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LU NVNR Y Aim: to quantify health-related QoL (HRQol) of elderly Egyptian.

Methods: The short form of Health Survey (SF36) was measured in 100 elderly from 6 nursing homes in Cairo, and 100
age matched community dwelling participants. Regression analysis identified quality of life determinants.

Results: In community dwelling group, the mean age was 71.21 + 8.05, 44% were men and 23% were illiterate. While
the mean age of the nursing homes residents was 71.11 = 7.8, 32 % were men, and 49% were illiterate.

The mean SF36 score was 38.43 + 26.41 in cases and 47.83 + 32.41 in controls. Depressed mood and dependence in
IADL performance were significantly associated with low HRQoL.

Conclusion:

Egyptian elderly experience a poor HRQol; those living in nursing homes were more affected. Age itself was not
a predictor of poor HRQoL. Depressed mood and dependency in ADL, IADL were independent predictors for poor

HRQoL in nursing home residents.

Background:

Ageing is an emerging global phenomenon. The life ex-
pectancy for the elderly has increased worldwide due to
medical advances with subsequent increase in the numbers
of elderly people. '

In Egypt, like in many other countries, the elderly popu-
lation is expanding. There were 4,400,000 persons aged
60 and over representing 6.9% of the total population in
2006, while the expected percentage of older population
may reach 8.9% in 2016 and 10.9% in 2026.?

As a consequence of this graying of population, the care
of older persons demands more attention. Concerns about
health, mental, social and financial resources are rising.?

The community care of the older adults responds better to
their psychological needs,* and most elderly people prefer
to remain in their homes to keep the integrity of their so-
cial network and maintain their quality of life.®

However, the recent demographic transition has been par-
alleled by major socioeconomic changes. Urbanization,
modernization, globalization, and individualism are emerg-
ing social scenarios resulting in changing family organiza-
tion and society norms and values which in turn keep most
of the elderly needs unmet.

There is little information, if any; regarding the situation in
Egypt; however, In the eighties Fadel- Girgis drew atten-
tion to the changes in the Egyptian society that created
a problem for the older adults to find their required care,
results from this earlier study indicated that increasing ur-

banization caused a decline in the capacity of the Egyptian
families to adequately care the elderly.’

In the recent years, institutional care became indispensable
because due to unavailability of carers, the financial, emo-
tional and physical burden of caring ©

However, the rejection attitude towards institutionalization
in Egypt is a problem reported by different researchers.??
It was explained by the traditional value of family integrity.’?
Moreover, the cost of living in nursing facilities is another
barrier to this level of care among poor Egyptian elderly.?

So far, charitable institutions are considered the main avail-
able resource for poor with limited social network. For
wealthier older persons, nursing homes may be the suit-
able living environment. 1°

The quality of life (Qol) has emerged as an important out-
come measure for optimal care of elderly. ""Moreover, the
term health related quality of life (HRQol) refers to aspects
of QoL affecting health care intervention.?

HRQoL has a wide range of determinants, such as, socio-
demographic factors, health, cultural, educational, and
economic status. ®

The efficiency of health care is usually assessed by its im-
pact on a patient’s QoL. So the importance of measuring
HRQoL and its determinants was acknowledged by clini-
cians and policy-makers in planning patient management,
policy making and proper resource allocation. ™
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The present study was conducted to compare HRQoL of
community dwelling and institutionalized elderly in Egypt
and to study the different determinants of HRQoL in el-
derly population to provide data that can be added to the
body of knowledge about elderly in Egypt and in other
countries with similar socio-cultural and economical status.

Methods:

A case-control study was conducted subjects aged 60
years and older living in Cairo, Egypt. The cases com-
prised 100 elderly recruited from 6 nursing homes in Cai-
ro. Three of the homes received governmental funds, one
received nongovernmental funds, and the remaining two
were private. The control group comprised 100 community
dwelling elderly. The subjects who were unwilling to par-
ticipate in the study were excluded.

All participants were subjected to comprehensive geriatric
assessment. The cognitive assessment was performed us-
ing mini mental state examination MMSE,”™ Assessment
of depression using geriatric depression scale-15 (GDS),
16 functional assessment was performed using Activities of
daily living (ADL), "7 and Instrumental activities of daily liv-
ing (IADL)."®

HRQoL assessment was carried out using a validated Ara-
bic version of the Short Form 36 health survey (SF-36). °
It consist of 36 items divided into eight domains: Physi-
cal Functioning (PF), Bodily Pain (BP), Role Physical (RP),
General Health (GH), Vitality (VT), Social Functioning (SF),
Role Emotional (RE) and Mental Health (MH).The scores for
the eight components ranged from 0 to 100, with higher
scores suggesting a better HRQoL. Two summary scores
were calculated, the Physical Component Summary (PCS)
and the Mental Component Summary (MCS).?° The total
SF36 score was the mean for the scale components.?!

