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Abstract

Purpose – The purpose of the study is to assess the quality of life (QOL) of older adults and explore factors
associated with it.
Design/methodology/approach –A cross-sectional study was conducted in a remote community in Nepal.
A total of 671 older adults aged 60 years were enrolled in the study. QOL was measured by WHOQOL-OLD
questionnaire. Data were analyzed using multiple logistic regression.
Findings –Most participants were female (53.0%), illiterate (70.6%), married (64.2%) and living with family
(59.3%). Among participants, 82.4% had fair QOL, and the autonomy domain received the lowest score
(average 5 10.98). After adjusting the model, the elderly aged <70 years had 11.07 times better QOL
(aOR 5 11.070; 95% CI 5 2.546–48.123), elderly with high sufficient income had 2.73 times better QOL
(aOR5 2.738; 95%CI5 1.183–6.337) and elderly free from depression had 9.45 times better QOL (aOR5 9.452;
95% CI 5 3.466–25.773) compared to their counterparts. The elderly receiving social support had 9.97
times better QOL than those who did not (aOR 5 9.976; 95% CI 5 3.152–31.574), and those able to afford
healthcare services had 4.69 times better QOL than those who could not afford it (aOR 5 4.694; 95%
CI 5 1.046–21.063).
Originality/value – The five predictors – age, income sufficiency, depression, social support and healthcare
service affordability – were found to significantly affect QOL. This study suggests special care strategies for
vulnerable older adults addressing the issues that affect geriatric depression. This article provides relevant
information to the government to consider increment of income, encourage family and community for social
support and make health services affordable for older adults.
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Introduction
The aging population in Nepal has increased to 2.2 million, which is 8% of the country’s overall
population, and this trend is increasing every year [1, 2]. By 2025, Nepal is estimated to become
an aging society and an aged society by 2075. The change in population dynamics will have
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implications on the healthcare system and economic situation of Nepal which can significantly
deteriorate the quality of life (QOL) of the elderly. In order to deal with the situation, the
Government of Nepal (GoN) has established senior citizen home care, increased elderly beds in
hospitals and implemented theuniversal health scheme for older adults to improve theirQOL [3].

In 2005, the WHO developed a QOL instrument for older persons referred to as the
WHOQOL-OLD. Health professionals from 22 countries applied and validated the tool among
the elderly [4]. Currently, this tool is used to measure QOL in numerous studies globally
[5–12]. Previous studies noted that the survival rates of older people have increased; however,
the quality of life (QOL) is substantially low. QOL depends on the social context and place of
residence [13–15]. Various studies suggest that QOL varies from place to place based on the
social connections and social support individuals receive irrespective of the place of residence
[16–19]. Easy access to healthcare services, transportation, long-term care services and other
public services supported by the government plays an important role in determining QOL. In
Nepal, there is a tendency to migrate from rural to urban areas among the young population
which affects the proportion of older adults living alone [20, 21].

A study conducted in amunicipality of Kathmandu, Nepal, among 462 elderly citizens aged
≥70 years showed that nearly half of them had depression and four-fifths of them had a fair
level of QOL. The factors associated with low QOL were increasing age, sex (being female),
living alone, low education and unstable economic status. The study showed that an increasing
level of depression and QOL score had an inverse correlation between each other [22]. Another
study conducted in a rural setting of Nepal among 547 elderly people showed that 19% of the
elderly reported poor QOL. The factors associated with low QOL were age, gender, marital
status, living arrangements and physical health [23]. A study in the Morang district of Nepal
among 50 elderly people aged≥60 years living in an old-age home showed low scores of social
domain and QOL [24]. Likewise, a study in the Baglung district of Nepal, among 403 elderly
citizens≥60 years, showed that 51.1%of the elderly had highQOL. The factors associatedwith
QOL included age, gender, marital status, family structure, social capital, neighborhood
aesthetic and crime rates [25]. Based on the above evidence observed in the context of Nepal,
general characteristics, physical functions, depression, family relationship, social support,
health service access and social participationwere selected as possible predictors of QOL. From
the previous studies, general characteristics including sex, education status, economic
condition as well as physical and mental health status were found to be related to QOL.

