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Abstract

Ageing is a global phenomenon. In Malaysia, a projected model estimated that the number of elderly would be 3.4
million in 2020 which is more than 10% of the population. A cross-sectional study targeted the elderly population of
three villages in rural Sabah, Malaysia aimed to investigate the health-related quality of life, comorbidity, and the
socio-demographic profile amongst the elderly in the community. Participants (60 years and above) were selected
for face-to-face interviews using health-related quality of life questionnaires (SF-36). SPSS 21 was used for
statistical analyses. Results showed that mean (sd) of age; 67.71 (6.95) years. Five common co-morbidities were
hypertension (67%), bone and joint pain (63%), gastric pain (67%), poor vision (58%), and hearing problems (33%).
The highest HRQoL score was social functioning (67.96) whereas the lowest HRQoL score is role limitation due to
emotional problems (30.54). There is a significant relationship between HRQoL domains and socio-demographic
factors (gender, marital status, membership in association), and health condition (co-morbidities and access to
healthcare, bone and joint pain or arthritis and treatment, hearing impairment and treatment) which indicated need
for health and social support like participating in association and access to health care for rural elderly in future
programme. We recommend a further study to compare elderly HRQoL in rural, urban and institutional settings for
future health-care planning.

Keywords: Elderly, Health-Related Quality of Life, Co-morbidity, Rural Sabah, Malaysia.

Introduction Practice Points

Ageing is a global phenomenon. With tremendous ® In Malaysia, a projected model estimated that
improvement in global health, people live longer; how- the number of elderly would be 3.4 million in
ever, it poses special challenges for the 21% century. In 2020 which is more than 10% of the
2011, life expectancy in countries like Japan and population.

Switzerland was already more than 82 years.' Countries’

health systems around the world are burdened with ® Five common co-morbidities among elderly
increasing  health care expenditures for ageing were hypertension (67%), bone and joint pain
populations. In Malaysia, a projected model estimated (63%), gastric pain (67%), poor vision (58%),
that the number of elderly would reach 3.4 million in and hearing problems (33%).
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2020, which is more than 10% of the population. O e ghem HROL o wEs okl

functioning (67.96) whereas the lowest
HRQoL score is role limitation due to
emotional problems (30.54).

The ageing process is a multi-complex phenomenon
encompassing many consequences, such as impairment of
body functions, higher morbidity, decreasing autonomy

and need of care.! Therefore, there is a need for ® There is a significant relationship between
comprehensive health support for the elderly and HRQoL domains and socio-demographic
integrated systems that provide universal access to care factors, and health condition.
for the needy.

® The study highlighted need for health and
The World Health Organization (WHO) is promoting social support like participating in association
Active Ageing, a process of optimizing opportunities for and access to health care for rural elderly in
health, participation and security in order to enhance future programme.
quality of life as people age.” For example, the theme of . . . . .
the 2012 World Health Day was 'Ageing and Health'. in the evaluation of physical function and basic health

to explore people’s feelings about health and their
. . 4 . .
Health related quality of life (HRQoL) is an essential tool understanding of social health.” Quality of life (QoL) —
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health and happiness — and HRQoL have been used by
some treatment programs in the urban setting.”” How-
ever, there is still limited knowledge on the ability of
HRQoL to predict elderly peoples’ mortality, morbidity
and other adverse health events, especially in the rural
areas of low and middle income countries.

The Health Status Questionnaire (SF-36), the most
widely accepted generic health status measure and
HRQoL measures, can evaluate various health
dimensions and the impact of disease as well as benefits
of treatment.* It is a brief (36-item) scale developed
from the Medical Outcomes Study (MOS) and reported
in the International Quality of Life Assessment Project
(IQOLA).* 1t can also be used as a predictor of
mortality; Tsay et al.'® found a greater risk of mortality
among those who scored low on the SF-36 measures.
The Short Form-36 (SF-36) has proven to separate
between different chronic conditions and different
severity levels of the same disease in many clinical and
research studies.'™'?

This study aimed to investigate health-related quality of
life, health-care utilization, socio-demographic and
disease comorbidity among the elderly population of
three villages in rural Sabah, Malaysaia.

