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Introduction

Healthy aging is defined as the process of developing and 
maintaining functional capacity that promotes well-being in 
old age. It is an important indicator that shows a consider-
able improvement in health care that allows the population 
to live longer.1

Today, most people live to old age, so an increasingly large 
proportion of the population will be elderly. According to 
World Health Organization,2 between 2020 and 2030, the per-
centage of the planet’s inhabitants over 60 years will increase 
by 34%. By 2050, an estimated 434 million elderly world-
wide, 80%, will live in low- and middle-income countries.

Although Latin America and the Caribbean are not yet 
considered an aging region. Since adults over 60 years of 
age represent 11% of its population (like 12% of the world 
population and much lower than the values observed in 
Europe, North America, East Asia, and Oceania with 24%, 
21%, 17%, and 16%, respectively), it is the region that ages 
more rapidly, at an unprecedented rate.3,4

For example, in Colombia, the aging index has gone from 
16.6% in 1985 to 58.6% in 2018. Demonstrating the con-
tinuous increase in the number of people aged 60 years and 
over.5 Today, it is expected to live about 76.7 years.6 This is 
a significant figure compared to the time of the 50’s when 
life expectancy was just 52 years. Although this substantial 
increase in life expectancy is an outstanding achievement, it 
also brings significant challenges, especially ensuring good 
health and well-being conditions for a growing number of 
people over 70 years, with a possibly increasing demand for 
services and its level of dependency.
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Several studies report that lifestyle has significant effects 
on the physical and mental health and quality of life of the 
human being and is reflected in adulthood.7 Physical exer-
cise interventions promote global cognition and cognitive 
flexibility benefits in older adults with frailty syndrome.8 
However, many of them experience a sedentary life, inade-
quate nutrition, little emotional support, and little 
self-realization.

On the other hand, poor eating habits, insufficient physi-
cal activity, and smoking late in life are the main risk factors 
for death worldwide and a key risk factor for non-commu-
nicable diseases such as cardiovascular disease and type II 
diabetes in people 65 years old or older.9

Additional, Ng et al10 reports that following a healthy 
diet, performing regular physical activity, avoiding ciga-
rettes, and moderately ingesting alcohol are factors that 
reduce total population mortality, including that caused by 
cardiovascular diseases, suggesting that adherence to a 
Mediterranean diet and a healthy lifestyle in people ages 70 
to 90 is associated with a more than 50% lower all-cause 
and cause-specific mortality rate.

Although the fact that a healthy lifestyle can make a big 
difference between 2 people who are exposed to the same 
risk level. Likewise, individual health can also be affected 
by structural factors such as the primary producers of social 
stratification or disintegration as well as the intermediate 
elements, such as the material conditions of life.11

Many people enter the third age having a working career 
of more than 30 or 40 years, with a non-negligible cumula-
tive impact of various exposures throughout the working 
life. However, working conditions can affect health differ-
ently from one individual to another.12 These so-called 
“structural” determinants reflect a relatively stable form of 
society. Various studies indicate that health levels decrease 
with socioeconomic characteristics such as age, educational 
background, and social inequity.12,13

The study on Socioeconomic inequality in non-commu-
nicable diseases in Europe14 presents interesting findings 
that non-communicable diseases (NCD) are unequally dis-
tributed to the detriment of poor people and that this 
inequality may be related to differences in education and 
wealth rather than income. For your side, Nguyen et al15 
revealed that being female, older, living alone, and having a 
chronic disease were negatively associated with QOL, 
while higher education was positively associated with QOL.

Studies in Colombia with the elderly population have 
reported somewhat divergent results16-18 presents an asso-
ciation between quality of life and structural SSD: predomi-
nating the self-perception about their economic position 
and educational level that is associated with a good quality 
of life, while Toro et al19 present a positive relationship 
between belonging to the subsidized social security system, 
being a woman, and being long-lived with a poor quality of 

life and He did not find a relationship between quality of 
life and socioeconomic, nor with educational level.