The social-ecological model derived from the Center for Disease Control and Prevention
(CDC) to explore the factors influencingQOL inNepalwas used in this study because thismodel
depicts how contextual and individual factors influence QOL. The original model used four
levels that interplay between each other consisting of individual, relationship, community and
societal factors [26]. However, for this study, three social-ecological levelswere used. Firstly, the
study considered the individual-level factors, such as age, sex, education,marital status, income
sufficiency, health condition, depression, living arrangement, working status and physical
ability. Interpersonal-level factors or relationship factors were considered second, including
family relationships and social support. Community-level factors were considered third,
referring to health service access and social participation.

Based on previous studies, there is a contrasting relationship between these factors and
QOL among older adults. Therefore, this study aims to assess the factors associated with
QOL that could potentially inform the policymaking and planning of intervention in order to
enhance the QOL of older adults.

Methods
Study area
Across-sectional studywas conducted in the ThabangRuralMunicipality of Rolpa district in
Province 5 of Nepal. Rolpa district is situated in Rapti Zone with Liwang as the headquarters,
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with an area of 1879 km2 and constituting 1 municipality and 9 rural municipalities. The
study was conducted in one of the rural municipalities from April 2019 to November 2019.
The total elderly population of Thabang was 1,308. This area is known as one of the remotest
and most conflicted areas of Nepal and ranked in the lowest categories of the human
development index (HDI) (<0.40) [27] (see Figure 1).

Study population
The target population was both females and males aged≥60 years living in the study area at
least for a year, having no cognitive and communication impairment and willing to
participate in the study. The sample size was calculated by using the Cochran formula [28].
The proportion of high QOL among the elderly living in Nepal was 0.17 [22]. Three of five
wards were selected by using amultistage cluster sampling procedure. In the first stage, total
households were 417, 494 and 251 in selected ward numbers 1, 3 and, 5 respectively. From the
systematic random sampling, 241, 285 and 145 households were selected proportionally from
ward number 1, 3 and 5. A ward is the smallest administrative unit in Nepal. Second,
households were proportionally allocated to each selected ward according to the number of
households. Households were selected randomly from the village name list. Finally, if there
were two or more older adults, one was purposively selected. The sample of the study
population was 671.

Thabang Rural Municipality

Systema�cally select 3 wards from 5 wards

Ward #1 Ward #2 Ward #3 Ward #4 Ward #5

Ward #1
417 

Households

Ward #3
494 

Households

Ward #5
251 Households

Total household in 3 selected ward 1162 

Ward #1
241 

Households

Ward #5
145 Households

Ward #3
285 

households

671 respondents were selected by systema�c random sampling 

Ward #1
241 Respondents

Ward #5
145 Respondents

Ward #3
285 Respondents

Figure 1.
A diagram of the
sampling scheme
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Measurement tools
Questionnaires used in this study were developed based on theory and literature reviews
consisting of six parts. The question content was validated by two experts in the Department
of Family Health to confirm whether the questionnaire could measure the objectives of the
study. Questionnaires were translated from English to Nepali, and back-translated again to
confirm consistency. Tools were pretested on 30 participants with similar characteristics.
The Cronbach’s alpha of physical function, depression, family relationship, social support,
health service access and social participation and QOL were 0.89, 0.91, 0.89, 0.77, 0.80 and
0.77. Data were collected by face-to-face interviews using the structured questionnaires
composed of six parts described below.

Individual factor
Socio-demographic characteristics included age, sex, education, marital status, living
arrangement, current working status, income sufficiency and health status. Current chronic
illnesses such as hypertension, diabetes and asthma of individuals were also included.

Physical function was assessed by using the activity of daily living by Barthel index of 10
items having a score of 0–3 and the total score was 0–20 [29]. The score was divided into 4
categories: total dependent 0–4, severe 5–8, moderate 9–11 and independent 12 and more.

Depression was measured by using a 15-item Geriatric Depression Scale (GDS) [30].
Responses were recorded as either “yes” or “no” to all 15 questions; a value of 1 was assigned
to “yes,” a value of 0 was assigned to “no” and negative questions were reversely scored. The
questions were summed with a range between 0 and 15 points. The score was divided into
four categories: less than 5 was no depression, 5–8 mild depression, 9–12 moderate
depression and above 12 severe depression [16, 24].

Interpersonal factors
The family relationship section consisted of 10 itemswhere the scoreswere recorded as “most
of the time,” “sometimes” and “never,” and values of 2, 1 and 0 were assigned, respectively.
The total score ranged from 0 to 20 points. The score was divided into three categories: poor
family relationships (0–12), fair family relationships (13–15) and strong family relationships
(16 and above).

