Health Related Quality of Life among Elderly People Living in
Selective Old Homes: A Cross-Sectional Study

By

Pradip Kumar Saha

DU Reg No.: 3052
Session: 2021-22
Exam Roll No.: 303

©2024 Pradip Kumar Saha

Submitted in Partial Fulfillment of the Requirement for the Degree
of M.Sc. in Rehabilitation Science
June, 2024

Bangladesh Health Professions Institute (BHPI)
CRP, Savar, Dhaka-1343

Bangladesh

BANGLADESH HEALTH
PROFESSIONS INSTITUTE




A DISSERTATION

BY

Pradip Kumar Saha
Exam Roll No.: 303

Reg No.: 3052

In Partial Fulfillment of the Requirement for the Degree of M.Sc. in

Rehabilitation Science

BANGLADESH HEALTH
PROFESSIONS INSTITUTE

Bangladesh Health Professions Institute (BHPI)
CRP, Savar, Dhaka-1343

Bangladesh



DECLARATION

| declare that the work presented here is my own. All sources used have been cited
appropriately. Any mistakes or inaccuracies is my own. | also decline that same any
publication, presentation or dissemination of information of the study. | would be bond
to take written consent from the Rehabilitation Science department, Bangladesh Health

Professional Institute, CRP, Dhaka, Bangladesh.

Pradip Kumar Saha

M.Sc. in Rehabilitation Science

Reg No: 3052

Session: 2021-22

BHPI, CRP, Savar, Dhaka-1343

Bangladesh Signature: Date:




UNIVERSITY OF DHAKA
Bangladesh Health Professions Institute, CRP, Dhaka, Bangladesh

Department of Rehabilitation Science

I, the undersigned certify that | have reviewed and recommended for approval of this
dissertation entitled “Health Related Quality of Life among Elderly People Living
in Selective Old Homes: A Cross-Sectional Study” submitted by Pradip Kumar Saha

for the partial fulfillment of the requirements for the M.Sc. in Rehabilitation Science.

Supervisor

Muhammad Millat Hossain
Associate Professor and Coordinator
Department of Rehabilitation Science

BHPI, CRP, Savar, Dhaka-1343
Bangladesh



BOARD OF EVALUATION

We, the undersigned, certify that we have carefully read and recommended to the
Faculty of Medicine, University of Dhaka, for acceptance of this dissertation entitled
“Health Related Quality of Life among Elderly People Living in Selective Old Homes:
A Cross-Sectional Study” submitted by Pradip Kumar Saha, for the partial fulfillment

of the requirements for the degree of M.Sc. in Rehabilitation Science.

Muhammad Millat Hossain

Supervisor

Associate Professor and Coordinator
Department of Rehabilitation Science

BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Prof. Dr. Mohammad Sohrab Hossain
Internal examiner

Professor, BHPI

Executive director, CRP, Savar, Dhaka-1343

Mohammad Habibur Rahman,

External examiner

Assistant Professor,

School of Science and Technology, Bangladesh Open University, Gazipur-1705

Kamrunnaher

Convenor

Lecturer

Department of Rehabilitation Science,

BHPI, CRP, Savar, Dhaka-1343, Bangladesh



Acknowledgement

All praises are laid upon the Almighty God, who is the supreme Creator, and given me
his Kind blessings to complete this piece of study. In accomplishing this piece of work,
I have received many helps from many people in various ways which cannot be
mentionable. But for the sake of expressing gratitude, I recall everyone’s cooperation

in the onset of presenting this work.

First of all, I would like to express my heartfelt gratitude and appreciation to my
dissertation supervisor, Muhammad Millat Hossain, Associate Professor &
Coordinator, Department of Rehabilitation Science, BHPI, for his thorough, intensive
and enthusiastic supervision from the inception of this research study. His discussions

and suggestions were very inspiring and finally shaped my ideas to carry out the study.

| wish to extend sincere gratitude to Prof. Dr. Mohammad Sohrab Hossain, Professor,
BHPI & Executive director, CRP, for his profound advice and valuable guidelines
regarding smooth completion of the study.

I would like to convey cordial thanks to Prof. Md. Obaidul Haque, Vice Principle,

BHPI, to enrich me with his scholastic advice and constructive criticisms.

I wish to sincere thanks to Mohammad Habibur Rahman, Assistant Professor, School
of Science and Technology, Bangladesh Open University for his valuable suggestions
about the research methodology.

I would like to offer special thanks to Kamrunnaher, Lecturer, Department of
Rehabilitation Science, BHPI, albeit her heavy and hectic academic schedule, during

this study she was always available to give me necessary directions and suggestions.

Deepest thanks to Punam D. Costa, Lecturer, Department of Rehabilitation Science,

BHPI, for her unconditional support to overcome all the hurdles during the course.

This acknowledgement cannot be concluded without expressing appreciation for the
support provided by my mother Amola Rani Saha, beloved wife Labonno Saha, son
Prottay Saha & Prohor Saha and other family members. | am deeply grateful towards
my research associates Md. Joynal Abedin, Saika Sarwar & Jannatul Ferdous. Also

grateful to my friends, classmates and staffs from BHPI.



Abstract
Background: Quality of life is an important issue for determining successful ageing.

As an increasing elderly population in the world different services system has been run
to support the elderly people. Bangladesh currently experiences the significant increase

of aging population with poverty and breakdown of various social and traditional bonds.

Objective: This study was undertaken to assess the background profile and overall
quality of life (QoL) with its predictors in elderly population living at old homes in
Bangladesh.

Methodology: This study was conducted by non-experimental cross-sectional study by
using convenient sampling among 210 participants living at old homes. Data were
collected using face to face interview with a semi-structured questionnaire and data
were analyzed by using SPSS 26. In each domain of the Older People Quality of Life
(OPQOL)-35, descriptive statistical analysis was presented analyzed using chi square
test or Fisher’s Exact test. To compare the mean domains score of QoL, Student’s t-test
and ANOVA test were used. Finally, to measure the correlations Bivariate analysis and

for predictor of quality of life multivariate linear regression was done.

Result: The findings indicated a mean Quality of Life (QoL) score of 103.46+12.72
and maximum elderly had an overall bad QoL. Across all domains, elderly males
displayed higher mean scores, while elderly females exhibited lower mean scores in the
overall QoL domain (P<0.05). Additionally, individuals who pursued higher education
in their later years exhibited a positive overall quality of life. Furthermore, higher water
intake and longer sleep durations showed a positive linear correlation with overall QoL.
Regression analysis further indicated that education, comorbidities like thyroid
dysfunction, cardiac disease, poor eye sight and respiratory diseases were predictors of

quality of life in elderly staying in old homes.

Conclusion: The well-being of elderly individuals is influenced by factors such as
social interactions, support networks, healthy dietary habits, and overall health status.
However, it is regrettable to note that these provisions are currently lacking in context
of Bangladesh. Enhancing the quality of life for the elderly involves prioritizing
improvements in their financial well-being, reinforcing traditional family ties, and

promoting better nutrition along with physical health. Additionally, the government



should take measures to alleviate the challenges faced by senior citizens by introducing

old age security schemes, health insurance, and allocating appropriate resources.

Keywords: Elderly, Old home, QoL, Bangladesh.
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Chapter 1 INTRODUCTION

1.1 Background

Since the late 19th century, there has been a noticeable global trend: the
swift rise in the elderly population. The proportion of older individuals has
grown consistently, from 8% in 1950 to 11% in 2009. This percentage is
projected to increase further, reaching 22% by 2050 (Rebelatto et al., 2006). The
elderly population is growing significantly faster than the general population. In
Bangladesh, 6.9% of the population was elderly in 1950, and this percentage is
projected to increase dramatically, from 7.8 million in 2001 to 16.2 million by
2025, ultimately reaching 17% by 2050. Given these statistics, the aging
population is becoming a pressing issue. Elderly individuals, often referred to as
“older people” or those in the “old age” stage, are a vital segment of our nation
demographics, representing the final phase of human life. In Bangladesh,
individuals aged 60 or older are considered elderly. However, factors such as
poverty, physical labor, malnutrition, geographic conditions, disabilities, and
illnesses often cause individuals in this country to age more rapidly than at 60
(Rahman, 2011). As a result of demographic shifts including changes in
geography, socio-economic conditions, and the adoption of western lifestyles,
the elderly population in developing countries is on the rise. In Bangladesh, older
individuals face various unanticipated challenges in their social and familial
lives, such as exclusion, loneliness, and insecurity, due to their reliance on
others, physical limitations, limited social mobility, and poverty (Barkat et al.,
2003). These factors are having an impact on the well-being of older individuals
and their overall quality of life. In determining the quality of life of elders,
factors such as their health status, the availability of social support, and their

psychological state are considered to be crucial (Joshi et al., 2003).

“Quality of Life (QOL) is the general well-being of individuals and
societies”. The World Health Organization's defines Quality of Life refers to how
a person views their place in society, taking into account their cultural and
societal norms, as well as their personal objectives, aspirations, values, and

apprehensions (World Health Organization, 2012).




Quality of life is shaped by various factors, including an individual's
physical health, mental state, degree of independence, social relationships,
personal beliefs, and how they interact with key elements of their environment
(Guyatt, 1993). In Asian developing countries, especially Bangladesh, individuals
aged 60 and above have often lived lives marked by poverty, deprivation, social
insecurity, limited access to healthcare, and poor nutrition. These factors
negatively affect their physical and psychological well-being in old age, making
them largely dependent on family support, a cornerstone of Bangladeshi cultural
values. However, with the rapid urbanization, modernization, industrialization,
and globalization occurring in the country, this family support is waning.
Consequently, the rapid growth of the elderly population is significantly
impacting their health status and quality of life (Khan, 2014).

The Quality of Life is a dynamic concept that evolves over time for every
individual. It is different when a person is a child, a young adult, and when they
reach old age. As the saying goes, "Old men are children for the second time"
(Aristophanes), indicating that the Quality of Life in old age can resemble that
of childhood in certain ways. Old age refers to the later stage of life, following
youth and middle age (Dhamo et al., 2014). It can be observed that elderly people
often become a burden due to financial constraints, family fragmentation,
urbanization, and inadequate healthcare services. Their problems are becoming
more prevalent in this vulnerable situation with each passing day (Faruque et al.,
2006). To provide assistance to elderly people, residential accommodations or
care homes are crucial terms that describe their way of life. Although reaching
an advanced age can be seen as a blessing, it can turn into a burden for a country
if it fails to adequately support its elderly population. These senior citizens
possess a wealth of knowledge, skills, values, traditions, and heritage that can
positively impact the healthy lifestyles of younger generations (Barkat et al.,
2003). Elderly individuals serve as guides for younger generations to follow a
successful life path, but as they age, they often become tired and experience
various physical limitations. In such circumstances, they have the right to receive
special care and lead a healthy lifestyle. Unfortunately, environmental and
physical factors frequently disrupt the quality of life for elderly individuals.

Many age-related limitations stem from organic and functional changes, which



can be managed or adapted to through care and residence in nursing homes.
Given that these individuals spend a considerable amount of time in such
facilities, it is essential to offer the necessary support to ensure their well-being
(de Jesus Martins et al., 2009)

The WHO defines health as, which encompasses not just the absence of
disease and infirmity but also the presence of physical, mental, and social well-
being, has highlighted the growing importance of quality-of-life issues in
healthcare practice and research. Assessing quality of life, which involves
measuring changes in physical, functional, mental, and social health, has become
crucial for evaluating the costs and benefits of new programs and interventions.
In old age, neighbors and friends significantly enhance one's quality of life.
Neighbors typically provide emotional support, while friends offer more
practical assistance. Friendships are especially vital for women in advanced old
age, as they generally maintain more social connections with friends than men
(Walker, 2005).

For elderly people residing in old homes, HRQoL assessments are
particularly important. Many old homes in Bangladesh may not have been
designed or built with the needs of the elderly in mind, and may pose physical,
mental, and social challenges that negatively impact HRQoL. For example, older
homes may have steps or obstacles that can be difficult for elderly individuals to
navigate, or they may be located far away from necessary services, such as
grocery stores or healthcare facilities, making it difficult to maintain their
independence. The quality of life for individuals residing in nursing and
residential care homes, where they spend much of their time, is heavily
influenced by the standard of care provided and the physical environment of the
facility (Parker et al., 2004).

At times, elderly people's quality of life can be negatively impacted by
living in institutional settings, such as care homes. For instance, in these
facilities, individuals reside in communal spaces with limited privacy, and their
relationships with one another are often superficial. They may also have
restricted mobility and limited opportunities to engage with society (Gutsa,
2011).



In Bangladesh, efforts to support senior citizens have been made through
various measures, but their effectiveness is often limited by poor
implementation. The government and NGOs have introduced initiatives such as
pension schemes, the OIld Age Allowance Program (Boyoshko Bhata
Karmashuchi), and the National Elderly Policy under the Ministry of Social
Welfare. These initiatives aim to address social security, healthcare services,
financial security, national awareness programs, and intergenerational
coordination. However, there seems to be a lack of comprehensive planning for

elder care in future policies (M Billah, 2012).

In Bangladesh, some steps have already taken to support the senior
citizens. The elderly population has not been able to benefit from the measures
implemented due to their inadequate implementation. Both government and non-
governmental organizations in Bangladesh have implemented various measures,
such as pension schemes, the Old Age Allowance Program (Boyoshko Bhata
Karmashuchi), and the National Elderly Policy under the Ministry of Social
Welfare, to tackle the issue (Sultana, 2022). These policies emphasize aspects like
social security, healthcare services, financial stability, national awareness
programs, and coordination between generations. However, there is currently an
insufficient strategy in place within future plans to provide adequate care and
support for the elderly (Sharmin et al., 2021). NGOs participate in addressing
concerns related to the elderly to enhance their living standards, although their
actions are not highly impactful (Rahman, 2023). In Bangladesh, the government,
NGOs, and welfare organizations have initiated programs like pensions and the
Old Age Allowance (Boyoshko Bhata Karmashuchi), but due to insufficient
attention and effort to execute these policies, the elderly are deprived of basic
necessities, which negatively affects their quality of life. The objective of the
study was to find out the health related quality of life of elderly living in old

homes.



1.2 Problem Statement

In Bangladesh, a country with low economic status, 36% of the population
resides below the poverty line of earning less than one United States dollar per day
(Atnic et al., 2005). According to PRB (2022), the country's overall population is 171.2
million and has one of the most elevated population densities in the world, with 2140
individuals per square kilometer (PRB, 2022). At present, the senior citizen population
of the nation, who are 60 years old or older, is close to 10.2 million (PRB, 2022). The
United Nations Population Fund (UNFPA) predicts that by 2050, there will be
approximately 36 million people in Bangladesh who are aged 60 or above, making up
about 22% of the country's overall population. As projected by the WHO, by 2030, one
out of every six people worldwide will be aged 60 years or older. Elderly individuals
commonly experience a high prevalence of illness and co-morbidities (Kabir et al.,
2003). However, formal healthcare provision for this demographic remains inadequate.
Our society is not adequately prepared to support the aging population. This issue is not
well incorporated into the government's development strategy, nor is it integral to our
economic planning. According to demographers and economists, the current healthcare
system and available resources are insufficient to meet the growing needs for care and

assistance among senior citizens (Molla, 2022).

Demographer Warren Thompson first introduced the demographic transition
model in 1929. This model comprises four stages: pre-industrial,
urbanizing/industrializing, mature industrial and post-industrial (Baum, 2011).
Bangladesh is now going through the third stage of demographic transition (Bairagi &
Datta, 2001). for Bangladesh, this window of demographic opportunity will close
around 2040 (Bidisha, 2022), therefore the policy focus must be on elderly population

and ensuring health care opportunities for them.

Paraphrasing a John F Kennedy quote, he said, "We could add years to life but

could not add life to years. This has become a big challenge for the elderly."”

Wherefore the study will conduct to describe the HRQoL and proficiency to
examine the association of comorbidities among the elderly for further preparedness.
We are aimed to distinguish the primary and secondary medical demands for the elderly
people (age 60 and above) ensuing the future rise of elderly population in Bangladesh,
which fulfills the dearth of other study and determined about gather all the

5



comprehensive information of health-related problems and vulnerability among the

elderly in Bangladesh.



1.3 Justification of the study

Today's child will become tomorrow's senior citizen, reflecting the brief journey
of a person's lifespan on Earth. In virtually all regions of the world, the elderly
population of the future is expected to possess higher levels of education and refinement
than their predecessors. This will enable them to actively participate in their
communities with enthusiasm. Bangladesh has experienced a decrease in mortality
rates since the mid-twentieth century, and a decline in fertility rates since the late 1970s,
indicating that the country is now in the third stage of demographic transition. This
demographic shift has resulted in a significant increase in the number of young people
and an expanding elderly population (Razzaque et al., 2010). Less economically
developed countries will experience an aging population at a lower stage of economic
development compared to developed countries. This trend will pose significant
implications for policymakers and development planners. As the elderly population
expands, there will be greater demand for healthcare services and welfare initiatives
tailored to their needs. Consequently, this will strain resources, and changes in the
economy may potentially dilute the economic power of the elderly (Islam et al., 2012).
The anticipated rise in the elderly population signals a future need for more hospital
beds, geriatricians, home health aides, and nursing home beds. Furthermore, the ratio
of older individuals, especially those in the oldest age bracket, affects the number of
working-age adults available to offer financial support and serve as home health aides,
geriatricians, and other support roles in healthcare and food services (Waite, 2004). In
recent decades, evaluating HRQoL has become a routine practice in heath research,
supported by a variety of assessment tools (Hickey et al., 2005), It has gained significant
attention for monitoring various health aspects, including the effects of population

interventions on conditions like arthritis (Mili et al., 2003).

This study concentrates on assessing the future capability to provide economic
and caregiving support for the elderly. From a demographic perspective, the elderly
population is at risk of facing financial and healthcare support issues, particularly if
there is a lack of familial support. This could be due to the economic instability of
society, despite increasing women's empowerment and participation in the workforce.
The trend towards nuclear families could also add additional pressure to the elderly

support system. These societal shifts, combined with economic challenges, present a



significant challenge to the support system for the elderly in Bangladesh. It is essential
to address these issues and implement sustainable aging policies within the country's
five-year plan, adopting a phased approach to ensure the enduring viability of the

elderly support system.



