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INTRODUCTION 

In developing countries, an accelerated aging of the population can be seen, with an 

increment in the elderly population higher than in developed countries.1 

Nowadays, in Brazil, the elderly represent around 10% of the general population. The 2000 

census reported that, of the 169.5 million Brazilians, 15.5 million are 60 years or more, and 

projections point to a growth in this population group to 18 million until 2010 and 25 million until 

2025.2,3 

The aging process, which in developed countries takes place gradually, followed by 

improvements in the health insurance plans, housing conditions, basic sanitation, work and food, in 

Brazil takes place rapidly and in a context of social inequalities, fragile economy, increasing indices 

of poverty, with a precarious access to health services and reduced financial resources, without the 

structural changes that meet the demands of the new emergent age group.4,5 

The tendency to the aging of the population is causing deep changes in all sectors of society. 

According to Cotta et al.,6 the demographic transition has a growing and deep impact on all levels 

of society, but it is in health that it has the greatest transcendence, due to its repercussion in the 

several assistance levels as well as due to the demand for new resources and structures.  

Therefore, it should be highlighted the scientific and social relevance of investigating the 

conditions that interfere with the well-being in the senescence and of proposing actions and policies 

in the health field, aiming to meet the demands of the aging population.7 

The evaluation of the health condition is directly associated with the quality of life, 

influenced by gender, schooling, age, economic condition and presence of disabilities.8 

When investigating the quality of life regarding the health in its multidimensionality, the 

main aspects to be considered in relation to the potentialities and peculiarities of health and life of 

the elderly are identified, interfering in the health-disease process.9 
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Therefore, evaluating the life and health conditions of the elderly allows the implementation 

of intervention proposals, both in geriatric programs and in general social policies, with the aim to 

promote the well-being of the elderly.9,10 

The expression “quality of life” has several connotations, which range from a popular 

concept, widely used nowadays – in relation to feelings and emotions, personal relationships, 

professional events, media advertisement, politics, health systems, social support activities, among 

others –, until the scientific perspective, with several meanings in the medical literature.11 

With regard to its use in the medical literature, the term “quality of life” has been associated 

with several meanings, such as health conditions and social functioning. Health-related quality of 

life and subjective health status are concepts related to the subjective assessment of the patient and 

to the impact of the health status on the ability to have a full life.12 

The group of researchers studying the quality of life at the World Health Organization 

(WHO), the WHOQOL Group,13 proposes a subjective and multidimensional concept for quality of 

life, which includes positive and negative elements: “quality of life is the individual’s perception of 

their position in life in the context of culture and value systems in which they live and in relation to 

their goals, expectations, standards, and concerns.” It is a wide and complex concept, which 

comprehends physical health, psychological status, level of independence, social relationships, 

personal beliefs and the relationship with the characteristics of the environment.14 

In this sense, the quality of life reflects the perception individuals have that their needs are 

being satisfied, or that they are being deprived of the opportunities of achieving happiness and self-

realization, with independence of their physical health status or the social and economic 

conditions.14 

Different concepts have been established, from the most general ones to the most specific. A 

distinction has been made between the overall quality of life, the different dimensions of the quality 

of life (domains) and the components that are part of each dimension.15 
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According to Arnold et al.15 and Suurmeijer et al.,16 Spilker’s model of quality of life 

includes the overall quality of life and the different domains, as well as different aspects that are 

part of each domain. The assessment of the overall quality of life, defined as the individual’s 

general satisfaction with life and the general perception of well-being, is the first level of Spilker’s 

model. The quality of life domains, separately, represent the second level. The most used ones are 

the psychological, the social and the physical domains, which satisfactorily reflect the quality of 

life, although some studies also include other domains, such as productivity, environment, 

cognition, occupation and financial situation. Finally, the third level of Spilker’s model is 

comprised of the specific aspects of each domain. 

The main purpose of this study is to evaluate the influence of quality of life domains 

(physical, psychological, social and environmental) in the overall quality of life domain, therefore 

the first two levels of Spilker’s model will be analyzed, once the literature is consensual with regard 

to the study of these quality of life levels.15 

The objectives of the present study were to analyze whether there was contribution of the 

physical, social, psychological and environmental domains in the overall quality of life and to 

investigate to which extent these domains explain the overall quality of life of elderly people 

resident in the municipality of Teixeiras, Southeastern Brazil. 