Social support consisted of a 5-item questionnaire with three answer choices “always,”
“sometimes” and “never.”Values of 2, 1 and 0 were assigned, respectively, and the total score
ranged from 0 to 10 points. The score was divided into three categories: poor social support
(0–5), fair social support (6–7) and strong social support (8 and more).

Community level
Health service access was measured using three items: accessibility, availability and
affordability of healthcare services [31]. The total score ranged between 0 and 15. The score
was divided into three categories: low access (0–8), moderate access (9–11) and high access
(12 and more).

Accessibility consisted of three items and scored 0 if they had no accessibility, and 1 if they
had accessibility. The total score was 0–3 points. If they scored 0–1, they had no accessibility,
and if they scored 2–3, they had accessibility.

Availability consisted of three items which then consisted of three choices: 1, 2 and 3. The
total score ranged from1 to 9 points. It was considered as not available if scored<6 points and
available if scored ≥6 points.

Lastly, affordability contained three items and a total score between 0 and 6 points. If
scored <5 points, it was indicated as not affordable, and if scored 5–6 points, it was indicated
as affordable.
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Social participation consisted of 7 items in the questionnaire with three answer choices:
“good,” “neither good nor bad” and “poor,” and values of 3, 2 and 1 were assigned,
respectively. The total score ranged between 7 and 2. The score was divided into 3 categories:
poor social participation (0–13), fair participation (14–16) and strong participation (17
and above).

The QOL was measured using WHOQOL-OLD. This model has 24 items of six facets:
sensory ability, autonomy, social participation, physical function, death and dying and
intimacy facets. The answers were rated on five linked scale (0–5 points). The total QOL score
ranged from 24 to 120 points. The total score was divided into three levels: low QOL (scored
24–56 points), fair QOL (scored 57–89 points) and high QOL (scored 90–120 points).

Statistical analysis
Statistical analysis was performed by using the Statistical Package for the Social Sciences
version 18.0. General characteristics of respondents were presented as frequency, percent,
mean and standard deviation (SD). Factors associated with the QOL were analyzed by using
multiple logistic regression analysis at 95% CI.

Ethical consideration
This study was approved by the Ethics Review Committee of the Faculty of Public Health,
Mahidol University (31/2562), and Nepal Health Research Council, Nepal (202/2019).

Results
Characteristics of respondents
The age of the respondents ranged from 60 to 96 years (mean age 68.6, SD ± 7.1) of which
53.1% were females. The majority of respondents were illiterate (70.6%), and over half of
them (64.2%) were married. More than half of them lived with family (59.3%) followed by
(34.1%) those living with their spouse and (6.6%) living alone. Although 64.7% were
currently working, only 33.1% had sufficient income for their livelihood for 1 year.

A total of 64.4% of the study population reported chronic illness, including arthritis
(35.9%), asthma (29.8%), hypertension (7.9%), diabetes (2.4%) and others (3%) such as
thyroid and cancer. Among them, 86.3%of thempresented independence, while 8.3%of them
were moderately dependent. The majority of the participants reported depression (79.7%) of
which 35.3% had severe depression, while 24.4% had mild and 20% had moderate
depression.

At the interpersonal level, most of the respondents were found to have weak family
relationships (63.8%), followed by good family relationships (18.6%) and decent family
relationships (17.6%). In terms of social support, the majority of the elderly had weak social
support (77.2%), followed by those having strong social support (11.8%) and fair social
support (11%).

At the community level, the majority (80.8%) had low access to health services, and 19.2%
had high access to health services. Regarding accessibility, 67.1% had low accessibility and
32.9% had high accessibility. Regarding the availability of health services, 85.1% reported
low availability, while 14.9% reported comparatively high availability of health services.
Regarding affordability of health service, 87.2% had high affordability, and 12.8% had low
affordability. In the same way, more than half of the participants had fair social participation
(51%), followed by poor social participation (28.6%) and strong social participation (20.4%).

Quality of life of older adults
The majority of older adults reported fair QOL (82.41%), followed by high QOL (9.84%) and
low QOL (7.75%). When classified into each facet, the sensory ability (SAB) averaged score
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11.99 (S.D. ± 53.77), the average score of autonomy (AUT) was 10.98 (S.D. ± 5 2.71), the
average score of social participation (SOP) was 12.56 (S.D.±5 2.77), the average score of past-
present-future activity (PPF) was 11.92 (S.D.±5 2.58), the average score of death and dying
(DAD) was 13.74 (S.D. ± 5 2.75) and the average score of intimacy (INT) was 11.88
(S.D ± 5 2.73).

