21
Social 043 0.24 0.46
Environmental 051 036 0.40
oid .53 0.41 0.47
Total 0.64 044 0.51

*All correlations are statistically significant at p < 0.001

NB: there is a significant positive correlation between IADL % score and ADL % score ; r= 0.65 & p<0.001

Figure 1: Distribution of participants according to QOL grades by sex (n = 672)

Fair

Bl Males

10.3 B Females

Good

Very Good

QOL Grades
X2 =78.6, p <0.05

Discussion

International interest in measurement and enhancement of
QOL for the elderly is growing due to higher expectations
of a “good life” within societies experiencing increasing
numbers of older people [9]. There is no data about this
important aspect in Qatar, as this is the first study in
Qatar to assess quality of life and its determinants among
elderly Qataris, aiming to provide evidence for establishing
effective policies and tailored interventions to improve
elderly QOL in Qatar. The study aims to fill the huge gap in
the scientific literature and database about elderly Qatari’s
characteristics; including their QOL and their health status.
Results from the current study will help in developing the
seed for geriatric care and research. The present study
reveals that more than half of the elderly (51%) had good
or excellent QOL. This is similar to that found in India [25],
where 46.2% of the elderly had good or very good QOL.
Another study done in Myanmar in 2010 [17] showed that

most elderly people (80.9%) had a moderate QOL, 17.2%
had a high QOL and only 1.9% showed a low QOL. Much
higher QOL was found in a rural area in northern India [26],
where most elderly individuals (85%) enjoyed excellent or
good QOL, with only 15% having a fair or poor QOL.

The present study shows that the younger age group (60—
69) had significantly higher scores for total QOL and all the
domains compared to older groups; this is supported by
results of other studies [25 , 27]. The present study also
found gender to be an important determinant of total QOL,
although around three quarters of males had a good or
excellent QOL, the same percentage of females had a fair
or poor QOL. Moreover, females had significantly lower
scores than males for total QOL and all its domains, which
is supported by the findings of previous studies [28]. The
present study also reveals that the married elderly were
found to have significantly higher scores for QOL and all
its domains, as shown in a previous study [29]. However,
marital status was not found to be a significant predictor

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 17 ISSUE 6, JUNE 2019
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of total QOL. The subjects of the present study had high
levels of illiteracy and low educational attainment, and
this was especially true of the female subjects. Subjects
with higher educational attainment had significantly higher
scores in total QOL and all its domains, a finding supported
by prior studies [30&31]. Literate individuals often have
a better understanding of their ageing process and are
better able to adjust to lifestyle changes. Also, they usually
have greater opportunities for career attainment, higher
economic resources, more health-seeking behavior and
better control of their life, all of which may have a positive
impact on their QOL [32, 33]. Economic status was one of
the most consistent factors associated with elderly QOL
[33]. Most of the elderly in the present study reported
that they have insufficient income to meet their needs.
The present study reveals that income sufficiency was a
significant predictor for the total QOL among males. All
participants of the present study had a history of chronic
disease; about 70.2 % of the female elderly had 3 diseases
and more, compared to only 60.4% among males. The
number of chronic diseases was an independent predictor
for total QOL in this and prior studies [34&35]. In addition
to showing that the number of chronic diseases has a
significant negative impact on elderly QOL, the present
study also found that only two diseases were independent
predictors for total QOL: osteoporosis and osteoarthritis.
Although the present study found that the most prevalent
reported diseases among the elderly were diabetes
mellitus and hypertension and that patients with these
diseases had significantly lower scores for total QOL in
all of the domains, neither of these 2 diseases was found
to be an independent predictor of total QOL. This could
be explained by psychological adaptations to chronic
diseases with longer duration [36&37], although absence
of chronic pain or marked psychological disturbance could
be another explanation. The present study reveals that
elderly subjects with osteoporosis had significantly lower
scores for QOL and in all of the domains. Osteoarticular
disease was the principal cause of chronic pain for 63.4%
of the elderly in Portugal [38] and 40% of those 75 years
or older in Sweden, where low QOL was found among the
elderly with chronic pain in several dimensions, including
general health perception, bodily pain, vitality, emotional
functioning, physical functioning and physical activity [39].

