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Abstract

The objectives of this study were to investigate:
(a) multiple relations between socio-demo-
graphic, psychosocial, and health variables and
quality of life in the elderly and (b) the model’s
validity through correlation with depressive
symptoms. The sample included 339 elderly in-
dividuals from 60 to 98 years of age (M = 73.4;
SD = 8.3), who answered a socio-demographic
questionnaire, WHOQOL-100, and BDI. Cluster
analysis of the sample distributed the elders into
two groups according to self-perceived quality of
life (better versus worse), and logistic regression
analysis identified variables that explained bet-
ter quality of life. Social class, self-rated health
status, volunteer work, use of medication, and
data collection setting were associated with
quality of life (predictive capacity for correct
classification 72.3%, specificity 73.6%, and sen-
sitivity 71.1%). The inverse correlation between
the model’s variables and BDI scores provided
evidence of the model’s validity. The model can
help support public policies aimed at promoting
quality of life in the elderly.
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Resumo

Os objetivos do estudo foram: (a) investigar re-
lagoes miiltiplas entre varidveis sociodemogrd-
ficas, psicossociais e de satide sobre a qualidade
de vida em idosos; e (b) investigar a validade do
modelo pela correlagdo com sintomatologia de-
pressiva. Participaram 339 idosos com idades
entre 60 e 98 anos (M = 73,4; DP = 8,3), os quais
responderam a um questiondrio sociodemogrd-
fico, ao WHOQOL-100 e ao BDI. Pela andlise de
conglomerados os idosos foram distribuidos em
dois grupos, conforme a percepgdo de qualidade
de vida (melhor e pior) e, por meio de uma and-
lise de regressdo logistica, verificou-se as varid-
veis que explicaram a melhor percepgdo de qua-
lidade de vida. As varidveis classe social, percep-
¢do do estado de satide, trabalho voluntdrio, uso
de medicagdo e contexto de coleta se associaram
a qualidade de vida (a capacidade preditiva de
classificagdo correta foi de 72,3%, especificidade
de 73,6% e sensibilidade de 71,1%). A correlagdo
inversa das varidveis do modelo com os escores
do BDI indicou evidéncias de validade do mo-
delo. O modelo aqui encontrado pode fomen-
tar politicas publicas que visem a promocgdo da
qualidade de vida de idosos.

Qualidade de Vida; Satide do Idoso; Idoso
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Introduction

Quality of life has been defined by the WHOQOL
Group (World Health Organization Quality of Life
Group) as “individuals’ perception of their posi-
tion in life in the context of the culture and value
systems where they live and in relation to their
goals, expectations, standards, and concerns” 1 (p.
1405). The current study adopted this definition,
among other extant ones 2, to assess quality of life
in a sample of elderly individuals in Rio Grande
do Sul State, Brazil.

Since quality of life is a multidimensional
construct, it is potentially influenced by a wide
range of variables, including socio-demograph-
ic 3456, psychosocial 3,57, and health-related
3,6,7,89,10,11,12,13,14, For the first group of variables,
studies have shown that elders’ mean family in-
come and level of schooling are positively associ-
ated with quality of life 5. As for psychosocial vari-
ables, perception of family support 5, relations
with family and friends, social life and leisure-
time activities 3, and positive affects 7 have also
been positively related to quality of life. Finally,
health variables such as depressive symptoms
8,9,10,11,12,13 and poor self-rated health status 3,715
have shown a negative association with quality
of life.

Achieving a better understanding of factors
involved in quality oflife in the elderly is a growing
concern in the Brazilian and international litera-
ture 1,16,17,18_In relation to the elderly population
in southern Brazil, previous studies have shown
an association with socio-demographic 7,19, psy-
chosocial 7,9.14.20, and health-related variables
79,14, Thus, financial conditions 7,19 and school-
ing 19; family relations and friendship, functional
capacity and psychosocial support 14, positive af-
fects, independence 7, involvement in domestic
activities 9, volunteer work 20; self-rated health
status 7,14, and health problems 9 were associated
with quality of life in this elderly population.

There is some degree of homogeneity of re-
sults between international and Brazilian stud-
ies, and specifically with those of southern Brazil.
However, the number of studies in this region of
Brazil is still insufficient to establish a solid body
of knowledge on quality of life in old age. This
highlights the relevance of better understand-
ing quality of life in samples in this age group.
An exploratory study was thus conducted on the
multiple relations between socio-demographic,
psychosocial, and health-related variables and
self-perceived quality of life in elderly residents
of an urban area in Rio Grande do Sul State. The
study thus aimed to develop a model of variables
associated with better self-perceived quality of
life in old age. The study also aimed to investigate
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evidence of the model’s validity, verifying the as-
sociation between the explanatory variables for
better self-perceived quality of life and depres-
sive symptoms.

