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Quality of life of the elderly is an important issue, as many countries in the world are rapidly 
entering an aging society. The World Health Organization (WHO) has launched an instrument to 
quantitatively measure the level of quality of life of the elderly, known as WHOQOL-OLD. In Vietnam, 
quality of life of the elderly has not been investigated, despite the availability of WHOQOL-OLD, and 
relationships between quality of life and characteristics of older persons are unknown. This study 
attempts to fill these gaps in the context of Vietnam. 

In order to test whether the WHOQOL-OLD instrument is applicable to the Vietnamese 
context, based on a purposively sampled group of 30 older people, reliability and validity tests of the 
instrument were conducted. The calculation of Cronbach’s Alpha coefficient (0.889) and a Confirmatory 
Factor Analysis (CFA) were performed, confirming the applicability of the instrument. Face-to-face 
interviews with 442 elderly people (≥ 60 years) living in Ho Chi Minh City, Vietnam, were subsequently 
conducted and primary data on personal characteristics of the elderly and questions related to the 
WHOQOL-OLD instrument were collected. Using SPSS version 22 and AMOS version 21, a measure of 
quality of life of the sample was calculated and the relationships between personal characteristics and 
the derived measure of quality of life were explored. 

The average total score of quality of life of elderly people in the sample is quite high at 97.56 
(+/- 9.75). The score should be viewed against the fact that nearly 84% of elderly people in the sample 
report suffering from at least one type of disease and nearly 27% report having poor health. The results 
indicate that, although health status of the elderly in Vietnam may not be good, they still have a good 
quality of life. Based on t-tests, ANOVA tests and a multivariate regression, at the 5% level, age, 
education status, income status and rural residence are factors that statistically affect their quality of life. 
As age increases, the quality of life declines. When education level increases, quality of life also declines, 
possibly because their expectations about quality of life are higher. Older adults with enough income 
and living in a rural area also have a higher quality of life. 

This study suggests the WHOQOL-OLD module is applicable in the Vietnamese context. This 
research provides a starting point on which the quality of life of elderly people in Vietnam can be 
assessed with an internationally standardized instrument. Future research should consider developing a 
more Vietnam-specific version of the WHOQOL-OLD instrument, addressing unique cultural contexts. 

 

 Field of Study: Health Economics and Health Care 
Management 

Academic Year: 2014 
 

Student's Signature   
 

Advisor's Signature   
  

 

 



 vi 

 

 

 
ACKNOWLEDGE MENTS 
 

ACKNOWLEDGEMENTS 

 

I would like to express my sincere gratitude to Ajarn Nopphol 
Witvorapong Ph.D. who taught, gave me a chance and inspired me to do this 
research. 

I also wish to express our gratitude to the Board of Directors and all staffs 
of M.Sc. Health Economics and Health Care Manangement – Faculty of Economics 
– Chulalongkorn University, Thailand have created the conditions for me to have 
the opportunity to be exposed, learning new knowledge perfected this topic. 

Besides that, I also do not forget the support from my elderly brother, 
Mr. Vo Quang Trung – Lecturer at Department of Pharmacy Administration, Faculty 
of Pharmacy, University of Medicine and Pharmacy, Ho Chi Minh City, Vietnam – 
help me enthusiastically in data collecting period in Ho Chi Minh City, Vietnam. 

I also would like to express my thanks to my colleagues who helped me 
with very useful information to do this research. 

With kindest regards, 

VO XUAN NAM 



CONTENTS 
  Page 

THAI ABSTRACT ............................................................................................................................. iv 

ENGLISH ABSTRACT .......................................................................................................................v 

ACKNOWLEDGEMENTS ................................................................................................................. vi 

CONTENTS ..................................................................................................................................... vii 

LIST OF TABLES ............................................................................................................................ xii 

LIST OF FIGURES ......................................................................................................................... xiii 

LIST OF ABBREVIATIONS ............................................................................................................ xiv 

Chapter 1 ........................................................................................................................................ 1 

Introduction ................................................................................................................................... 1 

1.1. Introduction ....................................................................................................................... 1 

1.2. Research Questions.......................................................................................................... 2 

1.3. Research Objective .......................................................................................................... 2 

General Objective ............................................................................................................. 2 

Specific Objectives ............................................................................................................ 2 

1.5. Scope .................................................................................................................................. 3 

Subject ................................................................................................................................ 3 

Geographical Setting ........................................................................................................ 3 

Area and Population ........................................................................................................ 3 

1.6. Possible benefits .............................................................................................................. 3 

Chapter 2 ........................................................................................................................................ 4 

Background ..................................................................................................................................... 4 

2.1. Definition of “elderly people” ...................................................................................... 4  



 viii 

  Page 

2.2. Aging and dimensions of aging ...................................................................................... 4 

2.3. Elderly situation ................................................................................................................ 5 

2.3.1. Elderly in the world ............................................................................................... 5 

2.3.2. Elderly in Vietnam ................................................................................................. 8 

Demographic characteristics [6, 20, 25, 26] ....................................................... 8 

Living arrangements, cultural and spiritual life [1, 25, 26, 36-38] ............... 10 

Health and Healthcare [20, 25, 26, 30-32] ...................................................... 13 

