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Abstract: This study investigates the wellbeing factors related to self-rated health for older adults in
Abu Dhabi (≥55 years). The purpose is to provide a comprehensive analysis of the determinants
of self-rated health, considering various wellbeing factors, controlling for factors such as gender,
nationality and long-standing illness if present. This research drew from a sample of 2375 older adults
who participated in the Abu Dhabi Quality-of-Life Survey (QoL) conducted in 2018. Hierarchical
multiple regression analysis was employed where the first two models corresponded to gender,
nationality and having a long-standing illness or not. The third model focused on the wellbeing
factors of Abu Dhabi citizens (i.e., social networks and connection, income and housing, sports and
activities, mental feelings). The analysis revealed the insignificance of gender and nationality as
controlled variables while having a long-standing illness showed significant adverse effects. The
most significant variables were social support networks, family and social arrangements and connec-
tions. Other variables of significance included housing satisfaction, household income satisfaction,
frequency of practicing sports, current mental status and life satisfaction. Policymakers could use the
outcomes as insider intelligence for policymakers and social work professionals to create policies,
programs and services to enhance the lives of older people in Abu Dhabi.

Keywords: self-rated health; older adults; wellbeing; hierarchical regression; Abu Dhabi

1. Introduction

Getting older has become an emergent social concern in Abu Dhabi, United Arab
Emirates (UAE) and therefore is relevant for current and future social development policies.
The attention to the wellbeing of different categories of residents, especially older adults and
the elderlies, has taken center stage attention [1]. Wellbeing has attracted the attention of
both policymakers and social service providers. In 2021, the Abu Dhabi government formed
the (Quality of Life committee) to “oversee and supervise all affairs of the community in
Abu Dhabi in terms of education, health, agriculture, sports, housing, human resources
and Emiratization, justice, security and safety, family and childhood, pensions, culture and
any other fields defined by the Executive Committee” [2]. The first discussed agenda for
the committee focused on health and wellbeing [3]. There is also a growing consensus that
the care for older adults goes way beyond merely maintaining their physical health [4]. It is
also about maintaining their overall health perception and subjective wellbeing. Therefore,
research on self-rated health and QOL for Abu Dhabi’s older adults becomes a central
point of strategy and policymaking. The first National Program for Happiness & Wellbeing
also stressed the significance of health in wellbeing for all, especially working citizens.
Better understanding self-rated health goes along the OECD agenda, which regards the
indicator as a holistic reflection and overview of physical and mental health. In addition,
self-rated health could provide a holistic overview of both physical and mental health.
Despite its subjective nature, the indicator has proved to be a good explainer of future
health care needs and mortality [5]. Self-rated health is a personal subjective assessment of
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the individual status of health. Researchers recognize self-rated health as a reliable variable
correlated with many variables of wellbeing for older adults [6–11].

The UAE comprises sever Emirates; Abu Dhabi, Dubai, Sharjah, Ras Al Khaimah,
Ajman Umm al Qaiwain and Fujairah. However, besides having a unified federal diction-
making ministry, each Emirate also has its local government units that set policies and
agendas. The QoL initiative is one of the forms of such a specific-Emirate initiative. We
should note here that the Abu Dhabi QoL survey uses many health indicators from the
OECD Better Life initiatives [12]. Countries differ in defining the age range for the older
adults. In Abu Dhabi, the age of 60 is the mandatory retirement age and those who are
60 or above are conventionally considered older adults. In more recent years, the concept
of ‘older adults’ (aged 55 or above) has gained popularity in the aging and wellbeing
literature [8]. This research adopts the concept of ‘older adults’ (≥55) as it provides
adequate and enlarged scope for the old-age issues.

To build a holistic model, we first illustrate the various complex and hypothesized
relationships. Then, we use hierarchical regression to identify the effect of a significant
cause of self-rated health among older people, which is the presence of long-standing
illnesses. For older adults, policymakers should not ignore the fact that many of them have
long-standing illnesses. As a result, particular focus should be given to its relevance as it
might significantly influence the self-rated health of this segment of community members.

This study aims to identify significant variables affecting the self-rated health of older
adults in Abu Dhabi. The presence of a long-standing illness or not and wellbeing as a
central focus, this research is set to understand a range of indicators that measure the
current self-rated health of the older adults in Abu Dhabi. Thus, it contributes to the
body of literature in several ways. First, it provides a comprehensive analysis of the
determinants of self-rated health for Abu Dhabi’s older people, considering a variety of
wellbeing factors. Second, it offers insights for policymakers and professionals to enhance
their understandings of the lives of older adults. Third, policymakers could use the results
also as insider intelligence for creating programs to promote and provide convenient
services to enhance the lives of the older adults.