Method
Participants

The study sample included 339 elderly individu-
als ranging from 60 to 98 years of age (mean =
73.4; SD = 8.3), contacted either at their own
homes, homes for the elderly (long-term institu-
tions), hospitals, and community groups of el-
derly in Rio Grande do Sul State. The sample was
comprised using an internationally standard-
ized method, requiring a minimum of 300 par-
ticipants, stratified by age, gender, and self-rated
health 1.21, This was a convenience sample 22, and
elders with terminal illnesses and dementia were
excluded. Table 1 describes the sample.

As shown in Table 1, the sampling criteria
were partially met, that is, 56% of the partici-
pants were females and 57% considered them-
selves healthy. As for stratification of the age vari-
able, 36% of the elderly were 60 to 69 years of age,
37.2% 70 to 79 years, and 26.8% 80 years or older.
A large proportion of the elders had low school-
ing (31% were illiterate or had incomplete prima-
ry schooling) and belonged to lower social strata
(48% were socioeconomic class C). Most subjects
were not currently in the work force (73.5%), did
not participate in volunteer activities (79.6%),
and were contacted in their own homes for the
data collection (67.6%). Half of the participants
had a spouse or partner (50.1%), and more than
half had never smoked (55.8%). The majority had
never consumed alcoholic beverages (60.2%),
used continuous medication (83.2%), and lived
with their families (57.4%).

Instruments

A data collection form was prepared specifically
for self-reported socio-demographic, psychoso-
cial, and health-related variables. The items in-
cluded gender, conjugal status, schooling, occu-
pation, alcohol consumption, smoking, medica-
tion, self-rated health, living arrangement, volun-
teer work, and data collection setting (Table 1).
Self-perceived quality of life: to study quality
of life in the elderly, researchers have used a ge-
neric instrument called WHOQOL-100 23, given
its cross-cultural relevance. The instrument
measures individual perception of quality of life
and covers different areas 24. The instrument is
self-reported, answering on a scale of one to five



Table 1

Characteristics of the sample.

Variables f %
Gender
Male 149 44.0
Female 190 56.0
Conjugal status
Without a spouse/partner 170 50.1
With a spouse/partner 169 49.9
Schooling
llliteratre/Incomplete Primary 105 31.0
Complete Primary/Incomplete Junior High 87 25.7
Complete Junior High /Incomplete Secondary 54 15.9
Complete Secondary/Incomplete Undergraduate 51 15.0
Complete Undergraduate University/Graduate School 40 11.8
Other 2 0.6
Occupation
Not in the labor force 249 73.5
In the labor force 90 26.5
Volunteer work
No 270 79.6
Yes 69 20.4
Social class
E 0 0.0
D 24 7.1
C 164 48.4
B 119 35.1
A 32 9.4
Alcohol consumption
Daily 20 5.9
Several times a week 13 3.8
Once a week 38 11.2
Twice a week 13 3.8
Monthly or less 51 15.0
Never 204 60.2
Smoking
Current smoker 27 8.0
Former smoker 123 36.3
Never smoked 189 55.8
Use of medication
Yes 282 83.2
No 57 16.8
Self-rated health status
Not healthy 144 42.5
Healthy 195 57.5
Housing
Institution 20 5.9
Family 251 57.4
Alone 68 20.1
Data collection setting
Long-term institution 90 26.5
Outpatient clinic 20 5.9
Community 229 67.6
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on 100 items distributed in six domains and 25
facets [Domain I — Physical (Facets: 1. Pain and
discomfort, 2. Energy and fatigue, 3. Sleep and
rest), Domain II — Psychological (Facets: 4. Posi-
tive feelings, 5. Thinking, learning, memory, and
concentration, 6. Self-esteem, 7. Body image and
appearance, 8. Negative feelings), Domain III —
Level of Independence (Facets: 9. Mobility, 10.
Activities of dailylife, 11. Dependency on medica-
tion or treatments, 12. Work capacity), Domain IV
— Social relations (Facets: 13. Personal relations,
14. Social support, 15. Sexual activity), Domain
V — Environment (Facets: 16. Physical safety and
protection, 17. Home environment, 18. Finan-
cial resources, 19. Health and social care: avail-
ability and quality, 20. Opportunities to acquire
new information and skills, 21. Participation
in and opportunities for recreation/leisure, 22.
Physical environment: pollution/noise/traffic/
weather, 23. Transportation), Domain VI — Spiri-
tual aspects/religion/personal beliefs (Facets: 24.
Spirituality/religion/personal beliefs)]. The Fac-
ets: 25. (Overall quality of life) is a measure with
four items on global aspects of the construct. The
study used the Brazilian version of the instru-
ment 25, the psychometric properties of which
have been tested and proven adequate. Analy-
sis of the internal consistency showed Cronbach
alpha coefficient ranging from 0.82 to 0.93, and
no test-retest differences were observed in the
means 25. A focus group study showed that the
domains and facets of the WHOQOL-100 gener-
ally proved relevant to the elderly population 26.
Depressive symptoms: the Beck Depression
Inventory (BDI) 27 was used to test the validity of
the model resulting from this study. The BDI is a
self-reporting instrument with 21 items scored
from 0 to 3 points. Its psychometric parameters
have proven adequate. Studies on the internal
consistency of the Brazilian version showed
Cronbach alpha coefficients from 0.70 to 0.92.
Studies on the test-retest trustworthiness showed
correlation coefficients from 0.40 to 0.91 27.