1.4 Research Question

» What is the Health Related Quality of Life among Elderly People Living in Old

Homes?

1.5 Objectives

General objective -

To trace out the Health Related Quality of Life among Elderly People Living

in Selective Old Homes

Specific objectives -

To demonstrate the socio-demographic characteristics among the
participants.

To scrutinize the health related quality status among the participants.
To identify the difference in quality of life related to gender.

To find out the predictors of quality of life among the participants.



1.6 Conceptual framework

Independent Variables ‘ Dependent Variables \

Socio demographic variables: Age, gender,

educational status, occupation, financial
status.

|

Physical factors: Height, Weight, BMI,
Sleeping hours, Smoking status.

|

Nutritional factors: Dietary habits, Meal ]

QoL among elderly people living

in old homes

frequency, Water consumption.

|

Comorbidities related factors: Diabetes,
Cardiac disease, Stroke, Respiratory
disease, Thyroid dysfunction, Dental
disease, Arthritis, Low back pain

10



1.7 Operational definition:

Older People: On November 17, 2013, the cabinet endorsed the National Policy on
Older Persons, officially designating elderly individuals as senior citizens in alignment
with United Nations policy. On November 29, 2014, President Abdul Hamid of
Bangladesh declared that citizens aged 60 years or older in the country would be

recognized as senior citizens (S. Alam, 2015).

Health related quality of life (HRQoL): It is a multifaceted concept that includes
physical health, role functioning, social interactions, and psychological well-being and
functioning (de Wit & Hajos, 2013).

Old home: A facility where elderly individuals can reside together and receive care
when they are unable to care for themselves due to weakness or illness (Old People’s
Home, 2023)

Health: The WHO constitution states: "Health is a state of complete physical, mental
and social well-being and not merely the absence of disease or infirmity." (World
Health Organization, 1984).

Independence: Independence refers to the capacity of an individual to carry out their
daily living tasks or ADLs. The capability to conduct tasks on one's own guarantees the

person's ability to reside independently in their home environment (Curzel et al., 2013).

Emotional wellbeing: Emotional well-being pertains to an individual's comprehension
and acknowledgement of their emotions, as well as their ability to cope with various

life circumstances (Sissons, 2022).

Social relationship: In a general sense, social relationships refer to the connections
people maintain through ongoing interactions that hold personal significance for them.
This encompasses relationships with family, friends, neighbors, coworkers, and others,
but excludes brief or superficial interactions deemed of minimal importance (such as
transactions with service providers or retail employees). Researchers in behavioral
medicine often prioritize a person's social network or informal ties over formal

relationships with clergy, doctors, or other professionals (August & Rook, 2013).

Disability: A disability refers to any impairment of the body or mind that makes it

challenging for the individual affected to perform specific activities (activity limitation)

11



and engage fully with their surroundings (participation restrictions) (World Health
Organization, 2022).

Vulnerable Elders: Older individuals facing heightened risks of health decline are a

crucial focus for medical intervention (Saliba et al., 2001).

Morbidity: Morbidity refers to the presence of a disease or its symptoms, the
prevalence of disease within a population, or medical issues resulting from a treatment
(National Cancer Institute, 2011).

Community: A community is defined as the individuals residing in a specific area or
those regarded as a single entity due to their shared interests, social group, or nationality

(Cambridge Dictionary, n.d.)

Prevalence: In epidemiology, prevalence indicates the proportion of a particular
population affected by a medical condition, such as a disease or a risk factor like
smoking or seatbelt use, within a specific time frame. To determine prevalence, the
number of individuals with the condition is compared to the total population studied,
with the outcome expressed as a fraction, a percentage, or the number of cases per
10,000 or 100,000 people. Prevalence is frequently utilized in studies involving

questionnaires (Wikipedia, 2023)

Determinants: A factor which decisively affects the nature or outcome something

(Vocabulary, n.d.).

OPQOL-35: The OPQOL is a newly developed measure of quality of life (QoL)
consisting of either 32 or 35 items. It uses a 5-point likert scale from “strongly agree”
to “Strongly disagree” to rate questions in the domains of overall life, health, social
relationships and participation, independence, control over life and freedom, home and
neighborhood, psychological and emotional wellbeing, financial circumstances,
religion/culture. All the positive responses are reverse coded where higher score
represents better quality of life (QoL) (Bowling, 2010).

Likert Scale: Likert scale is a psychometric (i.e. the measurement of psychological
constructs-emotions, attitudes, behaviors) tool that is usually used in questionnaires to
determine individuals level agreement with a particular statement or phenomena. The
most common way of measuring responses in survey research is also commonly

referred to as the rating scale. The scale is named after psychologist Rensis Likert
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(Likert, 1932). Respondents provide their level of agreement or disagreement with
statements, a symmetric agree-disagree scale in likert item. Those values express the
level their consent the attach to each item. As a result, likert scale are used in business,
marketing, statistics, psychology and the social sciences. Likert items are statements
that respondents rate by placing a mark on a continuum, such as strongly agree to
strongly disagree. Symmetry and balance in likert scale items are hallmarks of good
item design. Symmetry means that there are an equal number of positive and negative
positions around a neutral value, while balance ensures that the scale is balanced so that
it is possible to make quantitative comparisons differentiating between levels on a
response scale such as when averaging over items applied on a greater than two points

response scale (Bush and Burns, n.d.).

Sustainable Development Goals (SDGs): The Sustainable Development Goals
(SDGs), otherwise known as the Global Goals, are a universal call to action to end
poverty, protect the planet and ensure that all people enjoy peace and prosperity. No
poverty, zero hunger, good health and wellbeing, quality education, gender equality,
clean water and sanitation, affordable and clean energy, decent work and economic
growth industry, innovation and infrastructure, reduced inequalities, sustainable cities
and communities, responsible consumption and production, climate action, life below
water, life on land, peace, justice and strong institutions, partnerships for the goals. The
SGDs also detail the affinities between economic, social and environmental pillars of

sustainable development by placing emphasis on sustainability.

The SDGs adopted in 2015 by the United Nations General Assembly (UNGA) as part
of the post-2015 development agenda, following the completion of Millennium
Development Goals that year. Informally known as Agenda 2030, the goals were
enumerated and built upon in a UNGA resolution adopting the 2030 agenda. The
UNGA adopted resolution on July 6, 2017 regarding the targets with more specifics
and introduced indicators to enable faster migration of the SDGs from concept to
practice. While a few of the goals have no deadline, the majority are to be met within
the next fifteen years (United Nations, 2017)

Frutis: Fruits refers to botanical structures derived from the mature ovaries of
flowering plants, typically containing seeds, developed as a result of fertilization. In a

culinary context, fruits are often characterized by their sweetness and are commonly
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consumed as part of a balanced diet, contributing essential vitamins, minerals, and
dietary fiber. Examples include apples, oranges, berries, and bananas. This definition
distinguishes fruits from vegetables, emphasizing their botanical origin and the

presence of seeds (Lewis, 2001).

Vegetable: Vegetables refers to the edible parts of plants that are consumed as part of
the human diet, excluding fruits, nuts, seeds, and grains. Vegetables are typically
characterized by their savory taste and are rich in essential nutrients such as vitamins,
minerals, and dietary fiber. Common examples of vegetables include leafy greens (e.g.,
spinach, lettuce), root vegetables (e.g., carrots, potatoes), cruciferous vegetables (e.g.,
broccoli, cauliflower), and legumes (e.g., peas, beans). This definition emphasizes the
plant-based nature of vegetables and their role in providing nutritional benefits to

individuals.

Milk products: Milk products refers to food items derived from milk and its
components through various processes such as fermentation, coagulation, or separation.
These products include dairy items such as milk, cheese, yogurt, butter, and other
derivatives. Milk products are characterized by their nutritional content, specifically
being rich in calcium, protein, and other essential vitamins and minerals. This definition
emphasizes the diverse range of consumable products obtained from milk, each offering

distinct taste, texture, and nutritional profiles (Tunick & Van Hekken, 2015).
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Chapter 2 LITERATURE REVIEW

2.1 Introduction

This section provides an overview of the global elderly population, with a
special focus on Bangladesh. It explores the number of elderly individuals worldwide
and in Bangladesh, comparing the quality of life for seniors in developed and
developing countries. The section also delves into the services available for the elderly
in Bangladesh, ultimately highlighting the quality of life for seniors specifically in
Bangladesh.

2.2 Elderly

The elderly stage of life refers to the period following youth and middle age.
According to the United Nations, individuals over 60 years old are considered elderly.
WHO notes that in developing countries, old age may be defined by changing or lost
roles and the reduced ability to actively contribute to society (Dhamo et al., 2014). The
term “elderly” refers to individuals characterized by their age, changes in social roles,
and decline in functional abilities. In many developed countries, “old age” is often
defined by the point at which individuals retire from paid work and become eligible for
pension benefits, typically around the ages of 60 or 65. (World Health Organization,
2015). While most countries globally consider 65 years as the standard age defining
elderly individuals, Bangladesh defines individuals as those aged 60 years or older.

Notably, the elderly population in Bangladesh is growing steadily (Khan, 2014).

The process of ageing is something that is experienced universally and it can be
traced back to the emergence of life approximately 3.5 billion years ago. The various
theories that attempt to explain the process of aging should be utilized, whenever
possible, to address practical issues such as the application of the free radical theory of
aging. Societal measures that were previously established to provide adequate care for
elderly individuals are no longer sufficient due to changes in lifestyle, an increasing
percentage of elderly people, declining birth rates, and a smaller workforce to support
the elderly. However, new measures are being proposed to address this issue. There is
potential for significant progress in extending the functional lifespan and enhancing the
quality of life for older individuals (Harman, 2006).
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It is unlikely that most individuals can achieve successful aging according to all
the criteria. However, successful aging should be regarded as an ideal state that should
be strived for, viewed through multiple dimensions, and placed on a continuum of
accomplishment rather than judged through oversimplified norms of success or failure.
Although ongoing research exists on this topic, abandoning the term "successful aging"
would not be beneficial. Instead, adopting a more comprehensive viewpoint would be
relevant and advantageous for elderly individuals (Bowling & Dieppe, 2005).

2.3 The elderly people in Bangladesh

Population aging is a global issue that currently affects or will soon impact
nearly every country worldwide. The elderly population is expanding rapidly across the
globe (Lee et al., 2010). According to the WHO report, the current global population
of elderly individuals exceeds 600 million. Projections indicate that this figure is
expected to double by 2025 and reach 2 billion by 2050 (Khaje-Bishak et al., 2014). In
1999, the Indian government introduced a nationwide policy for the elderly, leading to
a gradual increase in the proportion of elderly individuals in India from 6.8% in 1991
to 8.6% in 2011. Projections suggest this percentage will rise to 19% by 2050 (Hameed
et al., 2014, Shahanaz, 2015). Bangladesh, recognized as one of the least developed
countries with the highest population density globally, had a population of 171.2
million in 2022 (PRB 2022). As of that year, 6.2% of the population, representing over
10.2 million people, were aged 60 years and older (PRB, 2022). Approximately 80,000
individuals join this age group each year. Unlike wealthier nations, Bangladesh faces a
swift rise in its aging population, leaving less time to address associated challenges.
Factors like the decline of landlines, rural-to-urban migration, and changes in lifestyle
leading to smaller families have left the elderly population in Bangladesh particularly
vulnerable. Poverty and social isolation pose significant threats to their overall well-
being (Ahmed et al., 2005).

In Bangladesh, elderly care is primarily the responsibility of families and the
wider community. Adult children, particularly sons, are viewed as the primary
providers of economic and security assistance to their parents, especially during times
of illness, natural disasters, and old age. Reflecting its Asian heritage, Bangladesh has
a strong cultural and religious tradition of familial and community care for the elderly,

with an expectation that families and communities will undertake this responsibility.
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However, the traditional extended family and community care system in
Bangladesh has been disrupted by various factors including rapid socioeconomic and
demographic changes, widespread poverty, evolving social and religious values, and
the influence of Western culture. Consequently, many elderly individuals in
Bangladesh face significant challenges such as inadequate financial support, age-
related health issues, limited access to proper healthcare facilities, social exclusion and
neglect, deprivation, and socioeconomic insecurity (Islam et al., 2012). However, this
traditional support system is gradually becoming less effective. The main reason for the
decline in support for elderly individuals is the shrinking size of families. Moreover,
families' inability and reluctance to provide care for the elderly are significant

contributing factors to this issue (Khan et al., 2014).

Most elderly individuals in Bangladesh live in rural areas where opportunities
for earning income are notably difficult due to several barriers. These include physical
limitations or poor health, age-related discrimination, limited access to capital,
restricted decision-making power within households, social constraints on mobility,
and insufficient skill development. Elderly women encounter greater challenges than
men in pursuing work outside their homes due to biases related to both age and gender.
Cultural and social norms constrain their activities, limiting their opportunities for
income generation through employment, a situation less prevalent in urban settings
(Barkat et al., 2003).

2.4 Quality of life in elderly

Aging is a natural process characterized by gradual changes in metabolic
activity and a decline in cell regenerative capacity. Globally, average lifespans have
been increasing due to factors like genetics, lifestyle choices, healthy diet, avoidance
of smoking, and physical activity. However, elderly individuals often face higher risks
of developing multiple health conditions due to reduced physical and mental functions.
Emotional challenges such as loneliness, diminished sexual activity, and chronic

metabolic disorders can also impact their quality of life.

WHO defines quality of life as an individual’s subjective assessment of their
position in society, influenced by their cultural background, values, goals, expectation,

standards, and concerns. It encompasses a state of overall well-being that is achieved
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through a combination of physical, functional, emotional and social factors. Factors
such as poverty, limited access to education and healthcare, and social isolation can all
contribute to a reduced quality of life among elderly individuals (Khaje-Bishak et al.,
2014). The concept of quality of life is widely acknowledged as a vital component of
overall well-being. Encompassing both tangible aspects such as income, living
conditions, access to services and environmental factors. It also includes dimensions
like close relationships, social well-being, community engagement, and societal
participation, as well as health factors such as physical health, fitness, mobility, and
symptoms of illness. Emotional well-being, which involves emotions, self-esteem,
spirituality, and cognitive functions, is also a significant component. Additionally,
productivity indicators such as job satisfaction, competence, autonomy, and meaningful

roles are important aspects of quality of life (Huusko et al., 2006, Shahanaz, 2015).

The concept of quality of life for older adults is shaped by a range of factors,
including their physical and mental health, living environment, psychological well-
being and social connections (Browing et al.,, 2013). For instance, assessing an
individuals physical abilities is essential in evaluating their quality of life, as it directly
affects their overall health. Health-related quality of life refers to how someone
perceives their health status, overall well-being and experiences with illnesses or
diseases (Huusko et al., 2006, Shahanaz, 2015). The quality of life in elderly care
settings hinges significantly on factors such as physical comfort, functional capabilities,
privacy, independence, dignity, engaging activities, positive relationships, and safety.
Psychological and social well-being are also pivotal in shaping quality of life. Chronic
illnesses can diminish quality of life among elderly individuals, but behavioral,
psychological, and social support can mitigate these effects. Adopting healthy habits
and maintaining control over daily activities can positively impact well-being despite
health challenges. Social resources, including participation in social activities and
receiving support from others, play a crucial role in enhancing quality of life.
Additionally, financial resources are essential for maintaining a standard of living that
allows elderly individuals to sustain independence, stay socially connected, and access

necessary healthcare (Browing et al., 2013).
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2.5 Health care measures for elders

An individual's decision to seek healthcare services is influenced by various
factors, such as their present health condition and their ability to access healthcare.
Ideally, healthcare utilization would be based solely on the health needs of an individual
or community. However, in reality, this is not the case. There have been numerous
studies over the past few decades to understand why patterns of healthcare utilization
vary among individuals. Several theoretical models have been proposed to explain the
factors that influence healthcare utilization, including economic, psychosocial,
behavioral, and epidemiological factors, in order to better understand the extent to
which different variables impact the decision to seek healthcare services (Hulka et al.,
1985).

The proportion of elderly individuals in a country's population varies across the
three stages of economic development. The most developed countries in the region have
around 12-14% of their population in the 'elderly’ category, while the middle group has
about 9%, and the developing countries have approximately 4-6%. These differences
are mainly due to varying life expectancies at birth, which are linked to a country's
economic well-being and healthcare standards. The comprehensiveness of formal
services for the elderly also varies across these stages of development. Australia and
Japan have the most extensive provision of income maintenance, healthcare, and
institutionalization facilities. Japan has a strong familistic culture where the elderly are
often supported within the families of their children. Hong Kong, Singapore, and South
Korea fall into a middle stage of economic development, with varying degrees of
financial assistance and residential facilities. South Korea is just beginning to face the
problem of a growing elderly population, while the Philippines has a relatively
developed social and health care support system for the aged. Other countries in the
region have little in terms of specialized health care facilities or income-maintenance
programs for the elderly (GORE, 1985).

The results of a study offer many opportunities for further exploration in
developing social and health policies aimed at improving the protection and
independence of elderly individuals. It is important that family and social interactions
are taken into account when designing these policies. The significant proportion of

elderly individuals who are dependent or living alone highlights the need for support
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services that can help them maintain their independence according to their level of
frailty. The importance of medical services also underscores the need for new
healthcare policies that meet the needs of the aging population. To achieve this, it is
necessary to have an adequate number of primary care professionals (such as family
physicians, nurses, and social workers) who are trained to care for the elderly, as well
as specialists in geriatrics. There is a great need for preventive gerontology, and
physicians should spend more time caring for older patients, their families, and their

caregivers (Fernandez-Olano et al., 2006).

Initially, Canada’s 1984 Canada Health Act did not require home care as a
covered benefit. However, under the current administration led by Prime Minister
Justin Trudeau, a significant investment has been announced to support home and
community-based care. This initiative aims to improve access to services and provide
support to caregivers, with the goal of reducing inequalities in service access
(MacKendrick, 2017). Australia has launched a centralized online platform for
community-based care services, aiming to simplify access for seniors to a range of
services and subsidies, including home care, meal delivery and palliative care

(Australian-Government Subsidised Aged Care Services, 2017).