Materials and methods

This study was a cross-sectional study conducted among
the elderly population aged 60 years and above in three
purposively selected rural villages of Tongod,
Kinabatangan Sabah, Malaysia. The three villages were:
Kg Linayukan, Tongodon and Simuda. Elderly was
defined as individual aged 60 years and above, and
referred to two studies undertaken in Malaysia:
Selvaratnam ef al."® and Chen et al.'"* The inclusion
criteria were elderly who were not bedridden, and who
did not have major psychiatric morbidity. All elderly
who agreed to participate in the study were interviewed
with a set of questionnaire which consists of: MOS (SF-
36), socio-demographic and co-morbidity question-
naires. There were 24 elderly participated in the study.
The ethical permission of the study was granted by the
Ethical Committee, School of Medicine, University
Malaysia Sabah, Sabah State, Malaysia [JKEtica 2/13

“4)].

The MOS (SF-36) questionnaire contains a single item
covering changes in health status over the last year
which are reported by eight domains/dimensions with
multi-item scales (health concept or component); physi-
cal functioning (PF: 10 items), role limitations relating
to physical health (RP: 4 items), role limitations relating
to emotional problems (RM: 3 items), energy fatigue
(Vitality: 4 items), emotional well-being/mental health
(MH: 5 items), social functioning (SF: 2 items), bodily
pain (Pain: 2 items), and general health (GH: 5
items).'>'> Responses on items are recorded before
being added to other items within the domains. Health
survey items were constructed using the Likert method
of summated ratings.'® Raw scores — (1-5) MSQLI/
Mean Score Quality of Life Index — are then
transformed to a (0-100) scale by applying scoring algo-
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rithm (RAND Score).'”"? Answers to each question are
scored and summed to produce raw scores for each
health concept which are then transformed to a (0-100);
higher values indicate better-perceived health.*’

The (SF-36) questionnaire is a validated, generic self-
administered questionnaire.”’** As evidenced from
many studies among older adults, the SF-36 has
demonstrated high reliability (Chronbach’s alpha, 0.72
to 0.94), construct validity and convergent validity.”****
Both English and Malay versions are available. How-
ever, the elderly in the study area had a lower literacy
rate, poor reading capacity and some vision problems
limiting them to being able to answer self-reported
questions correctly. To minimize the effects of these
limitations, our study used face-to-face interviews.
Medical students were trained to collect face-to-face
interview questionnaires on HRQoL.

Socio-demographic  questionnaires including age,
gender, education, marital status, drinking alcohol,
smoking and membership in association, and co-
morbidity questionnaires which was adapted from
economic well-being and morbidity of the elderly in
Malaysia study.” The questionnaire used to record
twelve common co-morbidities and treatment namely
hypertension, diabetes, heart disease, bone and joint
pain or arthritis, cancer, asthma, gastritis and gastric
pain, tuberculosis, stroke related, visual and hearing
problems were asked and relevant finding were
reported.

In statistical analysis, descriptive statistics was analysed
for socio-demographic, co-morbidity and healthcare
utilization, and HRQoL domains and reported for
frequency and percentage for categorical data and mean
and standard deviation for continuous data. Further-
more, univariate analyses were done for HRQoL
domains and independent variables: socio-demographic,
co-morbidity, and access to treatment. Because of small
sample size, we used non-parametric test and any
differences between groups for HRQoL scores were
reported if p-value was <0.05. Socio-demographic
variables were gender (male/female), education
(illiterate/basic/higher), marital status-currently living
with spouse (yes/no), smoking (current smoker/not) and
membership in association (yes/no). In terms of co-
morbidity and disease status,”” reported positive
answers for hypertension, diabetes, heart disease, bone
and joint pain or arthritis, asthma, ulcer/gastric pain and
gastritis, vision problems, hearing impairments and
other non-specific diseases were used and calculated to
derive the five most common co-morbidities among
respondents. Treatment of co-morbidity was asked for
treatment yes or no for all elderly answered for disease
yes. We did not asked for more detail about disease and
treatment such as duration, frequency and treatment
category.

Results

In the study, the mean age of elderly was 67.71 (£6.95)
years; male 67.14 (x6.51) years, and female 67.94
(£7.3) years. Other socio-demographic factors among
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elderly were as follows: i) 95% of elderly were
illiterate; ii) all male elderly and half of female elderly
were currently not living with spouse; iii) 71% of male
and 94% of female were currently non-smoker; and iv)
only 29% of male and 6% of female were participating
in association and social activity (Table 1).