Design and procedures

This was a cross-sectional, exploratory study 22.
The research project was approved by the Ethical
Committee of the University Hospital in Porto
Alegre (study protocol no. 01.374). Following ap-
proval, contacts were made with hospitals, insti-
tutions for the elderly, and community-dwelling
elders. Recruitment also used the “snowball”
technique, in which each elder recommend-
ed another. Data collection took place in 2002
and 2003, wherever it was most convenient for
the subjects (hospital, health center, groups for
the elderly, long-term institutions, or their own
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homes). After signing the informed consent form,
the elders completed the form with socio-demo-
graphic, psychosocial, and self-rated health data,
followed by the WHOQOL-100 and BDI.

The instruments were completed in approxi-
mately one hour, and without the presence of an
accompanying person. All the instruments were
self-administered, completed by the participants
themselves. However, a research assistant (a
medical or psychology student) was always avail-
able to clear up doubts. The study complied with
all applicable ethical provisions.

Data analysis

Cluster analysis using the k-means method
supported the formation of two groups due
to the better distance between the six dimen-
sions and the score for Facet 25 (overall qual-
ity of life) in WHOQOL-100. For this analysis,
the scores from the six dimensions and overall
quality of life were transformed into Z-scores
to standardize the measure 28. Hypothetically,
the two groups would be differentiated by the
level of self-perceived quality of life (one group
with better self-perceived quality of life and
the other group with worse perception of the
same construct). A descriptive and comparative
analysis of the groups in the six domains and in
overall quality of life in WHOQOL-100 was con-
ducted to characterize the groups. The Student
t test and effect sizes were thus calculated by
Cohen’s d, following the Cohen classification 29:
d = 0.20 — small; d = 0.50 - medium; d = 0.80 —
large. Characterization of the groups also used
chi-square test (y2) to compare the frequency of
the study’s categorical variables. The variables
presenting divergent frequencies in the chi-
square were identified with adjusted residuals
analysis (> |2]) 3031. A binary logistic regression
analysis was performed by the forward condi-
tional (stepwise) method to identify variables
that explained better perceived quality of life in
the sample of elderly in this study. In this analy-
sis, the dependent variable consisted of clus-
ters formed by cluster analysis. Validation of the
model produced in this study used a correlation
analysis of the variables obtained in the logistic
regression for the total BDI score.

Results

Cluster analysis (k-means) resulted in the forma-
tion of two groups of elderly in relation to quality
of life. Table 2 shows the results of this analytical
procedure. The distance between the centers of
the final groups was 3.013. Cluster 1 included a



Table 2

Cluster analysis (k-means/two groups) for quality of life in the elderly (n = 339).

Centers of the final clusters ANOVA

1 2 F p-value
Domain | - Physical Domain 0.46915 -0.53111 112.278 < 0.001
Domain Il — Psychological Domain 0.63890 -0.72328 291.109 < 0.001
Domain Ill — Level of Independence 0.55055 -0.62327 176.842 < 0.001
Domain IV — Social Relations 0.46774 -0.52951 111.381 < 0.001
Domain V — Environment 0.51934 -0.58793 148.756 < 0.001
Domain VI - Spirituality/Religion/Personal Beliefs 0.40866 -0.46264 78.855 < 0.001
Overall quality of life 0.64040 -0.72498 293.677 < 0.001

Note: cluster 1 included a total of 180 individuals, while cluster 2 consisted of 159 individuals.

total of 180 elders (53.1% of the sample), while
cluster 2 included 159 (46.9% of the sample).