Factors associated with the quality of life in older adults
Table 1 shows that binary logistic regressionwas performed to identify the factors associated
with QOL in older adults. The results indicated those aged <70 years had 5.84 times
(OR 5 5.843, 95% CI 2.743�12.449, p < 0.001) higher QOL compared with those aged ≥70
years. Males had 3.37 times higher QOL than females (OR 5 3.376, 95% CI 5 1.919�5.939,
p < 0.001). The literate elderly had 3.30 times higher QOL compared to the illiterate elderly
(OR5 3.309, 95%CI5 1.973�5.550, p< 0.001). Similarly, older married adults had 1.68 times
higher QOL than those who were unmarried (OR5 1.683, 95% CI5 0.946�2.993, p5 0.007).
Older adults with high sufficient income had 3.90 times higher QOL than those with low
sufficient income (OR 5 3.902, 95% CI 5 2.277�6.688, p < 0.001). Those who were in a
nuclear family had higher QOL compared to those with a joint family. (OR 5 0.328, 95%
CI 5 0.193�0.559, p < 0.001). With the current working status, older adults who were
currently working had higher QOL compared to those who were not working (OR 5 4.416,
95% CI 5 2.071�9.416, p < 0.001).

Activities of daily living (ADL) on the Barthel index showed that 13.7% of respondents
recorded dependent status, and among this group, 100% of them had low QOL. Among
86.3% of independent older adults, 88.6% had low QOL and 9.8% had high QOL. Binary
logistic regression analysis could not be conducted due to small sampling. Older adults who
had chronic illness had lower QOL compared to those without chronic illness (OR 5 2.925;
95%CI5 1.741�4.916, p< 0.001). When compared with each disease, the results showed that
the older adults with asthma had lower QOL when compared with those without asthma
(OR5 3.370, 95% CI5 1.578�7.198, p < 0.002). A similar result was seen in arthritis cases –
those living with arthritis had lower QOL compared to those without arthritis (OR 5 3.067,
95% CI 5 1.573�5.980, p < 0.001). Although statistically not significant, older adults with
hypertension had lower QOL than those without hypertension (OR5 1.187, 95%CI5 0.487�
2.892, p > 0.05). Older adults with diabetes had 2.21 times higher QOL compared to those
without diabetes (OR 5 2.168, 95%CI 5 0.602�7.815, p > 0.05). Depression in older adults
presented lower QOL compared to older adults without depression (OR 5 42.169, 95%
CI 5 20.085�88.525, p < 0.001).

At the interpersonal level, older adults who had strong family relationships had 15.31
times higher QOL than those who had a poor family relationship (OR5 15.314, CI5 8.611�
27.236, p< 0.001). Those with strong social support had 44.29 times higher QOL compared to
those with poor social support (OR 5 44.294, 95% CI 5 23.337-84.073, p < 0.001).

At the community level, older adults who had high health service access had 5.30 times
higher QOL compared to those with low access (OR5 5.302, CI5 3.122�9.003, p < 0.001). In
social participation, older adults with strong social participation scores had 4.48 times higher
QOL compared to those with poor social participation scores (OR5 4.482, 95% CI5 2.647�
7.588, p < 0.001).

Factors predicted to the quality of life in older adults
Table 2 shows that, based on multiple logistic regression analysis, older adults aged <70
years, with income sufficiency, no depression, high social support and affordability of
healthcare services were involved in the prediction of the QOL in older adults. Older adults
aged <70 years were predicted to have 11.07 times higher QOL compared with those aged
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Variables
Quality of life [n (%)]
Low High p-value OR 95% CI

Age (years)
≥70 270 (97.1%) 8 (2.9%) Ref
<70 335 (85.2%) 58 (14.8%) <0.001* 5.843 (2.743�12.449)

Sex
Female 338 (94.9%) 18 (5.1%) Ref
Male 267 (84.8%) 48 (15.2%) <0.001* 3.376 (1.919�5.939)

Education
Illiterate 444 (93.7%) 30 (6.3%) Ref
Literate 161 (81.7%) 36 (18.3%) <0.001* 3.309 (1.973�5.550)

Marital status
Unmarried 223 (92.9%) 17 (7.1%) Ref
Married 382 (88.6%) 49 (11.4%) 0.077 1.683 (0.946�2.993)

Income sufficiency
Less sufficient 400 (94.8%) 22 (5.2%) Ref
Highly sufficient 205 (82.3%) 44 (17.7%) <0.001* 3.902 (2.277�6.688)

