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Abstract.	 [Purpose] This study investigated physical health status and quality of life among older Saudi adults. 
[Subjects and Methods] Participants included older adults (N = 55) aged 60–90 years (mean = 67.9± 7.71) from a 
major hospital in Jeddah. Subjects completed surveys and evaluations including assessments of personal and socio-
demographic characteristics, caregiver presence, personal habits, perceived health, primary physical and psycho-
logical complaints, physician-diagnosed chronic diseases, and functional capacity (i.e., activities of daily living). 
[Results] Results showed a significant positive correlation between age and ADL; age and memory problems, anxi-
ety, and loneliness; and sleep disturbance and falls. Main factors contributing to quality of life decline were chronic 
disease, falls, sedentary lifestyle, sleep disturbances, and financial concerns. Participants with diabetes mellitus 
(58.18%) and hypertension (29.0%) had a very high fall rate. Participants engaged in minimal physical activity 
(63%), often due to bone and joint pain (90.0%), and led sedentary lives (69%). Single sensory impairments were 
significantly and independently linked to high depression risk and decreased self-sufficiency. [Conclusion] Healthy 
lifestyle and behavioral changes should be promoted through community-based health education programs for older 
Saudi adults. Chronic disease screening programs for the elderly population (especially diabetes and hypertension) 
are recommended.
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INTRODUCTION

People over age 60 numbered around 600 million 
worldwide in 2000, and these figures are expected to reach 
1.2 billion by 2025 and 2 billion by 2050. Of these, about 
two thirds currently live in the developing world, and it is 
estimated that this figure will rise to 75% by 20251). Glob-
ally, this increase in both overall numbers of older people 
and their percentage relative to the total population has 
considerable implications for older people and service avail-
ability2). Specifically, this will lead to changing demands 
on health care systems in both developing and developed 
countries and Saudi Arabia is no exception. The World 
Health Organization (WHO) defines quality of life (QoL) 
as an individual’s perception of their position in life in the 
context of their culture and value systems and in relation 
to their goals, expectations, standards and, concerns. It is a 
broad concept complexly affected by the person’s physical 
health, psychological state, personal beliefs, social relation-
ships, and relationship with environmental features1). The 

Kingdom of Saudi Arabia is one of the largest countries in 
the Middle East, and during recent decades has experienced 
a rapid expansion in health services. The health care system 
in Saudi Arabia can be divided into government and private 
sectors, with free-of-charge government services for Saudi 
and non-Saudi individuals, with very few restrictions. Saudi 
Arabia provides primary, secondary, and tertiary health care 
services. There are large, technologically advanced hospi-
tals in major cities that provide open-heart surgery, kidney 
transplantation, and oncology therapy. However, despite 
expansion, health expenditures are expected to dramatically 
increase and exceed the population growth rate as hospital 
bed demand grows. Several key issues will influence health 
care delivery in this society. While the proportion of the 
elderly population to total population was 5.8% in 2000, 
it is expected to reach 8.7% by 2026 and 15.0% by 2050. 
This demographic transition of population aging is a global 
phenomenon that demands international, national, regional, 
and local action. Consequently, there has been increasing 
international awareness of health issues relating to aging 
populations. Consequently, Saudi adults are becoming older 
and the percentage of the population over 60 is rising, and 
is expected to more than double by 2020. By this date, 
the number of older people is expected to grow from ap-
proximately 1 million (4% of the population) to roughly 2.5 
million (7% of the population)1, 2). This increased number of 
older people in Saudi Arabia presents numerous challenges 
to health care system, and especially to health care work-
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ers providing services to older clients with both acute and 
chronic conditions. The current changes to the health care 
system and shortage of health care personnel have made it 
difficult for older adults to access adequate health care of 
suitable quality. In light of the above, health care provision 
for older people in Saudi Arabia is not yet as well developed 
as general services, and studies concerning older peoples’ 
needs are scarce. The Saudi cultural tradition for supporting 
older people puts a premium on personal family care, espe-
cially for those that are partially disabled, sick, and older, 
remains strong in the Kingdom, and is largely underpinned 
by religious faith. In general, old age is admired as a holy 
state of great religious significance and the aged are given 
considerable respect within the family in Eastern cultures.