As shown in Table 2, the distances between
the clusters in all dimensions of WHOQOL-100
were significant, indicating that the groups dif-
fered from each other in all measures of quality
of life. Characterization of the clusters used de-
scriptive and comparative analyses of the socio-
demographic, psychosocial, health-related, and
perceived quality of life variables between the
groups obtained in the cluster analysis. Table 3
shows the results of these analyses.

As shown in Table 3, elders classified in cluster
1 presented higher scores than those in cluster 2
in all measures of perceived quality of life. Thus,
cluster 1 consisted of elders with better self-per-
ceived quality of life, while cluster 2 included in-
dividuals with worse perceived quality of life. The
groups were equivalent in age. Cluster 1 included
elders with more schooling, belonging predomi-
nantly to social class B, more involved in work and
volunteer activities, using less medication, and
consuming alcohol approximately once a week.
The majority of this group had never smoked,
considered themselves healthier, and were living
in the community when the data were collected.
Although the percentage was low (10%), cluster
1 showed a higher percentage of elderly living in
long-term institutions as compared to cluster 2.
Cluster 2 included elderly with lower schooling,
predominantly from social class C, living with
their families, and with little involvement in work
or volunteer activities. Most were on continuous-
use medication, never drank alcoholic beverages,
and did not rate themselves as healthy. This clus-
ter presented higher proportions of elderly that
smoked and that were hospitalized at the time of
the data collection, even if the percentages were
low to moderate (11.3% and 39%, respectively).

Binary logistic regression was used to veri-
fy the socio-demographic, psychosocial, and

health-related variables that explained better
perceived quality of life in this sample. The de-
pendent variable consisted of the groups formed
by the cluster analysis (where the outcome was
better self-perceived quality of life: cluster 1 =1,
cluster 2 = 0). The independent variables intro-
duced in the analysis were: gender, age, conjugal
status, schooling, housing, occupation, volunteer
work, self-rated health status, use of medication,
smoking, alcohol consumption, data collection
setting, and social class (as shown in Table 1).

Table 4 shows the results of binary regression.
The Omnibus test on the model’s coefficients in-
dicated that the five variables included in the last
step showed a significant improvement in the
model’s fit [Step: ¥2(1) = 7.379, p = 0.007; Block
and Model: x2(5) = 108.469, p < 0.001]. The model
with these five variables showed the best param-
eters (-2 log likelihood = 360.183; Cox & Snell
R2=0.274; Nagelkerk R2 = 0.366) when compared
to the models of the previous steps (differences
in the coefficients compared to the penultimate
model: A-2 log likelihood=-7.379; Cox & Snell
AR2 = 0.016; Nagelkerk AR2 = 0.022). The Hosmer
and Lemeshow test also showed an adequate fit
[x2(8) =7.530, p =0.481]. The proposed model in-
dicated that approximately 23% of the variance
in better self-perceived quality of life can be ex-
plained by variation in the model’s independent
variables (R?| og; = 0.231).

As shown in Table 4, the variables showing
the strongest associations were self-rated health
status and medication. Thus, elders who rated
themselves as healthy and did not depend on
medication to maintain their body functions
experienced better perceived quality of life. The
variables volunteer work, social class, and set-
ting in which the data were collected were also
associated. Elders involved in volunteer activi-
ties, belonging to higher social classes, and that
answered the survey outside the institutional
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Table 3

Descriptive statistics and Student t and x2 tests comparing socio-demographic, psychosocial, and health-related variables and self-perceived quality of life

between the clusters.

Clusters Differences
1(n=180) 2 (n=159)
M SD M SD t Degrees of freedom p-value
Age 72.9 7.9 73.9 8.7 1.130 337 0.259
Quality of life
Physical 12.9 1.2 11.5 1.2 10.596 337 < 0.001 *
Psychological 15.2 1.2 12.4 1.7 16.2727 282.938 < 0.001 **
Level of independence 13.7 1.7 1.3 1.7 13.298 337 < 0.001 ***
Social relations 14.4 1.5 12.6 1.6 10.554 337 < 0.001 #
Environment 14.6 1.2 12.9 1.4 12.197 337 < 0.001 ##
Spirituality/Religion/Personal beliefs 17.2 2.2 14.8 2.8 8.745 296.946 < 0.0071 ###
Overall quality of life 16.9 1.8 12.9 2.4 16.844 291.114 < 0.001 8
f % f % %2 Degrees of freedom p-value
Gender
Male 71 39.4 78 49.1 3.166 1 0.075
Female 109 60.6 81 50.9
Schooling
llliteratre/Incomplete Primary 44 24.4 88 61 38.4 88 18.148 5 0.003
Complete Primary/Incomplete Junior High 39 21.7 48 30.2
Complete Junior High /Incomplete Secondary 34 18.9 20 12.6
Complete Secondary/Incomplete Undergraduate 34 18.9 88 17 10.7 88
Complete Undergraduate University/Graduate School 28 15.6 8§ 12 7.5 88
Other 1 0.6 1 0.6
Social class
A 22 12.2 10 6.3 33.450 3 < 0.001
B 82 45.6 88 37 23.388
C 72 40.0 88 92 57.9*
D 4 1.288 20 12.6
Housing
Institution 18 10.0 88 2 1.3 88 17.002 2 < 0.001
Family 119 66.1 88 132 83.0 8§
Alone 43 23.9 25 15.7
Conjugal status
Without spouse/partner 93 51.7 77 48.4 0.354 1 0.552
With spouse/partner 87 48.3 82 51.6
Occupation
Not in the labor force 120 66.7 8§ 129 81.1 88 9.059 1 0.003
In the labor force 60 33.388 30 18.9 88
Volunteer work
No 128 71.188 142 89.3 8§ 17.245 1 < 0.001
Yes 52 28.9 §§ 17 10.7 88
Use of medication
Yes 134 74.4 88 148 93.1 8§ 20.966 1 < 0.001
No 46 25.6 88 1 6.9 88