 

METHODS 

 

Characteristics of the municipality under investigation 

The municipality of Teixeiras has a territorial area of 167 km2, demographic density of 66.8 

inhab./km2, reaching a height of 648 m. Geographically, it belongs to the microregion of Viçosa and 

to the mesoregion of Zona da Mata of Minas Gerais, located in Southeastern Brazil.17 According to 

the demographic census carried out in 2000 by the Brazilian Institute of Geography and Statistics 

(IBGE), Teixeiras has a population of 11,149 inhabitants, distributed into 6,949 inhabitants in the 
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urban area (62.33%) and 4,200 (37.67%) in the rural area, presenting an urbanization rate of 

62.33% and mean annual growth rate of 1.23%. With regard to the number of elderly, 1,374 are 60 

years or more, which represents 12.32%.2 

The main economic activities developed in this municipality are: agriculture (coffee, rice, 

beans, manioc, corn, pineapples, tomatoes, sugar cane, sweet potatoes), cattle raising (cattle and hog 

business), silviculture and logging.17 

From 1991 to 2000, the access to basic services and consumer goods increased, and the 

illiteracy level reduced from 28.3% (1991) to 17.4% (2000).17 

Also in the period 1991-2000, the Index of Human Development (IHD) of Teixeiras 

increased 17.11%, going from 0.608 in 1991 to 0.712 in 2000. The dimension that contributed the 

most to this growth was education, with 42.4%, followed by longevity (30.5%) and income (27%). 

Over that period, the human development gap (the distance between the IHD of the municipality 

and the maximum IHD limit, i.e., 1 – IHD) was reduced in 26.5%.17 

 

Subjects 

Individuals aged 60 or more, resident in the municipality of Teixeiras were included in the 

study. We performed a previous record of all individuals aged 60 or more until the predicted date to 

begin the study, August 2004. This record was made with the aid of community health agents 

(CHA), who are part of the Family Health Program (FHP) teams of the municipality. 

The FHP was created by the Brazilian Ministry of Health, standing out as the starting point 

of the system that proposes the reorganization of primary care in health promotion actions, 

prevention and disease risks, resolution in the assistance and recovery with quality, which favors a 

shorter distance between the services and the population. Therefore, it stands out as an innovative 

strategy that is able to restructure the health actions and services, by transposing the fragmented 

view of the human being to a whole understanding in the individual, family and collective 

dimension, i.e., the rescue of the generalist practice, in which the understanding of the 
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health/disease process is considered in a wider perspective, following the local, community and 

family realities.18 The year of reference for the FHP implementation in Teixeiras is 1997, and the 

total coverage of the population was reached in 1999. Nowadays, there are three family health 

teams, comprised of 18 health microareas. 

Each CHA filled in a form providing name, address, birth date, age, gender, conditions of 

bedridden and/or unconscious and the condition of being a user or not of the FHP from all 

individuals aged 60 ≥ years resident in the municipality. This record allowed us to obtain a list of all 

the elderly living in Teixeiras, since the FHP comprehends 100% of the population of the 

municipality. This record was included in the database of the local FHP.  

As a result of this survey, it was found that the elderly population of the municipality is 

represented by a total of 1,478 individuals. Of these, 965 (65.29%) live in the urban area and 513 

(34.7%) in the rural area; 775 (52.43%) are female and 703 (47.56%) are male; 964 (65.22%) are 

users of the FHP and 514 (34.77%) are not; 101 (6.83%) are bedridden, 56 (3.78%) are unconscious 

and 20 (1.35%) are hospitalized. Based on these data, we proceeded to the sample selection. 

 

Sample selection 

The sample of the study was random, stratified by gender, use of the FHP and health 

microarea. 

Given the characteristics of the study, with the aid of the FHP health professionals, the 

individuals who were bedridden, unconscious, with mental problems and hospitalized were 

excluded form the study, resulting in 1,301 elderly people. 

After the exclusion criteria were applied, 15% of the total recorded individuals were 

calculated in each health microarea, and the representative number of this percentage was 

proportionally divided between the genders and users and non-users of the FHP in the microarea. 

This procedure was made considering that each health microarea represents one geographic region 
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in the municipality, and thus it could be assured that the individuals from all locations were 

represented in the study. 

After the stratification and determination of the number of individuals from each microarea, 

we performed a sample randomization. The sample was composed of 211 elderly individuals, which 

represents 14.28% of the elderly population in the municipality. 