Numerous studies report higher morbidity and mortality 
rates due to NCDs are more frequent in populations with 
low socioeconomic status. However, studies that analyze 
their relationship with unhealthy lifestyles only partially 
explain this relationship. It is possible that such a relation-
ship has been examined in a limited way, mainly because 
“lifestyle” implies the possibility of “choice and control 
over health behaviors,” and in less favored populations (low 
income, poverty, low educational level, among others) such 
control cannot be exercised.20 However, few studies are 
found that examine the relationships between lifestyle, 
SES, and adverse health outcomes from the perspective of 
interactions between lifestyle factors and SES.21

According to the above, there seems to be ample evi-
dence, especially for developing countries, about the influ-
ence of socioeconomic characteristics and people’s health 
status.20 In general, not many studies show the influence of 
socioeconomic determinants on the lifestyles of older adults 
in countries like Colombia, with high levels of inequity and 
inequality in health, which was sought to be addressed in 
this study.

Therefore, the study’s main objective was to establish 
the relationship between socioeconomic factors and the 
healthy lifestyles of the elderly.

Methods

The research was developed from a descriptive quantitative 
approach with analytical intent, with a non-experimental, 
cross-sectional design.

Participants: Universe: Older adults in the city of 
Colombia. Population: Members of the older adult groups 
organized and registered in the municipal health secretariat 
as of December 2016. Sample: The sample was estimated 
considering a population of 33 117 people for the DANE-
Population projections 2005 to 2020 by age groups. The 
sample size is determined at 377 people. The sample finally 
consisted of 407 older adults. The calculation was deter-
mined using the freely distributed program EPIDAT 4.0. 
With a 95% CI, an error of 5%, and an expected proportion 
of 50%.

Sampling: A purposive sampling that included older 
adults in the urban area was conducted.

Criteria for inclusion in the study were the following: (1) 
being over 60 years of age, (2) having the ability to answer 
the questions of the sociodemographic questionnaire, the 
Fantastic test: the ability to concentrate, attention, and ver-
bal and written communication. This criterion was estab-
lished through the evaluation of higher mental functions by 
means of the Mini-mental test,22 (3) to accept participation 
in the study by signing the informed consent form.
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Exclusion criteria were established as follows: (1) being 
in nursing homes, (2) being under psychiatric treatment, (3) 
not having a good health and functional condition that 
would allow participation in the study.

Instruments: A survey designed by the research group 
was applied with questions of sociodemographic and socio-
economic information.

In sociodemographic variables included: Age (60-
70 years; 71-80 years; 81-90 years and 91-100 years); Social 
stratum (0, 1 (Low-Low), 2 (Low), 3 (Medium-Low), 4 
(Medium), 5 (Medium-High). Occupation (Employee, 
Pensioner, Work at home, Informal work, Unemployed), 
Educational level (None; Preschool; Basic elementary; 
Basic high school; Half Educational; Titled technician; 
Technological and professional).

In the socioeconomic aspects, the information on the per-
ception of the financial situation, declaration of economic 
dependence (Financially independent or Economically 
dependent), Level of income (Your average household 
income is), level of income (in minimum wages current laws 
<1 to >4), number of people living with him (in ranges 
from 1 to 15 people), Housing tenure (Own, fully paid; Own, 
in payment plan; For lease or sublease; With permission of 
the owner; without any payment -usufructuary).

Food safety is approached from the possibility of access-
ing a balanced diet (Consumption of a balanced diet) with 
the following answer options: Almost never, Rarely, 
Sometimes, Very frequent, Almost Always.

To assess lifestyle, the “FANTÁSTICO” questionnaire 
was applied in the Spanish version, a generic instrument 
developed by Wilson and Ciliska23 from the Department of 
Family Medicine at McMaster University in Canada. It was 
built to identify and measure a specific population’s life-
style by the Department of Family Medicine at McMaster 
University in Canada. It was made to identify and measure 
the lifestyle of a given population.