The present study also demonstrated that one of the
consistent independent predictors of the total QOL and
all of its domains is the functional abilities in the form of
IADL (and ADL in social domain only). The ability to carry
out daily activities without limitation or dependence on
others has been found to be a powerful determinant of
self-perceived health and QOL in a previous study [40];
the same was observed from another study which showed
that QOL was affected by daily activities, mobility and
overall health [41].

Strengths of this study are that it included a large number
of Qatari elderly attending different primary health care
centers. Also it is the first time to assess health profile,
functional abilities and QOL of a huge number of Qatari
elderly using validated tools. However one of the limitations

of this study is that, as a cross sectional study, it can’t
determine risk factors affecting QOL; instead it can identify
factors associated with QOL.

Conclusion and Recommendations

QOL among the sampled Qatari elderly was average, with
the physical health and social domains being the biggest
contributors. Gender, income sufficiency and educational
level were the most consistent correlates of QOL.
Strategies for prevention and control of chronic diseases
specific to the elderly could improve QOL among the elderly
population. Health professionals should pay attention to
elderly individuals, assessing their QOL, health education
and maintaining healthy lifestyle especially physical activity
and social integration, which will assure better QOL in
old age. Further, research through national surveys on a
large scale and on a community basis to include different
categories of elderly population as healthy elderly, home-
bound, institutionalized and long term care elderly for
assessment of elderly QOL, their functional abilities,
physical activity and social support are recommended.

Strengths and limitations of this study

* To the best of our knowledge, however, the study was the
first in Qatar to measure QOL among the elderly and QOL
association with different risk factors.

» This study was conducted with a relatively reasonable
sample size and can be used as a platform for future
studies,

« Selection bias could be expected, as selection of elderly
was based solely on those visiting the PHC centers.

* Recall bias may also be expected due to self-reporting of
disease, medications, and hospital admission, especially
as the elderly undergo memory changes that can decrease
memory accuracy.

» A cross sectional study cannot determine risk factors
affecting QOL; instead it can identify factors associated
with QOL.

* Taking into consideration the above-mentioned limitations
this may make it difficult to generalize the results to all
Qatari elderly in the community.
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SPMSQ: Short Portable Mental Status Questionnaire
SPSS: Statistical Package for Social Sciences
WHO: World Health Organization

WHOQOL: World Health Organization Quality Of Life

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 17 ISSUE 6, JUNE 2019



References

1. World Health Organization. Ageing well must be a
global priority. 2014. https://www.who.int/mediacentre/
news/releases/2014/lancet-ageing-series/en/. Accessed
16 Sep 2016.

2. Lowsky DJ, Olshansky SJ, Bhattacharya J, Goldman
DP: Heterogeneity in healthy aging. J Gerontol A Biol
Sci Med Sci 2014, 69: 640-649. 10.1093/gerona/
glt162PubMed CentralView ArticlePubMedGoogle
Scholar  https://academic.oup.com/biomedgerontology/
article/69/6/640/528242

3. Hekmatpou D, Shamsi M, Zamani M: The effect of
a healthy lifestyle program on the elderly’s health in
Arak. Indian J Med Sci 2013, 67: 70-77. 10.4103/0019-
5359.121119View ArticlePubMedGoogle Scholar
https://scholar.google.com/scholar_lookup?title=The%2
Oeffect%200f%20a%20healthy%20lifestyle%20program
%200n%20the%20elderly%27s%20health%20in%20Ar
ak&author=D.%20Hekmatpou&author=M.%20Shamsi&a
uthor=M.%20Zamani&journal=Indian%20J%20Med %20
Sci&volume=67&pages=70-77&publication_year=2013&
doi=10.4103%2F0019-5359.121119

4. De Luca d’Alessandro E, Bonacci S, Giraldi G: Aging
populations: the health and quality of life of the elderly.
Clin Ter 2011, 162: e13-e18.PubMedGoogle Scholar
https://scholar.google.com/scholar_lookup?title=Aging
%20populations%3A%20the%20health%20and%20q
uality%200f%20life%200f%20the%20elderly&author=
E.%20De%20Luca%20d%E2%80%99Alessandro&au
thor=S.%20Bonacci&author=G.%20Giraldi&journal=Cl
in%20Ter&volume=162&pages=e13-e18&publication_
year=2011

5. United Nations. Economic and social commission
for western Asia: Aging in the Arab countries: regional
variation, policies and programs. 2004.
http://www.globalaging.org/agingwatch/new/arabaging.
pdf . Accessed Jun 2012.

