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Abstract

Background: The reationship between socio demographic status and Hedlth Related Qudity of Life (HRQOL) has not
been well documented in most population of Asian countries including Iran. This study aimed to investigate the
determinants of HRQOL in general population living in Bandar Abbas.

Methods: This cross sectiond study was conducted among genera population living in Bandar Abass, Iran from Jun
to Jul, 2007. Using a multistage sampling method, a random sample of individuals aged 15 years and over were inter-
viewed through SF-36 questionnaire .Multiple logistic regression analysis were used to predict determinant factors on
hedlth related qudity of life.

Results: Overal, 1675 Iranian adults were interviewed. The majority of the participants were female (50.4%), married
(70.9%) and employed (36.8%). The range of education years of most participants (56.7%) were from 6 to 12 years.
Femde participated in this study had significantly poorer HRQOL than male in al aspects of SF-36 except for Role
Emotional (P< 0.001). Furthermore there were significant differences between different age groups in al individualy
scaes and two summaries (P< 0.001). After adjusting for the impacts of other socio demographic factors, variable such
as older age, female gender and lower educationa level could independently decrease both mental and physical aspect
of HRQOL (P< 0.01).

Conclusion: Female, older and less educated people are at higher risk of poorer hedth qudity of life in both menta and
physical aspects and should be considered as high risk groupsin priority health programs.

Keywor ds: Quality of life, SF-36, General population, Iran

Introduction

Health- related quality of life (HRQL) is a sub-
jective overview of health which includes only
those aspects of quality of life (QOL) that were
affected by individuals' health or his/her percep-
tion of health (1, 2). HRQOL is a subdivision of
guality of life that refers to people’s experience
regarding their overall health (3) and has been
defined as “a multi dimensiona concept that en-
compasses the physical, emotiona and social com-

ponents associated with an illness or treatment
“(4). It has been shown that measuring HRQOL
could be avalid and worthwhile outcome in cli-
nica settings as well as among genera popu-
lation (1, 2, 5-8). Previous studies revealed that
worse HRQOL is associated with higher mortal-
ity, higher morbidity, and a greater use of health
care services (1, 9, 10). Most researchers demon-
strated different HRQOL among different sub-
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groups of genera populaionsin terms of their age
and gender (10). Additionally, many evidences re-
ported that women compared to men and older
people versus younger ones, tend to report
poorer HRQOL (1, 11, 12). Using SF-36 ques-
tionnaire, the impact of ethnicity and socio- eco-
nomic status on HRQOL has been assessed in
multi- ethnic urban Asian population include 4122
Chinese, Maays and Indians. According to the re-
aults of this survey, ethnicity, and socio- economic
status independently influenced HRQOL (12). Fe-
males and elderly people were associated with
impaired HRQOL in all SF-36 scaes (13). In
contrast, Franzen et d. stated that, although pre-
vious studies have investigated how HRQOL is
affected by sex and many researchers worldwide
indicated than women reported poorer HRQOL
than men, but resultsare still insufficient and some-
what confusing for an exactly conclusion (14).
Different socio economic characteristics could be
resulted in different HRQOL (15, 16). In other
hands, HRQOL in sub groups of different genders
and ages may be affected by the degree of socio-
economic development, which may differs be-
tween different individuals (1).

Although there are substantial amounts of litera-
ture on possible explanatory factors may be re-
sulted in more disability, more morbidity and lower
HRQOL of women and elderly people compared
to men and younger ones, so many studies docu-
mented lower HRQOL of people living in lower
s0cio economic class in comparison with who are
in higher status (1), most these studies have been
conducted in developed worlds (3,12) that could
not be generdized to people who living in devel-
oping countries.

In Iran, health related quality of life and its de-
terments are not researched adequately, (3). Up
to our knowledge, there is no investigation to ad-
dress HRQOL and its contributors among gen-
eral population of Bandar Abass, a southern city
of Iran, while understanding these contributing
factors to HRQOL, is essentid for developing the
most gppropriate interventions to preserve and im-
prove overal QOL of peopleliving in this area.
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In this study, we aimed to examine the associa-
tion between severa demographic variables such
as age, sex, education, employment status and
marital status with HRQOL.