The acronym FANTASTIC represents the first letters of 
10 physical, psychological, and social domains related to 
Family and friends, Physical Activity, Nutrition and Food, 
Tobacco, Alcohol, Sleep and stress, Work and personality, 
Insight, Health control, sexuality and other behaviors), in 
which 30 questions are distributed with 3 response options 
with a numerical value from 0 to 2 for each category, and 
are rated using a Likert-type scale (0: hardly ever; 1: some-
times; 2: Always)24 Table 1.24

Once the questionnaire is completed, the final score is 
multiplied by 2, obtaining a final range of scores from 0 to 
120 and classified into the following categories that will 
determine the lifestyle the person evaluated:

0 to 46: You are in a danger zone.
47 to 72: Somewhat low. You could improve.
73 to 84: Adequate, you’re fine.

85 to 102: Good job, you are on the right track
103 to 120: Congratulations, you have a Fantastic 
lifestyle.

This questionnaire has been validated in Colombian adults, 
presenting good internal consistency with a Cronbach’s ∞ 
more significant than.67. It has been used in primary health 
care and epidemiological studies to assess the lifestyle of 
older people.25

Statistical Analysis

Was performed using univariate descriptive methods such: 
as measures of central tendency and dispersion; and the 
bivariate methods such: as contingency tables. In the con-
tingency tables, we studied whether there are associations 
between the variables using the Chi-square test. The vari-
ables that were statistically significant in the bivariate were 
included in the ordinal logistic regression models, employ-
ing the introduced method, taking as dependent variables 
lifestyle with 4 categories (excellent, very good, good, reg-
ular) and emotional condition, represented for the variable 
“I feel sad or depressed” with 5 categories (almost never, 
rarely, sometimes, quite often, and almost always). An 
alpha level of .05 was adopted for all the tests, and the sta-
tistical analyses were performed using the SPSS version 28.

Ethical considerations: Written informed consent was 
obtained from the study participants, respecting the ethical 
principles of the declaration of Helsinki26y la Resolution 
No. 8430 of 1993 of the Ministry of Health of Colombia for 
research in health sciences classified in the category 
research “without risk” according to article 11.27 This study 
was approved by the Research Committee (Minutes 1-14) 
and the Ethics Committee of the Fundación Universitaria 
María Cano (code 01300706B-2014-311). Before being 
included, the participants were informed about the research, 
and an explanation was provided on the evaluation of the 
state and perception of health and healthy lifestyles.

Results

The sample consisted of 407 older adults with an average 
age of 70.31 years (±10). Primarily women (73.5%), with 
single marital status (60.2%), concerning socioeconomic 
status, the majority (76%) of the participants were located 
in: I (low-low) and II (low), the (45.2%) said they did 
housework, (21.6%) informal and 21.4% reported being 
unemployed. Older adults between 60 and 70 years old 
reported their lifestyles excellent and very good. In con-
trast, the rating of regular increases in older adults with ages 
of the following 2 decades, with an average of 23.2%.

Furthermore, to establish the relationship between the 
levels of perception of lifestyle and the sociodemographic, 
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economic, and self-perceived variables of health status, a 
comparison was carried out using the χ2 test. It shows sig-
nificant differences with the variables age, socioeconomic 
status, occupation, educational level, perception of health 
status and economic situation, type of housing, number of 
people who make up the household, and the average 
income received. The data in detail are observed in the 
Supplemental Material (Supplemental Tables 1, 2, and 3). 
Subsequently, an ordinal logistic regression analysis design 
was applied in which the dependent variable lifestyle mea-
sured with the fantastic test included 4 categories (excel-
lent, very good, good, fair). As independent variables, 
those stated compared to the χ2 statistic were included. An 
analysis of the regression modeler obtained a Nagelkerke 
R2 of .362. Therefore, the model could explain 36% of the 
relationship between sociodemographic and economic fac-
tors. During the analysis, in introducing each variable, the 
factors that lost statistical significance did not fit with the 
model or contributed little to the R2 were excluded, seeking 

a parsimonious adjustment. Finally, Table 1 presents the 
model corresponding to lifestyle explained mainly by the 
variables: number of people living in the household 
(β = −.182), age (β = .027), and average economic income 
(β = 1.461); Table 2.