2.4. Concept of the Quality of life ..................................................................................... 15 

2.4.1. Definition of the Quality of life ......................................................................... 15 

2.4.2. Factors affecting the quality of life .................................................................. 17 

2.4.3. Measures of the quality of life of the elderly ............................................... 17 

WHOQOL – SRPB [69-71] ..................................................................................... 19 

WHOQOL – 100 [72] ............................................................................................. 19 

WHOQOL – BREF [73, 74] .................................................................................... 20 

WHOQOL – OLD Module [67-75] ....................................................................... 21 

Chapter 3 ...................................................................................................................................... 24 

Literature Review ........................................................................................................................ 24 

The quality of life research on the world ........................................................................ 24 

The quality of life research in Vietnam ............................................................................. 27 

Chapter 4 ...................................................................................................................................... 31 

Methodology ............................................................................................................................... 31 

4.1. Conceptual Framework ................................................................................................. 31 

4.2. Study Design and Target Population .......................................................................... 32  



 ix 

  Page 

4.3. Sample Size ..................................................................................................................... 32 

4.4. Sampling Method ........................................................................................................... 33 

4.5. Research Instrument ...................................................................................................... 33 

Part 1: Predisposing, enabling, and reinforcing factors ........................................... 34 

Part 2: Quality of life ...................................................................................................... 35 

4.6. Reliability and Validity Test .......................................................................................... 35 

Reliability .......................................................................................................................... 35 

Validity .............................................................................................................................. 36 

Convergent validity: KMO and Bartlett’s Test ................................................ 36 

Construct validity: Pearson's correlation coefficient ..................................... 36 

Discriminant Validity: ............................................................................................ 36 

Content Validity: ................................................................................................... 37 

4.7. Data Collection ............................................................................................................... 37 

4.8. Data Analysis ................................................................................................................... 37 

4.9. Evaluating the quality of life of elderly by WHOQOL-OLD ................................... 38 

Scale structure ................................................................................................................ 38 

Scoring ............................................................................................................................... 38 

4.10. Regression Analysis and Expected Sign ................................................................... 39 

Chapter 5 ...................................................................................................................................... 42 

Results ........................................................................................................................................... 42 

PART 1: RELIABILITY AND VALIDITY ..................................................................................... 42 

5.1. Preliminary Survey (N = 30) .......................................................................................... 42 

5.1.1. Reliability ............................................................................................................... 42  



 x 

  Page 

Cronbach’s Alpha and intra-class correlations coefficients (ICC) ............... 42 

5.1.2. Validity.................................................................................................................... 43 

Discriminant validity ............................................................................................. 43 

Construct validity .................................................................................................. 43 

Convergent validity .............................................................................................. 44 

Content validity .................................................................................................... 45 

5.2. Confirmation of Reliability and Validity (N = 442) ................................................... 46 

5.2.1. Reliability ............................................................................................................... 46 

Cronbach’s Alpha and intra-class correlation coefficients (ICC) ................. 46 

5.2.2. Validity.................................................................................................................... 48 

Discriminant validity ............................................................................................. 48 

Construct validity .................................................................................................. 48 

Convergent validity .............................................................................................. 49 

Content validity .................................................................................................... 51 

PART 2: DESCRIPTIVE STATISTICS ........................................................................................ 52 

5.3. Quality of Life Index ...................................................................................................... 52 

5.4. Demographic Characteristics of Samples .................................................................. 53 

5.5. Relationship between QOL and Demographic Factors of Samples ..................... 55 

5.5.1. Age .......................................................................................................................... 55 

5.5.2. Gender .................................................................................................................... 56 

5.5.3. Religion ................................................................................................................... 57 

5.5.4. Education level .................................................................................................... 58 

5.5.5. Marital status ........................................................................................................ 60  



 xi 

  Page 

5.5.6. Health status ......................................................................................................... 61 

5.5.7. Economic status ................................................................................................... 62 

5.5.8. Diseases status...................................................................................................... 64 

5.5.9. Sensory abilities.................................................................................................... 65 

5.5.10. Daily Activities..................................................................................................... 67 

PART 3: REGRESSION .............................................................................................................. 70 

Chapter 6 ...................................................................................................................................... 72 

Discusssion and Conclusions .................................................................................................... 72 

6.1. Reliability and Validity ................................................................................................... 72 

6.1.1. Reliability ............................................................................................................... 72 

Cronbach’s Alpha ................................................................................................. 72 

Test-retest reliability: intra-class correlations coefficients (ICC).................. 73 

6.1.2. Validity.................................................................................................................... 74 

Discriminant validity ............................................................................................. 74 

Construct validity .................................................................................................. 74 

Convergent validity .............................................................................................. 75 

6.2. Descriptive Statistics ...................................................................................................... 75 

6.2.1. Quality of life index ............................................................................................. 75 

6.2.2. Relationship between QOL and demographic factors ................................. 76 

6.3. Regression Analysis ........................................................................................................ 78 

RECOMMENDATIONS .............................................................................................................. 79 

6.4. For this research ............................................................................................................. 79 

6.5. For further research ....................................................................................................... 79  



 xii 

  Page 

REFERENCES ................................................................................................................................. 80 

VITA ................................................................................................................................................ 92 

 



 
 