6. Bowling A. Enhancing later life: how older people
perceive ageing? Aging Ment Health. 2008;12(3):293—
301.

7. Bowling A: Quality of life in older age: what older people
say. In Quality of Life in Old Age. International and Multi-
Disciplinary Perspectives. Edited by: Mollenkopf H, Walker
A. Springer, Dordrecht; 2007.Google Scholar

8. Brown J, Bowling A, Flynn T. Models of quality of life:
A taxonomy and systematic review of literature. FORUM
Project, University of Sheffield. http://www.shef.ac.uk/
ageing-research 2004. Accessed Sep 2012.
http://discovery.ucl.ac.uk/1643/

9. Walker A. European perspective on quality of life in old
age. Eur J Ageing. 2005;2:2—12.

10. World Health Organization. World Health Organization
Quality of Life-BREF (WHOQOL-BREF).http://www.who.
int/substance_abuse/research_tools/whoqolbref/en/
Accessed 14 Sep, 2014.

11. Xavier F M F, Ferraz M P T, Marc N, Escosteguyc N
U, Moriguchia E H. Elderly people’s definition of quality of
life: A definicdo dos idosos de qualidade de vida. Rev Bras
Psiquiatr 2003; 25(1):31-9

ORIGINAL CONTRIBUTION

12. Borg C, Hallberg | R, Blomqvist K. Life satisfaction
among older people (65+) with reduced self-care capacity:
the relationship to social, health and financial aspects.
(2006) Journal of Clinical Nursing 2006; 15, 607-18

13. U.S. Census Bureau, Statistical Abstract of the
United States: 2004-2005.Available at : www.penandinc.
us/clients/anna/PDFs/savings_pensions_ss.pdf[cited on
9/2012]

14. Eser E, Eser S, Ozyurt BC, Fidaner C. Perception of
quality of life by a sample of Turkish older adults: WHOQOL-
OLD project Turkish focus group results. Turkish Journal
of Geriatrics 2005; 8: 169-83.

15. Kumar A, Sagaza H, and Yadava K.N. “Is ageing an
asset or a liability? Socioeconomic factors, behavioural
problems and health hazards in rural Northern India.
Journal of Population Studies 2005; 37: 11-30.

16. Ramachandran R, Radhika R. Socioeconomic Status
and Life Satisfaction in Cross-Cultural Perspective:
The Elderly in Japan and India. International Journal of
Humanities and Social Science 2012; 2 (16): 285-97.

17. Naing MM, Nanthamongkolchai S, Munsawaengsub
C. Quality of life of the elderly people in Einme Township
Irrawaddy Division. Asia J Public Health. 2010;1(2):4—
10. http://ns2.ph.mahidol.ac.th/phkib/knowledgefiles/
7777Quality_of Life_of the_Elderly_People_in_Einme_
Township_Irrawaddy.pdf

18. Kliempt P, Ruta D, McMurdo M. Measuring the
outcomes of care of older people: a non-critical review
of patient-based measures. Ill. Pain, physical disability
and handicap, and social health instruments. Rev Clin
Gerontol. 2000;10:235-244.

19. Kua EH, Ko SM. A questionnaire to screen for
cognitive impairment among elderly people in developing
countries. Acta Psychiatrica Scandinavica,Volume85,
Issue2February 1992 119-122. https://doi.org/10.1111/
j-1600-0447.1992.tb01454.x

20. Ohaeri JU, Awadalla AW. The reliability and validity of
the short version of the WHO Quality of Life Instrumentin an
Arab general population. Ann Saudi Med. 2009;29(2):98—
104.

21. Fang J, Power M, Lin Y, Zhang J, Hao Y, and Chatter;ji
S. Development of short versions for the WHOQOL-OLD
Module. Gerontologist. 2012;52:1:66—78.
https://doi.org/10.1093/geront/gnr085

22. Bowling A, Farquhar M and Browne P. 1991. Life
satisfaction and associations with social networks and
support variables in three samples of elderly people.
International Journal of Geriatric Psychiatry 1991;6:549-66.
https://onlinelibrary.wiley.com/doi/abs/10.1002/
gps.930060803

23. Katz S, Ford A B, Moskowitz R W, Jackson B A, Jaffe
M W. Studies of iliness in the aged.

The index of ADL: a standardized measure of biological
and psychosocial function.