 

Study design 

It is a cross-sectional observational study, in which we performed interviews in home visits, 

from August to December 2004. The direct interviews were performed by a single trained 

interviewer. A pilot study in a population with similar characteristics to the population of Teixeiras 

was performed, but in a different municipality. 

Two instruments were used for the data collection. To characterize the sociodemographic 

aspects (gender, age, marital status, income and schooling), an instrument was specifically created 

for this study. 

To assess the quality of life, we used the instrument proposed by the WHO for adults, the 

World Health Organization Quality of Life Instrument Bref (WHOQOL-Bref). This instrument has 

been used to measure the health-related quality of life in sick, healthy and elderly groups of 

individuals.19 

The WHOQOL-Bref is a reduced version of the World Health Organization Quality of Life 

Instrument 100 (WHOQOL-100) and is composed of 26 questions: two of them are general 

questions about quality of life, and 24 represent each of the 24 aspects that are part of the original 

instrument, the WHOQOL-100. The data that originated the abridged version were extracted from 

field tests in 20 centers in 18 countries.20 This study used the Brazilian version of the WHOQOL-

Bref, translated and validated by the group of studies on quality of life at WHO in Brazil. 

The WHOQOL-Bref is composed of four quality of life domains, and each domain aims to 

analyze, respectively: physical capacity, psychological well-being, social relationships and 
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environment in which the individual is inserted. Besides these four domains, the WHOQOL-Bref is 

also composed of a domain that analyzes the overall quality of life.19,20 Each domain is composed of 

questions, whose answers have scores ranging from 1 to 5. 

The final scores of each domain are calculated by a syntax, which considers the answers for 

each question that composes the domain, resulting in final scores in a scale from 4 to 20, 

comparable to the WHOQOL-100, which may be transformed into a 0-100 scale. 

The instrument is self-administered, but in this study we chose the direct interview, due to 

the reading difficulty, visual problems and illiteracy, which are common in the elderly. 

The use of the WHOQOL-Bref in this study is justified by the literature, which shows a good 

response of the instrument to the quality of life of the elderly,19 and due to the absence of a 

validated instrument for elderly people and translated into Portuguese with such comprehending 

characteristics and easy applicability. 

The research protocol was approved by the human research ethics committee at 

Universidade Federal de Viçosa, Minas Gerais, Brazil. All individuals who agreed to participate in 

the study signed a consent term. 

 

Data analysis 

The data were analyzed using the Student's t test for comparisons between averages of two 

groups (female and male). Pearson’s correlation coefficient was calculated between the domains 

(physical, environmental, social and psychological) and the overall quality of life. Models of 

multiple linear regression analysis were developed to verify the influence of the sociodemographic 

variables in the quality of life domains and to analyze the contribution of these domains in the 

overall quality of life. The stepwise procedure was used, in which statistical inclusion criteria are 

applied. Significance level was set at 5%. 

A quantitative approach was made possible using the software SPSS for Windows, version 

10.0.21 
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RESULTS 

 

Sociodemographic characteristics 

As described in Table 1, out of the 211 elderly people assessed, 109 (51.7%) are female and 

102 (48.3%) are male. Mean age ranged from 60 to 93 years, with mean of 71.09 (± 8.09). 

 

Table 1 - Sociodemographic characteristics of the elderly individuals, Teixeiras (MG), 2004 

Characteristic n % 

Gender 109 51.7 

Female   

Male 102 48.3 

Age group 51 24.2 

60-64 years   

65-69 years 53 25.1 

70-74 years 39 18.5 

75-79 years 30 14.2 

80-84 years 22 10.4 

85-89 years 11 5.2 

90 years or more 5 2.4 

Marital status 132 62.6 

With partner   

Without partner 79 37.4 

Schooling (years of study) 84 39.8 

No education to less than 1 year   

1-3 years 66 31.3 
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4-7 years 53 25.2 

8-10 years 2 0.9 

11-14 years or more 6 2.8 

Monthly income 18 8.5 

No income   

Up to 1/2 MW 3 1.4 

From 1/2 to 1 MW 126 59.7 

From 1 to 2 MW 38 18.1 

From 2 to 3 MW 14 6.7 

From 3 to 5 MW 6 2.8 

From 5 to 10 MW 6 2.8 

MW = minimum wage; n = 211. 