In the home environment, an older person’s views usually 
prevail. Thus, older patients would not expect any dramatic 
changes to the way they are accustomed to being treated in 
health care facilities. However, the family emphasis poten-
tially raises tensions with formal support. Whilst there is no 
doubt that the older population is growing and increasing 
older people’s adequate health care needs, culture dictates 
that the family is primarily responsible for care. Such cul-
tural and religious considerations pose unique challenges to 
service providers when entering homes, particularly of older 
persons unaccustomed to the professions of social workers 
or in-home nurses. Furthermore, it is regarded as religiously 
condemnable and socially irresponsible for children to send 
their parents to nursing homes rather than providing home 
care3). However, the severity of older peoples’ needs has 
increased, and nursing home health care is expected to sig-
nificantly grow in the coming years in Saudi Arabia4), which 
is a primary concern for health care providers. Moreover, 
older patients are currently dissatisfied with health services 
in Saudi Arabia as the result of a lack of specialty clinics and 
skilled nursing5). There is also a limited response to older 
people’s care in acute care hospitals in Saudi Arabia. Simi-
larly, one study claims that hospitals are not ideal for older 
persons with long-term conditions who have high accident 
rates (62.5%) that primarily occur in patients aged 60 years 
or older6). It is suggested that may be the result, in part, to 
nursing staff lacking the time and skills necessary to provide 
longer-term hospital care for older patients7). Clearly, there 
is a need not only for more adult care training in Saudi 
Arabia, but for such training to equip health care providers 
with the skills needed to support older people. Any attempt 
to provide high quality care for older people must consider 
both attitudes towards these patients and knowledge of the 
ageing process.

SUBJECTS AND METHODS

A cross-sectional study was conducted among elderly in-
dividuals (aged 60 years and older) in a major hospital in Jed-
dah, Saudi Arabia. Participants included 55 male and female 
adults with an age range of 60–90 years (mean 67.9±7.71). 
This study was approved by the Institutional Review Board 
at King Abdulaziz University. Prior to beginning the study, 
informed consent was acquired. Potential participants were 
recruited based on the following criteria: (1) aged 60 and 
older, and (2) ability to participate in activities of daily living 

(ADL) independently with or without using an ambulatory 
aid. Data were collected using an interview questionnaire, 
records review, and by taking some measurements. As rec-
ommended by previous studies, QoL is best assessed using 
direct patient interviews. During assessment, researchers 
were careful not to reveal their own biases. Determining a 
patient’s preferences is usually possible with this method 
and even patients with mild dementia or cognitive impair-
ment can report preferences when researchers use simple ex-
planations and questions. In this study, it was recommended 
that family members were present when discussing patient 
preferences for those with a cognitive impairment.

Subjects were instructed that they had the right to with-
draw from the study at any time. All subjects were asked 
to complete the questionnaire. The questionnaire provided 
important background information regarding general health, 
which consists of each participant’s ADLs, fall risk, health 
status (Diabetic mellitus (DM), Hypertension (HTN), heart 
disease, kidney, rheumatoid arthritis, osteoporosis), memory 
problems, sleep patterns, economic status, psychological 
status, educational level, and caregiver presence. This in-
formation allowed us to establish subjects’ health status and 
determine if they had any problems that could significantly 
affect their QoL. Additionally, a pre-designed questionnaire 
was used to collect information about personal and socio-
demographic characteristics, caregiver presence, personal 
habits, and perceived health. Subjects’ functional capacity 
was established by asking about their ability to complete 
basic activities, such as walking, bathing, using the toilet, 
dressing, eating, and getting in and out of the home without 
needing help. Enquiries were made about their main physical 
and psychological complaints. In addition, the presence of 
chronic diseases was identified by asking about physician-
diagnosed chronic disease. Subjects’ weight and height 
were measured, and body mass index (BMI) was calculated 
(BMI = weight in kg/ height in meters squared). Data were 
analyzed using the statistical package SPSS for Windows 
Version 16.0 (SPSS, Inc., Chicago, IL, USA). The level of 
statistical significance was set at p < 0.5.