2. Review of Literature

Self-rated health is a complex measure that inhibits multiple dimensions of the re-
lations between many factors such as physical health and other personal and social fea-
tures [13,14]. Research has examined self-rated health as a function of other variables or
attributes such as age, sex, marital status, educational level, residence, financial source,
religious participation, living arrangement, support from family members, community ser-
vices and medical attributes [6]. Many population surveys worldwide have used self-rated
health as an indicator in [15–19] and many studies use a single-item question in relevant
surveys to obtain self-rated health [8].

Effective research of the health conditions of older people calls for a detailed under-
standing of different factors related to various aspects of life, such as demographic and
chronic diseases, as well as other wellbeing determinants [20]. Research often addresses
self-perceived or self-rated health as a multi-dimensional construct that includes physical,
psychological, functional and social variables [19]. Research on self-rated health indicates
the significance of some factors such as level of education, sport and recreational physical
activity, income, habits, gender, psychological wellbeing and self-esteem [21–24].

Some studies report a strong association between self-rated health and socioeconomic
level [25], where individuals with higher socioeconomic levels tend to report better self-
rated health [8]. However, although some research findings indicate that self-rated health
assessment decreases with a decreased income level, such an association is not always con-
firmed [18,26,27]. Other socially related factors include economic and social circumstances
over the individual’s life span, making the health of older people even more susceptible to
social determination by the accumulation of exposures to risk factors [28].



Int. J. Environ. Res. Public Health 2021, 18, 8006 3 of 12

Social connectedness is a significant factor contributing to various mental and physical
health experiences during late adulthood. Relevant studies note that amongst other factors,
lack of social ties is associated with increased depression and poorer overall health [29,30].
On the other hand, positive social ties provide health advantages, including fewer physical
and mental health problems [30,31]. Some investigated the association between social con-
nectedness, emotional wellbeing and self-rated health among older adults and confirmed
a positive association between self-rated health and social connectedness items such as
social network characteristics, family and friend support and social ties with neighbors [32].
Other family attributes and aspects of social connectedness also play significant roles in
explaining self-rated health. Many studies reported the importance of living arrangements
and the number of people living with older adults [33,34].

The role of sport and recreational physical activity has received much attention. Some
noted that men indicating no leisure-time physical activity more frequently described their
health as poor or very poor than men with a satisfactory level of recreational physical
activity [35]. The same pattern was observed for women, but it was not statistically
significant. Meanwhile, a study by the University of Lodz noted that a sufficient level of
leisure-time physical activity beneficially affects self-perception of health [27]. Research
results, in general, have been consistent in indicating a strong association between lack of
sport/physical activity and lower self-rated health [36].

Some researchers examined the relationship between self-rated health and life satisfac-
tion while testing the moderating effect of physical activity [37,38]. Results showed positive
relationships and significant interaction effects between physical activity and self-rated
health and life satisfaction.

Some studies focused on the effect of religious involvement on self-rated health. In
general, results showed that spiritual and religious involvement is associated with physical
and mental health [39–44]. Subjective mental variables (i.e., feeling psychologically worse)
directly and indirectly affect self-rated health [43]. Some note that depression may involve
cognitive processing, causing individuals to portray and manifest lower satisfaction with
their lives and, consequently, lower self-rated health [23,45].

Some studies examine gender differences in the association between work-family
conflict and self-rated health and evaluate the effect of educational attainment. A study
noted that women’s educational level interacted with work-family conflict indicators [46].
For time-based effects of work on the family, highly educated women had higher odds
of suboptimal self-rated health. Regarding gender, some studies note that women report
more negative self-rating of health due to the proportion of health problems [46].

Prior awareness of an illness influences the judgment the individual has of self-
rated health [47]. Some add that such knowledge of potential long-standing might lead
to biases regarding self-rated health [48–50]. Such biases might affect self-rated health
significantly [8,24].

According to the World Health Organization (WHO) [41], housing can be considered
on a four-level scale, i.e., the physical structure, the psychosocial, economic and cultural
construction created by the household and the immediate housing environment, and the
community environment. Concerning housing scales and self-rated health, some found
housing insignificant. In contrast, other studies found some relations when they analyzed
the associations among housing type, neighborhood safety behavior, self-rated health and
psychological wellbeing [51].