M aterials and M ethods

This was a cross sectiona survey of a random
sample of adult people- aged over 15 yr old- se-
lected from the genera population in Bandar
Abbas. This city has about 291000 inhabitants
who aged over 15 yr old. We considered five
percent of this population for our sample in this
study, which was calculated as 1455 individuals.
To enhance the power of the study, weincreased
this sample size up to 1675 individuals. Using a
multistage sampling method, arandom sample of
1675 individuals aged over 15 yr was selected
randomly. At thefirst stage, the city was divided
to 11600 sections, in each one about 25 individu-
als older than 15 yr were living. Secondly, to ac-
cess 1675 people, 67 sections were selected ran-
domly and at the final stage, al individuas aged
15 yr and over and aso wereliving in the house-
holds located in these sections, were recruited for
the study. All participants were interviewed at
their home during Jun to Jul, 2007. Those who
were not available for interview at given time
were asked for another appointment. The infor-
mation for the study was collected by a group of
traned interviewers in face-to-face interviews. If
any individual was unable to answer the ques-
tions or was unsatisfied to take part in the study,
then she/he was excluded from the study. This
study received approva from the ethics committee
of Hormozgan University of Medical Sciences.
All participants gave their oral consents for inter-
view. We kept the information of the participants
confidential.

Measure of health related quality of life

We used the Short Form Headth Survey (SF-36)
guestionnaire to collect data on HRQOL (5). This
isawell known general HRQOL questionnaire that
measuresQOL in eight subscdes: Physica Func-
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tioning (PF), Role Limitations due to Physicd
Problems (RP), Bodily Pain (BP), Vitality (VT),
General Health (GH), Socia Functioning (SF),
Role Limitations due to Emotiona Problems (RE)
and Mental Health (MH). Three subscales (PF,
RP, BP) correlate most highly with the physica
aspect of HRQOL and associated with subscale
of GH contribute most to the scoring of Physical
Component Summery (PCS) measure (5). The
mental aspect of HRQOL correlates most highly
with the subscales including MH, RE, and SF,
which associated, with VT contributes most to the
scoring of Mentd Component Summery (MCS)
measure (5). This paper aso focuses on analyz-
ing and reporting two summary scoresincluding
PCS and MCS. The SF-36 reports the patients
perceived QOL by scores ranging from zero to
100, where 100 is the best and zero is the worst
score. We used the Iranian version of the SF-3
guestionnaire. Vaidity and reliability of Iranian
trand ation of SF-36 is well-documented (6).

Dependent and I ndependent variables

Eight subscales of SF-36 questionnaire and two
summaries including PCS and MCS as described
before were considered as dependent variables.
The other data collected were included sex, age,
education, marital and employment status as in-
dependent variables. The age of participants was
represented by four categories of 15-24 yr, 25-
44 yr, 45-64 yr and more than 64 yr. Education
was categorized into three groups: 0-5 yr of edu-
cation, 6-12 yr and over 12 yr of education. Em-
ployment status was categorized into five categories
including employed, housewife, student, unem-
ployed and retired. Marital status was divided
into three categories including single, married and
widow/divorced.

Data analysis

SPSS version 13 was used to analyze data, using
both descriptive and anaytical anaysis appropri-
ately. To examine the association between partici-
pants' characteristics and their HRQOL, univariate
statistical test like T-test and one way anaysis
of variance (ANOVA) were performed. To rea-
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ize determinant factors of HRQOL, multiple lo-
gistic regression andysis was applied. For the pur-
pose of logistic regression analysis Physica Com-
ponent Summery (PCS) and Mental Component
Summery (MCS) were used and relative to mean
score the study sample were divided into two
groups: those who scored equal or greater than
mean ashigh risk participants and those who scored
below mean as low risk participants. Because of
this categorizing, logistic regresson anaysis was
used for PCS and MCS score which is basically
numerical variables, but in this study analyzed as
binary categoricd variables. In this study enter
model of logistic regression analysis was used for
each summery measures (PCS and MCYS).