In the United States, there are several healthcare measures in place to ensure the well-

being of elderly individuals. These include:

e Medicare: This is a government funded health insurance program that offers
coverage to seniors (65+) and individuals with disabilities. It provides
comprehensive medical benefits, including hospital stays, doctor appointments
and preventive care services, to help ensure access to quality healthcare
(Medicare, 2023).

e Medicaid: It is a joint federal-state program that provides healthcare coverage
to low income individuals, including seniors who meet certain income and asset
requirements. This program helps ensure that those who are most in need of
financial assistance can access essential medical services (Medicaid, 2023).

e Social Security: This is a federal program that offers retirement benefits to
elderly individuals who have contributed to the system through their work and

payments over their careers (Social Security Administration, 2023)
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o Affordable Care Act (ACA): This federal law, commonly referred to as
Obamacare, expanded healthcare access for millions of Americans, including
elderly individuals, through subsidies aimed at facilitating the purchase of
health insurance (health care, 2010)

e Older Americans Act (OAA): This federal law allocates funding for various
programs and services designed to enhance the health and well-being of elderly
individuals. These include nutrition programs, caregiver support, and
transportation services (Administration for community living, 2020).

The region is already experiencing the effects of aging populations, prompting
governments to prepare for the future. Currently, 21 countries in the region have
implemented national policies for older adults, while 12 countries have enacted laws
specifically addressing their needs. Additionally, 8 countries have established dedicated
bodies within their ministries to focus on aging issues. Many countries are making
progress in providing social protection and care for older individuals. For example,
Thailand has introduced a universal social pension for those 60 and older, which has
been adjusted to a progressive rate based on age. The country has also established an
elderly fund support to support activities organized by elderly group. Ongoing efforts
are being made under the UN’s social protection floor initiative, with support from

relevant ministries (UNFPA & HelpAge International, 2012)

India’s National Policy on Older Persons was established in 1999 with the goal of
ensuring the well-being of elderly individuals and facilitating their active participation
in society. The policy aims to cater to the needs of older persons across various domains
such as healthcare, social security, housing, and financial support. It outlines several
key initiatives including healthcare and nutritional provisions, promoting active and
productive aging, and supporting caregivers. Additionally, the policy strives to
safeguard older persons from abuse, neglect, and social discrimination. Under this
policy, the Indian government has implemented various programs and initiatives. These
include the National Program for Health Care of the Elderly, which offers healthcare
services tailored for elderly individuals, and the Indira Gandhi National Old Age
Pension Scheme, providing financial aid to elderly individuals below the poverty line.
The policy also emphasizes fostering intergenerational bonds and ensuring the
involvement of older persons in societal development processes. Recognizing the

significant role older individuals can play in society, the policy aims to create
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opportunities for them to contribute to community well-being. Overall, India's National
Policy on Older Persons is designed to address the specific needs and challenges faced
by elderly people in the country, promoting their welfare and enhancing their active
participation in society (Ministry of social justice and empowerment, Government of
India, 2011). The government of Sri Lanka has implemented several measures to
improve the health of older persons, including the establishment of geriatric clinics and
day-care centers, and the provision of home-based health care services (Samaraweera
& Maduwage, 2016). The government of Nepal has established geriatric clinics and
home-based care services for older persons. It has also implemented programs to
provide health care services and social support to older persons in rural areas (Public
health update, 2022).

2.6 Elderly in Old Homes

A range of studies have explored the experiences of elderly individuals in old
age homes. Dubey found that those in old age homes often feel neglected and burdened
while Vanitha highlighted the physical and mental health issues faced by these
individuals (Dubey et al., 2011; Vanitha, 2014). Menezes discussed the emergence of
old age homes in India due to changes in family structure, and the need for these homes
to provide a meaningful existence for the elderly (Menezes & Thomas, 2018). Carter
focused on the prevalence of environmental hazards in the homes of older people,
which could potentially impact their safety and wellbeing (Carter et al., 1997). These
studies collectively underscore the importance of addressing the physical, mental and

environmental needs of elderly individuals in old age homes.

The quality of life of elderly people in old age homes is influenced by various
factors. Including their physical, psychological, social and environmental wellbeing
(Chandrika et al., 2015; Kengnal et al., 2019; Panday et al., 2015). Studies have found
that elderly individuals living in urban areas tend to have higher quality of life scores
in these domains compared to those in rural areas and old age homes (Kengnal et al.,
2019). However, the quality of life in old age homes can be better than in family setups,
particularly in terms of physical and social domains (Panday et al., 2015). The
availability of facilities and the type of old age home can also impact the quality of life,

with private old age homes generally providing better services (Gupta et al., 2014).
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2.7 Health care measures for elders in Bangladesh

The vast majority of elderly individuals in Bangladesh reported experiencing
health issues, and many reported experiencing multiple health problems. Women and
rural residents reported more health issues than men and urban residents, respectively.
Socioeconomic factors were not found to have a significant impact on the reporting of
health problems. In Bangladesh, family members played a crucial role in providing
support to the elderly. Emotional, practical, and material support was mainly provided
by the spouse, daughter, son, and daughter-in-law. While elderly individuals received
support from their family members, they also reported providing support for household
activities and financial needs. The government of Bangladesh has established
community-based health care services for the elderly, including medical check-ups,
health education, and screening for common health problems such as diabetes and
hypertension (Kabir, 2001).

In accordance with the WHO world health statistics report, the promotion of
optimal physical and mental health across all ages demographics is of paramount
importance in achieving the sustainable development goals (World Health
Organization, 2016). While Bangladesh has demonstrated significant advancement in
fulfilling various SDG targets, there remains a noticeable deficiency in progress
regarding physical and mental health concerns among the elderly population.
Regrettably, geriatric mental health is often relegated to a position of low priority in
Bangladesh (M. R. Alam et al., 2021; Mazumder et al., 2020).

The current deficiencies in geriatric care could deteriorate further during the
COVID-19 pandemic, potentially resulting in higher mortality and morbidity rates
among older adults who are particularly vulnerable to infection and may face
inadequate healthcare. To sustain the advancements achieved in enhancing public
health through preventive measures in recent decades, policymakers and other
stakeholders must prioritize geriatric care lessons derived from the COVID-19

pandemic (Hossain et al., 2020).

A comprehensive survey was conducted from November 2019 to January 2020,
encompassing 478 households, each with at least one member aged 60 or above. The
survey findings indicated that an approximate percentage of 93% of elderly respondents
reported experiencing an illness within the preceding six months. Of particular concern,
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84% of these health conditions were identified as chronic in nature. The most prevalent
ailment was hypertension and other common health issues included gastric or ulcer
problems, followed by pain. Additionally they also reported suffering from diabtetes,
while few cases reported cardiac disease. Weakness was reported while asthma
affected. Furthermore, the elderly population reported experiencing flu or cough,

arthritis and eye infections (Tithila et al., 2021).

Without a home-based care program for older adults in Bangladesh, individuals
dealing with health issues have no alternative but to consider institutional services
(Hossain etal., 2020) , This is particularly significant given that over sixty-three percent

of the country's population resides in rural areas (The World Bank, 2016).

The Probin Hospital, located in Dhaka's Sher-E-Bangla Nagar, is a specialized
geriatric hospital with doctors who have expertise in geriatric medicine. The hospital
receives approximately 3,700 older patients seeking medical assistance every three

months on average.

Recognizing the concerning aging demographic in the country, Professor Dr. A
K M Abdul Wahed, a prominent physician in the region, founded an organization in
1960 known today as the Bangladesh Association for the Aged and Institute of Geriatric
Medicine (BAAIGM). BAAIGM is the oldest and largest non-governmental
organization dedicated entirely to addressing aging issues, focusing on the healthcare
and well-being of older persons regardless of their background, in partnership with the
Government of Bangladesh (GoB) and various national and international organizations
(‘Overview — Bangladesh Association for the Aged and Institute of Geriatric Medicine’,
n.d.). Out of the 92 branches of the Bangladesh Association for the Aged & Institute of
Geriatric Medicine (BAAIGM) nationwide, only 63 branches are presently operational.
The central branch located in Dhaka's Sher-E-Bangla Nagar is the sole branch equipped
with a full hospital setup, offering both indoor and outdoor healthcare facilities (Tithila
etal., 2021).
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Chapter 3 METHODS AND MATERIALS

3.1 Study design

The research employed an observational approach with quantitative data and a
cross-sectional study design. This method was chosen because mixed methods are
suitable for this study, given the straightforward and well-defined nature of the issue,
which required minimal time for completion (Brannen, 1992). Cross-sectional studies
are a cost-effective type of observational research that can be conducted relatively
quickly (MacDonald et al., 2011). Self-administered structured questionnaire was
consisted of cross-sectional study design to gather data on HRQoL of elderly patient

living in selective old homes in Dhaka.

The objective of this research was to examine the health related quality of life
among the elderly population in Bangladesh. The methodology employed for this study
involved the use of various documentation techniques, networking and quantitative
tools. The primary sources of information for this research were derived from a
comprehensive literature review conducted using search engines such as Google
Scholar and PubMed, spanning the time frame from 1974 to 2022. Key search terms
included “health related quality of life of the elderly”, “aging”, “elderly”, “old homes”,
“nursing homes:, :caregiving homes:, “health measures”, “Bangladesh”, and “world”.
This study was conducted as a fulfillment of the final year requirements for the Master
of Science in Rehabilitation Science degree at Bangladesh Health Professional Institute,

CRP, Dhaka, Bangladesh.

3.2 Study area

Data were collected from Old Rehabilitation Center, Gazipur; Bangladesh
Association for the Aged and Institute of Geriatric Medicine, Agargaon; Apon Vubon,

Uttara; Subarta Trust, Manikganj.

3.3 Study period

The duration of study was one year. The study was conducted from October 2023 to
March 2024.
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3.4 Study population

The study populations comprised of both female and male people who are age 60 or

above and living in old homes.
3.5 Inclusion criteria and Exclusion criteria
Inclusion criteria:

e Age range: 60 years and above of old people (Khan et al., 2014).
e The elderly people who are living at an old home.

e Both male and female was included (Khan et al., 2014).
e Respondents must be willing to participate in the study.

Exclusion criteria:

¢ Respondents those who were severely ill.
e Apart from male and female another gender was be excluded.

e Patients those who were psychologically unstable.

3.6 Sample size

Sample sizes were determined by the calculating the following equation

2
z d‘;’q (Hannan, 2007)

n=

Here,
n = Desired sample size

Z = Standard normal deviate usually set at 1.96 which correspondents to 95%

confidence level.
p = Proportion of the population estimated to have a particular characteristic.
q=1-p
d = Degree of accuracy desire, usually set at 0.05%

Satisfaction level,

(20.4% Khan, Islam and Shahiduzzaman 2014)

(16.3% (Zahan et al., 2019)
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Where,

Z = confidence level= 95% for this study

p = estimated proportion rate of patient satisfaction 16.3% = 0.163
q=1-p = (1-0.163) = 0.837

n = desired sample size is= 210

3.7 Sampling technique

Samples was selected conveniently to interview the study population considering the

inclusion and exclusion criteria.
3.8 Data collection procedure

Permission was be sought from the participants by the investigators prior to data
collection. Each participant was provided with a written consent form and a form was
be created based on inclusion criteria. The data was collected through the use of a
structured questionnaire, specifically the OPQOL-35, which is a closed-ended

questionnaire aimed at measuring the quality of life of older individuals.
3.8.1 Translation and Linguistic validation

In 1999, a group of experts from the pharmaceuticals industry, academia and
contract research organizations (CROs) gathered at the ISPOR Third Annual European
Congress in Antwerp to discuss the challenges and best practices of translating and
adapting patient-reported outcome measures for use in clinical trials and research. The
attendees shared their knowledge and experience in this area, with some having already
worked on translating and adapting PRO measures for various studies (Guidetti et al.,
2014). In January 2007, the ISPOR health science policy council resolved to establish
a dedicated task force focused on translation and linguistic validation. This decision
was subsequently endorsed by the ISPOR board in March 2007, Thereby formally
authorizing the creation of task force (Wild et al., 2005). It is imperative that researchers
exercise caution when selecting and utilizing questionnaires, as the accuracy of their
findings is contingent upon the careful assessment of the measurement properties of
these instruments. To ensure the validity of their research, investigators must

meticulously choose the most suitable tools and possess an profound understanding of
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the instruments they intend to employ, including their constituent items, domains,
formats and measurement characteristics. The reliability of the data collected from
these instruments is directly dependent on their psychometric properties, thereby
necessitating a thorough evaluation of these attributes prior to their utilization (Souza
et al., 2017). As the global clinical trials landscape continues to expand, there is a
growing imperative to translate and adapt patient-reported outcome (PRO) instruments
into languages other than the original English-based source. This demand is driven by
the increasing participation of countries such as India and China in clinical research.
Given that many PRO instruments originate from English-speaking countries, it is
crucial to translate and adapt them to accommodate the linguistic and cultural nuances
of other nations, thereby ensuring their accuracy and relevance in diverse settings (Wild
et al., 2005). The linguistic validation adhered to an internationally recognized
translation methodology and was conducted using a well-established process that

includes the following standard steps:
Forward Translation

The aim of this phase was to produce a version in the target language that closely
mirrors the original questionnaire in both meaning and concept. To achieve this goal,
the process includes clarifying the meaning of each item in the original questionnaire
with the author and ensuring that translators in different languages have a shared
understanding of the concepts and items. This ensures that the translations accurately
convey the original meaning (Mgbeojedo et al., 2022). Two skilled translators, fluent
in both the source language and native speakers of the target language, were assigned
to independently create two separate translations of the original questionnaire. A final
version of the translation was subsequently developed by comparing and harmonizing
the differences between these two translations (Arafine, 2019; Seventer et al., 2010).

Backward Translation

The reconciled translation was then back-translated into the source language by
a professional translator who is a native speaker of the target language and fluent in
English, and who had no prior knowledge of the questionnaire. This backward
translation was subsequently compared to the original questionnaire by a
multidisciplinary team, resulting in the creation of a second reconciled version in the

target language. Throughout this process, any discrepancies or linguistic issues that
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arose were identified and addressed, leading to necessary modifications (Mgbeojedo et
al., 2022).

3.9 Data collection tool

Data was conducted by semi structured questionnaire, pen, paper, file, clip, board and

check list.
3.10 Data Analysis

SPSS 26 version software was used in data entry and analyzing the results of
data. Frequency, percentages, mean and standard deviation will be used to calculate the
data. Student’s t-test, ANOVA were used to compare means, bivariate analysis was
used to identify the correlation between factors and QoL. Multivariate logistic

regression test were used to analyze the predictors of QoL.
3.11 Ethical consideration:

The protocol was required to be approved by the ethical review committee of
the Bangladesh Health Professional Institute. Throughout the study, guidelines from
the Institution Review Board (IRB) and World Health Organization (WHO) research
were strictly followed. Written informed consent was obtained from all participants
upon enrollment, and verbal consent was also sought when necessary. The consent form
included the study title, objectives, data collection procedures, expected duration,
confidentiality measures, and anticipated outcomes. Participants were briefed in simple
and clear language about the study results before data collection, and they were
informed of their right to withdraw from the study at any time. Proposal information
about participants was kept strictly confidential, and data provided by participants were

analyzed using coded identifiers to ensure anonymity.
3.12 Informed consent

Participants were provided with a written consent form before completing the
questionnaire, which included a space for their signature. The consent form assured
participants that they had the right to refuse to answer any questions during data
collection and could withdraw from the study at any time without consequences.
Participants were also assured that their confidentiality would be strictly maintained,

and any information used in presentations or publications would not identify them
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personally. They were informed that the research results would not be harmful to them,
and that there might not be any direct benefit from participating. All information
gathered in the study was coded anonymously to protect confidentiality and ensure that
participants could not be personally identified in any publications reporting the study's

findings.
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Result

4.1 Sociodemographic characteristics of the participants
4.1.1 Distribution of participants according to age (n = 210)

Figure. 1: Distribution of the participants by age group
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The study was conducted on 210 participants of both male and females. Participants
mean age was 71.16 (SD * 7.654) years. The minimum age was 60 and maximum was
95 years. Among the participants, the greater number were the range 60-69 and the
frequency was 98. Among the age groups, 60-69 years were 46.7%, 70-79 years were
34.8% & 80 and above were 18.6%, (Figure. 1).
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4.1.2 Distribution of participants according to gender (n = 210)

Figure. 2: Distribution of the participants by gender
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Figure. 1 showed that among the participants (n = 210), male was 100 (47.6%) and
female was 110 (52.4%).
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4.1.3 Distribution of participants according to marital status (n = 210)
Figure. 3: Distribution of the participants by marital status
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Table. 2 showed that among the participants (n = 210), 63 (30%) were married, 14
(6.7%) were unmarried, 81 (38.6%) were widow, 32 (15.2%) were widower, 20 (9.5%)

were divorced.
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4.1.4 Distribution of participants according to education (n = 210)
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Figure. 4: Distribution of the participants by educational qualification
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Table. 3 showed that among the participants (n = 210), received No formal education
85 (41.4%), Primary education 46 (21.9%), Secondary education 25 (11.9%), Higher
secondary education 25 (11.9%), Graduation 20 (9.5%), post-graduation 7 (3.3%).
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4.1.5 Distribution of participants according to monthly family income (n = 210)

Table. 1 showed that mean monthly family was 40,904.76 (SD + 34,647.790) BDT.
The minimum monthly income was 15,000 and maximum was 250,000 BDT. Among
the participants, the greater number were the range 20000 to 39999 and the frequency
was 122. Among the monthly income categories, below 20000 BDT were 4.3%, 20000
to 39999 BDT were 58.1%, 40000 to 59999 BDT were 23.8%, 60000 and above were
13.8%.