The study also reported the five most common disease
co-morbidities for elderly which included: i) 71% male

and 65% female had hypertension while 60% of male
and 91% of female patients were already treated; ii)
43% of male elderly and 71% of female elderly were
suffering bone and joint pain/arthritis but one-third of
male patient and most of female patients received treat-
ment; iii) gastric pain/gastritis found among 43% of
male and 77% of female while two-third of patients
received treatment; iv) one-third of male and two-third
of female elderly suffered poor vision; however, only

Table 1: Socio-demographic characteristics of respondents

Categories Male (%) n=7 Female (%) n=17 Total (%) n=24

Education background

Illiterate 6 (86%) 17 (100%) 23 (96%)

Basic 1 (14%) 0 (0) 1 (4%)
Marital status

Currently living with spouse 0 8 (47%) 8 (33%)

Currently not living with spouse 7 (100%) 9 (53%) 16 (67%)
Membership in association

Yes 2 (29%) 1 (6%) 3 (13%)

No 5 (71%) 16 (94%) 21 (87%)
Smoking status

Current smoker 2 (29%) 1 (6%) 3 (13%)

Non-current smoker 5 (71%) 16 (94%) 21 (87%)

Table 2: Five commonest co-morbidities among respondents™

Comorbidity Male (%) n=7 Female (%) n=17 Total (%) n=24
Hypertension (n=24)
No 2 (29%) 6 (35%) 8 (33%)
Yes 5 (71%) 11 (65%) 16 (67%)
Bone and Joint Pain/Arthritis (n=24)
No 4 (57%) 5 (29%) 9 (37%)
Yes 3 (43%) 12 (71%) 15 (63%)
Ulcer/Gastritis/Gastric Pain (n=24)
No 4 (57%) 4 (23%) 8 (33%)
Yes 3 (43%) 13 (77%) 16 (67%)
Vision Impairment (n=24)
No 5 (71%) 5 (29%) 10 (42%)
Yes 2 (29%) 12 (71%) 14 (58%)
Hearing Impairment (n=24)
No 6 (86%) 10 (59%) 16 (67%)
Yes 1 (14%) 7 (41%) 8 (33%)
*Participants reported multiple responses
Table 3: Sub-analysis among elderly receiving treatment for the co-morbidities
Treatment received Male (%) Female (%) Total (%)
Hypertension with treatment (n=16)
Yes 3 (60%) 10 (91%) 13 (81%)
No 2 (40%) 1 (9%) 3 (19%)
Bone and Joint Pain/Arthritis with treatment (n=15)
Yes 1 (33%) 11(92%) 12 (80%)
No 2 (67%) 1(8%) 3 (20%)
Ulcer/Gastritis/Gastric Pain with treatment (n=16)
Yes 2 (67%) 10 (77%) 12 (75%)
No 1 (33%) 3 (23%) 4 (25%)
Vision Impairment with treatment (n=14)
Yes 0 4 (33%) 4 (29%)
No 2 (100%) 8 (67%) 10 (71%)
Hearing Impairment with treatment (n=8)
Yes 0 2 (29%) 2 (25%)
No 1 (100%) 5 (711%) 6 (75%)
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one-third of female patients were treated; and v) 14% of
male and 41% of female elderly suffered hearing
impairment but only one-third of female patients
received treatment (Table 2 and 3).

Regarding HRQoL, male elderly scored higher than
female elderly for all eight components. The three high-
est scores for male elderly were SF 84.14, PF 78.57 and
MH 74.29, and the three lowest scores for female
elderly were Pain 36.76, RP 29.41 and RM 17.65. Mean
score for both sex, male and female elderly for HRQoL
domains were: PF 55.21 (male 78.57, female 49.59), RP
32.29 (male 39.29, female 29.41), RM 30.54, (male
61.86, female 17.65), Vitality 46.92 (male 48, female
46.47), MH 62.67 (male 74.29, female 57.88), SF 67.96
(male 84.14, female 61.29), pain 40.92 (male 51, female
36.76), and GH 43.13 (male 52.14, female 39.41) (Table
4).