(continues)
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Table 3 (continued)

f % f % 4 Degrees of freedom p-value
Alcohol consumption
Daily 1 6.1 9 5.7 21.318 5 0.001
Several times a week 9 5.0 4 25
Once a week 31 17.2 88 7 4.488
Twice a week 9 5.0 4 2.5
Monthly or less 29 16.1 22 13.8
Never 91 50.6 8§ 113 71.1 88
Smoking
Current smoker 9 5.0 88 18 11.3 88 6.818 2 0.033
Former smoker 61 33.9 62 39.0
Never smoked 110 61.1 88 79 49.7 88
Self-rated health status
Not healthy 42 23.3 88 102 64.2 88 57.566 1 < 0.001
Healthy 138 76.7 88 57 35.8 8§
Data collection setting
Long-term institution 28 15.6 88 62 39.0 88 35.128 2 < 0.001
Outpatient clinic 5 2.888 15 9.4 88
Community 147 81.7 88 82 51.6 88

* The effect size of the difference was d = 1.17 (95%Cl: 0.99-1.36);
**d=1.93(95%Cl: 1.75-2.19);

**x d = 1.42 (95%Cl: 1.17-1.68);

#d=1.17 (95%Cl: 0.95-1.42);

#d=1.31(95%Cl: 1.14-1.53);

#H d = 0.96 (95%Cl: 0.64-1.40);

§d=1.91(95%Cl: 1.64-2.28);

§§ Variables that showed significant differences.

M: mean; p: associated statistical probability; SD: standard deviation; t: Student t test; y2: chi-square test.

Table 4

Socio-demographic, psychosocial, and health-related variables resulting from logistic regression that explain better

self-perceived quality of life in elderly.

Variables B Error Wald  Degree of p Exp(B) 95%Cl Exp(B)
freedom 1 1
Social class 0.609 0.186 10.710 1 0.001 1.839 1.227 2.648
Self-rated health status 1.336 0.263 25.859 1 0.000 3.802 2.272 6.363
Volunteer work 0.925 0.349 7.013 1 0.008 2.522 1.272 5.003
Use of medication 1.214 0.406 8.956 1 0.003 3.367 1.520 7.458
Data collection setting 0.509 0.149 11.743 1 0.001 1.664 1.244 2.227

Note: The dependent variable in the logistic regression was self-perceived quality of life, where O = worse perceived quality
of life (n = 159) and 1 = better perceived quality of life (n = 180). The arrows indicate the upper and lower limits of the 95%
confidence interval for the adjusted odds ratio [Exp(b)].
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setting reported better perceived quality of life.
The model with these five variables showed
a specificity of 73.6% and sensitivity of 71.1%
(overall correct classification was 72.3%).

To investigate evidence for the model’s va-
lidity, the correlation was analyzed between the
explanatory variables and BDI 27. Given that the
literature 89,10,11,12,13 indicates a strong inverse
association between quality of life and depres-
sion, we expected to find a negative relationship
between the variables that explained better per-
ceived quality of life and depressive symptoms
in the elderly. The results confirmed the model,
since an inverse relation was seen between the
variables associated with better perceived quality
of life and BDI (social class: r = -0.21, p < 0.001;
self-rated health status: r = -0.34, p < 0.001; vol-
unteer work: r = -0.14, p = 0.009; medication: r =
-0.19, p < 0.001; data collection setting: r = -0.21,
p <0.001).