 

With regard to the marital status, 62.6% live with their partners, and the others without 

partners. Concerning schooling and income, 71.1% have less than 4 years of formal studies, and 

61.1% have a monthly income equal or lower than 1 minimum wage (MW), which corresponds to € 

83.33. 

All sociodemographic characteristics were inputted in multiple linear regression models, in 

order to study their effect on each quality of life domain of the WHOQOL-Bref (overall, physical, 

psychological, social and environmental) (Table 2). Five regression models were developed, and for 

each model, one domain was set as dependent variable. 
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Table 2 - Contribution of the sociodemographic variables in each quality of life domain of the WHOQOL-Bref 

Domains (dependent variables) 

Overall Physical Psychological Social Environmental 
Sociodemographic 

variables 

 (independent) ß 
R2 

(%) 
p ß 

R2 

(%) 
p ß 

R2 

(%) 
p ß 

R2 

(%) 
p ß 

R2 

(%) 
p 

 14.87   15.70   14.55   18.24   13.54   

Gender 0.09 0.8 0.21 0.18 2.0 0.02* 0.19 3.3 0.01** 0.00 0.0 0.95 0.19 2.8 0.00*** 

Age (years) 0.05 0.2 0.47 0.11 0.7 0.26 -0.08 0.6 0.26 -0.07 0.4 0.31 0.06 0.3 0.44 

Marital status -0.13 1.4 0.07 -0.13 0.7 0.09 -0.03 0.1 0.71 -0.02 0.0 0.79 -0.06 0.5 0.43 

Schooling 0.07 0.6 0.32 0.01 0.0 0.87 0.37 0.4 0.36 -0.07 0.6 0.31 0.00 0.0 0.99 

Income (MW) 0.04 0.2 0.56 0.05 0.3 0.50 -0.07 0.0 0.94 -0.05 0.3 0.47 0.09 0.6 0.19 

R2 total (%) 3.2 3.7 4.4 1.3 4.2 

MW = minimum wage. 

*Significant at 5% level by the Student's t test. 

**Significant at 1% level by the Student's t test. 

***Significant at 0.1% level by the Student's t test. 



For the overall and social domains, none of the sociodemographic variables had a significant 

interference (p > 0.05). Although we chose to differentiate between the urban and the rural area in 

the sample selection, there were no significant differences between the urban and rural subjects in 

the quality of life determinants. 

For the physical, psychological and environmental domains, only the variable gender 

showed a significant contribution, although small. Gender interferes in 2% in the physical domain, 

3.3% in the psychological domain and 2.8% in the environmental domain. 

Therefore, the Student's t test was performed to compare the score averages of the quality of 

life domains between the female and male genders (table 3). 

 

Table 3 - Comparison between the mean scores of the quality of life domains between the female 

and male genders. 

Domains 
Male  

 (mean ± SD) 

Female 

 (mean ± SD) 
p 

Overall 15.33 ± 2.29 15.04 ± 2.65 0.401 

Physical 16.20 ± 2.38 15.51 ± 2.50 0.042* 

Psychological 16.14 ± 2.21 15.22 ± 2.73 0.008** 

Environmental 15.20 ± 2.12 14.50 ± 1.98 0.015* 

Social 17.28 ± 2.15 17.29 ± 2.19 0.959 

*Significant at 5% level by the Student's t test. 

**Significant at 1% level by the Student's t test. 

 

It can be seen that there were statistically significant differences between the averages of the 

physical, psychological and environmental domains for the female and male groups, and the mean 

quality of life scores of these domains were higher among males. 
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Quality of life domains and the overall domain 

Pearson’s correlation was initially performed between the domains (physical, psychological, 

social and environmental) and the quality of life overall domain. All domains were correlated 

positively and significantly with the overall domain, despite the correlations being low (table 4). 

 

Table 4 - Estimate of Pearson’s correlation coefficients and of the linear regression analysis 

between the domains and the overall quality of life 

Overall quality of life (dependent) 

Regression Domains 
Correlation (r) 

R2 (%) ß 

   3.49 

Physical 0.531* 28.2 0.321* 

Environmental 0.499* 6.2 0.246* 

Psychological 0.443* 1.3 0.144** 

Social 0.336* 0.4 0.072NS 

R2 total (%)  36.1  

NS = non-significant at 5% level by the Student's t test. 