 
 

xiii 

 
LIST OF TABLES 

Table 2.1: Global ageing indicators .............................................................................. 7 

Table 2.2. Age structure of the Vietnamese population, 1979-2009 ............................. 8 

Table 2.3. Aging index and Potential Support Ratio in Viet Nam, 1979-2049.............. 9 

Table 2.4. The Vietnamese population: Rapid growth of “oldest old” ......................... 9 

Table 2.5. Sex ratio between elderly females and elderly males, 2009 ....................... 10 

Table 2.6. Marital status of the elderly in Vietnam, 1993-2008 .................................. 11 

Table 2.7. Living arrangements of the elderly in Viet Nam, 1992/93-2008 ................ 11 

Table 2.8. Health status of the elderly, by age ............................................................ 13 

Table 2.9. Percentage of common mental problems .................................................... 14 

Table 2.10. Percentage of disability for the elderly .................................................... 15 

Table 4.1. Predisposing, Enabling, and Reinforcing factors of health behavior ........ 32 

Table 4.2. Scale reliability of Cronbach's Alpha ......................................................... 35 

Table 4.3. Scoring list for the WHOQOL-OLD module .............................................. 39 

Table 4.4. Summary the expected signs of demographic characteristics .................... 41 

Table 5.1. Cronbach's Alpha coefficient of each domain in survey ............................ 43 

Table 5.2. Analysis for test-retest reliability for questionnaire ................................... 43 

Table 5.3. Goodness of fit results ................................................................................ 43 

Table 5.4. Correlation coefficient between items and hypothesized or total score ..... 44 

Table 5.5. Rotated Component Matrix ........................................................................ 45 

Table 5.6. Items Statistics ............................................................................................ 46 

Table 5.7. Intercorrelations between domains and total score of WHOQOL-OLD .... 46 

Table 5.8. Cronbach's Alpha coefficient of each domain in survey ............................ 47 

Table 5.9. Analysis for test-retest reliability for questionnaire ................................... 47 

Table 5.10. Goodness of fit results .............................................................................. 48 

Table 5.11. Correlation coefficient between items and hypothesized or total score ... 49 

Table 5.12. KMO and Bartlett's Test results ............................................................... 50 

Table 5.13. Rotated Component Matrix ...................................................................... 50 

Table 5.14. Items statistic results ................................................................................ 51 

Table 5.15. Intercorrelations between domains and total score of WHOQOL-OLD .. 52 

Table 5.16. Quality of life index .................................................................................. 52 



 
 

 
 

xiv 

Table 5.17. Demographic characteristics of samples (N = 442) ................................ 53 

Table 5.18. The relationship between age and domains ............................................. 55 

Table 5.19. The relationship between gender and domains ........................................ 56 

Table 5.20. The relationship between religion and domains....................................... 57 

Table 5.21. The relationship between education level and domains ........................... 58 

Table 5.22. The relationship between marital status and domains ............................. 60 

Table 5.23. The relationship between health status and domains ............................... 61 

Table 5.24. The relationship between income per month and domains ...................... 62 

Table 5.25. The relationship between economic status and domains.......................... 63 

Table 5.26. The relationship between diseases status and domains............................ 64 

Table 5.27. The relationship between sensory abilities and domains ......................... 65 

Table 5.28. The relationship between daily activities and domains ............................ 67 

Table 5.29. Results of multivariate regression ............................................................ 70 

Table 6.1. Summary Cronbach's Alpha Coefficients in total....................................... 72 

Table 6.2. Summary Cronbach's Alpha Coefficients for domains ............................... 73 

Table 6.3. Comparision the total score of WHOQOL-OLD ........................................ 76 

 

LIST OF FIGURES 

Figure 2.1. Time needed to move from “aging” to “aged” in some countries ........... 10 

Figure 4.1. Conceptual framework ............................................................................. 31 

 
  

file:///C:/Users/XUAN%20NAM/Desktop/thesis%20ethesis.docx%23_Toc424825969


 
 

 
 

xv 

LIST OF ABBREVIATIONS 

AUT Autonomy 

CFA Confirmatory Factor Analysis 

DAD Death and Dying 

GSO General Statistics Office 

HDI Human Development Index 

INT Intimacy 

KMO Kaiser-Meyer-Olkin 

PPF Past, Present, Future activities 

PRECEDE 
Predisposing, Reinforcing, and Enabling Constructs in 

Educational/Environmental Diagnosis and Evaluation 

PROCEED 
Policy, Regulatory, and Organizational Constructs in Educational 

and Environmental Development 

QOL Quality of Life 

SAB Sensory Ability 

SOP Social Participation 

TFR Total Fertility Rate 

UN United Nations 

UNDESA United Nations – Department of Economic and Social Affairs 

UNFPA United Nations Fund for Population Activities 

VHLSS Vietnam Household Living Standards Survey 

VNCA Vietnam National Commission of Ageing Vietnam 

VND Vietnam Dong 

WHO World Health Organizations 

WHOQOL World Health Organizations Quality of Life 

WHOQOL-OLD 
World Health Organizations Quality of Life Instrument – Older 

Adults Module 

  



 

 

Chapter 1  

Introduction 

1.1. Introduction 

Within the past few decades, an increase in the number of ageing population 

has posed a challenges worldwide [1-3]. In the middle of 20th century, 4 percent of 

the population in developing countries was 65 years old and above. That percentage 

has increased by approximately 6 percent and it is forecasted to reach nearly 15 

percent by mid-century [4]. According to the United Nations, the global share of 

people aged 60 years and over increased from 9.2 percent in 1990 to over 11 percent 

in 2013 and will reach around 21 percent by 2050. Globally, the number of elderly 

people [2] is predicted to more than double, from 841 million persons in 2013 to more 

than 2 billion in 2050 [5]. In almost country, the rate of people aged 60 years and 

above is increasing faster in comparison with other age groups [1-6]. In Southeast 

Asia, nearly 8 percent the population is old [7]. 