Discussion

The focus of this study was multiple relations be-
tween socio-demographic, health-related, and
psychosocial variables and self-perceived quality
of life in elderly residents in an urban area of Rio
Grande do Sul State. Participants were divided
according to their perceived quality of life (better
versus worse). The socio-demographic variables
examined in this study were introduced in a bi-
nary logistic regression that resulted in a model
with five variables associated with self-perceived
quality of life, namely social class, self-rated
health status, volunteer work, medication, and
data collection setting.

The resulting model was validated by associa-
tion between the explanatory variables for qual-
ity of life in old age and a measure of depression.
The inverse association found in the analysis
indicated the resulting model’s adequacy. The
model thus pointed to important variables for
the perception of quality of life in the elderly
and that can be considered in the formulation
of evaluation and intervention strategies in this
age group.

Previous studies on self-perceived quality of
life in the elderly have shown a relationship to
self-rated health 7,24.26. This study found the same
relationship. The variable self-rated health status
showed explanatory power for better perceived
quality of life, i.e., the elderly that saw themselves
as healthier tended to perceive better quality of
life. Other variables indicated by the model cor-
roborated this result. Use of medication and da-
ta collection setting showed that elders not on
medication and that were not institutionalized
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tended to see themselves as enjoying better qual-
ity of life.

As for elders living in long-term institu-
tions, a study in the northern region of the State
of Rio Grande do Sul with 31 elders (mean age
79.5 years) indicated a high prevalence of health
problems and use of some medication. Accord-
ing to a questionnaire with open and closed
questions, 83.9% of the elderly reported some
illness (e.g., cardiovascular diseases, psychiatric
disorders) and the use of some medication 32,
and these variables interfere in their perceived
quality of life 3334, In addition, a study 35 with 66
elders (mean age 78.3 years) indicated a negative
correlation (r =- 0.61) between functional capac-
ity and the Nottingham health profile score, i.e.,
a decrease in functional capacity was associated
with a decrease in quality of life. Although the
study was performed with a different instrument
to evaluate quality of life, the result is consistent
with the current study’s findings, since the vari-
ables good health, daily activities, and medica-
tion vary jointly with positive perception of qual-
ity life. Importantly, however, the use of medica-
tion can be viewed by these individuals both as a
factor for worse quality of life due to the decrease
in autonomy, and also as an improvement due
to the beneficial effect provided by certain medi-
cines 26. Measures to prevent diseases typically
affecting the elderly, such as cardiovascular and
bone conditions 32, in addition to the direct im-
pact on health conditions, could result in better
perceived quality of life.

Volunteer work was also associated with bet-
ter perceived quality of life in this sample, cor-
roborating other studies 233637, Volunteer work
has been identified as a mechanism for promo-
tion of quality of life in the elderly and should
be encouraged by health professionals 37. An
association between volunteer work and psy-
chological and social well-being and life satis-
faction in the elderly corroborated this variable’s
importance in experiencing what is perceived as
healthy aging 2336. One can suppose that volun-
teer activity assists these individuals in a more
tranquil experience of the psychosocial changes
resulting from aging, such as losses and changes
inroles. In this sense, volunteer work plays a role
in mitigating negative feelings resulting from re-
tirement or loneliness, thereby contributing to
better perceived quality of life 20. One can also
relate the finding of the Theory of Activity 38,
which postulates that well-being in old age is re-
lated to the activities and roles played by the el-
derly in the community in which they live. Thus,
individuals that fail to “replace” their social roles
tend to suffer more from the aging process 38. As
indicated by other authors 3637, volunteer work



can be associated with the Theory of Activity,
contributing to improved quality of life in the
elderly by performing different actions in social
involvement and maintenance of autonomy and
allowing them to preserve feelings of being ac-
tive and useful. Volunteer work by the elderly
is generally related to charitable activities 39,40,
also suggesting an association between altruism
and quality of life. Leisure-time activities and
community groups may also be associated with
volunteer work, thus contributing to health pro-
motion and quality of life, allowing elders to feel
healthier and happier 41. Other authors 2442 have
also highlighted the importance of leisure-time
activities for quality of life in elderly individuals.

Social class was also associated with qual-
ity of life in the elderly. In keeping with previ-
ous studies 43,4445, the current study found that
elders belonging to higher social classes tend to
have better perceived quality of life. In old age,
income tends to decrease when salaries are re-
placed with retirement pensions, a transition
that impacts the capacity to purchase goods and
services 46. The financial status of the elderly
interferes directly in their daily life and thus in
their perception of quality of life: better socio-
economic status is associated with better quality
of life in the elderly, as observed in a study of
elders in pain 44. However, this association is not
always seen 47. Still, given the strong and well-
known association between these variables, the
authors reported that lack of association may
have been due to the geopolitical characteristics
of the city where the data were collected (a pre-
dominantly rural setting with low cost of living
and satisfactory health services).