* Significant at 0.1% level by the Student's t test. 

** Significant at 5% level by the Student's t test. 

 

We thus proceeded to the multiple linear regression analysis to verify the contribution of 

each domain in the overall quality of life (dependent variable). The sociodemographic variables 

were not included in this model, since they did not show significant interference in the quality of 

life overall domain, when previously analyzed. 

The four domains (physical, psychological, environmental and social) together account for 

36.1% of the overall quality of life. The social domain has little contribution (0.4%), but non-
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significant (p > 0.05). The domain that contributed the most to the overall quality of life is the 

physical (28.2%), followed by the environmental (6.2%) and the psychological (1.3%). The results 

are summarized in table 4. 

 

DISCUSSION 

Sprangers et al.22 showed that factors such as old age, female gender, low schooling level 

and not having a partner are related to low levels of quality of life. Moreover, other studies also 

controlled the influence of these sociodemographic variables.15,16 

Therefore, in the present study, we chose to analyze the sociodemographic variables gender, 

age, marital status (with or without partner), schooling and income. Income was included for also 

being considered a major socioeconomic indicator. 

Most of the elderly people studied have a low income and low schooling level. It can be 

seen that 71.1% have less than 4 years of study and can be considered, according to IBGE,23 as 

functional illiterates. This percentage is higher than the Brazilian population, which, in 2003, had 

57.9% of elderly people with less than 4 years of schooling.23 

With regard to the monthly income, 61.1% have monthly income equal or lower than 1 

MW. In the Brazilian population, in 2003, 43.8% of the elderly people had an income lower than 1 

MW.23 It is a consensus that the productivity and employability decrease with age. From 60 years 

on, individuals become increasingly more dependent of the income of the other people living in the 

same house to survive and maintain their life standard. Furthermore, retirement also starts to play a 

major role in the income of elderly people.24 That is the reason why there is a great percentage of 

elderly people living with 1 MW, which is the retirement pension more frequently given to the 

elderly people in Brazil. 

According to Jakobsson et al.,25 the incomes are often reduced among elderly people, and 

the socioeconomic factors are important in the daily life and quality of life of this population group. 

Still according to these authors, good socioeconomic situation is associated with better quality of 
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life. Sherbourne et al.26 also found that financial problems reduced the well-being of elderly people. 

Nevertheless, in our study we did not find a significant influence of the income variable in any 

quality of life domain, which may be attributed to the fact that Teixeiras is a small town, with low 

cost of living, prevailing the family and subsistence agricultural activities. In addition, the FHP 

provides free sanitary assistance, including home visits by the health professionals and distribution 

of medication. 

With regard to the quality of life scores, they are a positive scale (the higher the score, the 

better the quality of life), and there are no cut-off points to determine a specific score by which the 

quality of life could be assessed as “good” or “bad.”27 

However, the results of this study indicate that the elderly people from Teixeiras presented 

good quality of life scores for all domains of the WHOQOL-Bref, when compared with the 

maximum scores for each domain and the averages found for the different quality of life domains in 

the population studied. 

When we analyzed the influence of the sociodemographic variables gender, age, marital 

status, schooling and income for the different quality of life domains, we observed that they had no 

influence on the overall quality of life of the elderly people studied; only the variable gender had a 

significant, although small influence on the physical, psychological and environmental domains, 

and the mean scores of theses domains were significantly higher among males. 

Other authors also observed the effect of gender on the quality of life. According to 

Castellón & Pino,28 the subjective quality of life is better for elderly men than for women, maybe 

because aging is seen as more negative by women. According to Avis et al.,29 who assessed the 

quality of life in elderly women, forgetfulness and the feeling that older women are less attractive 

were associated with worst quality of life. Furthermore, these authors also found that the physical 

activity, stress, perception and acceptance in relation to aging were strongly associated with the 

quality of life in women. Thomé et al.30 found that male elderly people presented better scores in 

the quality of life physical domain than females. And according to Jakobsson et al.,25 women are 
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more exposed than men to physical and mental problems, which could explain lower scores in the 

psychological domain. 