Table. 1: Distribution of the participants by monthly family income

Monthly family income Frequency Percent Mean + SD
Below 20000 9 4.3%
20000 to 39999 122 58.1%

40,904.76 £
40000 to 59999 50 23.8%

34,647.790
60000 and above 29 13.8%
Total 210 100.0%
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4.1.6 Distribution of participants according to Old homes (n = 210)

Table. 2 showed that showed that 70.5% of the participants were from Old
rehabilitation center, 12.9% from BAAIGM, 14.3% from Apon Vubon & 2.4% from
Subarta Trust.

Table. 2: Distribution of the participants by old homes

Characteristics All Male Female Chi- P-

(n =210) (n =100) (n=110) |square | value

Old homes (%) 57.27 | 0.000

Old Rehabilitation | 148 (70.5) 95 (95) 53 (48.2)

Center

BAAIGM 27 (12.9) 5(5) 22 (20)

Apon Bhubon 30 (14.3) 0(0) 30 (27.3)

Subarta Trust 5(2.4) 0(0) 5(4.5)
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4.2 Physical health related factors of the participants

Table. 2 shows that mean BMI was 23.78 (SD * 4.43) kg/m?2. The mean BMI
was higher in females (24.74 kg/m?) than males. Body mass index was categorized
according to Centers for Disease Control and Prevention (CDC) (Weight, 2015).
Among the participants, the greater number were the range 18.5-24.9 (Normal weight)
and the frequency was 114. Among the body mass index categories, Underweight were
17.6%, Normal weight were 54.3%, Overweight were 17.6%, 30 and Obese were
10.5%.

Among the participants (n = 210), most of them included vegetables sometimes
(46.2%), included fruits sometimes (46.2%), included fish or meat or egg or lentil

sometimes (44.3%) and included milk or milk product sometimes (5.5%) in their diet.

Among the participants (n = 210) regarding water consumption in 24 hours, the
greater number were the range >1 % liters (60%). Among the water consumption groups
up to 1 % liters were 40%.

Regarding daily sleep duration, among the participants (n = 210), the greater
number were the range 3-5 hours (36.2%). Among the sleep duration categories 6-7

hours were 34.8% and 8 & above hours were 29%.

Table. 3: Distribution of the participants by Physical health, diet status related factors.

Characteristics All Male Female Chi- P-

((AN)! (n =100) (n=110) |square | value

Body Mass Index, | 23.78 + 4.43 | 22.72 £ 3.88 | 24.74 + 4.70 0.001

mean + SD

Body Mass Index 11.69 | 0.009

categories (%)

Underweight 37 (17.6) 23 (23) 14 (12.7)

Normal weight 114 (54.3) 59 (59) 55 (50)

Overweight 37 (17.6) 13 (13) 24 (21.8)

Obese 22 (10.5) 5(5) 17 (15.5)

Eat vegetables 1.499 | 0.683

(%)

Daily 49 (23.3) 26 (26) 23 (20.9)

Often 37 (17.6) 19 (19) 18 (16.4)

Sometimes 97 (46.2) 44 (44) 53 (48.2)

None 27 (12.9) 11 (11) 16 (14.5)

37



Eat fruits (%) 4.256 | 0.235
Daily 10 (4.8) 6 (6) 4 (3.6)

Often 34 (16.2) 19 (19) 15 (13.6)

Sometimes 97 (46.2) 39 (39) 58 (52.7)

None 69 (32.9) 36 (36) 33 (30)

Eat fish, meat, 3.92 | 0.269
egg or lentil (%)

Daily 29 (13.8) 14 (14) 15 (13.6)

Often 47 (22.4) 28 (28) 19 (17.3)

Sometimes 93 (44.3) 39 (39) 54 (49.1)

None 41 (19.5) 19 (19) 22 (20)

Drink milk or 6.22 | 0.098
milk product (%)

Daily 5(2.4) 2(2) 3(2.7)

Often 19 (9) 10 (10) 9(8.2)

Sometimes 106 (50.5) 42 (42) 64 (58.2)

None 80 (38.1) 46 (46) 34 (30.9)

Water 7.95 | 0.005
consumption per

day (%)

Up to 1 % Liters 84 (40) 30 (30) 54 (49.1)

> 1% Liters 126 (60) 70 (70) 56 (50.9)

Sleep duration 17.80 | <0.001
per day (%)

3-5 hours 76 (36.2) 25 (25) 51 (46.4)

6-7 hours 73 (34.8) 33(33) 40 (36.4)

8 and above hours 61 (29) 42 (42) 19 (17.3)
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4.3 Comorbidities related factors of the participants

Among the participants (n = 210), 61% had diabetes in which most of were
females (67.3%). Only about 28.6% elderly had history of thyroid dysfunction and
maximum were females (31.8%). 34.8 % of the participants had pervious history of
stroke and most males were affected (42%). Regarding cardiac disease, 48.1% of the
elderly had history of cardiac disease and maximum were females (52.7%). Most of the
elderly had HTN (67.1%) and maximum were females (71.8%). Regarding urological
disease, 44.8% of the elderly had positive history, and most were females (53.6%).
Most of the elderly participants had history of dental disease (68.6%). Among them
only 36.7% had history of skin disease and most were males (40%). Regarding arthritis,
most of the participants had positive history of arthritis (69.5%) and mostly females
were affected (76.4%). Among the participants most of them had eye sight problem
(72.4%). Most of the elderly had low back pain (78.6%). 47.11% of the elderly had
history of pulmonary disease and most were females (49.1%).

Table. 4: Distribution of the participants by comorbidities related factors.

Characteristics All Male Female Chi- P-
(n=210) | (n=100) (n=110) square | value

Diabetes (%) 3.87 | 0.049

Present 128 (61) | 54 (54) | 74 (67.3)

Absent 82 (39) 46 (46) 36 (32.7)

Thyroid dysfunction 1.19 | 0.275

(%)

Present 60 (28.6) 25 (25) 35 (31.8)

Absent 150 (71.4) | 75(75) | 75(68.2)

Stroke (%) 441 | 0.036

Present 73(34.8) | 42(42) | 31(28.2)

Absent 137 (65.2) | 58 (58) 79 (71.8)

Cardiac disease (%) 1.98 | 0.159

Present 101 (48.1) | 43 (43) | 58(52.7)

Absent 109 (51.9) | 57 (57) 52 (47.3)

HTN (%) 2.28 | 0.130

Present 141 (67.1) | 62 (62) 79 (71.8)
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Absent 69 (32.9) 38 (38) 31(28.2)
Urological disease (%) 7.35 | 0.007
Present 94 (44.8) 35 (35) 59 (53.6)
Absent 116 (55.2) | 65(65) | 51 (46.4)
Dental disease (%) 1.85 | 0.174
Present 144 (68.6) | 64 (64) 80 (72.7)
Absent 66 (31.4) 36 (36) 30 (27.3)
Skin disease (%) 0.913 | 0.339
Present 77 (36.7) 40 (40) 37 (33.6)
Absent 133(63.3) | 60 (60) | 73(66.4)
Arthritis (%) 5.10 | 0.024
Present 146 (69.5) | 62 (62) 84 (76.4)
Absent 64 (30.5) | 38(38) | 26(23.6)
Eye sight problem (%) 2.76 | 0.096
Present 152 (72.4) | 67 (67) 85 (77.3)
Absent 58 (27.6) | 33(33) | 25(22.7)
Low back pain (%) 8.33 | 0.004
Present 165 (78.6) | 70 (70) | 95 (86.4)
Absent 45 (21.4) 30 (30) 15 (13.6)
Pulmonary disease (%) 0.35 | 0.553
Present 99 (47.1) | 45(45) | 54 (49.1)
Absent 111 (52.9) | 55(55) | 56 (50.9)
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4.4 Older people’s Quality of life (OPQOL-35)
4.4.1 Descriptives of QoL score among the participants

The Older People Quality of Life-35 questionnaire has 8 domains (Bowling,
2009). Table. 4 shows that Life overall domain had minimum 4 and maximum 19 scores
and the mean score was 12.21 (SD % 2.49), health domain had minimum 4 and
maximum 19 score and the mean score was 10.28 (SD * 3.35), social relationship
domain had minimum 6 and maximum 21 scores and the mean score was 13.97 (SD *
2.27), Independence, control over life, freedom domain had minimum 5 and maximum
20 scores and the mean score was 10.80 (SD + 2.87), home and neighborhood domain
had minimum 7 and maximum 20 scores and the mean score was 13.76 (SD % 2.33),
psychological and emotional wellbeing domain had minimum 8 and maximum 20
scores and the mean score was 13.30 (SD % 2.31), financial circumstances had
minimum 4 and maximum 19 scores and the mean score was 8.55 (SD £ 3.17), leisure
and activities domain had minimum 14 and maximum 30 scores and the mean score
was 20.55 (SD + 2.70).

Table. 5: Descriptives of OPQOL-35 among the participants (n = 210)

OPQOL-35 Mean + SD | Minimum Maximum
Life overall 12.21+2.49 |4 19
I enjoy my life overall 3.39+086 |1 5
I am happy much of the time 3.21+090 |1 5
I look forward to things 292+097 |1 5
Life gets me down 270+105 |1 5
Health 10.28+3.35 | 4 19
I have a lot of physical energy 267+111 |1 5
Pain affects my wellbeing 233+ 113 |1 5
My health restricts me looking after | 255+ 1.06 |1 5
myself or my home
I am healthy enough to get out and about | 2.73+1.16 |1 5
Social relationship 13.97+227 | 6 21
My family, friends or neighbors would | 2.75+1.04 |1 5
help me if needed
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I would like more companionship or | 2.86+1.07 |1 5
contact with other people

I have someone who gives me love and | 270+ 1.11 |1 5
affection

I'd like more people to enjoy life with 285+1.06 |1 5

I have my children around which is|281+115 |1 5
important

Independence, control over life, | 10.80+2.87 | 5 20
freedom

| am healthy enough to have my |291+111 |1 5
independence

I can please myself what | do 279103 |1 5
The cost of things compared to my|238+103 |1 4
pension/income restricts my life

| have a lot of control over the important | 2.72+1.09 |1 5
things in my life

Home and neighborhood 13.76 £2.33 | 7 20
| feel safe where | live 3.96+0.78 |2 5
The local shops, services and facilitiesare | 3.53+£0.92 |1 5
good overall

I get pleasure from my home 3.04+£103 |1 5
| find my neighborhood friendly 324+108 |1 5
Psychological and emotional wellbeing | 13.30+2.31 | 8 20
| take life as it comes and make the bestof | 3.42+0.82 |1 5
things

| feel lucky compared to most people 3.14+£097 |1 5
I tend to look on the bright side 352+082 |1 5
If my health limits social/leisure 322+094 |1 5
activities, then I will compensate and

find something else I can do

Financial circumstances 855+317 |4 19
I have enough money to pay for household | 2.07 £ 0.96 | 1 5

bills
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I have enough money to pay for household | 1.84 £ 0.87 | 1 5
repairs or help needed in the house

| can afford to buy what i want to 221+113 |1 5
I cannot afford to do things i would enjoy | 2.44+1.27 |1 5
Leisure and activities 2055+ 270 | 14 30
I have social or leisure activities/hobbies | 3.24 + 0.88 | 1 5
that | enjoy doing

| try to stay involved with things 3.12+099 |1 5
| do paid or unpaid work or activities that | 2.91+0.97 |1 5
gives me a role in life

I have responsibilities to others that | 3.06+0.99 |1 5
restrict my social or leisure activities

Religious, belief or philosophy is|[3.91+0.84 |1 5
important to my quality of life

Cultural/religious  events/festivals are | 4.30£0.76 | 2 5

important to my quality of life
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4.4.2 QoL score among the participants

Table. 5 and figure. 5 showed that, among the participants (n = 210), the
minimum score was 65 and the maximum score was 150 out of 175 and the mean score
was 103.46 (SD + 12.72). The greater number were in the range bad (100-119) and the
frequency was 116 (55.2%). Among the QoL score categories, QoL bad as can be were

36.7%, Optimum were 7.1%, Good were 1%, QoL as good as can be were 0%.

Table. 6: Distribution of the participants by quality of life scores (n = 210)

Characteristics All Male Female Chi- P-
(n =210) (n =100) (n=110) square | value

Quality of Life 103.46 £ 12.72 | 105.50 + 101.61 + - 0.0262

(QoL), mean + SD 12.30 12.86

Quality of Life 4.25 | 0.216°

(QoL) score

categories® (%)

Bad as can be (less 77 (36.7) 30 (30) 47 (42.7)

than 99)

Bad (100 — 119) 116 (55.2) 60 (60) 56 (50.9)

Optimum (120 — 15 (7.1) 9(9) 6 (5.5)

139)

Good (140 — 159) 2 (1) 1(2) 1(0.9)

at-test; PFisher’s exact correction test used for having 20% or more expected
frequencies less than 5; “No participants belonged to the highest category (160-175)
of QoL scores.

Figure. 5 Distribution of the participants by quality of life scores
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4.4.3 Tests of normality of QoL scores of the participants

Table 6 shows that data were normally distributed as skewness (0.224) and
kurtosis (0.985) individually were within +1. Critical ratio (Z value) of the skewness
(1.33) and kurtosis (2.94) in which only kurtosis was within £3.29 (table. 6). Similarly,
in table. 22 Shapiro-Wilk test (P = 0.037) was significant and Kolmogorov—Smirnov
test (P = 0.200) was statistically insignificant, that is, data were considered not normally
distributed. As sample size was >50, Kolmogorov—-Smirnov test results were taken and

Shapiro—Wilk test result was avoided (Mishra et al., 2019).

Table. 7: Descriptives of QoL scores of the participants

QoL scores (n = 210)

Skewness 0.224
Std. Error of Skewness 0.168
Kurtosis 0.985
Std. Error of Kurtosis 0.334

Table. 8: Tests of normality of QoL scores of the participants

Kolmogorov-Smirnov? Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
0.054 210 0.200 0.986 210 0.037

Figure. 6.1: Normality curve of QoL scores of the participants
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4.4.4 Distribution of QoL scores by sociodemographic, physical health and
comorbidity factors of the participants

Table. 8 shows that among the participants while there is no significant
difference in QoL scores across different age groups (P 0.147), the highest mean QoL
score is seen in the 70-79 years age group 105.51. This suggests that the quality of life
may improve slightly in the 70s but tends to decline as people reach their 80s.

Regarding gender, males have a significantly higher QoL score compared to
females (P 0.026). Specifically, males’ mean QoL score is 3.8% higher than that of
females. This disparity indicates potential gender-specific factors affecting quality of

life, possibly related to health, social, or economic differences.

There is a clear trend showing higher educational levels associated with higher
QoL scores (P 0.010). For instance, the mean QoL score for post-graduates is
approximately 14% higher than for those with no formal education. Education seems
to play a crucial role in enhancing the quality of life among the elderly, possibly by
providing better economic opportunities and health literacy.

Participants who consume up to 2.5 liters of water daily have a 6.6% higher
mean QoL score compared to those who drink up to 1.5 liters. Adequate hydration

appears significantly correlated with improved QoL (P 0.002).

Among the participants who sleep 8 or more hours have a QoL score that is
7.5% higher than those who sleep 3 to 5 hours. Adequate sleep is a significant
determinant of higher QoL (P 0.002).

No significant difference in QoL scores based on diabetes status suggests that

diabetes may not be a major factor influencing QoL in this population (P 0.328).

Among the participants without thyroid dysfunction have a 8.2% higher QoL
score than those with thyroid dysfunction, indicating a significant impact of thyroid
health on QoL (P 0.000).

Absence of cardiac disease is associated with a 5.8% higher QoL score,

highlighting the negative impact of cardiac conditions on quality of life (P 0.001).

Among the participants there is no significant difference in QoL scores based
on stroke status (P 0.966).
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Participants without eyesight problems have a 6.9% higher QoL score than
those with eyesight issues, indicating a significant impact of visual health on QoL (P
0.000).

Participants without respiratory disease have a 7.6% higher QoL score, showing

a significant negative impact of respiratory conditions on QoL (P 0.000).

The analysis reveals that gender, education, water intake, sleep duration, thyroid
dysfunction, cardiac disease, eyesight problems, and respiratory disease significantly
impact QoL scores among the elderly. Males, individuals with higher education, those
who drink more water and sleep longer, and those without thyroid dysfunction, cardiac
disease, eyesight problems, or respiratory diseases tend to have higher QoL scores. Age,
diabetes, and stroke status do not show a statistically significant impact on QoL scores.
These findings underscore the importance of addressing these specific health and
lifestyle factors to improve the quality of life among elderly populations.

Table. 9: Distribution of QoL scores by sociodemographic, physical health and
comorbidity factors of the participants

QoL score,
P-value 95% CI

mean = SD

Characteristics (n = 210)

Age 0.1472 101.73 to 105.19

60 to 69 years (n = 98)

101.70 + 14.06

98.88 to 104.52

70 to 79 years (n = 73)

105.51 + 11.15

102.90 to 108.11

80 and above years (n = 39)

104.05 + 11.52

100.32 to 107.79

Gender 0.026"

Male 105.50 + 12.30 103.03 to 107.99
Female 101.61 + 12.86 99.16 to 104.04
Education 0.010? 101.73 to 105.19

No formal education (n = 87)

100.74 + 11.06

98.38 to 103.09

Primary education (n = 46)

102.28 + 12.56

98.55 t0 106.01

Secondary education (n = 25)

105.96 + 13.87

100.23 to 111.69

Higher secondary education (n
= 25)

105.32 + 12.83

100.02 to 110.62

Graduation (n = 20)

108.60 + 11.58

103.18 to 114.02

Post-graduation (n = 7)

114.86 + 21.13

95.32 t0 134.40
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Old home 0.000?

