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Background: In India, there is low awareness about special needs of the elderly 
and their care takers. We are yet to understand the basics of elderly care (physical 
and mental health, psychological and social support). Objectives: (1) To study the 
dimensions of quality of life (QOL) of elderly people living in community and in old 
age homes (OAHs). (2) To determine the predictors of QOL among elderly people. 
Materials and Methods: A cross-sectional descriptive study was undertaken with 
elderly people (age ≥60 years) from the community and from OAHs residing in 
Lucknow city, India were the participants. Multistage sampling technique was used in 
the general population and all the elderly people living in OAHs were included in the 
study. 141 elderly people from community and 101 elderly people from OAHs were 
studied after taking oral consent and scoring ≥20 on Mini Mental State Examination 
instrument. Instrument used for assessing QOL was World Health Organization 
QOL-bref. Tools used to screen out anxiety and depression cases were Geriatric 
Depression Scale — Hindi version and Hamilton Anxiety Rating Scale. Results: The 
mean scores of QOL domains were higher among married elderly people, elderly 
people without mental health problem and elderly people without psychosocial 
issue/s. Similarly, it was higher among elderly people living in the community and 
paid OAHs than in free OAHs. Conclusion: QOL of elderly residing in paid OAHs 
were similar to those from the community. Financial dependency was the strongest 
predictor of QOL.

Key words: Elderly people, old age home, quality of life, World Health Organization 
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INTRODUCTION

Quality of  life (QOL) of  elderly people is becoming even more relevant with demographic shift 
happening toward an ageing society.[1] There are indications that concerns related to QOL in elderly 
people are different from that of  the general population.[2] Furthermore, among the elderly, there is 
variation between those living in old age homes (OAHs) and those living in the general population. In 
India, there is low awareness about special needs of  the elderly and care takers are yet to understand the 
basics of  elderly care (physical and mental health, psychological and social support).[2] The researcher 
was hence interested in studying QOL of  the elderly people and factors affecting it in Lucknow, India 
and believes that the results obtained will help in planning and policy making with regards to elderly 
care in the future.

Objectives
1. To study the dimensions of  QOL of  elderly people living in community and in OAHs
2. To determine the predictors of  QOL among elderly people.

MATERIALS AND METHODS

It was a cross-sectional descriptive study. Participants were elderly people[3] enrolled in OAHs and 
from the general population residing in Lucknow city. The study covered two sets of  the elderly 
population and for both groups inclusion criteria were: Age ≥60 years, residing in community or 
OAHs for ≥6 months (can be permanent or temporary resident) and scored ≥20 on Mini Mental 
State Examination (MMSE) instrument.[6,7] Study period was from May 2012 to May 2013. There were 
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four OAHs in Lucknow, and all of  them were situated in the urban 
area. Elderly people living in OAHs were approached after taking 
permission from in-charges of  these OAHs and verbal consent from 
subjects regarding study. All the elderly people living in OAHs gave 
consent to participate in the study, out of  which six were excluded 
because they were unable to get a score ≥20 on MMSE instrument 
making a total 101 subjects in the study.

In the community, sample size was 141 using prevalence of  
psychosocial problem in elderly people as 42%[4] and 1.5 design 
effect. Multistage sampling technique was used to obtain the requisite 
number of  respondents from the community. In the fi rst stage out of  9 
Legislative Constituencies (LC) of  Lucknow district 5 LC representing 
urban population, was included in the study. In second stage list of  
polling stations was obtained from the website of  Chief  Electoral 
Offi cer, Uttar Pradesh[5] for each LC. One polling station was selected 
from each LC by simple random sampling technique. In the third 
stage from each selected polling station, list of  all the voters with their 
age, sex and address were taken from the website of  Chief  Electoral 
Offi cer, Uttar Pradesh. Respondents of  ≥60 years were shortlisted, 
and a separate list of  elderly people was made and fi ve people were 
selected by simple random sampling technique from selected polling 
station. Of  these fi ve selected subjects 1st was approached, if  individual 
had given consent and scored ≥20 on MMSE instrument then further 
interview was continued otherwise next individual was approached 
and so on. If  1st had given consent and scored ≥20 on MMSE rest 
were not approached for that poll station. Thus, only one person was 
selected from each polling station. Total 204 subjects were approached 
in community out of  which 49 refused to participate in the study (out 
of  49 refusals 40 refusals was by their children or by care takers due 
to their personal reasons and only nine refusals were by subject itself), 
and 14 subjects were excluded because they were unable to get a score 
≥20 on MMSE instrument. Thus, a total of  141 subjects were fi nally 
included in the study.