RESULTS

The results showed a significant positive correlation 
between age and ADL; age and memory problems, anxiety, 
and loneliness; and sleep disturbance and falls. This study 
also found that the main factors contributing to QoL among 
older adults were chronic disease, falls, sedentary lifestyle, 
sleep disturbance, and financial situation. Furthermore, there 
was an alarmingly high rate of falls among older adults with 
DM (58.18%) and HTN (29.0%). In addition, this study 
confirmed that older Saudi adults engaged in little physi-
cal activity (63%) due to bone and joint pain (90.0%) and 
led a sedentary life (69%). These factors can predispose 
them to risk of developing a disability and experiencing 
falls. Furthermore, this study indicated that single sensory 
impairments (either visual or auditory) are significantly and 
independently linked with a high risk of depression and 
decreased self-sufficiency in daily living activities, which 
can adversely affect mobility and the ability to perform ADL 
(Tables 1–5).
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DISCUSSION

Health status is an important factor that significantly im-
pacts the QoL of the elderly population. The major elements 
of health status are perceived health, especially psychologi-
cal well-being, chronic illnesses, and functional status (e.g., 
fall risk). Some factors that influence health-related QoL 
are institutionalization, reduced life expectancy, cognitive 
impairment, disability, chronic pain, social isolation, and 
functional status. In the current study, researchers found 
sleep disorders and chronic diseases were associated with an 
increased risk of falls, leading to a poorer QoL among older 
adults. Fall injuries are the greatest threat to the quality of 
health and well-being of older adults8). However, this study 
found that 51% (n = 29) of participants had fallen once and 
49% (n = 27) had fallen more than once in the past 12 months. 
Furthermore, this study indicated a high positive correlation 
between age and fall history (r = 0.06). Similarly, another 
study has reported that people aged 85 years and older have 
a greater risk of falls or fall-related injuries compared to 
those in the 65–85 age range9). More detailed questions 
about sleeping disorders revealed that participants experi-
enced difficulty sleeping (65.22%), difficulty falling back to 
sleep after waking (63.04%), feeling drowsy when awake 
(41.30%), and feeling exhausted during the day as the result 
of sometimes (50%) or often (17.39%) having problems 
sleeping at night. In addition, difficulty falling asleep varied 
between sometimes (36.96%) and often (32.61%). Thus, 
sleep disturbances are often experienced by older adults9–11) 
and were prevalent in older adults (65.2%). This study also 
found a clear relationship between sleeping difficulties and 
falls. Similar results from a study of 150 participants re-
ported that falls and sleep disturbances were common during 
the previous year, as evident in the presence of participants’ 
reporting falls (44% vs. 41%) and multiple falls (20% vs. 
16%). In contrast, one study shows that more than a third of 
community-dwelling women (37.7%) reported at least one 
night-time sleep problem, and 8.1% reported abnormal day-
time sleepiness12). Abnormal daytime sleepiness was also 
significantly prevalent among those who experienced falls 
but no association has been found between night-time sleep 
problems and increased fall risk9). Additionally, the present 
study shows that the older adults with chronic diseases who 
had a higher risk of falls (43.5%) had more than two chronic 
conditions, such as DM (58.18%) and HTN (29.0%). Previ-
ous studies have confirmed that older adults with chronic 
diseases have a greater risk of falling. The percentage of 
older adults with two or more chronic conditions increased 
for men and women; 45% of older adults aged 65 and over 
had been diagnosed with two or more chronic diseases. 
Another study revealed that older women with any chronic 
diseases had a higher risk of falling (32%) than those who 
used psychotropic drugs (2–5%). Accordingly, it suggested 
preventing falls using strategies focusing on prevention and 
control of chronic disease should be used rather than poly-
pharmacy13). Consequently, there is widespread agreement 
that older adults’ poor sleep habits affect QoL. Likewise, 
another study confirmed that elderly people without any 
physical disease enjoyed better sleep quality and QoL than 
those with more than two physical diseases, particularly 

Table 1.	Functional characteristics, Mean and per-
centages among older Saudi adults

Mean age (years) 67.9±7.71
Education (years) 10.7±3.7
Marital status (married) (92.9%)
Vision problem (82.0%)
Hearing problem (54.54%)
Mild-moderate handicap (16.3%)
Severe handicap (11%)
Mental (32.1%)
Diabetes (58.18%)
Cancer (27.2%)
Stroke (21.8%)
Hypertension (29.0%)
Coronary (69.9%)
Bones/joints (90.9%)
Back/neck (70.9%)
Brain/neuro (69.0%)
Tobacco use (32.1%)