Further statistical analysis was done for any association
between the HRQoL components and socio-
demographic factors and co-morbidity and treatment i.e.
disecase (yes/no) and treatment (yes/no) and where
relevant significant differences were found for: i) PF
with socio-demographic: gender (highly significant,
p<0.01), alcohol/beer/local  beverage  drinking
(significant p<0.01), membership in association
(significant, p<0.05), and co-morbidity and treatment:
bone and joint pain or arthritis (significant, p<0.05) and
treatment (significant, p<0.05), hearing impairment
(significant, p<0.05) and treatment (significant, p<0.05);
i) RM with socio-demographic: gender (significant,
p<0.05); iii) vitality with co-morbidity and treatment:

MH with socio-demographic: smoking (significant,
p<0.05); v) SF with socio-demographic: gender
(significant, p<0.05) and marital status — currently
living with spouse (significant, p<0.05), and co-
morbidity and treatment: bone and joint pain or arthritis
(significant p<0.05) and treatment (significant, p<0.05);
vi) pain with co-morbidity and treatment: arthritis
(highly significant p<0.01) and treatment (significant,
p<0.05); and vii) GH with socio-demographic : alcohol/
beer/local beverage drinking (significant p<0.01), co-
morbidity and treatment; bone and joint pain or arthritis
(highly significant, p<0.01) and treatment (highly
significant, p<0.01) (Table 5).

Discussion

Understanding variation and relationships among socio
-demographic factors are increasing epidemiological
interest in studying the effects of contextual and
geographical factors on health disparities.”® In our
study, the common socio-demographic findings were
mean (sd) age: 67.71 (6.95) years old and similar for
both male and female elderly, gender: male-female
ratio (41%: 7/17) which is greater than the national
level elderly male-female ratio (91%) as reported in the
2003 Malaysian  report on the socio-economic
characteristic of the elderly.” Furthermore, illiteracy
level of 95.8% was higher than the national level of
51%,” which could be explained by the remoteness of
the rural villages in the studied area and the lower
education rate in Sabah in which 21% of population
had never attended school, as compared to the national
statistics whereby 10% of population had never

bone and joint pain or arthritis (significant p<0.05); iv) attended  school.”  Generally, those with higher

Table 4: Health-Related Quality of Life (SF-36) Eight Domains
SF-36 Component Scoring Male Female Total
SF-36 Physical Functioning (PF) 78.57 49.59 55.21
SF-36 Role Limitation due to Physical Health (RP) 39.29 29.41 32.29
SF-36 Role Limitation due to Emotional Problems (RM) 61.86 17.65 30.54
SF-36 Energy Fatigue (Vitality) 48.0 46.47 46.92
SF-36 Emotional Well-Being (Mental Health-MH) 74.29 57.88 62.67
SF-36 Social Functioning (SF) 84.14 61.29 67.96
SF-36 Bodily Pain 51.0 36.76 40.92
SF-36 General Health (GH) 39.41 52.14 43.13

Table 5: Association between socio-demographic factors, and co-morbidity and health-related quality of life (SF-36)

eight domains among respondents™

Factors

PF RP | RM |Vitalityy MH | SF | Pain | GH

Gender (M/F)

.009 | 494 | .019 | .664 | .055 |.034| .260 | .087

Smoking status: current smoker (Y/N)

066 | 271 | .052 | .122 | .023 |.271 ]| .401 | .271

Drinking alcohol/beer/local beverage: current drinking (Y/N)

.004 | 259 | .709 | .931 | 472 |.096 | .064 | .002

Marital status: currently living with spouse (Y/N)

.106 | 1.000 [1.000| .490 | .106 |.016 | .081 |.052

Membership in association (Y/N)

.041 | 310 | .505 | .145 | .805 |.271| .082 | .452

Bone and joint pain or arthritis (Y/N)

012 | 347 | 953 | .025 | .215 |.010| .004 | .001

Treatment of bone and joint pain or arthritis (Y/N)

.042 | 539 | .546 | .054 | .428 |.030 | .020 |.003

Hearing impairment (Y/N)

013 | .528 | .120 | .320 | .490 |.153 | .490 | .192

Treatment of hearing impairment (Y/N)

012 | 252 | .079 | .342 | 352 |.254| .300 | .306

Keys: Physical Functioning (PF), Role Limitation due to Physical Health (RP), Role Limitation due to Emotional Problems (RM),
Energy Fatigue (Vitality), Emotional Well-Being (Mental Health-MH), Social Functioning (SF), Bodily Pain (Pain), General Health
(GH), Male/Female (M/F), Yes/No (Y/N).