JAMA 1963; 185:914-19. https://www.ncbi.nlm.nih.gov/
pubmed/14044222

24. Lawton Mp, Brody EM. Assessment of older people:
Self maintaining and instrumental activities of daily living.
The Gerontologist 1969; 9: 179-86. https://www.ncbi.nlm.
nih.gov/pubmed/5349366

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 17 ISSUE 6, JUNE 2019 9



ORIGINAL CONTRIBUTION

25. Sowmiya KR, Nagarani A. Study on quality of life
of elderly population in Mettupalayam, A rural area of
Tamilnadu. Nat J Res Com Med. 2012;1(3):139-143.
https://www.researchgate.net/publication/318360302_
A_Study_on_Quality_of Life_of Elderly Population_in_
Mettupalayam_A_Rural_Area_of Tamilnadu

26. Quadri SS, Ahluwalia SK, Ganai A, Bali S, Wani F,
Bashir H. An epidemiological study on quality of life among
rural elderly population of northern India. Int J Med Sci
Public Health. 2013;2(3):514-522.

27.Abdul RA, Manan AA. The quality of life of elderly living
in a home for the aged in Penang Malaysia. Middle East J
Age Ageing. 2013;10(2):13-21.

28. Kirchengast S, Haslinger B. Gender differences in
health-related quality of life among healthy aged and old-
aged Austrians: Cross-sectional analysis. Gender Med.
2008;5:270-278.

29. Hickey A, Barker M, McGee H, O’'Boyle C. Measuring
health-related quality of life in older patient populations:
A review of current approaches. Pharmacoeconomics.
2005;23:971-973.
https://www.ncbi.nlm.nih.gov/pubmed/24596723

30. Van Oort F, van Lenthe F, Mackenbach J. Cooccurrence
of lifestyle risk factors and the explanation of education
inequalities in mortality: results from the GLOBE study.
Prev Med. 2004;39(6):1126—-1134.

31. Christensen U, Schmidt L, Kriegpbaum M, Orsted
Hougaard C, Holstein BE. Coping with unemployment:
Does educational attainment make any difference? Scand
J Public Health. 2006;34:363-370.

32. Qadri S, Ahluwalia S, Ganai A, Shalender P, Wani F,
Bashir H. An epidemiological study on QOL among rural
elderly population of northern India. Int J Med Sci Public
Health. 2013;2(3):514-522.

33. Gabriel Z, Bowling A. Quality of life from the perspectives
of older people. Ageing Soc. 2004;24:675-691.

34. World Health Organization. The World Health Report
2008: Primary health care now more than ever. WHO
Library Cataloguing-in-Publication Data. 2008. http://www.
who.int/whr/2008/whr08_en.pdf

35. Bowling A, Farquhar M, Browne P. 1991. Life
satisfaction and associations with social networks and
support variables in three samples of elderly people. Int J
Geriat Psych. 1991;6:549-66.

36. Levy J. Evidence based interventions to improve
physical activity in older adults. Bloomington, IN: Center
on Aging and Community; 2009.

37. World Health Organization, Projections of Mortality and
Burden of Disease, 2004—-2030. 2004. http://www.who.int/
healthinfo/global_burden_disease/projectionsi. Accessed
38. Dixe MC, Querido Al. Quality of life of the elderly people
with chronic pain. Int J Develop Ed Psychol. 2009;2(1):111—
120. https://iconline.ipleiria.pt/bitstream/10400.8/455/1/
Quality%200f%20Life%200f%20the%20Elderly%20Peopl
€%20with%20Chronic%20Pain.pdf

39. Zanocchi M, Maero B, Nicola E, Martinelli E, Luppino A,
Gonella M, et al. Chronic pain in a sample of nursing home
residents: prevalence, characteristics, influence on quality
of life (QoL). Arch Gerontol Geriat. 2008;47(1):121-128.

40. Chang HT, Liu L, Chen CK, Hwang SJ, Chen LK, Hwa
Lu FH. Correlates of institutionalized senior veterans’
quality of life in Taiwan. Health and Quality of Life
Outcomes 2010; 8:7 https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2914771/

41. Kalfoss M, Halvorsrud L. Important issues to quality of
life among Norwegian older adults: An exploratory study.
The Open nursing Journal 2009; 3: 45-55. https://www.
ncbi.nim.nih.gov/pubmed/19738913

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 17 ISSUE 6, JUNE 2019

19