Tools used to screen anxiety and depression cases were Geriatric 
Depression Scale — Hindi version (GDS-H),[8] Hamilton Anxiety 
Rating Scale (HAM-A).[9,10] To become conversant with the tools, 
sign/symptoms of  depression, anxiety and to understand the 
eligibility criteria of  the study population regarding the application 
of  the tools the principle investigator underwent a training of  20 
days in Department of  Geriatric and Mental Health. Subjects who 
had chief  complaints of  anxiety and depression were the ones 
eligible for tool application. Thus in all GDS-H or HAM-A was 
applied on 110 subjects.

Tool used to assess QOL of  elderly people was World Health 
Organization QOL (WHOQOL)-bref.[11-15] Cognitive function of  
an individual is of  utmost importance as the individuals below a 
certain level cannot respond to questions being put forward to 
him. In order to obtain this level, MMSE instrument was applied 
to each respondent.

Subjects with other systemic chronic/serious/long-term illness were 
considered as diagnosed cases if  they were able to show outpatient 

department slip of  at least secondary level government health 
facility or prescription from specialist private practitioner or if  they 
were showing investigation reports and drugs that they were using 
regularly with clinical sign and symptoms.

Tools of data collection
1. Mini Mental State Examination: Translated Hindi version 

of  MMSE instrument[6,7] was used in the study. The MMSE 
has a maximum score of  30 points. Score <20 on MMSE 
has increased odds of  dementia so was used as a cut-off  
point.

2. Geriatric Depression Scale Hindi version: GDS-H[8] was used 
for the assessment of  depression. There are 30 depressive 
symptoms, each of  which is scored as 1 if  present and 0 if  
absent. A higher score, therefore, refl ects a greater number of  
symptoms. On summing the scores of  different question for 
a total score of  30, score ≥22 were considered as positive for 
depression. Cut-off  point used by Ganguli et al.[8] was tested 
in a pilot study and was correlated clinically in Department of  
Geriatric Mental Health, KGMU Lucknow.

3. Hamilton-Anxiety Rating Scale: HAM-A[9,10] was used for the 
assessment of  anxiety which consist of  14 items. Each item 
is scored on a 5-point scale, ranging from 0 = not present to 
4 = severe. The anxiety score ranges from 0 to 56. The seven 
psychic anxiety items elicit a psychic anxiety score that ranges 
from 0 to 28. The remaining seven items yield a somatic anxiety 
score that also ranges from 0 to 28. A score ≥18 is considered 
to be positive for anxiety.

4. World Health Organization QOL-bref: The WHOQOL-
bref[11-15] is a self-assessment instrument for assessment of  
QOL. Hindi version was used in the study it consists of  26 
questions, divided into four domains. The questions of  the 
different sections of  the instrument use the Likert response 
scale. The scores of  all four domains were converted into 
Sten scores which lie between 0 and 100 (the higher the 
score, the better is the supposed QOL of  elderly people for 
that domain).

5. Socioeconomic Status (SES): SES was classifi ed on the basis of  
“a scale for the assessment of  SES.”[16] There are seven aspects 
investigated in the scale for determining the SES of  a family 
or individual. These aspects are:

 1. House,
 2. Material possessions,
 3. Education,
 4. Occupation,
 5. Economic profi le,
 6. Possessed land/house cost and
 7.  Social profi le. On SES scale maximum score which can be 

obtained is 70.

The scores are categorized into fi ve SES classes that is, scores 0-15: 
Lower class, scores 15-30: Lower middle class, score 30-45: Middle 
class, score 45-60: Upper middle class, score 60-70 upper class. For 
SES of  individual (elderly) was taken in both groups.
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The schedule was pretested on elderly people of  ≥60 years residing in 
the community of  Lucknow city. Relevant modifi cations were made 
in the schedule to overcome the diffi culties faced during pretesting.

Descriptive statistics such as mean, standard deviation for continuous 
variables and frequency percentage for categorical variables 
were determined. Student’s t-test for independent sample, one-
way analysis of  variance with Games–Howell post hoc test (when 
appropriate) was used to show the relation between independent and 
dependent variables. The level of  signifi cance was set at P < 0.05. 
SPSS 19 was used for analysis.