By including gender, nationality, prior long-standing illnesses and a range of wellbeing
determinants, this study tested the relationships between these variables and subjective
self-rated health, drawing on a sample of older people in Abu Dhabi.

3. Methods
3.1. Study Sample of Older People and Measurements

The QoL survey covered various dimensions and factors that affect the wellbeing of
residents in Abu Dhabi. The survey utilized inputs from many international social surveys
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and studies. These surveys included the OECD’s Better Life [12], Gallup Global Wellbeing
Survey [52], World Happiness Report [53] and European Quality of Life Survey [54]. Those
dimensions included housing, household income and wealth, jobs and earnings, work-life
balance, health, education and skills, personal safety and security, social and cultural values,
social connections, civic engagement and governance, environmental quality, social and
community services, access to information (internet and Wi-Fi) and subjective wellbeing
measures of happiness and life satisfaction.

A pre-analysis meeting of the researchers and selected community policymakers pro-
duced a list of few biographic variables that should be considered for the self-rated health
of older adults in Abu Dhabi. The primary variable identified was (gender, nationality
and having or not having longstanding illness). Further extensive statistical analysis that
included correlation analysis, simple regression analysis, multicollinearity analysis identi-
fied a final list of 13 variables. The scales used in the survey were different for each of the
variables are provided here:

• Having a longstanding illness or not (Binary yes and no).
• Overall housing satisfaction (1–5 scale).
• Satisfaction with household income (1–5 scale).
• Frequency of practicing sport (1–5 scale).
• Frequency of having lots of energy (1–5 scale).
• Frequency of feeling downhearted and depressed (1–5 scale).
• Size of support network (1–5 scale).
• Satisfaction with family life (1–5 scale).
• Life satisfaction (0–10 scale).
• Frequency of having informal activities with friends (1–6 scale).
• Relationships with other acquainted people (1–5 scale).
• The number of family members living together (continuous scale starting from zero).
• Importance of maintaining family ties (1–5 scale).

The systematic random sampling survey covered all regions of the emirate of Abu
Dhabi and resident categories aged 15 and above in Abu Dhabi. The survey was adminis-
tered online and sent to residents of Abu Dhabi. Respondents came from large databases
of public and private entities. For continuous follow-up of the response, the feedbacks and
examined the separate internet links for each entity (or department) database. For workers
residing in residential worker cities, a team of research assistants from the Statistics Center
Abu Dhabi entered residential worker cities to collect responses using laptops. To provide
adequate representations of the various respondent categories, we used sampling weights.

3.2. Analysis Methods

The primary purpose of the research is to provide a comprehensive view of the
determinants of self-rated health for Abu Dhabi’s older adults (≥55 years). The objectives
aim to consider a variety of wellbeing factors, controlling for factors such as gender,
nationality and long-standing illness if present. Such objectives entail the consideration
of various wellbeing factors. The main aim is to understand the complex nature of those
combinations that consider a person’s physical, mental, emotional, economic, social and
health factors. Hierarchical multiple regression analysis was employed where the levels
corresponded to gender, nationality and having a long-standing illness or not. The ultimate
objective is to provide some outcomes that could be used as insider intelligence for decision-
makers to enhance the lives of older people in Abu Dhabi.

The analysis uses (SPSS, version 22, IBM Corp, Armonk, New York, USA). We first
examined how age influenced self-rated health. Next, we calculated the means of self-rated
health (on a scale of 1–5) and age categories to see the overall scores of self-rated health.
Descriptive measures of self-rated health by gender, nationality and having a long-standing
illness or not were also analyzed. Then, after standardizing the data, hierarchical multiple
linear regressions were run with variables of gender, nationality and having a long-standing
illness or not. Next, we added a list of variables from different wellbeing domains in the
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third model, including housing, income and earnings, jobs, health, education, safety and
security, environment, social connection, community and civic involvement and social and
cultural values. Finally, the analysis used significance tests for change in R-square to assess
the degree to which additional variables accounted for the variance in self-rated health.