The relationship between the levels of perception of the 
emotional condition with the sociodemographic, eco-
nomic, and self-perceived variables of health status was 
also initially analyzed with the χ2 statistic. It shows sig-
nificant differences in age, socioeconomic status, occupa-
tion, educational level, average income, perception of 
health status, and economic situation; detailed data can be 
seen in the Supplemental Material (Supplemental Tables 2 
and 3). The ordinal logistic regression for the emotional 
condition, represented by the variable “I feel sad or 
depressed,” measured with the fantastic test, included 5 
categories (almost never, rarely, sometimes, quite often, 
and almost always). Also, a model with a Nagelkerke R2 of 
.33 was obtained. It explains 33% of the relationship 

Table 1.  “FANTÁSTICO” Questionnaire Test.

Category or domain Lifestyle evaluation items Response

Family and Friends - I have someone to talk to about the things that are important to me 0: Hardly ever
- I give and receive love 1: Sometimes
- I find it hard to say good morning, excuse me, thank you, or I’m sorry 2: Always

Physical activity, 
associativity

- I am an active member of health or social support groups. 0: Hardly ever
- I do physical activity for 30 min 1: Sometimes
- I walk at least 30 min daily 2: Always

Nutrition and food - I eat 2 servings of fruit and three servings of vegetables. 0: Hardly ever
- I often eat a lot of sugar, salt, junk food, or fat 1: Sometimes
- I am over my ideal weight 2: Always

Tobacco - I smoke cigarettes 0: Hardly ever
- How many cigarettes do you usually smoke per day? 1: Sometimes
- Excessive use of medications without a medical prescription or I self-medicate 2: Always

Alcohol - Average number of drinks per week. 0: Hardly ever
- I drink more than 4 drinks on the same occasion 1: Sometimes
- I drive the car after drinking alcohol. 2: Always

Sleep and stress - I sleep well and feel rested 0: Hardly ever
- I feel able to handle stress or tension in my life 1: Sometimes
- I relax and enjoy my free time 2: Always

Work and personality - I seem to be running fast. 0: Hardly ever
- I feel angry or aggressive 1: Sometimes
- I feel happy with my job or my activities 2: Always

Introspection - I am a positive and optimistic thinker 0: Hardly ever
- I feel tense or tight 1: Sometimes
- I feel depressed or sad. 2: Always

Health control, 
sexuality

- I have regular health checks 0: Hardly ever
- I discuss with my partner or family aspects of sexuality 1: Sometimes
- In my sexual behavior, I worry about self-care and the care of my partner 2: Always

Other behaviors - As a pedestrian, or passenger of public transport, I follow the rules 0: Hardly ever
- I use seat belt 1: Sometimes
- I have a clear goal in life 2: Always

Source: Villaret al24
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between sociodemographic, economic, and self-perception 
factors with the condition of emotional health. Likewise, 
only the significant coefficients that fit the model pre-
sented in Table 2 were included, made up of age (β = −.044), 
average household income (β = −1.282), and perceived 
health status (β = −0.567)—Table 3.

Discussion

The present study establishes the relationship between 
socioeconomic determinants with healthy lifestyles of the 
elderly population.

The results showed that most older adults between 60 
and 70 years old reported having an excellent and very good 
lifestyle according to the categorization of the Fantastic 
questionnaire. Similarly, Deluga et al28 found an “excel-
lent” lifestyle with healthy habits in a sample of 138 older 
adults from rural and urban areas (45.7%) or “very good” 
(41.3%) lifestyle healthy habits. Therefore, the lifestyle of 
older people is determined by several factors, including 
age, gender, health status, level of education, and place of 
residence.