Old Rehabilitation Center (n= | 106.36 + 11.77 104.45 to 108.27
148)

BAAIGM (n = 27) 95.04 + 9.61 91.23 t0 98.84
Apon Bhubon (n = 30) 96.70 + 14.92 91.13t0 102.27
Subarta Trust (n = 5) 103.80 + 3.834 99.04 to 108.56
Water 0.000P

Up to 1.5 Liters (n = 84) 99.75+ 11.93 97.23 t0 102.25
> 1.5 Liters (n = 126) 105.94 + 12.67 103.71 to 108.18
Sleep 0.0022 101.73 to 105.19
3 to 5 hours (n = 76) 100.43 + 10.83 97.96 to 102.91
6 to 7 hours (n = 73) 102.85+ 11.771 100.10 to 105.60
8 and above hours (n = 61) 107.97 £ 14.75 104.19 to 111.75
Diabetes 0.328°

Present (n = 128) 102.77 £ 13.11 100.56 to 104.99
Absent (n = 82) 104.54 + 12.08 101.56 to 107.16
Thyroid dysfunction 0.000°

Present (n = 60) 97.75+ 12.90 94.54 10 101.21
Absent (n = 150) 105.75 + 11.94 103.76 to 107.64
Cardiac disease 0.001°

Present (n = 101) 100.44 +£12.60 98.08 to 102.92
Absent (n = 109) 106.27 £ 12.31 103.99 to 108.82
Stroke 0.966"

Present (n = 73) 103.41 + 11.952 100.48 to 106.30
Absent (n = 137) 103.49 + 13.154 101.28 to 105.77
Eye sight problem 0.000°

Present (n = 152) 101.53 + 12.09 99.47 to 103.59
Absent (n =58) 108.53 + 13.03 105.18 to 111.83
Respiratory disease 0.000°

Present (n = 99)

99.49

96.89 to 102.26

Absent (n = 111)

107.00

105.02 to 109.21

2 One-way ANOVA test; P t-test
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4.4.5 Correlation between Sociodemographic, Physical health, Comorbidity
Factors and Quality of Life (QoL) Scores. (n = 210)

A bivariate correlation test (Table 10) showed that QoL directly correlated with
gender (r =-0.153, P <0.05)), marital status (r =-0.167, P <0.05), educational status (r
= 0.254, P <0.01), water intake (r = 0.187, P < 0.01), hours of sleep (r = 0.236, P <
0.01), thyroid dysfunction (r = 0.285, P < 0.01), cardiac disease (r = 0.230, P < 0.01),
urological disease (r =0.194, P < 0.01), arthritis (r =0.163, P < 0.05), eye sight problem
(r =0.247, P < 0.01) and pulmonary disease (r = 0.295, P < 0.01). The correlation
coefficient (r) value of the association between QoL and gender was negative, meaning
that the QoL scores were higher in male compared to females (gender: male = 0, and

female = 1).

Table. 10: Correlation between quality of life (QoL) scores with sociodemographic,

physical health, comorbidity factors in elderly population (n = 210).

Age Gender Marital Education  Occupation QoL
status Score
Age 1 -0.148* -0.114 -0.086 -0.107 0.092
Gender 1 0.297** -0.353** 0.517** -
0.153*
Marital 1 -0.166* 0.116 -
status 0.167*
Education 1 -.378** 0.254*
*
Occupation 1 -
0.183*
*
BMI  Water Sleep Diabetes Thyroid QoL
dysfunctio  Score
n
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BMI -0.155* 0.063 -0.008 -0.061
Water 0.187*
0.362** 0.079 0.021 &
Sleep 1 0.236*
0.059 0.022 &
Diabetes 1 -0.034 0.068
Thyroid 1 0.285*
dysfunction *
Urological Dental Skin QoL
disease disease disease Score
Stroke 0.007 -0.109 -0.099 0.003
Cardiac 0.230*
disease 0.168* 0.036 -0.1 £3
Urological 0.194*
disease 1 0.197** -0.049 B
Dental
disease 1 -0.017 0.111
Skin disease 1 0.117
HTN Respirator Low back QoL
y disease pain Score
Arthritis 0.154* -0.038 0.360** 0.163*
Eye sight 0.247*
problem 0.135 0.071 0.352** *
HTN 1 0.133 0.277** 0.066
Pulmonary 0.295*
disease 1 .168* B
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Low back
pain 1 0.123

**Correlation is significant at the 0.01 level (2-tailed); *Correlation is significant at
the 0.05 level (2-tailed).
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4.4.6 Linear Regression Analysis to Predict Quality of Life in elderly participants

The statistically significant factors from the bivariate correlation analysis were
incorporated into the regression model. The dependent variable was the QoL score, a
continuous measure. The selected independent variables were: gender (0 = male, 1 =
female), marital status (0 = married, 1 = unmarried, 2 = widow, 3 = widower, 4 =
divorced), educational status (0 = no formal education, 1 = primary education, 2 =
secondary education, 3 = higher secondary education, 4 = graduation, 5 = post-
graduation), occupation (0 = retired, 1 = farmer, 2 = businessman, 3 = service holder, 4
= unemployed, 5 = housewife, 6 = others), water intake, sleep duration, thyroid
dysfunction (0 = yes, 1 = no), urological disease (0 = yes, 1 = no), arthritis (0 = yes, 1
= no), eyesight problems (0 = yes, 1 = no), and pulmonary disease (0 = yes, 1 = no).
There was no multicollinearity among the independent variables.

According to Table 10, the results showed that educational status (P = 0.026), thyroid
dysfunction (P < 0.001), cardiac disease (P = 0.032), eyesight problems (P = 0.005),
and pulmonary disease (P < 0.001) were significant predictors of QoL. Other variables
were not statistically significant and were excluded from the final model.

The predicted model for the data was based on the aforementioned significant factors:
Quality of life = 82.98 + 1.26 (educational status) + 7.24 (thyroid dysfunction) + 3.45
(cardiac disease) + 5.11 (eye sight problem) + 6.29 (respiratory disease).

Table 11. Identifying the factors predicting the QoL in elderly

Variable P-Coef. SE P-value 95% CI for g

82.98 4.44
Gender 1.67 1.89 0.378 -2.06 t0 5.42
Marital status -0.20 0.63 0.741 -1.45 10 1.03
Education 1.26 0.56 0.026 0.15t0 2.38
Occupation -0.42 0.43 0.331 -1.2810 0.43
Water 0.37 0.34 0.277 -0.30 t0 1.05
Sleep 0.60 0.47 0.199 -0.32t0 1.53
Thyroid dysfunction 7.24 1.68 0.000 3.92 to 10.57
Cardiac disease 3.45 1.60 0.032 0.29t0 6.61
Urological disease 1.35 1.59 0.398 -1.79 t0 4.49
Arthritis 1.70 1.71 0.322 -1.67 10 5.09
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Eye sight problem

5.11

1.81

0.005

1.54 to 8.68

Pulmonary disease

6.29

1.53

0.000

3.26 10 9.32

Figure. 7: Scatter diagram of QoL scores and educational status
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Figure 7 illustrates that the data points were dispersed around an implied straight
line, demonstrating an upward trend in the QoL score (Y) as educational status (X)
increases. This suggests a potential positive correlation between these variables. The

regression line is positioned diagonally from the lower left to the upper right, further

Educational status of the participants

indicating a positive correlation between QoL scores and educational status.

Figure. 8: Scatter diagram of QoL scores and thyroid dysfunction
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Figure 8 illustrates that the data points were dispersed around an implied straight
line, revealing an upward trend in the QoL score (Y) when thyroid dysfunction (X) is
absent. This suggests a potential positive correlation between these variables. The
regression line slopes diagonally from the lower left to the upper right, further
indicating a positive correlation between QoL scores and the absence of thyroid
dysfunction.

Figure. 9: Scatter diagram of QoL scores and cardiac disease
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Figure 9 depicts data points distributed around an implied straight line, with an
observed rise in the QoL score (Y) when cardiac dysfunction (X) is absent. This
suggests a potential positive correlation between these variables. The regression line
trends from the lower left to the upper right, reinforcing the indication of a positive

correlation between QoL scores and the absence of cardiac dysfunction.

Figure. 10: Scatter diagram of QoL scores and eye sight problem
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Figure 10 illustrates data points dispersed around an imaginary straight line,
with an upward trend in the QoL score (Y) when there is no eye sight problem (X). This
suggests a potential positive correlation between these variables. The regression line
extends from the lower left to the upper right, indicating a positive correlation between

QoL scores and the absence of eye sight problems.

Figure. 11: Scatter diagram of QoL scores and respiratory disease
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Figure 11 depicts data points scattered around an unseen straight line, with an
upward trend in the QoL score (Y) when there is no respiratory disease (X). This
suggests a potential positive correlation between these variables. The regression line
extends from the lower left to the upper right, indicating a positive correlation between

QoL scores and the absence of respiratory disease.
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Chapter 5 Discussion

Evaluating quality of life is a crucial metric for gauging successful aging and
serves as a benchmark for assessing the efficacy of social policies, welfare programs
and healthcare initiatives. In response, there is a growing emphasis on quantifying the
quality of life among elderly populations through rigorous surveys, which have yielded

encouraging outcomes (McGee et al., 2011).

A recent study examining the quality of life among elderly individuals residing
in old homes has yielded concerning findings. The majority of participants reported a
subpar quality of life, within only a minute percentage (1%) indicating a satisfactory
level of wellbeing. Notably, nearly 40% of respondents rated their quality of life as very
poor. This disparity is striking when compared to a similar study conducted in Britain,
which reported a higher proportion of elderly individuals experiencing a better quality
of life. Furthermore, the study suggests that elderly individuals from diverse ethnic
backgrounds may be disproportionately affected, potentially experiencing a lower
quality of life compared to their peers (Bowling, 2018).

In another study conducted in England, a follow-up survey among 80 elderly
participants revealed that 35 rated their overall quality of life (QoL) as very good, 28
rated it as good, 10 as moderate, and 7 as bad but not the worst possible (Gabriel &
Bowling, 2004). Subsequent research indicated that most participants reported good
QoL, some reported moderate QoL, and very few reported bad QoL. However, in a
study involving elderly people living in old homes, researchers found that 40% reported
a poor QoL. According to Bowling, the designation of "very bad" or "bad" QoL could
not be worse. The study suggests that poor QoL in the old home setting may be
influenced by geographic context, the care home environment, and various

demographic factors.

Several factors contribute to the quality of life of elderly individuals. Research
conducted on elderly populations in rural Tanzania highlighted that the aging process
itself has a substantial influence on their quality of life. Poor quality of life, well-being,
and overall health status among the elderly are significantly correlated with marital
status, age, gender, social interactions, and educational attainment (Mwanyangala et al.,
2010).
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A recent study has revealed a notable disparity in the gender ratio of elderly
individuals residing in the old home, with a proportion of 11 females to 10 males.
Notably, the quality of life of female participants was found to be inferior to that of
male counterparts. This findings is consistent with a previous study conducted in Iran,
which demonstrated that elderly men generally exhibit a superior quality of life
compared to women in various aspects, including physical function, perceived health,
living conditions, lifestyle, economic status and social relationships (Nejati et al.,
2008).

According to a recent study, women consistently exhibit a superior quality of
life compared to men, which may be attributed to their longer average life expectancy
(Netuveli et al., 2006). A recent study has uncovered a statistically significant
correlation between gender and quality of life, with men exhibiting a higher overall
QoL score compared to women. The observed disparity was found to be statistically
significant. The research revealed that women scored lower than men in various
domains, including health, economic status, independence, control over life and
psychological and emotional well-being. These findings suggest that women may be
more susceptible to detrimental factors that impact their quality of life, potentially due
to societal neglect and their limited ability to meet fundamental needs as a result of poor

economic status.

Marital status is also a crucial determinant of quality of life (QOL) among the
elderly population. A study indicated that elderly individuals who have a life partner
can share their emotional burdens and experience a more enjoyable and fulfilling QOL.
The study established a significant relationship between marital status and QOL,
revealing that married participants reported higher QOL scores compared to those who
were single, divorced, widowed, or widowers (Khan et al., 2014). In this current study,
analysis similarly demonstrated that the mean overall QOL scores differed significantly
among elderly people, with married participants showing higher QOL than widows,
widowers, or divorced individuals. In many societies, males are often the primary
breadwinners and provide support within marital relationships. However, for women
who lose their spouses, particularly due to socioeconomic challenges and the lack of
emotional support networks, their QOL can be significantly affected.
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A recent investigation revealed a statistically significant disparity in quality of
life score between individuals lacking educational qualifications and those posing some
level of education attainment (Netuveli et al. 2006). Educated individuals tend to be
more informed about their health, living conditions, and lead lifestyles that are
generally more favorable compared to those who are illiterate. In this current study, the
majority of participants were illiterate, with very few having completed graduation or
post-graduation. Those who were illiterate or had less than primary education generally
reported lower QOL scores. A significant association was found between educational
level and QOL in the analysis; QOL scores were highest among those with post-
graduation qualifications (P<0.05). The analysis revealed a moderate association
between educational status and QOL, suggesting that lower educational attainment is a

predictor of poorer QOL.

In a study it is found that in elderly adults aged 70-90 years, obesity is linked
to and anticipates a decline in overall quality of life, particularly impacting independent
living, social relationships, and the perception of pain (Wang et al., 2018). In an another
study in Jiangsu, China, similar findings were seen, that underweight is an explicit risk
factor of low QoL in both the male and female elderly, while the effect of overweight
on low QoL varies slightly by gender (You et al., 2018). In this study, the findings
closely aligned with those of other studies. In this study Body Mass Index (BMI)
demonstrated an association with quality of life showing an insignificant difference in

multiple comparison tests.

In long-term care settings, insufficient intake of food and fluids leading to
malnutrition is common among older adults (Keller et al., 2015). Studies emphasize the
importance of adequate water intake to promote health, monitor dehydration symptoms,
encourage fluid and food consumption to maintain optimal hydration, be vigilant about
physical and clinical conditions affecting hydration in the elderly, and consider
environmental factors affecting fluid balance (Davidhizar et al., 2004). These findings
indicate that participants who consumed 11 or more glasses of water daily had
significantly higher quality of life (QoL) scores, whereas those consuming 3-7 glasses
daily reported the highest prevalence of very poor QoL (P<0.05). There was a
significant association between daily water consumption and QoL; overall QoL scores

were highest at 2.5 liters (P<0.01). Bivariate correlation analysis between water intake
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and QoL showed a significant positive relationship (R = 0.187; P < 0.01), indicating
that QoL improves with increased water consumption.

A study conducted in Australia indicated that both short and long sleep
durations were significantly linked to poorer self-rated health and lower quality of life
among a large sample of middle-aged and older adults (Magee et al., 2011). Similarly,
a study in China highlighted the benefits of appropriate sleep duration and good sleep
quality for enhancing quality of life and reducing the incidence of depression (Zhi et
al., 2016). In contrast, another study found that women who slept for 7 hours had better
scores on the SF-36 physical and mental scales compared to those with extreme sleep
durations (< 5 or > 10 hours) in 2001. Among men, sleeping < 5 hours was associated
with lower scores on the role-physical scale in 2001. The impact of these associations
was similar to the decline in quality of life associated with aging (Faubel et al., 2009).
Furthermore, the study revealed that participants who slept for 8 or more hours daily
had the highest prevalence of good quality of life. Bivariate correlation analysis
demonstrated a significant association between sleep duration and quality of life,

indicating that quality of life improves as sleep duration increases.

The impact of thyroid disease on the quality of life in the elderly is a complex
issue. Recker found that levothyroxine substitution improved quality of life in both
young and old patients with subclinical hypothyroidism, with some variations in
specific areas of improvement (Recker et al., 2019). However, Tognini reported
conflicting results on the association between subclinical hypothyroidism and cognitive
function and quality of life (Tognini et al., 2014). Gussekloo found that high levels of
thyrotropin were associated with a lower mortality rate in the oldest old, suggesting that
not treating elderly individuals with subclinical thyroid disorders may be beneficial
(Gussekloo, 2004). Chiovato highlighted the challenges in interpreting thyroid function
tests in the elderly due to age-related changes and the prevalence of thyroid diseases in
this population (Chiovato et al., 1997). This study also revealed a relation with thyroid
dysfunction and the quality of life was lower among the participants with thyroid

dysfunction.

The quality of life in elderly individuals with cardiac disease living in nursing
homes is influenced by various factors. These include education, age, chronic disease,

and place of residence (Taheri et al., 2015). Quality of life in elderly individuals with
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cardiac diseases living in old homes is influenced by various factors such as comfort,
comorbidities, mental health status, and health-related behaviors. Studies have shown
that there is a significant correlation between comfort and quality of life in older cardiac
patients, with physical, psycho-spiritual, environmental, and socio-cultural comfort
playing crucial roles (Demir Erbas et al., 2023). Comorbidities like type 2 diabetes
mellitus and stroke have been linked to psychological problems and lower quality of
life in elderly patients with coronary heart disease (Tang et al., 2021). Additionally,
health-related behaviors like physical activity, smoking, alcohol consumption, and diet
have been found to impact the quality of life in older adults at risk of heart failure, with
factors like smoking negatively affecting mental quality of life and physical activity

positively influencing it (Jawad & Hussien, 2022).

The research investigation has revealed a significant correlation between visual
impairment in older adults and a diminished quality of life (El-banna et al., 2019;
Falahaty et al., 2015; Radzo Alibegovic et al., 2022; Tsai et al., 2004). The research
findings indicate that the degree of visual impairment has a substantial influence on an
individual’s quality of life, with those experiencing severe visual impairment reporting
the most compromised quality of life (Radzo Alibegovic et al., 2022). Another
investigation has uncovered a significant correlation between utilization of eye care
services, typically rendered by ophthalmologists, and a superior quality of life (Tsai et
al., 2004). In another research, it revealed a correlation between visual impairment and
its impact on quality of life, with multiple factors contributing to this association.
Specifically, the study found that demographic variables such as age, gender, ethnicity
and socioeconomic status, as well as health behaviors, play a significant role in the
development of visual impairment and its subsequent effects on an individuals over all
wellbeing (Falahaty et al., 2015). This study also shows similar results indicating lower

QoL associated with visual impairment.