3.3. Regression Assumptions

Regression analysis requires some assumptions to be true. We could check these
assumptions as part of the multiple regression procedure, except for checking the normal
distribution of the dependent variable. The Shapiro–Wilk significance test produced a
value of 0.3948, which is not statistically significant. Such a result is a requirement for
normality. The Kolmogorov–Smirnov significance is 0.0983, which is again an indication
of non-significance. Since both were not significant, we concluded that the dependent
variable is normally distributed.

Concerning sample size, the number of 2375 respondents in the analysis was deemed
sufficient given the explanatory variables in the model. Furthermore, normality tests
verified that the dependent variable is normally distributed. Regarding the residual
statistics, the standard residuals fall within a minimum of (−2.861) and a maximum of
(2.749). Both are within the range of −3 and +3.

Cook’s distance is used in regression analysis to find influential outliers in a set
of variables. The values of Cook’s distance range from the minimum of 0.000 to the
maximum of 0.327. Cook’s values identified few outliers that we removed accordingly.
These steps produced a sample of older adults to be 2347. In addition, we recorded the
highest correlation to be 0.510. As a result, all correlations were within the allowable
limits concerning multicollinearity. Thus, results indicate the absence of multicollinearity
between the variables.

4. Results

A total of 45,005 residents participated in the survey. More than 3000 fell into the
age category of 55 and above. However, only 2375 provided complete responses to all
variables in the model. Among this group of older adults, 54.7% were males; those with
a long-standing illness accounted for 35.5%; the majority (86.7%) were married; 73.5%
were UAE nationals. The Abu Dhabi Emirate is divided into three regions: Abu Dhabi,
Al Ain and Al Dhafra. About 74.6% of the respondents resided in the Abu Dhabi region,
18.9% in the Al Ain region and 6.6% in the Al Dhafra region. Concerning educational
attainment, 38.7% held equivalent college degrees, 27.6% held post-graduate degrees, 12.4%
had college diplomas, 10.2% had below secondary school degrees and 7.1% held secondary
school degrees. For older people 55 years or older, on a scale of (1–5), they recorded a
mean score of (3.185). Further statistical tests showed no evidence to suggest that the
samples in different categories had different distributions. Table 1 provides a summary of
the description of sample participants.

Table 2 provides a general overview of the self-rated health by different categories
of older adults. On average, most of the respondents reported a ‘good’ or better health
status. The percentages of females recording a ‘poor’ and ‘fair’ health status are higher
than their male counterparts. The proportions of UAE nationals who fall in the ‘poor’ and
‘fair’ categories are lower than expatriates. Those with a long-standing illness recorded the
highest percentage (6.69%) in the ‘poor’ category while recording the lowest in the ‘very
good and ‘excellent’ categories of self-rated health.

We selected self-rated health to be the dependent variable. For the first model, we
entered gender and nationality (UAE national or non-UAE national). For the second model,
we entered the dummy variable of having a long-term health problem or not (‘yes’ coded
as one and ‘no’ as zero). Finally, for the third model, the primary wellbeing variables of
interest were entered to understand their influence capacity above the variables in the first
two models.
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Table 1. Description of sample participants.

Characteristics Sample Percent

Gender
Male 54.7%

Female 45.3%
Marital status

Single 9.4%
Married 86.7%
Divorced 3.9%

Education
Below secondary 10.2%

Secondary 7.1%
College diploma 12.4%

College bachelor’s degree 38.7%
Masters/Doctoral degree 27.6%

Location
Abu Dhabi 74.6%

Al Ain 18.9%
Al Dhafra 6.6%

Nationality
Emirati 73.5%

Table 2. General descriptive outcomes of self-rated health.

Categories Poor Fair Good Very Good Excellent

Total 3.03% 17.57% 43.27% 26.52% 9.61%

Male 2.64% 16.24% 44.90% 26.65% 9.58%
Female 4.16% 21.39% 38.61% 26.14% 9.70%

UAE national 2.78% 16.75% 43.15% 27.03% 10.28%
Non-UAE national 3.75% 19.92% 43.59% 25.05% 7.69%

Have long-standing illness 6.69% 34.59% 43.17% 12.94% 2.62%
Does not have long-standing illness 0.61% 7.88% 42.68% 35.67% 13.16%

Table 3 presents the model summary of the R-square, Adjusted R-square and R-square
changes associated with each step in the hierarchical regression. The first model with an
R-square of 0.017 suggests that gender and nationality only account for 1.7 percent of the
variance in self-rated health. The Adjusted R-square is also too small to be considered.
The F-change (from 0 to 1.263) for model 1 is not significant. The ANOVA table (Table 4)
confirms the insignificance of model 1.