Some studies have shown that lower-income
elderly are more susceptible to disease, disability,
and dependency 49. According to Coelho Filho
& Ramos 48, elders living in poorer areas of For-
taleza, Ceard State, Brazil, showed greater physi-
cal and mental morbidity. Thus, social status di-
rectly impacts living conditions and health status
in the elderly. Income is one of the main concerns
for the elderly according to another study in this
population 49, thus highlighting this variable’s
importance in experiencing old age with quality.

Conclusions

The quality of life model in elderly residents of
Rio Grande do Sul State in the current study al-
lows reflection on the development of public
policies for this age group. Thus, preventive and
health promotion measures for healthy aging are
essential for quality of life in these individuals.
This suggests the importance of evaluation and

if necessary the expansion and optimization of
government programs for health in the elderly.
Veras 50 proposed a screening system to ensure
more adequate healthcare for this group. This
procedure allows the hierarchical management
of health risks for the elderly, which contributes
to a more effective health system with better case
resolution. Such measures tend to favor access
to health by the elderly. High-quality prevention
and intervention programs can decrease the rates
of medicalization and hospitalization in this age
group, guaranteeing the right of elders to be ac-
tively involved in their communities.

Volunteer work enters this scenario as a re-
source to promote quality of life. As indicated
by the World Health Organization 51, this type of
practice can be an effective alternative for pro-
moting active aging. This kind of measure can
thus be implemented and promoted, thereby
helping increase the expectation of a healthy life
with quality.

Importantly, the model obtained with the
variables analyzed here was capable of explain-
ing quality of life in the elderly with 72.3% power
of correct classification. Thus, it is believed that
other variables not assessed here may influence
perceived quality of life in the elderly, e.g., nu-
tritional adequacy 29, issues related to obtaining
pleasure and comfort 24, personality variables 37,
and physical activity 52. In addition, this study
did not control for possible psychiatric and neu-
rological diagnoses in participants, which limits
interpretation of the findings. The study’s limita-
tions thus include the limited range of variables
investigated for analysis of association with bet-
ter self-perceived quality of life; the use of a con-
venience sample, resulting lack of control and
formation of distinct groups of elderly, with dif-
ferent clinical conditions and lifestyles. We sug-
gest replicating the resulting model, verifying its
effectiveness in other settings and cultures, and
the investigation of the model’s expansion with
the inclusion of other independent variables.

Nevertheless, despite the study limitations,
the model allows evaluation and elaboration of
preventive programs and promotion of quality
of life in elderly in the State of Rio Grande do Sul.
Aging need not be synonymous with declining
quality of life. On the contrary, having identified
the variables associated with quality of life, gov-
ernment and healthcare and social institutions
can (and should) ensure dignity for citizens in
this life phase. It is hoped that the current study
will contribute to the discussion on aging in the
Brazilian population and especially that it will
serve as the basis for the elaboration of effec-
tive action in promoting quality of life in this age

group.
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Resumen

Los objetivos del estudio fueron: (a) investigar relacio-
nes miultiples entre variables sociodemogridficas, psico-
sociales y de salud sobre la calidad de vida en ancianos;
e (b) investigar la validez del modelo por la correlacion
con la sintomatologia depresiva. Participaron 339
ancianos con edad entre 60 y 98 afios (M = 73,4; DP =
8,3), quienes respondieron a un cuestionario sociode-
mogrdfico, el WHOQOL-100 y el BDI. Por el andlisis
de conglomerados los ancianos fueron distribuidos en
dos grupos, conforme la percepcion de calidad de vida
(mejor y peor) y, por medio de un andlisis de regresion
logistica, se verificaron las variables que explicaron la
mejor percepcion de calidad de vida. Las variables clase
social, percepcion del estado de salud, trabajo volun-
tario, uso de medicacion y contexto de recogida se aso-
ciaron a la calidad de vida (la capacidad predictiva de
clasificacion correcta fue de un 72,3%, especificidad de
un 73,6% y sensibilidad de un 71,1%). La correlacion
inversa de las variables del modelo con los marcadores
del BDI indico evidencias de validez del modelo. El mo-
delo aqui encontrado puede fomentar politicas publi-
cas que tengan por objetivo la promocion de la calidad
de vida de los ancianos.