The elderly population has grown speedily in Vietnam, which is one of the 

Southeast Asian countries. In 2013, the number of people aged 65 years and older 

reached 7 percent of the population [8]. This is higher than the average for Southeast 

Asia at present, (36% versus 30% correspondingly) [9]. The percentage of citizens 

aged 60 and above increased from 6.7 percent in 1979 to 9.2 percent in 2009 [10].  

The majority of older people in Vietnam lives in rural areas - 72.9 percent - with 

inconvenient living conditions, as their children migrate from rural to urban areas for 

better job opportunities. Therefore, it is critical to understand the requirements for 

elderly care in Vietnam [10]. 

Nowadays, the improvement in the quality of life of the elderly has become at 

the forefront of national policies globally. Policies to promote healthy ageing exist in 

many countries, e.g. Bangladesh, Sri Lanka, Nepal, Maldives, India, Korea, 

Myanmar, Indonesia, and Thailand [11, 12]. With the growth of aging population in 

Vietnam growing speedily, there are many challenges. Although the average age in 

Vietnam is higher than other countries of similar income levels but the quality of the 

population is below average. Vietnam is ranked 105 of 117 in terms of the Human 
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Development Index (HDI) [13-15]. While the average life expectancy was relatively 

high at 72.8 years in 2009 [16-18], but the average number of healthy life years of the 

Vietnam was low at 58.2 years [13-15, 19, 20]. 

In Vietnam, there has been some research on the elderly, but most of them 

focus on the health, disease patterns, and health management only … There is little 

indepth research regarding quality of life of the elderly in Vietnam. There are only 8 

researches about this, for example: Health-related quality of life and its determinants, 

among older people in rural Vietnam (2010), Exploring quality of life among elderly 

in Hai Duong province, Vietnam: a rural-urban dialogue (2012), Patterns of subjective 

quality of life among older adults in rural Vietnam and Indonesia (2012), Quality of 

life and its related factors of elderly in rural Vietnam (2013), and Quality of life 

among people living with hepertension in a rural Vietnam community. 

The World Health Organization (WHO) has launched an instrument to 

quantitatively measure the level of quality of life of the elderly, known as WHOQOL-

OLD. Since quality of life of the elderly in Vietnam has not been investigated, despite 

the availability of WHOQOL-OLD, relationships between quality of life and 

characteristics of older persons are unknown. This study attempts to fill these gaps in 

the context of Vietnam. 

1.2. Research Questions 

 What is the level of quality of life of the elderly in Southern Vietnam based on 

the WHOQOL-OLD instrument? 

 Is WHOQOL-OLD instrument reliable and valid in the context of Southern 

Vietnam? 

 What factors determine quality of life of the elderly in Southern Vietnam? 

1.3. Research Objective 

General Objective  

To apply the WHOQOL-OLD module to measure the quality of life of elderly 

people in Southern Vietnam. 

Specific Objectives 

1. To test the level of reliability and validity of the WHOQOL-OLD module in 

the case of Southern Vietnam. 
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2. To evaluate the level of quality of life of elderly people in Southern Vietnam 

based on the WHOQOL-OLD instrument 

3. To identify factors affecting quality of life of elderly people in Southern 

Vietnam 

1.5. Scope 

Subject 

Elderly people who are 60 years old or over living in Southern Vietnam, 

specifically Ho Chi Minh City,  are included in the study. 

Geographical Setting 

This research was conducted in 2 districts of Ho Chi Minh City (1 urban 

district and 1 rural district) in 2015. 

Area and Population 

Ho Chi Minh City has the total area of 2,095.6 square kilometers; as of 

December 2012 according to statistics from the Bureau of Statistics of Ho Chi Minh 

city, over 2 million households, and they were divided into 19 urban districts and 5 

rural districts. 

There were altogether 13,040 poor households, accounting for 0.71% of the 

total number of households in the city. In particular, the number of poor families with 

elderly members was 2,731 households, i.e. 20.94% of the total number of poor 

households. 

The total number of elderly people in 2013 was 469,353, accounting for 

6.06% of the Ho Chi Minh population. 