Statistical methods:

The collected data was statistically analyzed using SPSS
16. The comparison between quantitative variables was
done using t test. Comparison between qualitative vari-
ables was done using K test. Linear regression analysis was
performed to identify which variables were independently
associated with poor HRQoL in case and in controls.

Results:

Socio-demographic data of the two groups was reported
in Table 1. The mean SF36 score was 38.43 + 26.41 in
cases and 47.83 = 32.41 in controls (p= 0.02). Among cas-
es, the mean scores for the SF-36 subscales ranged from
42.29 + 23.47 for general health to 99.09 + 5.48 for role
limitation due to emotional problems. While among con-
trols, the mean scores for the SF-36 subscales ranged from
54.00+ 29.73 for physical functioning to 96.36 = 12.29 for
role limitation due to emotional problems. There was a
significant difference between cases and controls in vitality,
mental health, and the social functioning domains. While,
there was no significant difference between cases and con-
trols in physical functioning, role limitation due to physi-
cal health, role limitation due to emotional problems, and
bodily pain domains.

Moreover, the total SF-36 score in both groups was less
than 50, indicating a less desirable level of HRQolL in
Egyptian elderly people both in nursing homes and com-
munity.
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Table 1. The socio- demographic data, QoL domains in
the two studied groups:

Elderly |Com-
home  [munity P_val
resi- dwelling |7 Value

dents |elderly

7111 £ |71.21 =
Age (mean* SD) 78 8.05 0.93
Male 32 44
gender (n) 0.080
Female 68 56
Married 19 57
. Single 1 3
E\él)antal status 0.000*
Widow 74 38
Divorced 6 2
illiterate 49 23
can read and
write 13 10
. below high *
Education(n) |gchoo 5 14 0.000
high school 7 5
university or
high education 26 48
\I/Cgerﬂectual 29 46
8)ccupation manual worker (34 27 0.045*
House wife 37 27
yes 23 22
Smoking (n) 0.866
no 77 78
Physical Functioning (PF)( 46.11 + |54.00= 0.074
Mean + SD) 27.28 29.73 '
Role limitation due to physi- |67.76 + 17548 + | 1o

cal health (RP) ( Mean = SD) |20.88 |22.95

Role limitation due to emo-
tional problems (RE) ( Mean 29439 * (1?238 £ 10.208

+ SD)

40.33 = |56.51 =

Vitality (VT) ( Mean + SD) 2366|2553 0.000*
Mental Health (MH) ( Mean |47.03 = |62.40 + 0.001*
+ SD) 31.31 32.39 :
Social Functioning (SF) ( 44.67 + |55.59 + 0.002*
Mean + SD) 22.05 [21.92 :
Bodily Pain (BP) ( Mean = 58.88 + |64.71 = 0.135
SD) 2422 |27.51 :
General health (GH) ( Mean [42.29 = |56.06 = 0.000*
+ SD) 23.47 (23.13 ’

The Physical Component 37.63 = |45.87 = 0.04*

Summary (PCS) ( Mean = SD) [26.08 31.58

The Mental Component
23.86 = |30.65 +
guDr)nmary (MCS) ( Mean = 1916|2183 0.02*

38.43 + |47.83 =

Total score( Mean + SD) 26 47 3047 0.026*

The patients’ clinical characteristics affected HRQoL in
both groups reported in table 2. All assessed variables
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affected HRQoL of nursing home residents except educa- affected by the type of institute,the reason for admission,
tion, marital status, and income. While only marital status the length of stay, satisfaction with food, privacy, visits fre-
did not affect HRQoL in community dwelling elderly.Table quency, and the nature of relationship with staff and with
2 showed that HRQoL among nursing home residents was other residents.

Table 2: The relationship between patient and institution characteristics and QoL score:

variable Elderly home residents Community dwelling elderly
M SF 36 total Pwalue | M 5F 36 total mean £ P value
mean 50 5D
education illiterate 48 3105+ 2451 0.08 23 2816+ 27.22 0.02*
can read and 13 4531+2401 10 5391 £ 3364
write
Primary 5 4397 +34.14 14 36.00 + 31.82
egducation
High school 7 50.73+£32.58 5 63.81 + 30.63
University 26 4296+ 3579 48 5777 +30.38
Marital status | married 12 43002478 0.4 57 5427 £31.11 01
single 1 2681+0.0 3 3867 + 3558
widow 74 36.44 +£ 3737 38 3973 +3353
divorced =] 50.47 £ 2018 2 3181+409
income < 1000 L.E. 75 37.11+ 26.38 0.3 31 2811+ 26.64 0.000%
= 1000 LE. 25 42 41+ 36 66 73] 56.68 + 30.08
ADL Independent 5e 54759+ 230.73 0.00* 70 63.58 +24.34 0.000%
Assisted 31 1515+ 11.57 20 1285+1352
Dependent 10 1400+ 16.72 10 7.31£13.37
IADL Independent 25 £1.90+ 1B.BS 0.00* 47 7151+ 20.35 0.000%
Assisted 48 32 82+3303 23 4703+ 2474
Dependent b 14.24+15.07 30 11.33+ 13.35
Morbidities 23 71l 3117+ 3355 0.00* 53 3165+ 2827 0.000%
<3 28 56.21 + 24 B9 47 66.07 £ 26.77
Mutritional na risk 24 B1.78 £ 18.34 0.00* 31 76.02 £ 15.70 0.000%
risk at risk 57 37.30 £24.05 48 4391+ 27 48
malnourished 19 1234 +125% 21 15.15 + 25 84
medications 25 B8 3043 +32344 0.00* 52 3081+2870 0.000%
<5 32 5544 + 34 52 48 66.26 + 25.53
cognitive yes 25 1630+ 1415 0.00* 12 1009 + 1825 0.000%
impairment Mo 75 4581+ 3548 B8 5297 +30.50
Depressed Yes 61 2179+ 1589 0.00* 45 1670+ 1678 0.000%
mood Mo 3o 64 1B+ 17 43 55 7330+ 1513
Urinary Yes 30 21444237 B7 0.00* 22 2139+ 27.25 0.000%
incontinence Mo 70 4571+ 24 55 78 55.28 + 29 87
Stool Yes g 13 83+17 47 0.00* 7 370+ 330 0.000%
incontinence Mo o1 40 8B7+25 05 o3 5113+31¢9
Visual Yes 76 3459+ 3515 0.00* &7 4237 +32.81 0.01*
impairment Mo 24 50.62 £ 37.15 33 5891+ 12045
Hearing Yes 22 16.94 + 16.504 0.00* 15 2883 +27.72 0.008%
impairment Mo 70 46.45 + 34 51 Bl 52,61+ 3193
Use hearingaid | 8 2705 +£37.52 4 2218+ 2452
Type of Public ES 328443175 0.04*
institute Private 14 4340+ 2750
NGO 21 3916+ 2470
Reason for Meed assistance | 35 1870+ 1770 0.000*
admission in personal care
zocial factors 65 5069+ 1878
Length of stay | <1 year 28 49 26+ 22 47 0.000*
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1-5 years 49 4047 £ 26.27
. [ years 23 | 200122313
Mumber of < 100 28 43.95 £ 25.22 019
residents =100 72 36,298 26.73
BMumbser of < 10 34 a4r15+ 2733 031
staff =10 iy 3652 % 2503
Satisfaction yes a7 35.09 £ 26.496 052
withroom | no 13 [ 340212669
cleanlinpss
| Satisfaction | yes a8 | 44.37£27.43 | 003"
with fiood [is] 52 32.95 t24.44
[ Maintained | yes a0 | 5068 %2307 | 0.000°
privacy ney G0 | 3027 2 2548
Wisits Relatives 70 | 39581 27.33 0.181
Friends ! S0.B8 1 2926
| Mo visits 23 | 3115%21.30
Visits Liess than 43 31.94 2 25.27 oo
Irisquency | wieekly
Weekly or more | 34 5157 ¢ 26.67
Relationship caring 79 44 35 % 2574 [T
with stalf | neghecting 21 16.14 & 1448
Redationship harmonious 90 | 40.49 ¢ 26.06 o.o*
withother [ "hostile 10 | 198522322
riesidents

The linear regression analysis showed depressed mood
and dependence in IADL performance to be significantly
associated with low HRQoL in both groups. While, de-
pendence in ADL performance in elderly home residents
and visual impairment in community dwelling elderly were
significantly associated with low HRQoL

Table 3 Variables associated with quality of life (linear
regression, enter) in cases and controls:

aan

% Confidenin
LI
Lowar | g
Baets | g | Bousd | Boesd Bew
A onine Cuxg [4548)  [NEaT
e 41 sS4 [aa) oAl lo1es oao3s |1z |aom
Wine gerder G048 08 480 130 201
g OB 00R -LT 1304 a.00k
Fducatian CMe OTE [ES] 108 0066
Rurrieas of Poborioed Mo 153 ::;. T 2165 :.-c.l _. iR
Hearng impsr et G0YS DOR 129 0.9 ans
Hiumbsr of madacatiom o087 0T? LMa1s  |LoME  goaE |
Capratses mead 35K DO00F LamEy 2861 e
Baee poot LiBas 1ok ande
G508 oon® [ATAS A6 la.aaz
008 D86 | 4.25 484 anr
3000 062 694 131 0080
307 0E0 .00 337 083
000 08 LELTR LA T ]
e T TE YT LT
CaTE D24 |Ae4 1388 Q04T oAt