Physical function
Dependent 92 (100.0%) 0 (0.0%)
Independent 513 (88.6%) 66 (9.8%)

Chronic illness
No 200 (83.7%) 39 (16.3%) Ref
Yes 405 (93.8%) 27 (6.3%) <0.001* 2.925 (1.741�4.916)

Hypertension
No 558 (90.3%) 60 (9.7%) Ref
Yes 47 (88.7%) 6 (11.3%) 0.706 1.187 (0.487�2.892)

Asthma
No 413 (87.7%) 58 (12.3%) Ref
Yes 192 (96.0%) 8 (4.0%) 0.002* 3.370 (1.578�7.198)

Diabetic mellitus
No 592 (90.4%) 63 (9.6%) Ref
Yes 13 (81.3%) 3 (18.8%) 0.237 2.168 (0.602�7.815)

Arthritis
No 375 (87.2%) 55 (12.8%) Ref
Yes 230 (95.4%) 11 (4.6%) 0.001* 3.067 (1.573�5.980)

Depression
No depression 79 (58.1%) 57 (41.9%) Ref
Depression 526 (98.3%) 9 (1.7%) <0.001* 42.169 (20.085�88.525)

Living arrangement
Nuclear family 230 (84.2%) 43 (15.8%) Ref
Joint family 375 (94.2%) 23 (5.8%) <0.001* 0.328 (0.193�0.559)

Currently working
No 229 (96.6%) 8 (3.4%) Ref
Yes 376 (86.6%) 58 (13.4%) <0.001* 4.416 (2.071�9.416)

(continued )

Table 1.
Factors associated
with the QOL in older
adults by using binary
logistic regression
analysis
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≥70 years (aOR 5 11.070; 95% CI 5 2.546–48.123, p < 0.001). For sufficient income, older
adults who had high sufficient income were predicted to have 2.73 times higher QOL
compared to those who had income insufficiency (aOR 5 2.738; 95% CI 5 1.183–6.337,

Variables p-value Adjusted OR 95% CI

Aged <70 years 0.001* 11.070 (2.546–48.123)
Male 0.305 1.574 (0.662–3.741)
Literacy 0.934 0.962 (0.388–2.389)
Income sufficiency 0.019* 2.738 (1.183–6.337)
Currently working 0.103 0.362 (0.107–1.226)
No chronic illness 0.497 1.504 (0.463–4.886)
No asthma 0.780 1.200 (0.332–4.337)
No arthritis 0.309 1.889 (0.555–6.430)
No depression 0.001* 9.452 (3.466–25.773)
Living arrangement 0.090 0.494 (0.218–1.118)
Strong family relationship 0.095 2.191 (0.873–5.495)
Strong social support 0.001* 9.976 (3.152–31.574)
Affordability of healthcare service 0.043* 4.694 (1.046–21.063)
Availability of healthcare service 0.474 0.653 (0.204–2.096)
Healthcare service access 0.523 0.662 (0.187–2.346)
Strong social participation 0.484 0.699 (0.257–1.904)

Note(s): *p-value < 0.05

Variables
Quality of life [n (%)]
Low High p-value OR 95% CI

Family relationship
No strong 526 (96.3%) 20 (3.7%) Ref
Strong 79 (63.2%) 46 (36.8%) <0.001* 15.314 (8.611�27.236)

Social support
Low 573 (96.8%) 19 (3.2%) Ref
High 32 (40.5%) 47 (59.5%) <0.001* 44.294 (23.34�84.07)

Accessibility
No accessibility 411 (91.3%) 39 (8.7%) Ref
Accessibility 194 (87.8%) 27 (12.2%) <1.148 1.167 (0.872�2.466)

Affordability
Not affordable 544 (93%) 41 (7%) Ref
Affordable 61 (70.9%) 25 (29.1%) <0.001* 5.438 (3.096�9.552)

Availability
Available 527 (92.3%) 44 (7.7%) Ref
No availability 78 (78%) 22 (22%) <0.001* 3.378 (1.921�5.940)

Health service access
Low access 509 (93.9%) 33 (6.1%) Ref
High access 96 (74.4%) 33 (25.6%) <0.001* 5.302 (3.122�9.003)

Social participation
Less 500 (93.6%) 34 (6.4%) Ref
High 105 (76.6%) 32 (23.4%) <0.001* 4.482 (2.647�7.588)

Note(s): p-value < 0.05; *** OR 5 odds ratio, 95% CI 5 95% confident interval Table 1.