Results

All potential interviewees were willing to take
part in the study, additiondly, all the question-
naires were filled completely by the interviewers,
so totally 1675 questionnaireswere anayzed. Thus,
the response rate of this study was perfect (100%).
Table 1 showsthe characteristics of the study sam-
ple. The mean age of study samplewas42.1+16.5,
ranging from 15 to 100 yr. Of dl participants who
completed SF-36 questionnaire 49.6% (n= 830)
were men, with a mean age of 42.2 (SD= 16.5)
and 50.4% (n= 845) were women with amean age
of 41.9 (SD= 16.4) There were no significant dif-
ference between them in terms of age.

The mean score of eight dimensions of SF-36
guestionnairefor al participantsand both men and
women separately are presented in Table 2. As
this table indicates there were significant differ-
ences between men and women on all sub scales
of SF-36 and the MCS and PCS scores except
for role limitations due to emotional problems(RE),
indicating that women reported significantly poorer
HRQOL compared with men (P< 0.01). Further-
more, the quality of life scores for different age
groups are shown in Table 3. According to this
table, there were significant differences between
four age groups on all the SF-36 and the MCS
and PCS scores (P< 0.001). Post Hoc tests (LSD)
showed that there was no significant difference be-
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tween two age groups of 15-24 and 25-44 in
al dimensions of HRQOL. Additionaly, this test
showed these two groups were significantly dif-

Table 1: The characteristics of the study (n = 1675)

Characteristics

n

%

ferent from two other groups of 45-60 and > 60, EZ“S “ 830 49.6
on all HRQOL domains, except RE, indicating Female 845 50.4
that older groups reported worse HRQOL (P< Age
0.05). Theresultsalso demonstrated that therewere 15-24 318 19

) e : ) 25-44 583 34.8
daticaly significant differencesin all HRQOL do- 45-64 643 384
mains between age groups of 45-64 yr and age >64 131 78
morethan 64 yr (P< 0.001). Education years
To indicate determinants factors of HRQOL muilti- 0-5 583 34.8
ple logistic regression analysis was performed. As 6-12 950 56.7
indicated in Table 4, the results showed that for E]r-r?pl oyment status 142 85
the PCS, factors such as sex, age, education and Employed 617 36.8
employment status were significant determinants. Housewife 590 35.2
However, the results showed no significant results Student 135 8.1
for marital status. According to findings of this g;‘?‘gg'oyed 2?18 ?;118
table, for the MCS the results showed the factors M a'rr ital status '
like sex, age, education, and employment status Single 308 196
were significant determinants. Married 1183 70.6

Widow/Divorced 164 9.8

Table 2: Comparison of the SF-36 scores between men and women (higher value indicates a better condition)

All Male Female
SF-36 Scale P value
n (1675) n (830) n (845)
PF 805+25.4 844+ 251 76.7+25.2 <0.001
RP? 8754285 90.2+24.9 84.8+315 <0.001
BP® 81.6+26.1 84.5+24 4 78.9+275 <0.001
GH* 67.4+20.0 69.4+19.5 65.3+20.2 <0.001
MH?® 80.7+16.7 825+17.1 78.9+16.1 <0.001
RE® 9274219 93.1+21.6 92.4+223 0.55
VT’ 83.2+20.4 85.9+20.2 80.6+20.3 <0.001
SPe 87.7+18.6 89.2+17.9 86.3+19.2 0.002
McCs® 86.2+15.4 87.8+14.7 84.7+159 <0.001
pCs® 79.3+20.2 82.2+185 7644214 <0.001