*statistically significant

Discussion:

With senility, there is an increased prevalence of functional
decline and need for care. Family members can usually
meet this need; however, the reduced family size, poor fa-
milial bonds and the increasing number of the employed
women decreased the number of people caring for elderly
people and increased the need for social care through in-
stitutionalization to provide housing and care to the elder-

ly. 22

However, nursing homes rarely meet all the psychological
needs of their residents leading to adverse effects on the
physical and psychological well-being of the residents. 2

Based on the findings of this study the HRQoL in partici-
pants, particularly nursing home residents in was poor. This
is consistent with Heydari et al.® who reported poor HRQolL
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in Iranian elderly people (SF-36 <50) both in community
dwelling elderly and in nursing home residents. They at-
tributed their finding to the low socioeconomic status of
the participants.

Even with using different instrument measuring QoL the
nursing home residents were more affected. Ghassemza-
deh et al using WHOQoL questionnaire reported that the
mean of overall QoL was higher in home residents group
(12.43) compared to nursing home residents (10.95). 24

Even in developed countries like Australia, the community
dwelling elderly had significantly lower levels of psycho-
logical distress and higher QOL scores than the residen-
tial group. 83.8% of the community group addressed their
QOL as good, very good or excellent compared to 59.5%
of the residential group.

In the current study, the physical component summary was
higher than mental component summary in both groups.
This finding disagreed with Tajvar et al. # who reported
that elderly people in nursing home had a better mental
health condition compared to their own physical health.
This disagreement may be attributed to the presence of 61
cases and 45 controls screened positive for depression in
our study.

Moreover, depression was an independent predictor of
poor quality of life in the present study in both groups.
This agreed with previous results reported by Borowiak
and Kostka # confirming that depression was the most
powerful predictor of QoL in elderly.

A strong association was observed between physical per-
formance and HRQol. Dependency in IADL was inde-
pendent predictor of poor HRQoL in both groups, while,
dependency in ADL predicted poor HRQoL in cases only,
this can be explained by the unmet care needs in nursing
homes compared to community dwelling elderly receiving
care by a family member. This is supported by previous
data reported that residents with a high care dependency
had a significantly lower HRQolL compared to those with a
low care dependency. 2

Visual impairment was an independent predictor of poor
HRQoL in the controls but not in cases. However, even in
cases mean SF-36 score was lower in those with visual im-
pairment. Similary, Dev et al reported that HRQoL was re-
duced among nursing home residents and the reduction in
the HRQolL was associated with visual impairment.??

Age and gender in the current study did not have a sig-
nificant association with HRQoL. Similarly, Burack et al.®
reported that Age and gender did not have a significant
association with QoL in nursing home residents.

Cognitive impairment was significantly more prevalent
among nursing home residents 25% compared to control
(12%). Moreover, the cases and controls with cognitive im-
pairment had lower SF-36 score. Yet there was no signifi-
cant association between cognitive impairment and poor
HRQoL in linear regression model. This non significant as-
sociation may be attributed to small number of cognitively
impaired participants in this study along with studying mul-
tiple

In order to improve the QoL in Egyptian elderly homes,
the present study evaluated the effect of nursing homes
characteristics on the HRQoL among residents. The HRQoL
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was better in private elderly homes due to higher socio-
economic status. People with longer length of stay, and
those admitted because of dependency in personal care
had lower HRQoL.

Those who reported adequate sense of privacy among
cases had higher SF-36 scores. According to Behr et al,
privacy was perceived as a significant aspect of the re-
spondents’ QoL. ¥

Regarding social network those received more visits, had
harmonious relationship with staff or with other residents
reported higher SF-36 scores. Social support has been
demonstrated to be important predictor of both QoL and
depression. In community dwelling elderly the higher lev-
els of social interaction were significantly associated with
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higher levels of QoL and reduced prevalence of depres-
sion. 3

The study findings indicated that community dwelling el-
derly people and nursing home residents living in Cairo,
Egypt had poor HRQoL. Those with depression, functional
dependency, and visual impairment were the most affected
participants. Programs targeting these risk factors can im-
prove QOL in older persons living in both residential and
community settings. Although, the facility related charac-
teristics were not independently correlated with HRQol,
they should be addressed in any program aiming to im-
prove QoL in elderly homes. Social activities and good
personal relationships with staff and other residents should
be promoted in residential care in Egypt.
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