Although this study has not demonstrated an influence of age on the quality of life scores, it 

is important to consider the age and gender differences in studies on the quality of life of the 

elderly. According to García et al.,31 old age was associated with worst levels of health-related 

quality of life. Moreover, several other studies showed the effect of age on quality of life of the 

elderly.32-34 In our study, one possible explanatory hypothesis to the fact that the influence of age on 

the quality of life was not observed may be the fact that only 7.6% of the sampled elderly people 

were 85 years or more, i.e., a small part had older ages; another explanatory hypothesis may be the 

fact that the elderly people from Teixeiras maintain a regular physical activity, even if associated 

with the agricultural activities and/or locomotion. 

In this sense, it should be highlighted the importance of acknowledging the heterogeneity of 

the population with regard to age groups and gender, besides the individual variance, when 

analyzing the quality of life. 

When analyzing the contribution of the different domains to the overall quality of life, we 

could observe that the contribution of the four domains together was 36.1%, and that the domains 

differed as to the individual contribution to the overall quality of life: the domain that contributed 

the most to the overall quality of life was the physical, followed by the environmental and the 

psychological domains; the social domain had no statistically significant difference. Therefore, the 

domains explain the overall quality of life with limitations; but changes in one or more domains 

may imply changes in the overall quality of life. 

The greatest influence of the physical domain on the overall quality of life of these elderly 

people stresses the importance of considering the functional ability as a major impact factor on the 

quality of life of the elderly. Ramos35 highlights that the functional ability is currently a new health 

paradigm for elderly individuals, and the healthy aging becomes to be regarded as a 



 18

multidimensional interaction between physical and mental health, independence in the daily life, 

social integration, family support and economic independence. 

In addition, the quality of life in old age has been associated with issues of independence 

and autonomy, and the dependence of the elderly person is a result of the biological changes 

(disabilities) and changes in the social demands.36 

According to Covinsky et al.37 and Fassino et al.,38 the functional domain plays a major role 

in the multidimensional concept of quality of life, and it should be measured along with the health 

status when one wishes to assess the quality of life of the elderly. 

The elderly well-being would thus be the result of the balance between several dimensions 

of functional ability, which does not mean absence of problems in all dimensions, considering that 

the well-being may be achieved by many, independently of the presence of diseases.39 

In this study, the town under investigation has a predominantly agricultural activity, and 

34.1% of the elderly assessed live in the rural area. In communities in which the rural and domestic 

activities prevail, the individuals have more opportunity to keep doing their work activities also in 

old age, and this continuity of occupational roles promote more life satisfaction.39 

Another dimension to be considered must be the physical environment in which the elderly 

is inserted, once the environmental domain presented the second highest influence on the overall 

quality of life. 

According to the WHO,40 the physical environment in which the elderly is inserted may 

determine the individual’s dependence or not. Therefore, it is more likely for the elderly people to 

be physical and socially active if they are able to walk safely to their neighbors’ houses, to the park 

or take the local transportation. Elderly people who live in unsafe environments are less likely to go 

out alone and, therefore, are more susceptible to isolation and depression, as well as to having more 

mobility problems and worse physical condition, which influence the quality of life. Castellón & 

Pino28 stress that the elderly who have limitations in their physical environment have five times 
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more chances to suffer from depression, and according to O’Shea,41 an adequate house and physical 

environment have a positive influence on the quality of life of the elderly. 

As highlighted by Néri,42 the more active the elderly person, the higher their life satisfaction 

and, consequently, the better their quality of life. This is particularly important in communities such 

as the one assessed in this study, in which the work is predominantly agricultural and domestic, and 

can be done during the entire person’s life. 

It should also be highlighted the family insertion of the elderly in multigenerational houses: 

living with relatives may offer benefits, in the sense of family support for the disabilities and 

dependence conditions, thus reducing the isolation, but it can also generate intergenerational 

conflicts, which end up by reducing the self-esteem and deteriorate the emotional status of the 

elderly, strikingly affecting the quality of life.43 

Although the psychological domain had the less significant contribution to the quality of life 

of the elderly assessed in this study, and the social domain did not show a significant contribution, 

we have to consider the psychological and social insertion changes by which the elderly individuals 

go through, in order to minimize the effects of such changes resulting from the age on the quality of 

life of these subjects.5,7,8,40 

According to Pereira,44 the subjective evaluations of the quality of life of the elderly should 

focus on what happens to the individual in the different aging stages, from physical changes to the 

social devaluation as a consequence of retirement, considering what is their feeling and 

understanding of these situations, their psychological gains and losses, their frustrations and 

aspirations. 