Observations
In study population among elderly 70.9% were males, and 29.1% 
were females while in OAHs overall 53.5% were males and 46.5% 
were females. Among the elderly living in the community, 80.9% 
were Hindus followed by 11.3% Muslims. Among OAH’s elderly, 
99.0% were Hindu. In the study population, 78.7% elderly were 
married and 18.4% who were widow/widower. In OAHs, a majority 
of  54.5% were widow/widower and 31.7% who were married. In 
free OAHs majority of  elderly were illiterate (51.4%) followed by 
primary pass (28.6%) and in paid OAHs a maximum of  40.9% were 

graduate/diploma followed by postgraduate and above (33.3%). In 
the community, a maximum of  44.7% elderly were in class III of  
SES. While in free OAHs a maximum of  71.4%were belonged to 
class V and in paid OAHs distribution a maximum of  60.6% elderly 
were in class III [Table 1].

Statistically, signifi cant difference was found in the mean scores of  (i) 
physical health (P < 0.001), (ii) psychological health (P = 0.011) and 
(iii) environmental health (P = 0.03) between subjects with one or 
more health related issue/s and those without health related issue/s. 
The mean QOL scores of  these domains were higher among elderly 
people without health related issue/s. In the case of  social relationship 
difference in mean scores between two groups was not signifi cant 
statistically (P = 0.19). The mean score for QOL scores of  these 
domains is higher among married people. The mean scores of  these 
domains was higher among subjects without mental health problem/s. 
Similarly, mean QOL scores of  these domains was found to be higher 
among elderly people without psychosocial issue/s [Table 2].

There were statistically signifi cant differences among the mean 
scores of  physical health (P < 0.001), psychological health (P < 
0.001), environmental health (P < 0.001) for the subjects living in 
community and free OAHs. Statistically, signifi cant difference was 

Table 1: Biosocial characteristics of elderly people
Characteristics Community 

(n = 141)
Old age homes

Free (n = 35) Paid (n = 66) Total (n = 101)
n % n % n % n %

Age group (years)
60-<70 82 58.2 11 31.4 18 27.3 29 28.7
70-<80 46 32.6 16 45.7 22 33.3 38 37.6
≥80 13 9.2 08 22.9 26 39.4 34 33.7

Sex
Male 100 70.9 17 48.6 37 56.1 54 53.5
Female 41 29.1 18 51.4 29 43.9 47 46.5

Religion
Hindu 114 80.9 35 100.0 65 98.5 100 99.0
Muslim 16 11.3 00 00 01 1.5 01 1.0
Sikh 11 7.8 00 00 00 00 00 00

Marital status
Unmarried 02 1.4 03 8.6 03 4.5 06 5.9
Married 111 78.7 09 25.7 23 34.8 32 31.7
Widow/widower 26 18.4 20 57.1 35 53.0 55 54.5
Divorce/separated 02 1.4 03 8.6 05 7.6 08 7.9

Educational profi le
Illiterate 23 16.3 18 51.4 04 6.1 22 21.8
Primary pass 13 9.2 10 28.6 05 7.6 15 14.9
10th pass 40 28.4 04 11.4 08 12.1 12 11.9
Graduate/diploma 35 24.8 02 5.7 27 40.9 29 28.7
Postgraduate and above 30 21.3 01 2.9 22 33.3 23 22.8

Socioeconomic status@

Class I 06 4.3 00 00 01 1.5 01 1.0
Class II 39 27.7 00 00 06 9.1 06 5.9
Class III 63 44.7 00 00 40 60.6 40 39.6
Class IV 32 22.7 10 28.6 16 24.2 26 25.7
Class V 01 0.7 25 71.4 03 4.5 28 27.7

Tiwari et al.[16]
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also observed between subjects living in free OAHs and those living 
in paid type of  OAH’s for physical health (P < 0.001), psychological 
health (P < 0.001) and environmental health (P < 0.001). The 
difference between the mean score of  social relationship domain 
of  QOL was statistically signifi cant between subjects living in 
community and free type of  OAH’s only (P = 0.007). Difference in 
mean scores between community and paid OAHs was statistically 
insignifi cant for all four domains of  QOL [Table 3].

Education, fi nancial dependency, SES, feeling of  loneliness, mental 
health problem/s, and health-related issue/s can predict the QOL 
of  the elderly people. These factors predict 53.7% of  the variability 
in the prediction of  QOL of  elderly people. The strongest factor 
that infl uenced the QOL was fi nancial dependency. Variables such 
as age, sex, marital status, living status, no male child, residential 
status, feeling of  neglect and psychosocial issues/s were signifi cant 
when taken individually to predict the QOL [Table 4].