1.6. Possible benefits 

Vietnam has not developed a specialized instrument which can be used to 

measure quality of life for elderly people. And while studies that measure quality of 

life exist, they use the WHOQOL-100 and/or WHOQOL-BREF instruments which 

are appropriate for those in the working ages only. They do not address adequately 

quality of life of the elderly. The study is one of the first studies to use the 

WHOQOL-OLD instrument that is specifically designed to evaluate quality of life of 

elderly people in Vietnam. 
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Chapter 2  

Background 

2.1. Definition of “elderly people” 

The definition of elderly or older people varies from nation to nation,  

depending on the variation in the point of view of society. In most developed 

countries, the term “elderly” or “older person” is defined as those  who are older than 

65 years old and over [21]. In Japan, for example, the current definition refers to cut-

off of 65 but there have been some proposals to change the definition to be 75 years 

of age and older [22, 23].  

According to World Health Organization (WHO), the person who is 60 years 

old and above is defined as the older person [2]. In some national level researches, the 

older people, 50 years of age and older, was used as subjects to study [24-26]. Elderly 

people in Vietnam are determined based on the age of the United Nations standards 

and also specified in the Vietnam’s Law on the Elderly - 2009: The elderly are the full 

60 years and older [27]. In this study, the older persons were classified as those who 

are 60 years of age and above. 

2.2. Aging and dimensions of aging 

Although scientific development with rushing speed, but up today, people still 

do not have a full understanding of the true origin and nature of the elderly. There are 

many theories developed to solve this problem. The views of a number of main 

theories as follows:  

Aging is a natural and practically unavoidable process. Yet elder people are 

often the subject of bad jokes and pessimistic stereotypes, and many people in our 

society anxiety growing old [28].  According to Rose M. R, aging is “a persistent 

decline in the age-specific fitness components of an organism due to internal 

physiological deterioration” [29]. 

Hayflick theory (as quoted by Khue P., 1993) said that aging is an inherent 

process in the cell. Degradation theory is based on the decline in the recovery system 

inside cells or organs in the body [30]. The immune theory said that aging is mainly 

associated with immunodeficiency. The immunocompromised makes the body lose 
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the ability to defend themselves from pathogens (especially bacteria and viruses). The 

more you get older, the more you get decreasing resistance, including cancer cells ... 

The theory above may associate with other organic and interactions cause aging [30-

32]. Besides that, there are also a number of other theories as old hypoxic tissues, due 

to tissue changes, nervous system disorder, caused by capillary costly, etc… 

The aging process happens in the body to varying degrees, is characterized by 

decreased adaptability, usually present as quickly losing strength in both physical and 

mental. If the self-regulatory mechanisms do not meet the requirements of the body, it 

often leads to fatigue characteristics when trying to. Besides reducing the effect of the 

functional parts of the body, it also appears compensation mechanism to ensure policy 

stability for the new equilibrium morphology in a certain extent. Aging rate depends 

on the ability to regulate the bodies adaptive. 

Thus, the origin of aging for the 21st century remains a mystery. While we do 

not yet understand the exact origin of the aging body, the research to find out the 

factors involved in improving life expectancy and quality of life for elderly people is a 

situation meant practical significance. 

2.3. Elderly situation 

2.3.1. Elderly in the world 

Ageing population marked success of the demographic transformation by 

combining rapid decrease, decline in fertility and mortality and fertility decline is that 

the most decisive factors leading to changes in the age structure, population 

distribution of each age group (percentage of adults and older people increases in the 

population structure, the proportion of young population compared to the total 

population decreased markedly) and the median age of the population continues to 

grow. To review issues aging population, the demographers based on indicators such 

as life expectancy, the proportion of the population age 60 and over, and 65 and 

above, the median age [4, 5]. 

In most developing countries, the person from 65 years and older are 

considered seniors. But many developing countries, the landmark age is inappropriate. 

Currently, there is no uniform standard for the country, however, the United Nations 

accepted markers to determine the population is aged 60 years old or older in which 
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classified into three groups: Beginner aged (60-69 years old) , middle-aged (70-79 

years old) and old age (80 or older) … [4-6, 26]. 

Aging occurs when fertility decline in life expectancy while maintaining 

constant or increased in the older age group. In the period 1950-2005, not only at 

reducing neonatal mortality but mortality rates in all other age groups also declined. 

The fertility is decline in most countries around the world. The twentieth century has 

witnessed a revolution in longevity. Average life expectancy of the world has 

increased by 20 years, is expected to reach 67.2 years old in 2010 and 75.4 years by 

2050 the population of many countries will be aging rapidly and the number of states 

part facing the growing reality. This achievement results along with population 

growth during the first half of the twenty-first century, it is projected in the period 

2005-2050, half of the population increase is due to increased number of people over 

60 years old (60+), number children under 15 years old will decrease slightly. 60+ of 

the world's population will triple, from 673 million (246 million live in developing 

countries) in 2005 to 2 billion in 2050 (406 million in developing countries). The 

proportion of elderly people increased from 10% in 1998 to 15% in 2025 [5, 6, 33, 

34]. 

Ageing population will become a major problem in developing countries. The 

developing countries will be the proportion of the elderly have the highest and fastest, 

according to forecasts of the elderly in this area will increase 4 times in the next 50 

years. The proportion of elderly is expected to rise from 8% to 19% in 2025, while the 

proportion of children will decrease from 33% to 22%. More than half the population 

lives in the old 80+ developing countries, is expected to rise to 71% in 2050. Aging 

rates in developing countries are faster growth than in developed countries (e.g. 