The results of model 2 indicate a noticeable improvement, where R increases from
0.130 in model 1 to 0.453. The R-square value of 0.205 suggests that model 2 accounts
for 20.5% of the variability of the dependent variable; the F value changes (from 1.263 to
17.292). The associated regression coefficient for ‘having a long-standing illness or not’ is
(−0.767).

In Model 3, we entered the variables associated with wellbeing. The R-value increased
from 0.453 to 0.918 and the R-square from 0.205 to 0.842. Such results suggest that model 3
can account for 84.2% of the variance in self-rated health by older adults. However, not
all the variables in model 3 are significant. Table 4 shows the specifics regarding each
regression model and the associated residuals. For better illustration, Table 5 shows the
coefficients of the significant variables included in the models. A total of 12 variables
in model 3 are significant. Variables related to social connection and support (family or
friends) provide six variables. Those variables are the size of support, satisfaction with
family life, the frequency of having informal activities with friends, number of family
members living together, relationships with other acquainted people and importance of
maintaining family ties. Results also show that two variables related to mental feelings
are significant (frequency of energy and feeling downhearted/depressed). Two variables
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related to more material needs are significant (satisfaction with household income and
overall housing satisfaction). Being more active regarding sports provide a significant
t-value too. The final variable is related to overall life satisfaction.

Table 3. Hierarchical multiple regression model summary.

Model R R Square Adjusted R
Square

Std. Error of
the Estimate

R Square
Change F Change df1 df2 Sig. F Change

1 0.130 0.017 0.003 0.953 0.017 1.263 1 74 0.265
2 0.453 0.205 0.183 0.863 0.188 17.29 1 73 0.0001
3 0.918 0.842 0.748 0.479 0.637 7.306 26 47 0.0001

Table 4. ANOVA results.

Model Sum of Squares d.f. Mean Square F Sig. Sum of Squares

1 Regression 1.148 1 1.148 1.263 0.265
Residual 67.273 74 0.909

Total 68.421 75

2 Regression 14.032 2 7.016 9.417 0.000
Residual 54.389 73 0.745

Total 68.421 75

3 Regression 57.633 28 2.058 8.967 0.000
Residual 10.789 47 0.230

Total 68.421 75

Table 5. Model coefficients.

Unstandardized Coefficients Standardized
Coefficients

B Std. Error Beta t Sig.

Model 1
(Constant) 3.727 0.382 ——— 9.755 0.001

Gender −0.364 0.324 −0.130 −1.124 0.265
Nationality 0.029 0.064 0.016 0.462 0.644

Model 2
(Constant) 4.041 0.354 ——— 11.414 0.001

Gender −0.313 0.293 −0.112 −1.069 0.289
Nationality 0.144 0.058 0.076 1.426 0.115

Having a long-standing illness or not −0.767 0.056 −0.431 −13.806 0.000

Model 3
(Constant) −1.297 0.174 ——— 7.470 0.000

Gender 0.003 0.072 0.001 0.047 0.963
Nationality 0.118 0.052 0.063 1.256 0.124

Having longstanding illness or not −0.578 0.050 −0.325 −11.551 0.001
Overall housing satisfaction 0.058 0.025 0.066 2.274 0.023

Satisfaction with household income 0.108 0.022 0.150 2.997 0.005
Frequency of practicing sport 0.079 0.016 0.136 4.825 0.001

Frequency of having lots of energy 0.237 0.030 0.234 7.829 0.001
Frequency of feeling downhearted/depressed −0.124 0.131 −0.127 2.331 0.024

Size of support network 0.057 0.020 0.083 2.891 0.004
Satisfaction with family life 0.411 0.178 0.229 2.682 0.009

Life satisfaction 0.041 0.015 0.085 2.762 0.006
Frequency having informal activities (friends) −0.286 0.071 −0.368 −4.028 0.001
Relationships with other acquainted people 0.600 0.158 0.297 3.798 0.001
Number of family members living together 0.061 0.016 0.278 3.725 0.001

Importance of maintaining family ties 0.480 0.189 0.241 2.539 0.014
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5. Discussions

The relationships between older people’s self-rated health and other wellbeing vari-
ables are the focus of this research. However, other variables might act with some influence
above and beyond the individual factors of wellbeing. Hierarchical regression analysis
with its unique sequence can identify the unique effect of each wellbeing factor included in
the model. The analysis used a nested modeling procedure where the first model is nested
in model two and model two is nested in model three.