*Independent samples, significant level if p value <0.05, all significant factors reported, Mann-Whitney Test applied.
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educational levels could have better awareness of
health and be more involved in cognitive activities such
as reading and writing. Moreover, illiteracy,
significantly related to malnutrition and a further risk
for a poor health state,'* could affect upon the health
status of studied elderly.

The study also found out that greater proportion of
currently not living with spouse (all male and half of
female elderly) which is higher than national level.”
Unfortunately, this study did not examine further sub-
groupings of marital status. A study of the institutional
elderly in Malaysia showed a higher percentage of
currently not married (about 80% in male and 90% in
female), in which, it was greater than the result for this
study.'® In a previous study in Malaysia, it was reported
that several factors have prevented elderly people from
enjoying leisure activities as well as having a better
quality of life such as increasing age and related
physical deterioration, illiteracy, health status and the
existence of chronic illness, absence of a life partner and
the absence of friends to do the activity together.”” Our
study also reported a lower level of participation in
community activities (overall 13%). In addition, overall,
13% and male 29% were current smokers, in which it
was lower than other studies in Malaysia; whereby
smoking among institutional elderly was 16.3% and
smoking among male over 60 years old was 35%. '

HRQoL for the elderly is related to health status and the
existence of co-morbidity or chronic illness.””’ The
study also reported the five most common disease co-
morbidities for elderly in the study area: hypertension,
bone and joint pain or arthritis, ulcer/gastric pain/
gastritis, vision impairment, and hearing impairment.
Hypertension, diabetes and arthritis are the most
common co-morbidity among the elderly in many
studies.>***3° Unlike other studies, this study was done
in rural villages and there was a higher prevalence of
hearing and vision problems because there was limited
access to treatment. Furthermore, a lower utilization of
treatment provision for vision and hearing impairment
(25%) was found against 80% treatment for
hypertension, arthritis and gastric pain/gastritis. Vision
and hearing impairment could be less serious, which
could be the reason for elderly people did not seek treat-
ment. However, vision and hearing were important for
daily functioning and communication of elderly and the
availability of hearing and vision treatment services in a
primary-care setting and rural health centres should not
be ruled out.

In this study, the average mean score for HRQoL do-
mains varied from the highest HRQoL group scored;
SF 67.96 and MH 62.67, medium HRQoL group
scored; PF 55.21, Vitality 46.92, GH 43.13, and the
lowest HRQoL group scored; Pain 40.92, RP 32.29,
RM 30.54. A similar trend was found among
community-dwelling elderly in Brazil, where the high-
est HRQoL score was SF (83.13) and the lowest
HRQoL score was Pain (69.7).*° However, the Brazil-
ian study had 100% literacy and 65% participation in
social group activities among the participating elderly
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which were higher than our study.

In the past 30 years, many studies reported an
association between socio-demographic factors and
HRQoL. Lower HRQoL measures have been found
among the elderly, women, ethnic minorities and
people with the lowest socio-economic status.”'*In
our study, male elderly scored higher than that of
female elderly for all eight HRQoL domains and statis-
tically significant difference was found between gender
and PF (»p<0.01), RM (p<0.05), and SF (p<0.05).
Similar gender difference was found in other studies. A
Malaysian study reported significant overall mean of
HRQoL score for male and female and a Korea study
showed significant difference for mean HRQoL scores
of male and female for all domains. However, a French
population-based study found that the HRQoL domain
scores (except GH and Vitality) among 65-75-year-olds
greater among males.”*

Besides gender, other socio-demographic factors were
also associated with HRQoL. Significant association
was found for PF and membership in association
(»<0.05) and SF and marital status/currently living with
spouse (p<0.05). Social networking among elderly and
the presence of friends are supportive factors for a better
HRQoL among the elderly in two similar studies.”’*
Furthermore, a statistically significant association was
also found for all eight HRQoL domains (SF-36) and
marital status in a Korean study.’