France took about 75 years, while in Singapore only took 19 years), resulting in risk 

occurs "Growing old before Getting rich" rather not " Getting rich before Growing old 

" [6, 34]. 

Among the elderly, women are more than men. Increasing age, this difference 

is expressed as large (as Table 2.1.). The status of older women from around the 

world requires prioritization of policy actions. Aging affects women and men are not 

the same way. Being aware of this is essential to ensure equality between men and 

women fully and develop effective measures to solve the problem. Therefore, it is 
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important to take gender differences into all policies, programs and legislation [5, 6, 

34, 35]. 

 

Table 2.1. Global ageing indicators 

Life expectancy 2011 - 2012 2050 projection 

Life expectancy at birth by sex (men/women) 67.1 / 71.6 73.2 / 78.0 

Life expectancy at 60 by sex (men/women) 18.5 / 21.6 20.9 / 24.2 

Life expectancy at 80 by sex (men/women) 7.1 / 8.5 8.3 / 9.8 

Population 

Number of people aged 60+ 809,742,889 2,031,337,100 

Number of people aged 80+ 114,479,616 402,467,303 

Number of people aged 100+ 316,600 3,224,400 

Percentage of people aged 60+ 11.5 21.8 

Percentage of people aged 80+ 1.6 4.3 

Sex ratio: Number of men aged 60+ per 100 women 

aged 60+ 
83.7 86.4 

Source: UNDESA, Population Division 2012[34] 

There are major differences in population distribution between developed 

countries and developing countries. While the majority of elderly people in developed 

countries live in urban areas, the majority of elderly people in developing countries 

live in rural zones. According to forecasts, by 2025, 82% of the population in 

developing countries will live in urban areas, whereas in developing countries this 

ratio is less than a half. 

Also in developing countries, the majority of elderly people living in the 

family for generations. This difference implies that the operational policy for the 

elderly will not be the same between the developed and developing countries [4-6, 33-

37]. 
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2.3.2. Elderly in Vietnam 

Demographic characteristics [6, 20, 25, 26] 

In the past three decades, the population of Vietnam has fluctuated size and 

age structure. The rising proportion of elderly people in Vietnam is due to three key 

factors: declining birth rate, death rate and increasing life expectancy reduction. The 

total fertility rate (TFR) declined from 5.25 in 1975 to 3.8 in 1989 and 2.03 in 2009. 

The mortality rate for children under 1 year of age in 2009 was 16 percent, compared 

to 20 percent in 1999. The average life expectancy was 72.8 years old population in 

2009, increasing by 4.6 years old and 8 years compared with 1999 and 1989. The 

population growth rate dropped from an average of 2.4% per year in the period 1975 -

1989 down to 1.7% in the period 1989-1999, and 1.2% for the period 1999-2009. 

Therefore, the age structure of the population of Vietnam is changed. The proportion 

of children (0-14 years) is declining; the proportion of the population of working age 

(15-59); and the percentage of elderly people (aged 60 or older) have also increased. 

Table 2 shows that, if 1979 is the base year for the period 1979 to 2009, the total 

population increased by 1.6 times. The children population decreased by nearly half; 

population of working age increased by 2.08 times, while the elderly population 

increased by 2.12 times. Thus, the elderly population seems to have increased more 

quickly compared with all other groups of the population in this period. 

Table 2.2. Age structure of the Vietnamese population, 1979-2009 

Year 
Number of persons (millions) Percentage of total population 

Total 0-14 15-59 60+ 0-14 15-59 60+ 

1979 53.74 23.40 26.63 3.71 71.80 51.30 6.90 

1989 64.38 24.98 34.76 4.64 39.20 53.60 7.20 

1999 76.33 25.56 44.58 6.19 33.00 58.90 8.10 

2009 85.79 21.45 56.62 7.72 25.00 66.00 9.00 

Source: Population and Housing Census 1979, 1989, 1999 and 2009 

Forecast of General Statistics Office (GSO, 2010) for the period 2009 - 2049 

shows that the consequences of trends in the age structure is the aging index will rise 

rapidly and the potential support ratio will significantly reduce (Table 2.3.). The 

results show that the aging index will exceed 100 by the year 2032. This is a time 

when Vietnam began elderly population than the child population. 
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Table 2.3. Aging index and Potential Support Ratio in Viet Nam, 1979-2049 

Year 1979 1989 1999 2009 2019 2024 2029 2034 2039 2044 2049 

Aging 

Index 
16 17 24 36 50 65 85 107 124 141 158 

Potential 

Support 

Ratio 

7.44 7.43 7.33 7.27 5.29 4.60 3.83 3.27 2.88 2.51 2.20 

Source: Population and Housing Census 1979, 1989, 1999 and 2009 and GSO (2010) 

The aging index is the ratio of the population aged 60 years and older 

compared to the person under 15 years of age according to percentage (GSO, 2010). 

The second characteristic of the aging process in Vietnam is to "aging in the 

oldest group", i.e. the growth rate and the number of elderly people in the highest age 

group (80 years and older) will increasingly large (Table 2.4.). 