A recent investigation has revealed that overall wellbeing of elderly individuals
afflicted with respiratory diseases, particularly chronic obstructive pulmonary disease
(COPD), is substantially impacted by the severity of their respiratory symptoms
(Masror-Roudsary et al., 2021). The impact of respiratory symptoms on quality of life
in elderly individuals with COPD is worsened by additional factors, including being
female, having a lower level of education, having a longer disease duration and

experiencing frequent hospitalization (Masror-Roudsary et al., 2021). A significant
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correlation has been observed between the presence of chronic respiratory conditions,
including bronchitis, emphysema, wheezing and asthma, among nursing home residents
and a diminished quality of life. The most pronounced effects of these conditions are
evident in the physical and environmental domains of life, suggesting a substantial
impact on the overall of quality of life of these individuals (Carreiro-Martins et al.,
2016). Diminished respiratory capacity and compromised quality of life and cognitive
performance in elderly female populations are significantly correlated (Costa et al.,
2019). The respiratory health of older adults is significantly affected by various
conditions, which in turn have a profound impact on their overall quality of life.
Notwithstanding the importance of this issue, there is a pressing need for further
research to elucidate the specific effects of respiratory syncytial virus (RSV) disease on
the quality of life of this vulnerable population (Curran et al., 2022). A research
investigation has revealed that physical symptoms such as fatigue and breathlessness
have a significant and far-reaching impact on the overall quality of life of older adults
(Saccomann et al., 2011). Results in this study revealed similar results showing a

relation with poor QoL along respiratory disease in elderly.

These findings could serve as a guide for the relevant authorities to address
challenges and systemic issues associated with the old age, aiming to enhance the
overall quality of life for elderly individuals staying in old homes in Bangladesh.
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5.1 Limitation

Every research project is likely to have certain limitations. This study, too,
encountered several constraints and barriers that could potentially impact the accuracy

of the research findings.

The main limitation is the absence of a standard OPQOL-35 score for
Bangladeshi population for comparison. OPQOL-35 questionnaire was used in this
study based on UK population and their culture although there are quite differences in

culture and population.

There was little evidence to support the result of this project in the context to

Bangladesh.

Data were collected only from old homes in Dhaka. So, this might not represent

the whole population of elderly in the context of Bangladesh.

The majority of elderly individuals were hesitant to provide accurate
information due to concerns about their privacy. The privacy concern posed a
significant challenge for the investigator in collecting data. The reluctance of older
individuals to share information, coupled with their demanding schedules, created

obstacles during the data collection process.

The researcher wanted to apply old home based random sampling technique but
because of shortage of data the researcher applied convenient sampling technique which

was not reflecting the wider population under study.
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Chapter 6 Conclusion

The term "quality of life" encompasses an individual's or a group's standing
within a country and globally, reflecting their life circumstances. It also encompasses
the quality of services and the living environment. In the context of Bangladesh, aging
has become a significant social issue in the new millennium. Older individuals often
experience rejection from family and community when they are no longer able to earn
an income or meet basic needs. However, the reality is that the quality of life is
compromised by various factors, including inadequate services, limited access to
information, and insufficient connections with other elderly care facilities, both

nationally and internationally.

Ensuring the physical and mental well-being, as well as a healthy overall life
for the elderly within the community, requires conducting assessments of their quality
of life. The government of Bangladesh should formulate policies aimed at providing
treatment facilities, financial stability, and other opportunities for the elderly. It is
essential for both governmental and non-governmental organizations, along with
private hospitals, to offer comprehensive services beyond mere medication. This
includes treatment, psychological support, and specialized services such as
physiotherapy. These entities need to be well-informed and actively engaged in

providing diverse support for the elderly population.

Educating elderly individuals to embrace aging positively and maintain good
health, while also providing education at all levels on addressing age-related challenges,
is crucial. Initiating various programs is necessary to help seniors lead a fulfilling life
and maintain a high quality of life. Future research should focus on specific service-
based interventions that enhance quality of life in both community settings and elderly
care homes. Additionally, expanding the scope of current studies to include hospitals

throughout Bangladesh would be beneficial.

Recognizing that the elderly population constitutes a valuable asset for the
nation, their wealth of experience, wisdom, and knowledge can significantly contribute
to national development. It is the collective responsibility of society to care for this
national asset and make effective use of their valuable experience. Aging is an

inevitable and significant phase of life, and as individuals approach old age, their desire
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is to live peacefully and harmoniously. Therefore, it is imperative for the nation to

proactively work towards the well-being of our esteemed senior citizens in Bangladesh.
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6.1 Recommendations

Based on field observations the following recommendations are put forwarded for

enhancing the performance of the elderly quality of life-

v Focused consideration needs to be directed towards elderly women across all
age groups, offering expertise and advocacy tailored to their specific needs.

v’ Participation community in could be ensured so that quality of life have a better
performance. As elderly peoples have bad quality of life who were unmarried
or lost partner in conjugal life.

v' The level of education serves as an predictor for one's quality of life. By
directing efforts towards enhancing the education of the population, the
government can contribute to an improved quality of life during later stages of
life. The government should make efforts to ease the discomfort of its senior
citizens by formulating old age security schemes, health insurance and
allocating its expenditure.

v For the elderly, milk plays a crucial role in their diet, offering numerous
nutritional advantages that enhance overall health. Various dairy products, milk
included, are enriched with vitamin D, essential for calcium absorption and vital
in maintaining bone health. Incorporating an ample supply of both calcium and
vitamin D through regular milk consumption can aid in preventing common
bone diseases prevalent among the elderly. Therefore, it is advised to increase
the frequency of milk consumption to enhance the overall health quality in the
elderly.

v It is imperative for the elderly to maintain adequate water intake due to its vital
role in supporting overall health. Staying properly hydrated is essential for
various bodily functions, including digestion, circulation, and temperature
regulation. Additionally, adequate water consumption is crucial in preventing
dehydration, which can lead to complications such as dizziness, urinary tract
infections, and impaired cognitive function. Therefore, it is highly
recommended for the elderly to prioritize regular water intake to support their
overall well-being and prevent potential health issues associated with
dehydration.

v Ensuring sufficient and quality sleep is paramount for the well-being of the

elderly. It is recommended that older individuals aim for >8 hours of sleep per
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day to promote optimal health. Adequate sleep contributes to cognitive function,
emotional well-being, and overall physical health in the elderly. Creating a
conducive sleep environment, maintaining a consistent sleep schedule, and
engaging in relaxation techniques can enhance the quality of sleep. Prioritizing
good sleep hygiene is essential for preventing issues such as insomnia and
daytime fatigue, ultimately supporting a healthier and more fulfilling lifestyle
for the elderly.

v For the FY 2022-2023, 5.7 million elderly individuals are receiving allowances,
with an annual budget of 34.44 billion BDT (Department of Social Services,
2023). However, the current program coverage is insufficient compared to the
number of vulnerable older people. Therefore, there is a need to expand the

coverage of the program.

6.2 Implications for Future Research

This study has assessed the effects and implications of the program. The results
have pinpointed specific areas that require further enhancements to ensure the
program's effectiveness. Consequently, it is suggested that additional research be
commissioned to delve deeper into these areas. Future studies could also investigate
critical issues such as fund management, which significantly impacts the program's

implementation.

68



Chapter 7 Reference

Administration for community living. (2020, March 30). Older Americans Act Reauthorized
with Funds for Hospice Family Caregivers, Social Determinants | ACL
Administration for Community Living. https://acl.gov/news-and-events/news/older-

americans-act-reauthorized-funds-hospice-family-caregivers-social

Ahmed, S. M., Tomson, G., Petzold, M., & Kabir, Z. N. (2005). Socioeconomic status
overrides age and gender in determining health-seeking behaviour in rural
Bangladesh. Bulletin of the World Health Organization, 83, 109-117.

Alam, M. R., Karmokar, S., Reza, S., Kabir, Md. R., Ghosh, S., & Mamun, Md. A. A. (2021).
Geriatric malnutrition and depression: Evidence from elderly home care population in
Bangladesh. Preventive Medicine Reports, 23, 101478.
https://doi.org/10.1016/j.pmedr.2021.101478

Alam, S. (2015). “Elderly people” in Bangladesh: Vulnerabilities, laws and policies Draft
Report. https://doi.org/10.13140/RG.2.2.30336.66568

Arafine, A. (2019). Linguistic validation and translation of stroke impact scale version 3.0 in
BANGLADESH [Thesis, Bangladesh Health Professions Institute, Faculty of
Medicine, the University of Dhaka, Bangladesh.].
http://202.4.109.28:8080/xmlui//handle/123456789/524

Atnic, M., Banerjee, T., Ferreira, A., H. G. Lanjouw, F., Menendez, P. F., Ozler, M.,
Prennushi, B., Rao, G., Robinson, V., Walton, J., & Woolcock, M. (2005, September
19). World development report 2006: Equity and development [Text/HTML]. World
Bank. https://documents.worldbank.org/en/publication/documents-
reports/documentdetail/435331468127174418/World-development-report-2006-

equity-and-development

August, K. J., & Rook, K. S. (2013). Social Relationships. In M. D. Gellman & J. R. Turner
(Eds.), Encyclopedia of Behavioral Medicine (pp. 1838-1842). Springer.
https://doi.org/10.1007/978-1-4419-1005-9_59

Australian-Government subsidised aged care services. (2017).

https://www.myagedcare.gov.au/

69



Bairagi, R., & Datta, A. K. (2001). Demographic transition in Bangladesh: What happened in
the twentieth century and what will happen next? Asia-Pacific Population Journal,
16(4), 3-16. https://doi.org/10.18356/f3000d63-en

Barkat, A., Ara, R., Sattar, A., Poddar, A., & Hossain, T. (2003, December 14). Chronic
Poverty among Older People in Bangladesh, Conducted for HelpAge International
(HAI) (Year 2003) — HDRC — Human Development Research Centre.
https://www.hdrc-bd.com/chronic-poverty-among-older-people-in-bangladesh-

conducted-for-helpage-international-hai-year-2003-2/

Baum, S. (2011, March 6). Demographic Transition. https://www.e-
education.psu.edu/geog30/book/export/ntml/205

Bidisha, S. H. (2022, August 17). Demographic dividend: How do we include more youth
into Bangladesh’s economy? The Daily Star.
https://www.thedailystar.net/opinion/views/news/demographic-dividend-how-do-we-

include-more-youth-bangladeshs-economy-3097221

Bowling, A. (2009). The Psychometric Properties of the Older People’s Quality of Life
Questionnaire, Compared with the CASP-19 and the WHOQOL-OLD. Current
Gerontology and Geriatrics Research, 2009, 1-12.
https://doi.org/10.1155/2009/298950

Bowling, A. (2010). The Psychometric Properties of the Older People’s Quality of Life
Questionnaire, Compared with the CASP-19 and the WHOQOL-OLD. Current
Gerontology and Geriatrics Research, 2009, e298950.
https://doi.org/10.1155/2009/298950

Bowling, A. (2018). Measuring the quality of later life. In The new dynamics of ageing (pp.
81-102). Policy Press.
https://bristoluniversitypressdigital.com/abstract/book/9781447314752/ch005.xml

Bowling, A., & Dieppe, P. (2005). What is successful ageing and who should define it? BMJ,
331(7531), 1548-1551. https://doi.org/10.1136/bm;j.331.7531.1548

Brannen, J. (1992). Combining qualitative and quantitative approaches: An overview. In

Mixing Methods: Qualitative and Quantitative Research. Routledge.

70



Browing, C., & Thomas, S. (2013, February). Enhancing quality of life in older people | APS.
Australian Psychological Society.
https://psychology.org.au/publications/inpsych/2013/february/browning

Bush, R. F., & Burns, A. C. (n.d.). Basic Marketing Research (Eight edition). Retrieved
March 19, 2023, from https://nibmehub.com/opac-
service/pdf/read/Marketing%20Research%20by%20Burns-%20A.C.-%208ed.pdf

Cambridge Dictionary. (n.d.). COMMUNITY | English meaning—Cambridge Dictionary.
Retrieved March 16, 2023, from

https://dictionary.cambridge.org/dictionary/english/community

Carreiro-Martins, P., Gomes-Belo, J., Papoila, A. L., Caires, 1., Palmeiro, T., Gaspar-
Marques, J., Leiria-Pinto, P., Mendes, A. S., Paulo-Teixeira, J., Botelho, M. A., &
Neuparth, N. (2016). Chronic respiratory diseases and quality of life in elderly
nursing home residents. Chronic Respiratory Disease, 13(3), 211-219.
https://doi.org/10.1177/1479972316636990

Carter, S. E., Campbell, E. M., Sanson-Fisher, R. W., Redman, S., & Gillespie, W. J. (1997).
Environmental hazards in the homes of older people. Age and Ageing, 26(3), 195—
202. https://doi.org/10.1093/ageing/26.3.195

Chandrika, D. S., Radhakumari, D. P., & DeviMadhavi, D. B. (2015). Quality of Life of
Elderly Residing in old Age Homes and Community in Visakhapatnam City.
https://www.semanticscholar.org/paper/Quality-of-Life-of-Elderly-Residing-in-old-
Age-and-Chandrika-Radhakumari/39¢c4df4673358d8e94971d9ac6034¢c30585f6b8c

Chiovato, L., Mariotti, S., & Pinchera, A. (1997). Thyroid diseases in the elderly. Bailliére’s
Clinical Endocrinology and Metabolism, 11(2), 251-270.
https://doi.org/10.1016/S0950-351X(97)80272-8

Costa, R. D. O, Ritti-Dias, R. M., Cucato, G. G., Cendoroglo, M. S., Nasri, F., Costa, M. L.
M., Matos, L. D. N. J. D., & Franco, F. G. D. M. (2019). Association between
respiratory capacity, quality of life and cognitive function in elderly individuals.
Einstein (S&o Paulo), 17(1), eA04337.
https://doi.org/10.31744/einstein_journal/2019A04337

71



Curran, D., Cabrera, E. S., Bracke, B., Raymond, K., Foster, A., Umanzor, C., Goulet, P., &
Powers, J. H. (2022). Impact of respiratory syncytial virus disease on quality of life in
adults aged >50 years: A qualitative patient experience cross-sectional study.
Influenza and Other Respiratory Viruses, 16(3), 462—-473.
https://doi.org/10.1111/irv.12929

Curzel, J., Forgiarini Junior, L. A., & Rieder, M. de M. (2013). Evaluation of functional
independence after discharge from the intensive care unit. Revista Brasileira de
Terapia Intensiva, 25(2), 93-98. https://doi.org/10.5935/0103-507X.20130019

Davidhizar, R., Dunn, C. L., & Hart, A. N. (2004). A review of the literature on how
important water is to the world’s elderly population. International Nursing Review,
51(3), 159-166. https://doi.org/10.1111/j.1466-7657.2004.00224.x

de Jesus Martins, J., Schneider, D. G., Coelho, F. L., do Nascimento, E. R. P., de
Albuquerque, G. L., Erdmann, A. L., & da Gama, F. O. (2009). Quality of life among

elderly people receiving home care services. Acta Paul Enferm, 22(3), 265-271.

de Wit, M., & Hajos, T. (2013). Health-Related Quality of Life. In M. D. Gellman & J. R.
Turner (Eds.), Encyclopedia of Behavioral Medicine (pp. 929-931). Springer.
https://doi.org/10.1007/978-1-4419-1005-9_753

Demir Erbas, S., Akman Yilmaz, A., & Genger Sendur, E. (2023). Comfort and Quality of
Life of Older Cardiac Patients: A Crosssectional Study. European Journal of
Geriatrics and Gerontology, 0(0), 0-0.
https://doi.org/10.4274/ejgg.galenos.2022.2022-12-3

Department of Social Services. (2023, September 13). [Bangladesh National Portal].
Department of Social Services. https://dss.gov.bd/site/page/7314930b-3f4b-4f90-
9605-886¢36ff423a/http%3A%2F%2Fdss.gov.bd%2Fsite%2Fpage%2F7314930b-
3f4b-4f90-9605-886¢36ff423a%2FOIld-Age-Allowance

Dhamo, E., & Kocollari (Furxhiu), N. (2014). Older People Quality of Life Evaluation.
Mediterranean Journal of Social Sciences.
https://doi.org/10.5901/mjss.2014.v5n13p385

72



Dubey, A., Bhasin, S., Gupta, N., & Sharma, N. (2011). A Study of Elderly Living in Old
Age Home and Within Family Set-up in Jammu. Studies on Home and Community
Science, 5(2), 93-98. https://doi.org/10.1080/09737189.2011.11885333

El-banna, M. A., Ismail, G. M., & Sharaa, H. (2019). Relationship between Visual
Impairment of Elderly and Their Quality of Life.
https://www.semanticscholar.org/paper/Relationship-between-Visual-Impairment-of-
Elderly-El-banna-Ismail/546277dd1ca21fb35347dal0a1408534592b75da

Falahaty, K., Cheong, L., & Isa, M. (2015). Quality of life among Visually Impaired Elderly
People. Biomedical and Pharmacology Journal, 8(2), 1341-1361.
https://doi.org/10.13005/bpj/895

Faruque, A. S., Khan, A, Roy, C. N., Malek, M. A., Salam, M. A., & Khaled, M. A. (2006).
Anthropometric characteristics of elderly people: Observations at a large diarrheal
hospital in Dhaka, Bangladesh. Southeast Asian Journal of Tropical Medicine and
Public Health, 37(4), 784.

Faubel, R., Lopez-Garcia, E., Guallar-Castillon, P., Balboa-Castillo, T., Gutiérrez-Fisac, J. L.,
Banegas, J. R., & Rodriguez-Artalejo, F. (2009). Sleep Duration and Health-Related
Quality of Life among Older Adults: A Population-Based Cohort in Spain. Sleep,
32(8), 1059-1068. https://doi.org/10.1093/sleep/32.8.1059

Fernandez-Olano, C., Hidalgo, J. D. L.-T., Cerda-Diaz, R., Requena-Gallego, M., Sanchez-
Castafio, C., Urbistondo-Cascales, L., & Otero-Puime, A. (2006). Factors associated
with health care utilization by the elderly in a public health care system. Health
Policy, 75(2), 131-139. https://doi.org/10.1016/j.healthpol.2005.02.005

Gabriel, Z., & Bowling, A. N. N. (2004). Quality of life from the perspectives of older
people. Ageing & Society, 24(5), 675-691.