* Student’ st-test

1- Physical Function 2- Role Limitation to Physica Function 3- Bodily Pain 4- General Hedth 5- Mental hedlth 6- Role
Limitation to Emotiona Function 7- Vitality 8- Socia Function 9-Mental Component Summary10-Physica Component
Summary
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Table 3: Comparison of the SF-36 scores among age groups (a higher value indicates a better condition)

15-24 years 25-44 years 45-64 ears > 64 years
SF-36 Scale P value
n (318) n (583) n (643) n(131)
PF 92.2+14.7 91.3+15.2 743247 345+23.9 <0.001
RP? 93.3+20.9 93.9+21.3 886272 39.2+334 <0.001
BP® 88.8+20.8 87.7£21.1 81.5+24.8 38.8+23.4 <0.001
GH* 73.1+£16.6 73.3t16.6 65.5+£18.9 36.4+15.7 <0.001
MH?® 84.2+15.3 83.1+155 80.5t£16.7 62.8+14.2 <0.001
RE® 95.2+18.7 96.6+17.1 94.8+18.8 50.1+32.5 <0.001
VT’ 88.7+13.9 89.7+13.9 83.1+18.5 42.1+19.1 <0.001
SF® 90.5+£15.9 91.1+15.9 87.8t174 66.7+26.1 <0.001
MCS® 89.7+12.1 90.5+11.2 86.7£13.6 57.6+15.9 <0.001
pcs® 86.9+12.1 86.7+12.5 77.4+18.4 37.2+17.8 <0.001
*One-Way ANOVA
Table 4: Results of Logistic Regression Anadysis for PCS and MCS
PCS MCS
P.value P.value
OR (CI) OR (CI)
Gender
Male Ref(1)
Female 1.85(1.25-2.74) 0.002 2.26(1.55-3.30) 0.001
Age
15-24 Ref(1)
25-44 1.22(0.68-2.11) 0.38 1.18(0.74- 1.62) 0.35
45-64 1.86(1.31-2.78) 0.001 1.78(1.12- 2.43) 0.001
>64 13.4(6.23-21.24) 0.001 4.56(2.23- 6.85) 0.001
Education years
>12 Ref(1)
6-12 2.90(1.69-4.98) 0.001 2.23(1.32-3.76) 0.002
0-5 2.23(1.67-2.97) 0.001 1.85(1.38-2.49) 0.001
Employment status
Employed Ref(1)
Housewife 1.68(1.06-2.64) 0.03 1.21(0.75-1.93) 042
Student 1.67(1.00-2.78) 0.05 1.84(1.11-3.10) 0.02
Unemployed 1.98(0.95-4.11) 0.07 1.35(0.67-2.73) 0.39
Retired 1.28(0.63-2.58) 0.48 0.77(0.39-1.55) 047
Marital status
Single Ref(1)
Married 1.21(0.79-1.83) 0.37 1.13(0.74-1.72) 0.55
Widow/Divorced 0.85 (0.46-1.57) 0.60 0.95(0.51-1.74) 0.87

Physical Component Summery

** Menta Component Summery
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Discussion

The authors could conclude that the HRQOL in
participants, was rather poor in elderly people
and women. Asthe sampleincluded five percent
of adult population living in Bandar Abbas, so it
could be amost generaized to whole people
living there, so that we can conclude women and
older people of this city perceived poorer HRQOL
in comparison with younger ones and men. There-
fore these findings might be of interest to clini-
cians, scientists, policy makers and hedlth planners
to consider aging process as well as female sex,
as an important risk factor for reducing HRQOL
and they should have effective interventions to
prevent the effects of aging on HRQOL and proper
health programs for females as well. There are
much similarity between the results of this study
and the study has been conducted in general po-
pulation of Tehran as metropolitan city of Iran
(4) which showed that women and old people
had poorer health while compared with men and
the younger respondents. Previous studies regard-
ing HRQOL in other countries reported similar
results in these regards (1, 8, 12, 17). In con-
sistent with this result, Franzen et al. reported in
their study that both being women and being
older than 80 yr predicted lower HRQOL in the
physical scale of SF-12 (14).