Table 2.	Activities of daily living among older Saudi adults

Activity of Daily Living (ADL) Frequency 
(N = 55) %

Self-reliant 14 25.4%
Require little help 20 36.4%
Require a lot of help 12 22%
Fully dependent 9 16.3%

Table 3.	Activity level among older Saudi adults

Activity level Frequency 
(N = 55) %

Sedentary level 38 69.0%
One hour weekly activity 9 16.4%
More than two hours weekly activity 8 14.65%

Table 4.	Sleep difficulty among older Saudi adults

Sleep difficulty Frequency 
(N = 55) %

Yes 39 70%
No 16 29%

Table 5.	Causes of falls among older Saudi adults

Cause of falls among 
the elderly

Frequency 
 (N = 55) %

Environment 29 74.3%
Dizziness 12 21.8%
Gait disorders 11 20%
Drop attack 2 3.6%
Syncope 1 1.8%



J. Phys. Ther. Sci. Vol. 27, No. 6, 20151694

those suffering from heart disease14). Thus, health profes-
sionals should consider sleep disorders and chronic diseases 
risk factors for a poor QoL among older people.

Further research is strongly needed to investigate the 
impact of specific chronic diseases, such as DM, on the 
risk of falling in the Saudi community. Additionally, the 
present study reports that poor vision and hearing affected 
40.09% of older adults, which may subsequently influence 
QoL. Similarly, previous research has confirmed that poor 
QoL was more frequent in older people with a combination 
of poor vision and other sensory and balance impairments. 
Specifically, older people with vision and hearing loss were 
more likely to have fallen in the past year (37.6%) than those 
without vision or hearing impairment (16.5%). In addition, 
using mobility aids and assistive devices increase older 
adults’ confidence and sense of security, which promotes 
increased activity level and independence15, 16). The relation 
between using an assistive device and the risk of falling 
remains unclear17). For instance, a prospective prediction of 
increased fall risk among older adults using mobility aids has 
been found as the result of disrupted balance control when 
using an aid without sufficient training or lack of necessary 
skills. In this study, 39.13% of participants reported walking 
with mobility aids, indicating a correlation between mobility 
aid use and increased fall risk that can affect QoL. Nonethe-
less, this study confirms that older Saudi adults engage in 
little physical activity (69%), which can predispose them to 
a risk of developing a disability or a chronic disease such 
as DM. This will adversely affect their mobility and reduce 
ability to perform ADL. Thus, the greater number of risk fac-
tors an individual has, the more likely they are to fall and the 
more serious the results of falls will be18). Furthermore, this 
study reports that single sensory impairments (either visual 
or auditory) are significantly and independently linked with 
a high risk of depression and reduced ADL self-sufficiency. 
Thus, the QoL of elderly people is significantly linked to 
sensory impairment. Mood levels and social relationships 
are particularly influenced by visual impairment, whereas 
self-sufficiency in daily living is more strongly related to 
hearing impairment19, 20). However, the Kingdom remains 
in the early stages of development, despite that chronic 
diseases are now the primary conditions for which older 
people seek health care. However, since there are no special 
hospital wards for older patients in Saudi Arabia, they are 
treated by general internists, highlighting the need for a cost-
effective national program for older Saudi people21–23). To 
shed additional light on these issues, a Saudi Arabian study 
was conducted by the Department of Family and Community 
Medicine to elicit decision makers’ (both medical and non-
medical) opinions on the types of facilities, their locations, 
and culturally acceptable levels of service for the health care 
of the older population24). The conclusions from this study 
were that the majority of respondents favored the establish-
ment of special health care facilities that are able to directly 
respond to older peoples’ health needs. We recommend 
promoting healthy lifestyles and behavioral changes through 
a community-based health education program. Screening 
programs for chronic diseases among the elderly population 
(especially for DM and HTN) are also highly recommended. 
Additionally, there is a need for satisfactory living conditions 

for the elderly; this would satisfy their psychosocial needs, 
increase ADL, and increase participation in useful activi-
ties. Moreover, welfare services and heath planners should 
be encouraged to provide good quality training for elderly 
home care services, similar to those in Western countries. 
These should be culturally and religiously acceptable, and 
include residential accommodation, sheltered housing, and 
rest homes for older people.
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