GORE, M. (1985). Health care of the elderly.
https://ijsw.tiss.edu/greenstone/collect/ijsw/archivessrHASHO1ab/77af85ad.dir/doc.pdf

Guidetti, S., Ytterberg, C., Ekstam, L., Johansson, U., & Eriksson, G. (2014). Changes in the
impact of stroke between 3 and 12 months post-stroke, assessed with the Stroke
Impact Scale. Journal of Rehabilitation Medicine, 46(10), 963-968.
https://doi.org/10.2340/16501977-1865

73



Gupta, A., Mohan, U., Tiwari, S., Singh, S., Singh, V., Gupta, A., & Mohan, U. (2014).
QUALITY OF LIFE OF ELDERLY PEOPLE AND ASSESSMENT OF
FACILITIES AVAILABLE IN OLD AGE HOMES OF LUCKNOW, INDIA.
National Journal of Community Medicine.
https://www.semanticscholar.org/paper/QUALITY -OF-LIFE-OF-ELDERLY -
PEOPLE-AND-ASSESSMENT-OF-Gupta-
Mohan/795072577¢382b176172243583bdd621ce15d3d8

Gussekloo, J. (2004). Thyroid Status, Disability and Cognitive Function, and Survival in Old
Age. JAMA, 292(21), 2591. https://doi.org/10.1001/jama.292.21.2591

Gutsa, I. (2011). Institutional Care for the Elderly at Bumhudzo: Meeting Residents&#39;
Individual Needs in the Face of Diversity? Lambert Academic Publishing.
https://www.academia.edu/2236392/Institutional_Care_for_the_Elderly_at Bumhudz

0_Meeting_Residents_Individual Needs_in_the_Face of Diversity

Guyatt, G. H. (1993). Measuring Health-Related Quality of Life. Annals of Internal
Medicine, 118(8), 622. https://doi.org/10.7326/0003-4819-118-8-199304150-00009

Hannan, J. M. A. (2007). Medical & pharmaceutical statistics. Sangbad printing publication.

Harman, D. (2006). Aging: Overview. Annals of the New York Academy of Sciences, 928(1),
1-21. https://doi.org/10.1111/j.1749-6632.2001.th05631.x

health care. (2010, March 23). Affordable Care Act, Health Care Law. HealthCare.Gov.

https://www.healthcare.gov/where-can-i-read-the-affordable-care-act

Hickey, A., Barker, M., McGee, H., & O’Boyle, C. (2005). Measuring health-related quality
of life in older patient populations: A review of current approaches.
PharmacoEconomics, 23(10), 971-993. https://doi.org/10.2165/00019053-
200523100-00002

Hossain, M. M., Mazumder, H., Tasnim, S., Nuzhath, T., & Sultana, A. (2020). Geriatric
Health in Bangladesh during COVID-19: Challenges and Recommendations. Journal
of Gerontological Social Work, 63(6-7), 724—727.
https://doi.org/10.1080/01634372.2020.1772932

Hulka, B. S., & Wheat, J. R. (1985). Patterns of Utilization: The Patient Perspective. Medical
Care, 23(5), 438-460.

74



Islam, M. N., & Nath, D. C. (2012). A Future Journey to the Elderly Support in Bangladesh.
Journal of Anthropology, 2012, 1-6. https://doi.org/10.1155/2012/752521

Jawad, B. K., & Hussien, K. H. (2022). Impact of cardiovascular diseases on life quality of
older people. International Journal of Health Sciences, 12838-12844.
https://doi.org/10.53730/ijhs.v6nS2.8385

Joshi, K., Avasthi, A., & Kumar, R. (2003). Health-related quality of life (HRQOL) among
the elderly in northern India. Health and Population: Perspectives and Issues, 26.

Kabir, Z. N. (2001). The emerging elderly population in Bangladesh: Aspects of their health
and social situation. Institutionen for klinisk neurovetenskap, arbetsterapi och
aldrevardsforskning (NEUROTEC) / Department of Clinical Neuroscience,
Occupational Therapy and Elderly Care Research (NEUROTEC).
http://openarchive.ki.se/xmlui/handle/10616/42625

Kabir, Z. N., Tishelman, C., Aguero-Torres, H., Chowdhury, A. M. R., Winblad, B., & Hgjer,
B. (2003). Gender and rural-urban differences in reported health status by older
people in Bangladesh. Archives of Gerontology and Geriatrics, 37(1), 77-91.
https://doi.org/10.1016/S0167-4943(03)00019-0

Keller, H., Beck, A. M., & Namasivayam, A. (2015). Improving Food and Fluid Intake for
Older Adults Living in Long-Term Care: A Research Agenda. Journal of the
American Medical Directors Association, 16(2), 93-100.
https://doi.org/10.1016/j.jamda.2014.10.017

Kengnal, P. R., Bullappa, A., & M. S., A. K. (2019). A comparative study of quality of life
among elderly people living in old age homes and in the community. International
Journal Of Community Medicine And Public Health, 6(8), 3588.
https://doi.org/10.18203/2394-6040.ijcmph20193493

Khaje-Bishak, Y., Payahoo, L., Pourghasem, B., & Asghari Jafarabadi, M. (2014). Assessing
the Quality of Life in Elderly People and Related Factors in Tabriz, Iran. Journal of
Caring Sciences, 3(4), 257-263. https://doi.org/10.5681/jcs.2014.028

Khan, M. N. (2014). A Study on Quality of Life of Elderly Population in Bangladesh.
American Journal of Health Research, 2(4), 152.

https://doi.org/10.11648/j.ajhr.20140204.18

75



Khan, M. N., Islam, M. N., & Shahiduzzaman, Md. (2014). A Study on Quality of Life of
Elderly Population in Bangladesh. American Journal of Health Research, 2(4), 152.
https://doi.org/10.11648/j.ajhr.20140204.18

Lee, R., Mason, A., & Cotlear, D. (2010). Some Economic Consequences of Global Aging: A
Discussion Note for the World Bank. http://hdl.handle.net/10986/13603

Lewis, R. A. (2001). CRC Dictionary of Agricultural Sciences. CRC Press.

Likert, R. (1932). A technique for the measurement of attitudes. Archives of Psychology, 22
140, 55-55.

M Billah. (2012). Elderly Citizens Needs Special Care. The Financial Express BD, 189.

MacDonald, A. J., Greig, C. A., & Baracos, V. (2011). The advantages and limitations of
cross-sectional body composition analysis. Current Opinion in Supportive &
Palliative Care, 5(4), 342—349. https://doi.org/10.1097/SPC.0b013e32834c49eb

MacKendrick, A. (2017, November 4). Minister Philpott highlights significant investments to
improve access to home care. https://www.newswire.ca/news-releases/minister-
philpott-highlights-significant-investments-to-improve-access-to-home-care-
619159824.html

Magee, C. A., Caputi, P., & lverson, D. C. (2011). Relationships between self-rated health,
quality of life and sleep duration in middle aged and elderly Australians. Sleep
Medicine, 12(4), 346—-350. https://doi.org/10.1016/j.sleep.2010.09.013

Masror-Roudsary, D., Fadaee Aghdam, N., Rafii, F., Baha, R., Khajeh, M., & Mardani, A.
(2021). The Relationship between Experienced Respiratory Symptoms and Health-
Related Quality of Life in the Elderly with Chronic Obstructive Pulmonary Disease.
Critical Care Research and Practice, 2021, 1-7.

https://doi.org/10.1155/2021/5564275

Mazumder, H., Murshid, M.-E., Faizah, F., & Hossain, M. M. (2020). Geriatric mental health
in Bangladesh: A call for action. International Psychogeriatrics, 32(5), 667—668.
https://doi.org/10.1017/S1041610220000423

McGee, H., Morgan, K., Hickey, A., Burke, H., & Savva, G. (2011). 10Quality Of Life And
Beliefs About Ageing. Fifty Plus in Ireland 2011, 265.

76



Medicaid. (2023). Benefits | Medicaid.
https://www.medicaid.gov/medicaid/benefits/index.html

Medicare. (2023). Your Medicare coverage choices | Medicare.

https://www.medicare.gov/what-medicare-covers/your-medicare-coverage-choices

Menezes, S., & Thomas, T. M. (2018). Status of the Elderly and Emergence of Old Age
Homes in India. International Journal of Social Sciences and Management, 5(1), 1-4.
https://doi.org/10.3126/ijssm.v5i1.18972

Mgbeojedo, U. G., Ekigbo, C. C., Okoye, E. C., Ekechukwu, E. N., Justina Okemuo, A.,
Ikele, C. N., & Akosile, C. O. (2022). IGBO Version of the Older People’s Quality Of
Life Questionnaire (OPQOL-35) Is Valid and Reliable: Cross-Cultural Adaptation
and Validation. INQUIRY: The Journal of Health Care Organization, Provision, and
Financing, 59, 004695802211262. https://doi.org/10.1177/00469580221126290

Mili, F., Helmick, C. G., & Moriarty, D. G. (2003). Health related quality of life among
adults reporting arthritis: Analysis of data from the Behavioral Risk Factor
Surveillance System, US, 1996-99. The Journal of Rheumatology, 30(1), 160—166.

Ministry of social justice and empowerment, Government of India. (2011). National Policy
on Older Persons in India: Ministry of Social Justice and Empowerment.
https://socialjustice.gov.in/writereaddata/UploadFile/National%20Policy%20for%20
Older%20Persons%20Y ear%201999.pdf

Mishra, P., Pandey, C. M., Singh, U., Gupta, A., Sahu, C., & Keshri, A. (2019). Descriptive
Statistics and Normality Tests for Statistical Data. Annals of Cardiac Anaesthesia,
22(1), 67—72. https://doi.org/10.4103/aca.ACA_157_18

Molla, M. A.-M. (2022, August 20). Ageing population: Are we ready to ensure proper care?
The Daily Star. https://www.thedailystar.net/news/bangladesh/news/ageing-

population-are-we-ready-ensure-their-proper-care-3098671

Mwanyangala, M., Mayombana, C., Urassa, H., Charles, J., Mahutanga, C., Abdullah, S., &
Nathan, R. (2010). Health status and quality of life among older adults in rural
Tanzania. Global Health Action, 3(1), 2142.

77



National Cancer Institute. (2011, February 2). Definition of morbidity—NCI Dictionary of
Cancer Terms—NCI (nciglobal,ncienterprise) [nciAppModulePage].
https://www.cancer.gov/publications/dictionaries/cancer-terms/def/morbidity

Nejati, V., Shirinbayan, P., Akbari Kamrani, A., Foroughan, M., Taheri, P., & Sheikhvatan,
M. (2008). Quality of life in elderly people in Kashan, Iran. Middle East Journal of
Age and Ageing, 5(2), 21-25.

Netuveli, G., Wiggins, R. D., Hildon, Z., Montgomery, S. M., & Blane, D. (2006). Quality of
life at older ages: Evidence from the English longitudinal study of aging (wave 1).
Journal of Epidemiology & Community Health, 60(4), 357-363.

Old people’s home. (2023, February 1).
https://dictionary.cambridge.org/dictionary/english/old-people-s-home

Overview — Bangladesh Association for the Aged and Institute of Geriatric Medicine. (n.d.).

Retrieved March 15, 2023, from https://baaigm.org.bd/overview/

Panday, R., Kiran, M., Srivastava, P., & Kumar, S. (2015). A study on quality of life between
elderly people living in old age home and within family setup. Open Journal of
Psychiatry & Allied Sciences, 6(2), 127. https://doi.org/10.5958/2394-
2061.2015.00010.5

Parker, C., Barnes, S., Mckee, K., Morgan, K., Torrington, J., & Tregenza, P. (2004). Quality
of life and building design in residential and nursing homes for older people. Ageing
& Society, 24(6), 941-962. https://doi.org/10.1017/S0144686X04002387

PRB. (2022). 2022-World Population Data Sheet (p. 15) [Demography]. Population
Reference Bureau. https://www.prb.org/resources/2022-world-population-data-sheet-
booklet/

Public health update. (2022, September 16). Geriatric Health Service Strategy 2021-2030.
https://publichealthupdate.com/geriatric-health-service-strategy-2021-2030/

Radzo Alibegovic, D., Hadzipasic, S., & Faculty of Education and Rehabilitation Sciences,
University of Tuzla, Bosnia and Herzegovina. (2022). QUALITY OF LIFE OF
ELDERLY PEOPLE WITH VISUAL IMPAIRMENT IN RELATION TO THE
DEGREE OF VISUAL IMPAIRMENT. Journal Human Research in Rehabilitation,
12(1), 62-65. https://doi.org/10.21554/hrr.042207

78



Rahman, K. M. M. (2011, October 4). Preparing for an elderly population. The Daily Star.
https://www.thedailystar.net/news-detail-205011

Rahman, K. M. M. (2023). Unnayan Onneshan Policy Brief On Present Social Context and
Elderly Population in Bangladesh Unnayan Onneshan Policy Brief on Present Social

Context and Elderly Population in Bangladesh Author Acknowledgement.

Razzaque, A., Nahar, L., Akter Khanam, M., & Kim Streatfield, P. (2010). Socio-
demographic differentials of adult health indicators in Matlab, Bangladesh: Self-rated
health, health state, quality of life and disability level. Global Health Action, 3(1),
4618. https://doi.org/10.3402/gha.v3i0.4618

Rebelatto, J., Castro, A., & Chan, A. (2006). Falls in institutionalized elderly people: General
characteristics, determinant factors and relationship with handgrip strength. Acta
Ortopédica Brasileira, 15, 151-154.

Recker, S., Voigtlander, R., Viehmann, A., Dunschen, K., Kerp, H., Frank-Raue, K., Leidig-
Bruckner, G., Graf, D., Lederbogen, S., Dietrich, J. W., Gorges, R., Brabant, G.,
Volker, U., Watt, T., Zwanziger, D., Moeller, L. C., & Fihrer, D. (2019). Thyroid
Related Quality of Life in Elderly with Subclinical Hypothyroidism and Improvement
on Levothyroxine is Distinct from that in Young Patients (TSAGE). Hormone and
Metabolic Research, 51(09), 568-574. https://doi.org/10.1055/a-0897-8785

Saccomann, I. C. R, Cintra, F. A., & Gallani, M. C. B. J. (2011). Qualidade de vida
relacionada & Satde em ldosos com Insuficiéncia cardiaca: Avaliagcdo com
instrumento especifico. Acta Paulista de Enfermagem, 24(2), 179-184.
https://doi.org/10.1590/S0103-21002011000200004

Saliba, D., Elliott, M., Rubenstein, L. Z., Solomon, D. H., Young, R. T., Kamberg, C. J.,
Carol Roth, R., MacLean, C. H., Shekelle, P. G., Sloss, E. M., & Wenger, N. S.
(2001). The Vulnerable Elders Survey: A Tool for Identifying Vulnerable Older
People in the Community. Journal of the American Geriatrics Society, 49(12), 1691—
1699. https://doi.org/10.1046/j.1532-5415.2001.49281.x

Samaraweera, D., & Maduwage, S. (2016). Meeting the current and future health-care needs
of Sri Lanka’s ageing population. WHO South-East Asia Journal of Public Health,
5(2), 96. https://doi.org/10.4103/2224-3151.206259

79



Seventer, R., Vos, C., Meerding, W., Mear, 1., Gal, M., Bouhassira, D., & Huygen, F. J.
(2010). Linguistic validation of the DN4 for use in international studies. European
Journal of Pain, 14(1), 58-63. https://doi.org/10.1016/j.ejpain.2009.01.005

Shahanaz, S. (2015). Quality of life among elder people at elderly care homes in Bangladesh
[Thesis, Bangladesh Health Professions Institute (The academic institute of CRP),
University of Dhaka]. http://202.4.109.28:8080/xmlui//handle/123456789/189

Sharmin, K., & Alamgir, H. (2021, December 19). Challenge of meeting ageing population’s
needs. The Financial Express.
https://thefinancialexpress.com.bd/views/columns/challenge-of-meeting-ageing-
populations-needs-1639839621

Sissons, B. (2022, April 26). Emotional wellness and well-being: What is it, causes, how to
improve. What Is Emotional Health and Well-Being?

https://www.medicalnewstoday.com/articles/emotional-wellbeing

Social Security Administration. (2023). Social Security in retirement | SSA.
https://www.ssa.gov/retirement

Souza, A. C. de, Alexandre, N. M. C., Guirardello, E. de B., Souza, A. C. de, Alexandre, N.
M. C., & Guirardello, E. de B. (2017). Propriedades psicométricas na avaliacdo de
instrumentos: Avaliacdo da confiabilidade e da validade. Epidemiologia e Servicos de
Saude, 26(3), 649-659. https://doi.org/10.5123/S1679-49742017000300022

Sultana, N. (2022, July 5). Plight of pensioners & senior citizens in Bangladesh. The
Financial Express. https://thefinancialexpress.com.bd/views/views/plight-of-

pensioners-senior-citizens-in-bangladesh-1654527556

Taheri, N., Moghaddam, M., Cheraghian, B., Pour, N. H., & Hojjati, H. (2015). Factors
affecting quality of life among elderly living in nursing homes. Iranian Journal of
Psychiatry. https://www.semanticscholar.org/paper/Factors-affecting-quality-of-life-
among-elderly-in-Taheri-
Moghaddam/89a38d1b2872d013679b78a18740b4a7953b4ff6

Tang, M., Wang, S.-H., Li, H.-L., Chen, H., Sun, X.-Y., Bian, W.-W., Sheng, J., & Ma, S.-J.
(2021). Mental health status and quality of life in elderly patients with coronary heart
disease. PeerJ, 9, €10903. https://doi.org/10.7717/peerj.10903

80



The World Bank. (2016). Rural population (% of total population)—Bangladesh | Data.
https://data.worldbank.org/indicator/SP.RUR.TOTL.ZS?locations=BD

Tithila, K. K., & Afrin, S. (2021, September 30). Specialized facilities for elderly, a neglected
sector in the healthcare system. Dhaka Tribune.
https://archive.dhakatribune.com/bangladesh/2021/09/30/specialized-facilities-for-

elderly-a-neglected-sector-in-the-healthcare-system

Tognini, S., Pasqualetti, G., Calsolaro, V., Polini, A., & Monzani, F. (2014). Cognitive
Function and Quality of Life in Mild Thyroid Hormone Deficiency. Recent Patents on
Endocrine, Metabolic & Immune Drug Discovery, 8(2), 124-134.
https://doi.org/10.2174/1872214808666140723111533

Tsai, S.-Y., Chi, L.-Y., Cheng, C.-Y., Hsu, W.-M., Liu, J.-H., & Chou, P. (2004). The Impact
of Visual Impairment and Use of Eye Services on Health-Related Quality of Life
among the Elderly in Taiwan: The Shihpai Eye Study. Quality of Life Research,
13(8), 1415-1424. https://doi.org/10.1023/B:QURE.0000040791.87602.fe

Tunick, M. H., & Van Hekken, D. L. (2015). Dairy Products and Health: Recent Insights.
Journal of Agricultural and Food Chemistry, 63(43), 9381-9388.
https://doi.org/10.1021/jf5042454

UNFPA, & HelpAge International. (2012). Ageing in the Twenty-First Century (p. 190).
https://www.unfpa.org/sites/default/files/pub-pdf/Ageing%20report. pdf

United Nations. (2017). SDG Indicators—SDG Indicators.
https://unstats.un.org/sdgs/indicators/indicators-list/

Vanitha, D. (2014, May 1). Institutional Care of the Elderly: A Study of Old-age Homes in
Hassan City, Karnataka, India. https://www.semanticscholar.org/paper/Institutional-
Care-of-the-Elderly%3A-A-Study-of-Homes-
Vanitha/832f147a232295135f3e0cbc12660d57¢c96c9fha

Vocabulary. (n.d.). Determinant—Definition, Meaning & Synonyms. VVocabulary.Com.