In this sense, according to Santos et al.,9 the quality of life of the elderly comprehends the 

consideration of several biological, psychological and sociostructural criteria, since several 

elements are pointed as being a determinant or indicator of well-being in old age: longevity, 

biological health, mental health, satisfaction, cognitive control, social competence, productivity, 
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cognitive efficacy, social status, continuity of family and occupational roles, and continuity of 

informal relationships with friends.  

Although the literature confirms the relevance of the social and psychological domains for 

the quality of life of the elderly, in our study these domains did not prove to be influential on the 

overall quality of life. This could be a consequence of the fact that the group under investigation 

may be going through the psychosocial changes of old age in a softer manner. The reason for that is 

that the loss of functional roles in the domestic and rural work may not take place along with 

retirement. Moreover, in the municipality studied, the short distance between the locations 

facilitates the locomotion and the gathering of individuals. As examples, we can cite the contact 

with the neighborhood, the use of horse carts and bicycles for transportation, even by the elderly 

people, and the participation in the third age group promoted by the FHP. 

It is worth stressing the fact that the contribution of the four domains in the overall quality 

of life domain was moderate (36.1%) in our study, which could be considered a limiting factor. This 

may be explained by the fact that simple measures were used. For example, the overall domain was 

evaluated by only two questions; moreover, only the first two levels of Spilker’s model were 

measured, which means that the factors that compose each domain (third level) were not 

discriminated. Furthermore, other important factors may also be contributing to the overall quality 

of life domain, which was also demonstrated by other studies found in the literature.15,16 

According to Arnold et al.,15 the judgment each individual makes of his overall quality of 

life must be considered. Theoretically, the individual is expected to combine different aspects of his 

life and summarizes them in an overall evaluation of his quality of life; the point is whether the 

individuals really summarize everything, or whether they include only aspects that have recently 

worried them, or whether they exclude such aspects from the evaluation. 

For the elderly, the quality of life may be perceived as good or bad, according to the way 

each individual lives old age, and it may range between the two extremes (very good and horrible). 

In this sense, the quality of life thus depends on the emotional interpretation each individual makes 
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of the facts and events and is closely related to the subjective perception of the events and life 

conditions. The reduction of the vision, for instance, may not mean the same for two different 

individuals; the functional loss has a different emotional and social importance for each 

individual.39 

As stressed by Rogerson,45 the interpretation of the overall quality of life evaluation is quite 

difficult, since similar results may be explained by different factors. For each individual, there is a 

form to operationalize his evaluation, and the evaluation of the same individual may vary after some 

time, due to the variation of priorities across life and the circumstances by which life can be 

changed. 

Therefore, the overall quality of life and the quality of life domains seem to be two different 

ways to evaluate the quality of life of the elderly. This is particularly important when designing a 

research, once the measure to be used will depend on the research objectives: to evaluate the quality 

of life as a whole (overall domain) or only some aspects of the quality of life (physical, 

psychological, social and environmental domains). 

Therefore, the present study showed that the four domains evaluated do not fully explain the 

variation of the overall quality of life domain. In this sense, we highlight the need of performing 

new studies, with the aim to verify that other factors may interfere with the overall quality of life of 

the elderly. In addition, longitudinal studies would be important to investigate whether the 

contribution of the domains to the overall quality of life may be modified across time and/or in 

relation to the individual’s health status. 
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ABSTRACT  

 This study investigated the contribution of each quality of life domain (physical, social, 

psychological and environmental) in the overall quality of life and how these domains explain the 

overall quality of life of elderly people resident in the city of Teixeiras, Southeastern Brazil. It is a 

cross-sectional observational study, random sampling stratified by gender, Family Health Program 

use and health micro-region (n = 211 individuals aged 60 or over), representing 14.28% of elderly 

people in the total municipality in study. The World Health Organization Quality of Life Instrument 

(WHOQOL-Bref) was used to assess the quality of life; it was applied by only one well trained 

interviewer. Linear regression analyses showed that none of the sociodemographic variables 

interfered significantly in the overall quality of life domain and, among the four domains, physical 

was the one that best explained the overall quality of life, followed by the environmental and 

psychological domains. The social domain did not show significant contribution to the overall 

quality of life. The possible explanations for the results were discussed. 

Keywords: Aging, elderly people’s health, quality of life, WHOQOL-Bref. 

Title: Contribution of the physical, social, psychological and environmental domains to 

overall quality of life of the elderly 
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