Calidad de Vida; Salud del Anciano; Anciano
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ERRATUM ERRATUM

Oliveira SES, Hohendorff JV, Miiller JL, Bandeira
DR, Koller SH, Fleck MPA, Trentini CM. Associa-
tions between self-perceived quality of life and
socio-demographic, psychosocial, and health
variables in a group of elderly. Cad Saude Publi-
ca 2013; 29(7):1436-1448.

A revista foi informada sobre um erro na Tabela 3.
A tabela correta é:

The journal has been informed of an error in the
Table 3. The correct table is:

La revista fue informada sobre un error en la Tabla
3. La tabla correcta es:

Table 3

Descriptive statistics and Student t and y2 tests comparing socio-demographic, psychosocial, and health-related variables and self-perceived quality of life

between the clusters.

Clusters Differences
1(n=180) 2 (n=159)
M SD M SD t Degrees of freedom p-value
Age 72.9 7.9 73.9 8.7 1.130 337 0.259
Quality of life
Physical 12.9 1.2 1.5 1.2 10.596 337 <0.001 *
Psychological 15.2 1.2 12.4 1.7 16.2727 282.938 < 0.001 **
Level of independence 13.7 1.7 1.3 1.7 13.298 337 < 0.001 ***
Social relations 14.4 1.5 12.6 1.6 10.554 337 <0.001 #
Environment 14.6 1.2 12.9 1.4 12.197 337 < 0.001 ##
Spirituality/Religion/Personal beliefs 17.2 2.2 14.8 2.8 8.745 296.946 < 0.007 ###
Overall quality of life 16.9 1.8 12.9 2.4 16.844 291.114 <0.001 8
f % f % x2 Degrees of freedom p-value
Gender
Male 71 39.4 78 49.1 3.166 1 0.075
Female 109 60.6 81 50.9
Schooling
llliteratre/Incomplete Primary 44 24.4 88 61 38.4 88 18.148 5 0.003
Complete Primary/Incomplete Junior High 39 21.7 48 30.2
Complete Junior High /Incomplete Secondary 34 18.9 20 12.6
Complete Secondary/Incomplete Undergraduate 34 18.9 88 17 10.7 88
Complete Undergraduate University/Graduate School 28 15.6 88 12 7.5588
Other 1 0.6 1 0.6

(continues)
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Table 3 (continued)

f % f % %2 Degrees of freedom p-value
Social class
A 22 12.2 10 6.3 33.450 3 < 0.001
B 82 45.6 88 37 23.3 88
C 72 40.0 88 92 57.9*
D 4 1.288 20 12.6
Housing
Institution 18 10.0 88 2 1.388 17.002 2 < 0.001
Family 119 66.1 88§ 132 83.0 88
Alone 43 23.9 25 15.7
Conjugal status
Without spouse/partner 93 51.7 77 48.4 0.354 1 0.552
With spouse/partner 87 48.3 82 51.6
Occupation
Not in the labor force 120 66.78 129  81.188 9.059 1 0.003
In the labor force 60 33.388 30 18.9 8§
Volunteer work
No 128 71.1 88 142 89.3 88 17.245 1 < 0.001
Yes 52 28.9 88§ 17 10.7 88
Use of medication
Yes 134 7448 148 9318  20.966 1 < 0.001
No 46 25.6 88 11 6.9 88
Alcohol consumption
Daily 11 6.1 9 5.7 21.318 5 0.001
Several times a week 9 5.0 4 2.5
Once a week 31 17.2 88 7 4.488
Twice a week 9 5.0 4 2.5
Monthly or less 29 16.1 22 13.8
Never 91 50.68 113 71.188
Smoking
Current smoker 9 5.0 88 18 11.3 88 6.818 2 0.033
Former smoker 61 33.9 62 39.0
Never smoked 110  61.188 79 49.7 8§
Self-rated health status
Not healthy 42 2338 102 6428  57.566 1 < 0.001
Healthy 138 76.7 88 57 35.8 8§
Data collection setting
Long-term institution 28 15.6 88 62 39.0 88 35.128 2 < 0.001
Outpatient clinic 5 2.888 15 9.4 88
Community 147 81.7 88 82 51.6 88

* The effect size of the difference was d = 1.17 (95%Cl: 0.99-1.36);
**d=1.93(95%Cl: 1.75-2.19);

**% d =1.42 (95%Cl: 1.17-1.68);

#d=1.17 (95%Cl: 0.95-1.42);

#d=1.31(95%Cl: 1.14-1.53);

### d = 0.96 (95%Cl: 0.64-1.40);

§d=1.91(95%Cl: 1.64-2.28);

§§ Variables that showed significant differences.

M: mean; p: associated statistical probability; SD: standard deviation; t: Student t test; %2

: chi-square test.