Table 2.4. The Vietnamese population: Rapid growth of “oldest old” 

Age group 

(% total 

population) 

1979 1989 1999 2009 2019 2029 2039 2049 

60-64 2.28 2.40 2.31 2.26 4.29 5.28 5.80 7.04 

65-69 1.90 1.90 2.20 1.81 2.78 4.56 5.21 6.14 

70-74 1.34 1.40 1.58 1.65 1.67 3.36 4.30 4.89 

75-79 0.90 0.80 1.09 1.40 1.16 1.91 3.28 3.87 

80+ 0.54 0.70 0.93 1.47 1.48 1.55 2.78 4.16 

Total 6.96 7.20 8.11 8.69 11.78 16.66 21.37 26.10 

Source: Population and Housing Census 1979, 1989, 1999 and 2009; GSO (2010) 

Data from four Censuses of Population and Housing 1979-2009 periods shows 

the percentage of elderly people in the lowest age group (60 to 69) increased slowly, 

while the proportion of elderly people in older age groups medium (70-79) and oldest 

(80+) tends to increase faster. GSO forecast data (2010) for the period 2009-2049 

shows that, when Vietnam entered the phase of population "aging" is at most elderly 

population grew at the highest rate (in table 2.4.). 

Compared with other countries in the world, even with many developed 

countries or income per capita is higher; the rate of population aging Vietnam is quite 

high. Specifically, the number of years for the proportion of the population aged 65 

and older in Vietnam increased from 7% to 14% of the total population (or population 

time to transition from the stage of 'ageing' to 'aged') is shorter countries: it took 115 

years in France; took 69 years in America, took 26 years in Japan and China, while in 

Vietnam, it projected to take only 20 years (Figure 2.1.). Provided that the socio-
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economic development as at present, this is really a big challenge for Vietnam in 

adapting to a population 'aging' fast. 

 
Figure 2.1. Time needed to move from “aging” to “aged” in some countries 

Source: Kinsella and Gist (1995); U.S. Census Bureau (2005); Viet Nam: GSO 

(2010) 

The third characteristic is the sex ratio in favor of females increasing with age 

(Table 2.5.). Because the proportion of women in the elderly population is increasing 

(also called trend "feminization" [26] of the elderly population) should require care 

policies elderly adapt this trend for women elderly are often more vulnerable to 

economic and social shocks. The sex ratio female / male increases with age in 

Vietnam as presented in Table 6 as well as the general trend in the world. These 

causes can explain this trend as older men often have higher mortality rates than 

women in the same age group older. 

Table 2.5. Sex ratio between elderly females and elderly males, 2009 

Age group 60-69 70-79 80+ 

Number of elderly females to 100 elderly males 131 149 200 

Source: Population and Housing Census 2009 

Living arrangements, cultural and spiritual life [1, 25, 26, 36-38] 

Family life, culture and spirit that has implications for the welfare of the 

elderly as it is shown in marital status; so live together or not live together with 

children and grandchildren; other living conditions; culture and spirit. Among the 

factors that could make the lives of the elderly, the marital status is the most important 
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factor because the wife / husband of the elderly can be a source of support and shared 

mainly physical, mental and such care when sick or vulnerable. In other words, for 

elderly people living with wife / husband will have a positive impact (Knodel and 

Chayovan, 2008). The data shows that most elderly Vietnam living with wife / 

husband, followed by widowed spouses, and marital status (e.g. divorced, separated, 

and single) are percentage small (Table 2.6.). 

Table 2.6. Marital status of the elderly in Vietnam, 1993-2008 

Year 1992/93 1997/98 2002 2004 2006 2008 

Married 64.04 61.63 61.69 60.51 60.85 59.10 

Widowed 33.91 35.81 36.44 36.99 36.87 38.65 

Other 2.05 2.56 1.87 2.50 2.28 2.25 

Source: Vietnam Household Living Standards Survey (VHLSS) 1992/93-2008 

A question is also important to discuss the living arrangements of the elderly 

as the elderly live with. Data from the survey of households living at the period 1993-

2008 indicate changing trends, such as: (i) the percentage of old person living with 

their children is still high but tends to decrease (from 80% in 1992/93 to 62% in 

2008); (ii) the proportion of elderly people living alone and the percentage of 

households with only elderly couple have increased; (iii) the proportion of households 

"skip-generation"[1] though not high, but also more than doubled (Table 2.7.). 

Table 2.7. Living arrangements of the elderly in Viet Nam, 1992/93-2008 

Year 1992/93 1997/98 2002 2004 2006 2008 

With children 79.73 74.48 74.27 70.65 63.74 62.61 

Living alone 3.47 4.93 5.29 5.62 5.91 6.14 

Only elderly couple 9.48 12.73 12.48 14.41 20.88 21.47 

With grandchildren 0.68 0.74 0.82 1.09 1.16 1.41 

Other 6.64 7.12 7.14 8.23 8.31 8.37 

Total 100 100 100 100 100 100 

Source: Vietnam Household Living Standards Survey (VHLSS) 1992/93-2008 

It is worth noting that, in recent years, the ratio of the elderly living with their 

children is the position-dependent people of all ages tend to decrease rapidly. It may 

be caused by the economic status of the old person has improved, but also may be 

because of the model family in Vietnam is changing the trend in which children 

increasingly independent from parents. The proportion of elderly people living alone 

increased from 3.47% in 1992-1993, to 6.14% in 2008. Giang Thanh Long (2009) 

showed that the majority of elderly people living alone is in rural areas (about 80%) 

and women (also 80%). Percentage of households with only elderly couple has more 

than doubled in the past decade, from 9.48% in 1992-1993, up to 21.47% in 2008. In 
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terms of weak social security, the vulnerability to economic and society shocks still 

high, living situation sorted so will be a big challenge in ensuring life for the elderly. 