The research assessed the influence of many indicators on self-rated health among
older people in Abu Dhabi, using a single item of self-rated health. The research examined
the relations between self-rated health and other personal and family-specific correlates
of wellbeing among older people in Abu Dhabi. The study recognized that self-rated
health and related factors of emotional feelings might be distinct subjective wellbeing
components [55]. It might be shaped differently depending on demographic factors such
as age [56,57]. Similar studies elsewhere found that self-reported health provides a good
measure compared to other objective and subjective measures of wellbeing such as happi-
ness and satisfaction with income [58,59]. Based on the assumptions derived from other
research that both personal factors influence self-rated scores of health in people’s lives
such as marriage and work and community and societal circumstances as well [60], this
present research added in the analysis wellbeing factors such as feeling depressed, income,
housing satisfaction, physical activity, economic factors, living arrangements and social
connections.

The analysis firstly revealed the insignificance of gender and nationality as controlled
variables. Furthermore, consistent with other research [25], it reflected the significance of a
mixture of socioeconomic factors. Overall, the research supported self-rated health and
some social, economic, cultural and life factors. The results of this study supported other
research [28] by stressing that the self-rated health of older people is even more susceptible
to other social determinants. It also stressed that self-rated health is a multidimensional con-
struct that includes physical, psychological, functional and social variables [19]. The study
confirmed the significance of sport and recreational physical activity, income, psychological
wellbeing and self-esteem and family and friendships [21,23,24].

Pre-analysis of the Abu Dhabi Quality of Life Survey data showed that age could
significantly explain self-rated health. Those aged 55 and older reported the lowest scores.
However, some studies in China and Japan mostly found no significant effect on self-rated
health [6]. Thus, the Abu Dhabi finding may suggest that older adults might experience
different wellbeing circumstances (i.e., social connection and support, mental health, life
satisfaction, sports and activities, housing and income satisfaction).

Concerning gender, some studies note that older women report more negative self-
rating of health due to the proportion of health problems [47]. The results of this present
Abu Dhabi study conveyed that older women were not likely to be different from older
men when it comes to self-rated health. The findings also contradicted other studies
conducted in other communities and cultures worldwide where gender was a significant
factor [23,25,61,62]. However, those studies also add that we should not ignore the me-
diating role of some factors when explaining self-rated health. In Abu Dhabi, both older
women and men receive the same health services and attention no matter what region they
live in. There is also no reason to doubt that in Abu Dhabi, both older women and men
enjoy the same living circumstances regarding social connections and family relations.

The study shows the association between self-rated health and social connectedness
(i.e., family and friend relations and support and social ties) and emotional wellbeing.
Social connectedness items were positively associated with self-rated health. Social con-
nectedness shared the highest number of variables that positively affected self-rated health
among older adults in Abu Dhabi. Results are consistent with the findings reported by
others [30]. The emotional wellbeing themes reflected by the Abu Dhabi study included
mental feelings of having lots of energy and feeling downhearted and depressed. Con-
sistent with other empirical findings [29,31,32,34], this research showed that poor quality
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social ties are associated with increased levels of depression and poorer overall self-rated
health. The results are consistent with some research [23,45,49] to point out that the related
mental feelings variables (i.e., frequency of having lots of energy and frequency of feeling
downhearted/depressed) are related to self-rated health among older adults in Abu Dhabi.
Feeling downhearted and depressed produced a significant adverse effect on the self-rated
health of older adults in Abu Dhabi.

This research produced evidence to suggest that prior awareness of an illness, such as
a long-standing disease, might be related to the individual’s judgment of self-rated health.
Consistent with other research [21], knowledge of a potential long-standing disease may
have more significant relations with the individual and lead to biases regarding self-rated
health. The presence of such risk factors for chronic diseases decreases self-rated health
significantly. On the other hand, the sport and physical activity-related factors function as
essential variables in reflecting self-rated health amongst older adults, which is in line with
the results of some international studies [35,36,38].

The results also illustrated the significant role of satisfaction with household in-
come and satisfaction with housing-related to self-rated health. Thus, results are con-
sistent with the results of other studies [63,64]. However, the result is inconsistent with
other international replications that did not confirm such association concerning older
adults [18,26,27,56,64,65].