Table 2.
Factors associated

with the QOL in older
adults by using
multiple logistic

regression analysis
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p < 0.019). Older adults free from depression had 9.45 times higher QOL compared to those
who suffered from depression (aOR 5 9.452; 95% CI 5 3.466–25.773, p < 0.001). At the
interpersonal level, the results showed that older adults who received strong social support
had 9.97 times higher QOL than those who had poor social support (aOR 5 9.976; 95%
CI 5 3.152–31.574, p < 0.001). The community level indicated that older adults who could
afford health services had 4.69 times higher QOL compared to those who could not afford
healthcare services (aOR 5 4.694; 95% CI 5 1.046-21.063, p < 0.043)

This study found that sex (male), literacy, living with chronic illness, living with asthma,
living with arthritis, living arrangements, working status, family relationship, availability
and accessibility of healthcare services and social participation were not statistically
significant predictions for QOL in older adults.

Discussion
This study showed the relationship between QOL for those aged <70 years, with income
sufficiency, depression, social support and healthcare service affordability. This study
confirmed the multifactorial nature, that is, demographic factors, clinical and behavioral
factors that influenced the QOL among the elderly. From previous studies, age is an indicator
used to determine self-care ability; old age negatively affects QOL. Self-care decreases when
people enter the aging process and heavily rely upon others for daily activities, thus
decreasing the QOL. This study suggests that the younger have 11.07 times higher QOL than
older age groups, which is similar to the results from previous studies reporting that older
adults had low QOL [10, 32].

The study found high sufficiency income predicts 2.73 times higher QOL compared to
low sufficient income, which is similar to results from earlier studies [22, 32]. Low
prevalence of the high QOL and high prevalence of depression in remote communities were
identified in this study. However, Nepal is considered a happy country, and yet there is a
high proportion of older adults with poor QOL and depression. Therefore, depression
occurs commonly and influences the QOL in older adults. In addition, low QOL causes
suicidal attempts and suicidal ideation in older adults. It is illustrated that the severity of
depression and chronic depression in older adult influence their QOL [8]. Depression ismore
serious and influences the QOL in older adults with diseases such as HIV/AIDS [33].
However, it seems that depression in older adults is related to poor social support, care and
social function [34].

At the interpersonal level, social support was significantly associated with QOL. Strong
social support predicted 9.97 times highQOL compared to poor social support. This finding is
similar to a study by Belanger and his colleague, which reported that strong social support
predicted 1.5 times higher QOL if they received high social support from children and 1.3
times if received from a spouse [34]. Living alone reduced the QOL in older adults compared
with those who lived in community dwellings. Results from other studies indicated that
strong family relationship and social support create favorable circumstance for those elderly
who are living at home. It is predicted that the QOL among elderly who are living in
unfavorable circumstances, that is, living at home and with family dysfunction, have low
QOL [35]. Social participation was indicated as a predictor of the QOL in older adults, which
was similar to previous studies that revealed social participation is statistically significant
with QOL [22].

At the community level, affordability of health services is significantly associated with
QOL. Elders who could afford healthcare services had 4.69 times higher QOL than those who
could not afford health services. A similar study conducted in Bangladesh indicated that
health service affordability was found to be positively associated with the QOL of elderly
people [36].
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Based on this study, sex, education, chronic illnesses, living arrangements, family
relationships, working status, health service accessibility and social participation were not
significant predictors for QOL. However, these factors were found to be associated with QOL
in other studies. As compared with earlier studies, the QOL was high in males rather than
females but was not found to be statistically significant in this study [11, 12, 22, 37]. A study
by Campos indicated that among both genders, those who had a high health rate and did not
suffer from depression predicted high QOL. Poor physical activity was associated with QOL
among females, but not among males [35]. Furthermore, more physical impairment such as
hearing loss can occur in both genders and has serious consequences on the QOL. However, a
study by Joanvic found that after fitting hearing aids, both genders had improved their
QOL [7].

Conclusion
This study showed that determinants such as age <70 years, income sufficiency, depression,
social support and affordability to healthcare services have a strong relation with QOL.
Therefore, health professionals and concerned officers should consider these factors while
planning to improve the QOL of older adults. Special care strategies focused on providing
financial support, routine health checkups, psychosocial counseling, establishing elderly
clubs to share life skills and experiences and the establishment of recreational centers should
be carried out by the local authorities and government.
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