Retrieved March 16, 2023, from https://www.vocabulary.com/dictionary/determinant

Waite, L. J. (2004). The Demographic Faces of the Elderly. Population and Development
Review, 30(Supplement), 3-16.

Walker, A. (2005). Quality of life in old age in Europe. Growing Older in Europe, 1-29.

81



Wang, L., Crawford, J. D., Reppermund, S., Trollor, J., Campbell, L., Baune, B. T., Sachdev,
P., Brodaty, H., Samaras, K., & Smith, E. (2018). Body mass index and waist
circumference predict health-related quality of life, but not satisfaction with life, in
the elderly. Quality of Life Research, 27(10), 2653-2665.
https://doi.org/10.1007/s11136-018-1904-6

Weight, H. (2015). About adult BMI. Centre for Disease Control and Prevention. Last
Updated On. http://medbox.iiab.me/modules/en-
cdc/www.cdc.gov/healthyweight/assessing/bmi/adult_bmi/

Wikipedia. (2023). Prevalence. In Wikipedia.
https://en.wikipedia.org/w/index.php?title=Prevalence&oldid=1142353782

Wild, D., Grove, A., Martin, M., Eremenco, S., McElroy, S., Verjee-Lorenz, A., & Erikson,
P. (2005). Principles of Good Practice for the Translation and Cultural Adaptation
Process for Patient-Reported Outcomes (PRO) Measures: Report of the ISPOR Task
Force for Translation and Cultural Adaptation. Value in Health, 8(2), 94-104.
https://doi.org/10.1111/].1524-4733.2005.04054.x

World Health Organization. (1984). Health and Well-Being.
https://www.who.int/data/gho/data/major-themes/health-and-well-being

World Health Organization. (2012, January 3). WHOQOL - Measuring Quality of Life| The
World Health Organization. https://www.who.int/tools/whoqol

World Health Organization (Ed.). (2015). World health statistics 2015.
https://www.who.int/publications-detail-redirect/9789240694439

World Health Organization. (2016). World health statistics 2016: Monitoring health for the
SDGs, sustainable development goals. https://www.who.int/publications-detail-
redirect/9789241565264

World Health Organization. (2022, February 12). Disability. https://www.who.int/health-
topics/disability

You, H., Li, X., Jing, K., Li, Z., Cao, H., Wang, J., Bai, L., Gu, J., Fan, X., & Gu, H. (2018).
Association between body mass index and health-related quality of life among
Chinese elderly—Evidence from a community-based study. BMC Public Health,
18(1), 1174. https://doi.org/10.1186/512889-018-6086-1

82



Zahan, R., Ferdaus, F., Sinha, S., & Zahan, E. (2019). Depression and Quality of Life among
Elderly People in a Rural Population of Bangladesh. 12, 265-268.

Zhi, T.-F., Sun, X.-M,, Li, S.-J., Wang, Q.-S., Cai, J., Li, L.-Z., Li, Y.-X., Xu, M.-J., Wang,
Y., Chu, X.-F., Wang, Z.-D., & Jiang, X.-Y. (2016). Associations of sleep duration
and sleep quality with life satisfaction in elderly Chinese: The mediating role of
depression. Archives of Gerontology and Geriatrics, 65, 211-217.
https://doi.org/10.1016/j.archger.2016.03.023

83



APPENDIX 1 Institutional Review Board Approval
IRB/10/2023/736 10/10/2023

To

Pradip Kumar Saha

M.Sc. in Rehabilitation Science

Session: 2021-2022

Student I1D: 181210144

BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Subject: Approval of the thesis proposal “Health Related Quality of Life among Elderly

People Living in Selected Old Homes: A Cross-Sectional Study” by ethics committee.

Dear Pradip Kumar Saha,

Congratulations.

The Institutional Review Board (IRB) of BHPI has reviewed and discussed your application to
conduct the above mentioned dissertation, with yourself, as the principal investigator.

The Following documents have been reviewed and approved:

Sr. No. | Name of the Documents

1 Research Proposal
2 Questionnaire (English & / or Bengali version)
3 Information sheet & consent form.

The purpose of the study is to trace out the health related quality of life among elderly people
living in selected old homes. The study involves use of a Semi structured questionnaire & any
other measurement tools to assess the level of physical activity among rehabilitation
professionals in Bangladesh. That may take approximately 15 to 20 minutes for participants to
complete.to answer / fill in the questionnaire and there is no physical or psychological harm to
the participants.



CRP-BHPI/IRB/10/2023/736 10/10/2023

The members of the Ethics committee have approved the study to be conducted in the presented
form at the meeting held at 8.30 AM on 8" April, 2023 at BHPI (35" IRB Meeting).

The institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring in the course of the study, any revision in the protocol and patient
information or informed consent and ask to be provided a copy of the final report. This Ethics
committee is working accordance to Nuremberg Code 1947, World Medical Association

Declaration of Helsinki, 1964 - 2013 and other applicable regulation.

Best regards,

Member Secretary
Institutional Review Board (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh



APPENDIX 2

Informed Consent Paper (F7f$4)

Greetings, you have been selected to take part in this thesis. | would like to interview you. This
thesis is being conducted by Bangladesh Health Professional Institute, Rehabilitation Science
department student Pradip Kumar Saha. The title of this research is “Health Related Quality
of Life among Elderly People Living in Selective Old Homes: A Cross-Sectional Study”.
The aim is to trace out the Health Related Quality of Life among Elderly People Living in Old

Homes. (¥To5I, S 9% AR & NCAIAMS Q0 | SN S Ao e 25 |
3 AN AN (@ et THHTs, et e e fFrdt amist g
AR A AfRBIETS | 2Tl Sl JRETY AP SRAT QTR T ITACE &l 1)

Confidentiality: All the information given by you will be kept confidential and will be used
only for academic and research purpose. (FTFFISTA (AF THALARTAFAA TS HAG SR

el @2 (oS! IS A 2T GAQ BY W@ TG G 926 2J 1)

Participants rights, risk and benefit: Participants are free to decline answering any question
during interview. Participants can withdraw from the study at any time. Although participant

of the study will not benefit or harm from this study. (SIIQZERFITT AFFIRITCIR T CPICA!
AR TeF TS AGIF FACO AET | TLHAERAFIE! (@ (FIF TN 93 @A (=0T 5 @S
AT | RN WG ST (I &S Fox FYA 203 1)

Participants consent: | have been addressed well about this study. | hereby choose
consciously & voluntarily to take part in all steps in this study. (43 SRR ST T

IMCE T O T TR | AN TR @32 (TR @3 AFIA R I T3S
SIIZ 1)
Signature of the Participant (TAAZEIFIA TF7)

Mobile No. ((IR12e 2):

Signature of researcher (AENFIN F%): Date (Sif92):



APPENDIX 3 English Questionnaire
Participant ID No: Date:
Name of the participant:
Address:
Section 1- Socio demographic factor:
Serial Question Response Code
No. No.
1 What is your age? -Years

2 Gender

Male

Female

3 What is your marital status?

O O0O0go.o

Married
Unmarried
Widow
Widower
Divorced

4 What is your educational
qualification?

OOo0good

No formal education
Primary education
Secondary education
Higher secondary
Graduation
Post-graduation

5 What is your occupation?

Oo0o0goooo

Retired
Farmer
Businessman
Service holder
Unemployed
House wife
Others

6 Religion

O 0Oo0oo

Islam
Hindu
Christian
Buddhist

N P O OO O A WO N P O O B WO N P O 0O NN b O —»p O




(0 I 0 O B

Yes, sometimes
No

71 Others
7 What is your monthly family Taka
income?
8 Where do you live? ] Urban
71 Sub-urban
1 Rural
Section 2- Physical health related factors:
Serial Question Response Code
No. No.
9 Height Inch
10 Weight kg
11 | BMI Kg/m?
13 | Do you get adequate 1 Yes, daily 0
vegetables in your diet? 1 Yes, often 1
"1 Yes, sometimes
1 No 2
3
14 | Do you get adequate fruits in "1 Yes, daily 0
your diet? 1 Yes, often 1
1 Yes, sometimes
7 No 2
3
15 Do you get adequate fish or "1 Yes, daily 0
meat or egg or lentil in your 1 Yes, often 1
diet? 1 Yes, sometimes
1 No 2
3
16 Do you get adequate milk and Yes, daily 0
milk product in your diet? Yes, often 1
2
3




17 How many glasses of water Times
do you drink every day?
18 How much do you sleep per Hour
day?
Section 3- Comorbidities related factors:

Serial Question Response Code
No. No.
19 Do you have any Diabetes 1 Yes 0

Problem? 7 No 1
20 If 22 is yes, Duration of years
diabetes?
21 | Do you have any Thyroid 7 Yes 0
problem? 7 No 1
22 Do you have any history of 1 Yes 0
stroke? 1 No 1
23 Do you have any history of 7 Yes 0
cardiac problem? 1 No 1
24 Do you have any history of 0 Yes 0
urological problems? 1 No 1
25 Do you have any history of 1 Yes 0
dental? 1 No 1
26 Do you have any history of 1 Yes 0
skin disease? 1 No 1
27 Do you have any history of 1 Yes 0
stroke? 1 No 1
28 Do you have any arthritis/joint 1 Yes 0
pain? 7 No 1
29 Do you have any visual 7 Yes 0
problem? 1 No




30 Do you have high blood Yes
pressure? No

31 Do you have any respiratory Yes
problems? No

32 | Do you have any low back Yes
pain? No

Vii




CONFIDENTIAL

SERIAL NO.

Older People’s Quality of Life Questionnaire (OPQOL-35)

We would like to ask you about your quality of life:

Please tick one box in each row. There are no right or wrong answer. Please select the
response that best describes you/your views.

1. Thinking about both the good and bad things that make up your quality
of life, how would you rate the quality of your life as a whole?

Your quality of life as a
whole is

Very
good (1)

Good
(2)

Alright
3)

Bad (4)

Very
bad (5)

following statements.

(Tick one box in each row)

2. Please indicates the extent to which you agree or disagree with each of the

©)

Life overall
1 | I enjoy my life Strongly | Agree Neither | Disagree | Strongly
overall agree (2) agree or 4) disagree
(1) disagree (5)
@)
2 | 1 am happy much Strongly | Agree Neither | Disagree | Strongly
of the time agree (2) agree or 4) disagree
Q) disagree (5)
@)
3 | I look forward to Strongly | Agree Neither | Disagree | Strongly
things agree (2) agree or 4) disagree
Q) disagree (5)
@)
4 | Life gets me down | Strongly | Agree Neither | Disagree | Strongly
agree (2) agree or 4) disagree
(¢D)] disagree (5)
3)
Health
5 | I have a lot of Strongly | Agree Neither | Disagree | Strongly
physical energy agree (2) agree or 4) disagree
(@) disagree (5)
@)
6 | Pain affects my Strongly | Agree Neither | Disagree | Strongly
wellbeing agree (2) agree or 4) disagree
@ disagree (5)

viii




7 | My health restricts | Strongly | Agree Neither | Disagree | Strongly
me looking after agree (2 agree or 4 disagree
myself or my home (@) disagree (5)

3)

8 | I am healthy Strongly | Agree Neither | Disagree | Strongly
enough to get out agree (2) agree or 4) disagree
and about (@) disagree (5)

3)

Social relationship

9 | My family, friends | Strongly | Agree Neither | Disagree | Strongly
or neighbors would | agree (2) agree or 4) disagree
help me if needed Q) disagree (5)

@)

10 | I would like more | Strongly | Agree Neither | Disagree | Strongly
companionship or agree (2) agree or 4) disagree
contact with other (¢D)] disagree (5)
people 3)

11 | I have someone Strongly | Agree Neither | Disagree | Strongly
who gives me love agree (2) agree or 4) disagree
and affection (D) disagree 5)

3)

12 | I"d like more Strongly | Agree Neither | Disagree | Strongly
people to enjoy life | agree (2 agree or 4 disagree
with Q) disagree (5)

3)

13 | I have my children | Strongly | Agree Neither | Disagree | Strongly
around which is agree (2) agree or 4) disagree
important (¢D)] disagree (5)

@)

Independence, control over life, freedom

14 | I am healthy Strongly | Agree Neither | Disagree | Strongly
enough to have my agree (2 agree or 4 disagree
independence Q) disagree (5)

3)

15 | I can please myself | Strongly | Agree Neither | Disagree | Strongly

what | do agree (2) agree or 4) disagree
(¢D)] disagree (5)

©)




16 | The cost of things | Strongly | Agree Neither | Disagree | Strongly
compared to my agree (2 agree or 4 disagree
pension/income (@) disagree (5)
restricts my life (€))

17 | I have a lot of Strongly | Agree Neither | Disagree | Strongly
control over the agree (2 agree or 4 disagree
important things in (@) disagree (5)
my life 3)

Home and neighborhood

18 | | feel safe where | | Strongly | Agree Neither | Disagree | Strongly
live agree (2) agree or 4) disagree

Q) disagree (5)
@)

19 | The local shops, Strongly | Agree Neither | Disagree | Strongly
services and agree (2) agree or 4) disagree
facilities are good (D) disagree 5)
overall 3

20 | I get pleasure from | Strongly | Agree Neither | Disagree | Strongly
my home agree (2) agree or 4) disagree

(1) disagree (5)
@)

21 | I find my Strongly | Agree Neither | Disagree | Strongly
neighborhood agree (2) agree or 4) disagree
friendly Q) disagree (5)

@)

Psychological and emotional wellbeing

22 | | take life as it Strongly | Agree Neither | Disagree | Strongly
comes and make agree (2) agree or 4) disagree
the best of things Q) disagree (5)

3)

23 | | feel lucky Strongly | Agree Neither | Disagree | Strongly
compared to most agree (2) agree or 4) disagree
people Q) disagree (5)

(©)

24 | 1 tend to look on Strongly | Agree Neither | Disagree | Strongly

the bright side agree (2) agree or 4) disagree
(@) disagree (5)
@)

25 | If my health limits | Strongly | Agree Neither | Disagree | Strongly
social/ leisure agree (2) agree or 4) disagree
activities, then | @ disagree (5)
will compensate 3)




and find something

else | can do

Financial circumstances

26 | | have enough Strongly | Agree Neither | Disagree | Strongly
money to pay for agree (2) agree or 4) disagree
household bills Q) disagree (5)

@)

27 | | have enough Strongly | Agree Neither | Disagree | Strongly
money to pay for agree (2) agree or 4) disagree
household repairs (1) disagree 5)
or help needed in 3)
the house

28 | | can afford to buy | Strongly | Agree Neither | Disagree | Strongly
what | want to agree (2 agree or 4) disagree

1) disagree (5)
3)

29 | | cannot afford to Strongly | Agree Neither | Disagree | Strongly
do things I would agree (2) agree or 4) disagree
enjoy Q) disagree (5)

3)

Leisure and activities

30 | I have social or Strongly | Agree Neither | Disagree | Strongly
leisure agree 2 agree or 4 disagree
activities/hobbies (@) disagree (5)
that | enjoy doing 3

31| I try to stay Strongly | Agree Neither | Disagree | Strongly
involved with agree 2 agree or 4 disagree
things (¢D)] disagree (5)

3)

32 | 1 do paid or unpaid | Strongly | Agree Neither | Disagree | Strongly
work or activities agree (2) agree or 4) disagree
that gives me a role (@) disagree (5)
in life 3)

33| I have Strongly | Agree Neither | Disagree | Strongly
responsibilities to agree (2 agree or 4 disagree
others that restrict (@) disagree (5)
my social or (€))
leisure activities

34 | Religious, belief or | Strongly | Agree Neither | Disagree | Strongly
philosophy is agree (2) agree or 4) disagree
important to my (¢D)] disagree (5)
quality of life 3)

Xi




OPQOL: Copyrighted @ A. Bowling, St George’s, University of London & Kingston University
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35 | Cultural/religious | Strongly | Agree Neither | Disagree | Strongly
events/festivals are agree (2 agree or 4 disagree
important to my (@) disagree (5)
quality of life (€))

Thank you for your help




APPENDIX 4 Bengali Questionnaire
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Work plan for thesis
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APPENDIX 8

Moments during data collection
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Figure. 12.2: Apon Bhubon old home
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Figure. 13.2: Old rehabilitation center, Gazipur
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Figure. 14: BAAIGM, Agargaon, Dhaka
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Figure. 15.1: Subarta trust, Manikganj

XXXii



Figure. 15.2: Subarta trust, Manikganj
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