Finally, in line with other research [37], this Abu Dhabi study found significant relation
of overall life satisfaction on self-rated health among older people. However, contrary to
what most believe and other research about religious involvement and self-rated health [43],
the effect of religious involvement on self-rated health was not supported by this research.

6. Conclusions

This research validates and confirms the multidimensional nature of self-rated health
amongst older people and argues that self-rated health is complex and might inhibit
multiple relationships and interactions between many factors. The study reveals several
significant factors related to older adults’ self-rated health in Abu Dhabi. For example, a
significant factor is related to having a long-standing illness or not. Other wellbeing factors
include frequency of practicing sports, frequency of having informal activities with friends,
relationships with other people, the number of family members living together, family and
social arrangements and connections-related variables, overall satisfaction with current
residence, satisfaction with household income, feeling downhearted and depressed and
life satisfaction.

Policymakers could use the results of this study as insider intelligence for creating
programs to promote and provide convenient services to enhance the lives of older people.
For policymakers, results point to the significant role of family and friends’ ties in self-rated
health. For policy implications, it is necessary to understand better how relationship status
and social ties might be associated with self-rated health and wellbeing among older adults.
The Quality of Life committee in Abu Dhabi could use results to better propose and guide
policies that promote wellbeing of older adults.

Future research should focus more on investigating the association between social
connectedness, emotional wellbeing and self-rated health among elderlies and what we
could consider enriching using other experiences or interferences. Future research could
also consider including employment and retirement-related variables as extra levels in the
hierarchical analysis. A few international studies found significant relationships between
continued employment after retirement and self-rated health [5]. Work and professional
duties might help older adults maintain their self-esteem, connectedness and sense of
belonging, which may profoundly affect health. As research limitations and challenges, to
a certain extent, this research indicates that relevant socio-economic factors drive possible
biases in self-rated health. We should emphasize that the analytical approach employed by
this study partly addresses the problem as the estimated hierarchical regression models
include a rich set of controls for such factors. However, despite specifying a detailed model
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of self-rated health, the analysis does not imply a causal effect of those wellbeing variables
on self-rated health status. Future research should focus on increasing the sample size of
older adults. In addition, future research should focus on a more proper representation of
older adults in Abu Dhabi (i.e., gender, family size, nationalities, employment status, type
of housing).
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27. Kaleta, D.; Makowiec-Dąbrowska, T.; Jegier, A. Leisure-time physical activity, cardiorespiratory fitness and work ability: A study

in randomly selected residents of Lodz. Int. J. Occup. Med. Environ. Health 2004, 17, 457–464. [PubMed]
28. Geib, L.T.C. Social determinants of health in the elderly. Cien. Saude Colet. 2012, 17, 123–133. [CrossRef] [PubMed]
29. Brummett, B.H.; Barefoot, J.C.; Siegler, I.C.; Clapp-Channing, N.E.; Lytle, B.L.; Bosworth, H.B.; Williams, R.B., Jr.; Mark, D.B.

Characteristics of socially isolated patients with coronary artery disease who are at elevated risk for mortality. Psychosom. Med.
2001, 63, 267–272. [CrossRef]

30. Cornwell, B.; Schumm, L.P.; Laumann, E.O.; Kim, J.; Kim, Y. Assessment of social network change in a longitudinal survey. J.
Gerontol. Ser. B 2014, 69, S75–S82. [CrossRef] [PubMed]

31. Fiori, K.L.; Antonucci, T.C.; Cortina, K.S. Social network typologies and mental health among older adults. J. Gerontol. Ser. B 2006,
61, 25–32. [CrossRef] [PubMed]

32. Armer, A.; Proulx, C. Associations between social connectedness, emotional wellbeing, and self-rated health among older adults:
Difference by relationship status. Res. Aging 2019, 41, 336–361. [CrossRef]

33. Bongaarts, J.; Zimmer, Z. Living arrangements of older adults in the developing world: An analysis of demographic and health
survey household surveys. J. Gerontol. Ser. B 2002, 57, S145–S157. [CrossRef]

34. Xu, D.; Arling, G.; Wang, K. A cross-sectional study of self-rated health among older adults: A comparison of China and the
United States. BMJ Open 2019, 9, e027895. [CrossRef] [PubMed]

35. Nowak, M. Factors determining physical fitness self-evaluation and health self-evaluation in physically active women. New Med.
2006, 9, 19–25.
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