Fostering good health is important for society in
maintaining productivity of elderly. Studies showed
that HRQoL for the elderly is limited by health status
and the existence of chronic illnesses.>”’ Moreover,
access to health treatment was also correlated with
HRQoL, and among cancer patients, a statistically
significant difference was found for mean HRQoL
scores and access to treatment.’’ In our study, two of
five most common comorbidities were significantly
associated with differences in five HRQoL domains: 1)
bone and joint pain or arthritis and PF (p<0.05 ),
Vitality (p<0.05), SF (p<0.05), pain (»p<0.01) and GH
(»<0.01); treatment and PF (p<0.05), SF (p<0.05),
Pain (p<0.05), and GH (p<0.05); and ii) hearing
impairment and PF (p<0.05); treatment and PF
(»<0.05). However, this study could not provide large
enough sample size to detect difference among other
co-morbidities and HRQoL domains. Jun et al.*® in the
study of elderly Korean community reported a
significant difference between HRQoL (EQ 5D) and
diabetes (p<0.01); however, hypertension (p<0.08) and
arthritis (p<0.07) did not show any significant
difference.

Pain and arthritis are chronic diseases which limit
mobility in the elderly, not only to perform physical
activity but also to socialize with friends.?”**?° They
are commonly related to a structural and functional
deformity in the elderly which is important for
individual daily activities such as drinking, eating,
dressing, walking, toileting, gardening, washing, and
so on.**?*’ Furthermore, if a person suffers pain and
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debilitation, this leads to the inability to work and to
enjoy life fully, with morbidity, disability, and a lower
quality of life.®® Osteoporosis-related fractures have
been recognized as a major health problem around the
world, particularly in the elderly.”” According to the
International Osteoporosis Foundation Report,® the
incidence of hip fractures in Malaysia among
individuals above 50 years of age was 90 per 100,000.
Generally, hip fractures are associated with a high
morbidity and mortality rate plus further disability
resulting in only 25% patients able to resume normal
activities.® In our study, pain/arthritis is one of the
most common co-morbidities, and pain/arthritis and
treatment were significantly associated with HRQoL
domains which— indicates the need for further
exploration into the problem among the elderly and
their effect on the HRQoL domains.

Hearing is important for the individual’s ability to
communicate with family members, relatives and
others. Unfortunately, elderly people are often doubly
burdened with both hearing impairment and poor
vision, reported by the World Health Organization that
eighty-two percentage of people living with blindness
are over fifty years as well as one-third of people over
sixty-five years are affected by disabling hearing loss,
with the greatest prevalence in South Asia, Asia
Pacific and Sub-Saharan Africa.*”*' Limited access to
services and exclusion from communication can have
a significant impact on daily life and HRQoL,
especially for those older people with hearing loss, and
these lead to a further exacerbation of feeling
loneliness, isolation and frustration. In our study,
hearing impairment and treatment were significantly
associated to physical functioning domain in HRQoL.
Further understanding of the relationship between the
level of hearing and the duration of hearing
impairment and HRQoL domains is needed.

This was a cross-sectional observation and provided
an association between variables, however; a cross-
sectional study could not verify changes in the effects
of the variables. This study explored remote Sabah
elderly populations” HRQoL by a purposive sampling
though it did not represent the whole country elderly
population. Furthermore, various confounding factors
are needed to examine for true effect of relationship of
HRQoL and variables.

Conclusion

The world elderly population is rapidly increasing.
Moreover, the proportion of elderly in developing
countries is rising more rapidly. However, most of
developing countries are not ready to support the
national health system to look after the elderly. Never-
theless, good care is important for promoting older
people’s health and quality of life. In our study, the
highest HRQoL group scored were SF and MH, and the
lowest were Pain, RP and RM. There is a significant
relationship between HRQoL domains and socio-
demographic factors (gender, marital status, member-
ship in association), and health condition (co-
morbidities and access to healthcare, bone and joint pain
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or arthritis and treatment, hearing impairment and treat-
ment). The outcomes of this study highlighted the need
for social support like participating in association and
access to health care for rural elderly in future
programme.Relevant agencies and authorities should
organize relevant elderly-related programs and policies
at various levels to improve the access to healthcare for
the elderly in rural primary-care settings. We also
recommend further studies to determine elderly HRQoL
in rural, urban and institutional settings for understand-
ing differences and need for future health care planning
and interventions.
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