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Background. The older population increase demands changes in government’s assistance models 
(1). In Brazil, the Family Health Program (FHP) was implemented by the Federal Government. 
As increased age brings considerable change in needs (2) the World Health Organization 
Quality of Life Group developed a quality of life (QOL) scale for older adults (WHOQOL-OLD). 
The purpose of this study was to evaluate the quality of life of the FHP older people as ageing 
progresses.

Material and methods. This study is a descriptive inquiry research. The non-selected vol-
unteer older people from Perequê-Mirim-I FHP in Brazil were stratified in age-brackets: young-
aged (60–69), middle-aged (70–79), and old-aged (over 80). Kolmogorov-Smirnov test of sam-
ple homogeneity was utilized; and the one-way ANOVA, score Z plus Tukey’s Post Hoc tests were 
applied. The expected level II error was 10%, and the accepted level I error was 1%. 

Results. Comparing the QOL by age-bracket statistics found the ageing progressive and sta-
tistically significant (p = 0.0001 < 0.01) interference in QOL. Conclusion: as ageing progresses 
the QOL decreases.

Conclusions. The main finding of this research is decreasing quality of life throughout age-
ing explained by losses in autonomy, future present and past activities plus social participation.
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INTRODUCTION

For the near future, virtually all the countries will face popula-
tion ageing, although at varying levels of intensity and in dif-
ferent time frames. The associated shift in age structure will 
ensure a profound impact on a broad range of economical, 
political and social conditions (2). Population’s longevity in-
creases and still there is not much knowledge on the nature 
of ageing process regular flow: the aspects of ageing interact, 
therefore, it is necessary to learn it in its circular movement 
(3), as it is a highly individual structural and functional regres-
sion process (4). Policy makers around the world are currently 
dealing with the effects of population ageing (5). The increas-
ing demands of the older population (over 60 years old (6)) 
have produced changes in government’s assistance models (1). 
In Brazil, the Family Health Program (FHP) implemented by 
the Federal Government amplifies the health system access in 
municipality, increasing prevention and promotion in health 
care sphere (7).

Quality of life is a broad ranging concept affected in a com-
plex way by the person’s physical health, psychological state and 
level of independence, social relationships and their relation-
ship to salient features of their environment (8). As increased 
age normally brings considerable change in aged needs (2) the 
World Health Organization Quality of Life Group (WHOQOL 
Group) developed a quality of life scale for assessment of QOL 

in older adults, in a transcultural perspective: the outcome is a 
24-item 6-facet module which is known as the WHOQOL-OLD 
(9). Aiming to raise the older people’s quality of life the quest is 
to identify: how ageing impacts the older people’s quality of life, 
and how much each one of the WHOQOL-OLD six facets is con-
sidered priority by each group of the older people? 

The purpose of the work was to evaluate the quality of life of 
the FHP older people as ageing progresses.

MATERIAL AND METHODS

This study is a descriptive inquiry research. The non-se-
lected 31 volunteer older people of both genders, mean age 
71.51 ± 8.36, representing 12% of the older population partici-
pating in the Perequê-Mirim-I Family Health Program (FHP) in 
Caraguatatuba São Paulo (SP) Brazil, were divided in the WHO 
three age-brackets: young-aged (60–69), middle-aged (70–79), 
old-aged (over 80) (10) representing respectively: 11% of the 
young-aged, 10.6% of the middle-aged, and 28% of the old-aged 
involved in the Program.

This essay complies with the Helsinki Declaration (11) on 
Human Being Research and was approved by Castelo Branco 
University Ethics Committee.

In this study the WHOQOL-OLD questionnaire, contain-
ing six facets, has been used: I on sensorial functioning; II on 
autonomy; III on future, present and past activities; IV on so-
cial participation; V on death and dying; and VI on intimacy 
(12). The result consists of a set of facet scores from 4 to 20 (as 
each facet possesses 4 items evaluated from 1 to 5) plus a total 
score (TS) combining the six facets scores (13), and a percentile 
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transformed score. The questionnaire was individually applied 
via face-to-face interview, when older people were asked to have 
in mind their own values based on last two weeks. Informed 
consent of the older people volunteers was given while being in-
dividually oriented related to the research goals. Comparison of 
the stratified by age-bracket older people’s QOL statistics evalu-
ated if ageing interferes in a progressive and significant way in 
QOL: Kolmogorov-Smirnov test of sample homogeneity was uti-
lized; and one-way ANOVA, score Z plus Tukey’s Post Hoc tests 
were applied. The expected level II error was 10%, and the ac-
cepted level I error was 1%. 

RESULTS

Table presents sample distribution by age-bracket, frequency, 
percentile of each group in sample, mean age and standard de-
viation and minimum median plus maximum values by group. 