DISCUSSION

In the study population residing in the community it was found 
that the number of  male respondents were much higher than 
female elderly, this difference was mainly because males were more 
interested to participate in the study when compared to females. 
Being a male dominating society, there were lesser refusals on the 
male side. The reason for a total absence of  Sikhs and only a minor 
population of  Muslims in the OAHs may be due to joint family 
system being still present in these religions.

Statistically signifi cant differences were also observed between 
mean scores of  physical health (P < 0.001), psychological health 
(P < 0.001), social relationship (P = 0.041) and environmental 
health (P < 0.001) between single and married elderly people. The 
mean QOL scores of  these domains is higher among married 
elderly people. This differs from the fi ndings of  a study in Wardha, 
India[17] and a study on the same variable, the differences may be 
attributed to small sample size (70 samples and hospital based data), 
sex composition reverse to this study.[18]

Results of  this study showed that statistically signifi cant differences 
were observed between community and free OAHs for physical 
health (P < 0.001), psychological health (P < 0.001), environmental 
health (P < 0.001) domains of  QOL. Similarly, statistically signifi cant 
difference was also observed between subjects living in free OAHs 
and those living in paid type of  OAH’s for above mentioned domains 
(P < 0.001 in all three domains). This may be due poor infrastructure 
and poor living standard in free OAHs. But statistically signifi cant 
difference was not observed between community and paid OAH’s 
(P > 0.05). This may be due to better infrastructure and facilities 
in paid OAHs.

Financial dependency, SES and health related issue/s can predict 
the QOL of  the elderly people. These factors predict 53.7% of  the 
variability in the prediction of  QOL of  elderly people. These fi ndings 
were similar to the fi ndings of  other studies.[19,20]

CONCLUSION

Quality of  life was better among married elderly people than single 
elderly people. QOL was better among elderly people without health 
related issue/s, without psychosocial issue/s and without mental 
health problem/s. QOL of  elderly people was signifi cantly higher 
among paid OAH’s residents than among free OAH’s residents 
(P < 0.001). Similarly, it was signifi cantly higher among community 
residents than among free OAH residents (P < 0.001). QOL 

Table 3: Comparison of domains of QOL by their 
living place
Domains of QOL 
(n = 242)

Community 
(n = 141)

Old age homes
Free (n = 35) Paid (n = 66)

Mean 
score ± SD

Mean 
score ± SD

Mean 
score ± SD

Physical health 54.35±18.07a 35.30±11.90a,b 49.45±17.06b

Psychological health 50.85±20.33a 23.69±14.94a,b 49.05±17.89b

Social relationship 46.42±21.062a 32.50±23.76a 43.62±19.62
Environmental health 49.75±18.54a 20.00±11.22a,b 51.75±18.74b

a,bStatistically signifi cant (P < 0.05), SD = Standard deviation, QOL = Quality of life

Table 2: Comparison of domains of QOL by different characteristics
Characteristics Domains of QOL

Physical health Psychological health Social relationship Environmental health
Mean score ± SD Mean score ± SD Mean score ± SD Mean score ± SD

Health related issue/s
Present 46.21±17.87 44.24±22.13 42.39±21.32# 44.18±21.63
Absent 58.95±15.72 51.13±18.05 46.32±21.89# 49.87±18.00

Marital status
Single* 43.79±16.67 39.09±20.88 40.27±20.64 39.96±22.57
Married 54.74±17.89 51.51±19.83 45.97±21.90 50.17±18.19

Psycho-social issue/s
Present 47.02±17.35 42.27±20.66 41.36±21.26 43.27±20.56
Absent 62.71±15.94 62.41±14.29 52.41±20.48 56.43±17.73

Mental health problem
Present 44.23±17.73 39.23±19.80 38.04±19.24 42.27±19.40
Absent 53.90±17.53 50.77±20.77 47.01±22.19 48.24±21.16

*Widow, widower, divorced, separated, #Not signifi cant statistically (>0.05). All other are statistically signifi cant (P < 0.05), SD = Standard deviation, QOL = Quality of life
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among resident of  paid OAHs was similar to community residents. 
Education, fi nancial dependency, SES, feeling of  loneliness, mental 
health problem/s, and health related issue/s were important predict 
the QOL of  the elderly people. Financial dependency was the most 
important predictor of  QOL.

Recommendations
1. Government sponsored or public-private partnership 

based OAHs with better infrastructure and facilities should 
be established at district level especially for economically 
vulnerable sections of  society

2. Revision old age pension based on government norms or based 
on infl ation should be emphasized

3. The study recommends the need to conduct various studies in 
similar settings involving certain care interventions and their 
impact on elderly health.
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