Differences were found in the relationship between life-
styles and the variables age, socioeconomic status, occupa-
tion, educational level, perception of health status and 
economic situation, type of housing, number of people who 
make up the household, and the average income received. 
Significant, as reported by Asadi Brojeni et al29 who found 
that the lifestyle of the elderly was significantly associated 
with gender, education, income level, marital status, living 
arrangement, state of housing, and age (P < .001).

Another study carried out in Iran also reported signifi-
cant differences between the lifestyle of the elderly in terms 
of marital status, cohabitation status, and economic and 
educational level (P ≤ .05),30 therefore, the elderly who are 
married live in single-family homes, live in a nuclear fam-
ily, have their own home, a stable economic situation, and a 
good diet are considered positive factors for healthy aging.31

Different studies32-34 similarly conclude that the lifestyle 
of older adults is significantly associated with sociodemo-
graphic variables such as gender, age, education, income 
level, type of housing, and housing situation.

Additionally, a relationship was found between the per-
ception of the emotional condition with the sociodemo-
graphic-economic variables and self-perception of the state 
of health. Similar findings are reported by Sahinoz and 
Sahinoz31 in a study in which 472 older adults participated, 
stating that 82.4% of the older adults were satisfied with 
their lives, and their health was evaluated as “very good” 
(10.9%), good (36.6%), 39.1% medium, and 13.4% poor. 
Likewise, a statistically significant difference was found 
between the satisfaction with life of the elderly according to 
their self-assessed health status (P = .0001). However, the 
economic factor can have a negative impact on multimor-
bidity in older adults.35

The study also showed that the elderly belonging to low 
socioeconomic strata (with lower income) perceived their 
lifestyles as excellent. While higher strata (including pen-
sioners) reported perceiving a regular lifestyle. When com-
paring the elderly stratum with the lifestyle significant 
differences were found (P = .000). Contrary to this finding, 
Bell et al36 report that elderly with previous savings, asset 

Table 2.  Relationship Between the Perception of Lifestyle Sociodemographic and Economic Variables and Self-Perceived Health 
Status.

Parameter estimates

Estimate Dev. mistake Wald Next.

CI 95%

Threshold Inferior limit Higher limit

[Fantastico = 1] 1.892 0.991 3.647 0.056 −0.05 3.834
[Fantastico = 2] 3.071 0.996 9.51 0.002 1.119 5.022
[Fantastico = 3] 5.874 1.036 32.152 <0.001 3.843 7.904
Location
No. of people living in the home −0.182 0.044 17.502 <0.001 −0.268 −0.097
Age 0.027 0.014 3.987 0.046 0.001 0.054
Average household income 1.461 0.144 102.81 <0.001 1.179 1.744
Log-Likelihood = 733.081
Test that all slopes are zero Chi-square DF P-value  
  166.174 3 <0.001  
Goodness-of-fit tests
Pearson 739.323 789 0.896  
Deviance 609.538 789 1  
Parallel lines test 3.87 6 0.694  

Source: Own.
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allocation, and insurance decisions have better subjective 
longevity (Irish case), which they attribute to cultural differ-
ences that influence their lifestyle.

Limitations: Assuming that the instruments applied to 
correspond to self-report data for the elderly (although 
taken personally by the research team), a limitation is rec-
ognized in the difficulty of being independently verified. 
New studies could consider including questions for fami-
lies, which later allow information to be triangulated. 
Finally, these findings turn out to be useful for health pro-
fessionals and researchers for decision-making in public 
health policies applied to the elderly.

Conclusion

This study found that in addition to socioeconomic determi-
nants, the self-perceived health status and lifestyle of the 
elderly have a significant relationship with their emotional 
state (the feeling of sadness or depression).

On the other hand, the lifestyle of older adults seem to 
depend on the attitude with which they face their situation 
or socioeconomic condition, which would explain that even 
in difficult socioeconomic conditions, older adults enjoy 
their limited resources.

It is suggested that health promotion programs aimed at 
stimulating healthy lifestyles also consider strategies to 
encourage the participation of older adults from high strata. 
Therefore, more research is needed on this population group.
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