As we compared this finding with what con-
cluded in the study conducted in Tehran, it might
be argued that other socio demographic factors
of women and older individualsliving in Bandar
Abbas such as lower level of education, getting
married earlier and doing exhausting housework
compared to these factors among who living in
Tehran, may resulted in their different percep-
tion of health rather than their individually fac-
tors like gender and age. To answer this ques-
tion, we investigated the influence of gender and
age group differences on HRQOL after adjust-
ing for other socio economic factorslike education
level, employment status and maritd status. The
findings from this analysis indicated that female
gender gpart from other socio economic variables
had lower physical component summery score
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nearly twiceand mental component summery score
more than twice as much that of men. In addi-
tion, being aged over than 65 yr, decreased PCS
score 13.4 times and MCS score 4.5 times com-
pared with who were at low risk group as 15-24
age. Therefore the results of this study verified
that after controlling other factors like education,
marita status and employment, ageing and female
sex could be a risk factor for poorer HRQOL.
This finding of this study is consistent with other
studies conducted in Tehran and elsewhere (1, 2,
6, 8, 15). A study reveded that elderly women re-
ported poorer HRQOL in compared with their
encounter men (3).

Other findings of this study indicated that lower
education level could decrease HRQOL in both
physical and menta aspects. The reason might be
due to lower perception of health, lower access
to health services and lower income of |ess edu-
cated people could be resulted in poorer HRQOL.
Thisfinding was supported by other studies (1, 12,
15). Moreover this study revealed that being asa
housewife is arisk factor for worsen HRQOL in
physical dimension and being as astudent could
resulted in lower score in menta dimension of
HRQOL These findings seem logical because
women who are housewives in Bandar Abbass
have to do much labor work which might leading
to decreasing their physical function and increasing
their pain. In other hand students as adolescents
and youth may have involved with more stress-
ful problems without any problem solving skills
that could lead to significantly lower menta hedth.
These results are consstent with previous study
that was conducted in Tehran in which the data
were collected through WHOQOL-BREF. Ac-
cording the results of this study, women had sig-
nificantly obtained lower scores of the question-
naire on the domains of physical, socia, and en-
vironmental health. Also, with aging process from
age group of lee than 20 yr to that of more than
60 yr old, the mean scores of al domains were
decreased (16) Furthermore, Accordingto Tgvar et
a (3) female sex, older age, lower education and
lower economic status were associ ated with poorer
physical hedlth related of qudlity of life, in a sam-
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ple of Iranian old people while for mental health
related of quality of life only gender and economic
status were significant determinants of poorer
HRQOL.

In contrast to other study, which clarified that
married individual s had reported higher HRQOL
while comparing to single people (3), this study
revedled that marital status could not significantly
decrease the scores of SF-36 on both mentd and
physical aspects. Considering this difference, the
authors recommend doing more studiesto inves-
tigate the influence of marriage factor on HRQOL
specificaly.

However, there were severa limitations in this
study may affect on the results. The study de-
signed as a cross sectional study, so itisdifficult
to establish cause and effect relationship between
HRQOL and potentidly socio demographic fac-
tors. Thus, longitudina studied are strongly rec-
ommended to assess the influence of these vari-
ables in future. In other hands, our sampling took
into account only general population who were
at home, not who were hospitalized or who were
ingtitutionalized dueto their disease, so thiskind of
sampling, might have biased our results. Further-
more, the existent of chronic diseases among par-
ticipants were not assessed in our study. Also
factors such aseconomic statusand socia supports
that were known asinfluencing factorson HRQOL,
were not measured in thisresearch. Therefore, in
spite of large sample size of this study, it seems
that the results of this study, could not be gen-
eralized to whole people living in Bandar Abbas.
Therefore, doing more studies considering al
target groups of people and aso considering the
influences of all socio demographic characteris-
ticson HRQOL while adjusting for dl other proba
bly variables are strongly recommended.
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