Table.  Sample distribution by age-bracket

Age-Brackets 60–69 years 70–79 years Over 80
Frequency 17 9 5
% in Sample 54.8 29.0 16.1
Mean 65.5 74.6 86.4
Standard Deviation 3.1 2.9 4.5
Median 67 73 84

The normality of facets was investigated by Kolmogorov-
Smirnov initially and later the existence of significant dif-
ference between the age-bracket groups and the facets by 
chi-square test (p < 0.01) with the following results: facet 1 
p = 0.845; facet 2 p = 0.343; facet 3 p = 0.315; facet 4 p = 0.152; 
facet 5 p = 0.915; facet 6 p = 0.090. So it was observed that 
there was no significant difference (p < 0.01) configuring a 
normal distribution.

Fig. 1 presents the older people stratified by age-bracket 
QOL central tendency measures: mean for homogeneous sam-
ple, so coefficient of variation inferior to 25% (14), otherwise, by 
median (*). The figure shows the central tendency measures (ei-
ther mean or median) allowing to visualize the decreasing total 
score of QOL (TS) throughout ageing due to facet 2 (autonomy), 
facet 3 (future, present and past activities) and to facet 4 (social 
participation).

Referring to death and dying (facet 5), there is a unanimous 
low score, although the old-aged reported their highest QOL. 
Concerning to social participation (facet ) the old-aged reported 
lowest QOL of the whole set. As concerns sensorial functioning 
(facet 1), surprisingly, the lowest score comes from the young-
aged while both the old-aged and the middle-aged report higher 
QOL when compared to the young-aged. 

In Fig. 2 it is possible to visualize the distribution of the total 
score of QOL by age-bracket: young-aged (60–69), middle-aged 
(70–79), and old-aged (over 80). Their total score of QOL percen-
tile values are shown in Table 1 (TS) ranging from 51.25 to 40.37. 
Therefore, this total score of QOL by age-bracket presented a sta-
tistically significant (p = 0.0001 < 0.01) decreasing evaluation as 
ageing progresses that can be clearly observed in Fig 2. 

 

Fig. 2. The distribution of the total score of QOL by age-bracket

DISCUSSION

The aged voice must be sought in reaching operational defini-
tions for the quality of life and as reporters on the quality of 
their own lives (15). Clinicians tend to underestimate the quality 
of life: they claim data lack information on patient preferences, 
relevant information of quality indicators (16). For aged quality 
of life is more than rating their physical health status; emotional 

                                                                    Fig. 1. Graphic visualization of QOL stratified by age-bracket
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and social health are also recognized as very important factors 
for their well-being (17), as they perceive QOL as partly a pro-
duct of health and personality (15), in agreement with a con-
sensus well established as to QOL including both subjective and 
objective dimensions (18). 

The older people in general do not propose themselves to 
walk toward a new future, but yet to maintain intact reanimating 
with reverence to the past over which present is modelled; the 
majority turn into automat, repeat themselves and sclerosis (3). 
These findings are consistent with other studies (19), as much as 
this research finding with low and decreasing QOL satisfaction 
referring to the future, past and present activities, though it op-
poses to the findings in India (20) where the highest QOL was 
in this facet. QOL begins to deteriorate with old age (21), which 
confirms this research finding. The findings of decreasing QOL 
with ageing could be discouraging. However, findings compar-
ing centenarians with aged from 75 to 99 years old report that 
centenarians feel greater satisfaction in life than other older 
subjects: they are less inclined to complain and well adapted to 
circumstances having a positive attitude to life and good social 
and family relations (22). 

Referring to the total score (TS) of QOL, this research results 
in oscillation from 51.25% (young-aged), 46.06% (middle-aged) 
to 40.37% (old-aged), which means a low QOL, compared to the 
findings with a large population of older people in Italy (23) 
showing TS = 71.06%. The young-aged declare to be less satis-
fied with sensorial functioning than to any other facet (excep-
tion to death and dying) suggesting that the initial impact of 
sensorial loss s quite significant. These results related to senso-
rial loss confirm the findings in India (20), as well as the finding 
(24) informing about the severity of hearing loss being associ-
ated with the reduced quality of life in older adults.

The older people must be recognized as human beings as a 
whole, accepting the interpersonal relationship as a vital area 
in their lives (25) opposed to traditional scientific vision. Being 
healthy, independent and physically active plus having economic 
independence were the most unanimous concepts of QOL (19), 
directly associated to social participation in agreement with the 
results of this research in which the old-aged underlined the 
loss of social participation to be inferior extreme of their QOL. 
The loss of occupational identity and the associated feeling of 
inadequacy lead to lower social interaction and decreased level 
of satisfaction (20). This result is confirmed by the literature 
(26–30) that finds highest QOL in individuals with best social 
participation, as much as (5) reporting that the most meaningful 
problems of older people are intrinsically social, the basic issue 
is that of their social integration. 

CONCLUSIONS

The main finding of this research is decreasing quality of life 
throughout ageing explained by losses in autonomy, future, 
present and past activities plus social participation. The quest is 
being able to escape ageing limits (3) opening up to new adven-
tures instead of allowing life to end as an impasse. 
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