The proportion of elderly people living in the household "skip-generation" is 

not high, but the upward trend is also apparent, from 0.68% in 1992-1993, up to 

1.14% in 2008 Data Analysis living Standards Survey 1993-2008 period shows that 

most households of this type living in rural areas. This may be a consequence of the 

migration of rural - urban population of working age. Although remittances are an 

important factor in reducing the proportion of poor people, but the risks of households 

remains high when this type is the main source of income and migration can not find a 

job with steady income in the context of slow economic growth or negative impact 

from outside as is happening in recent years. 

In terms of education and training, Giang and Pfau research (2007) shows the 

percentage of elderly literacy increased over time, particularly the elderly proportion 

of the level of education of high school or and vocational training to increase. 

However, along with the results of this study, the UNFPA report (2010) shows the 

percentage of elderly people with high qualifications (tertiary or higher) is still low. 

Among those who have never been to school, elderly women, elderly people or those 

living in rural areas with low socio-economic status than other regions always have a 

higher proportion of elderly people is male, elderly people living in urban areas or 

areas with socio-economic conditions better. This situation is also a factor in 

explaining the differences in gender and regional areas of the elderly in awareness and 

access to services in education, health care and opportunities economy. 

In terms of material, the life of the elderly be improved while the proportion of 

elderly households (those households with at least one elderly person) has a 

permanent and semi-permanent, can use of clean water, power lighting ... increased 

over time. However, a significant proportion of older people living in rural and 

regional conditions and socio-economic development of the region are lower than the 

other, still low living conditions, particularly exposure to clean water and adequate 

sanitation standard (Giang and Pfau, 2007). 

In terms of morale, research reports of the Vietnam National Commission of 

Ageing Vietnam (VNCA, 2007) shows the percentage of participation in the club of 

elderly people is low (about 16%) that largely due to health. The proportion of elderly 
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people access to the mass media and well aware of the problems of socio-economic 

rather high (70%), but there is a big difference by age group (younger group have the 

ability to access and analyze problems better), by area (group living in urban areas 

show the superiority versus rural), ethnicity (Kinh people aware of social issues than 

other minority groups) and by level of education (who have a higher level know how 

to approach the situation better than the lower level). 

Health and Healthcare [20, 25, 26, 30-32] 

Health is the most important criteria when analyzing the situation of the 

welfare of the elderly. The fact that aging is not only related to the risk of death 

increasing by the biological changes that are related to functional limitations or risk 

for chronic illness is increasing. Health directly affects the daily lives of the elderly. 

Analysis of Sidell (1995) (as quoted by Sim, 2001) show that sickness will lead to 

loss of autonomy and independence in life, reduces dynamic, lose respect and 

confidence. In other words, for the elderly, mental trauma caused by poor health is 

more serious material loss. Because of this reason that the analysis of health status 

and health care of the elderly population tell us about the quality of life of the elderly, 

the demand for health care and related services for health care system in general and 

healthcare in their families and communities. 

In recent times, due to material life and spiritual improved with certain 

improvements of the health care system, health of the elderly Vietnam generally 

improved, including a high proportion of age health status pretty / good increases, 

while the elderly have poor health status declined (as quoted by Dam Huu Dac et al., 

2010). However, there are some challenging issues about the health of the elderly 

Vietnam. 

 

Table 2.8. Health status of the elderly, by age 

Age group 60-69 70-79 80+ All 

Health status (%) 

Good 8.37 3.34 2.23 5.32 

Normal 64.82 52.86 29.46 52.71 

Ill 26.82 43.80 68.30 41.97 

Illness status (%) 

No disease 12.43 8.85 3.42 9.17 

Having 01 disease 72.32 75.08 82.44 75.57 

Having 02 diseases 14.15 15.10 12.80 14.14 
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Having 03 diseases 1.02 0.97 1.34 1.08 

Having 04 diseases 0.08 0.00 0.00 0.03 

Source: VNCA (2007) 

First, the distribution by age, the study of VNCA (2007) (Table 2.8.) showed 

that the health status of the elderly depend very much on age, in that age increases, the 

percentage of elderly people in frail health higher, the greater the number of patients 

suffering from the disease and the longer length of stay. 

Second, the biggest challenge for the health care of elderly people is now the 

model and causes disease of the elderly are changing rapidly making burden "dual 

disease" increasingly clear. On the one hand, older people are suffering from many 

diseases caused by aging; on the other hand, older people also suffer from diseases 

caused by lifestyle changes as a result of changes in the socio-economic growth and 

economic development. For example, studies of Dam Huu Dac et al (2010) showed 

that 95% of elderly patients and mainly non-infectious chronic diseases such as 

osteoarthritis (40.62%); Cardiovascular and blood pressure (45.6%); prostate (63.8%); 

and urinary disorders (35.7%). At the same time, the disease arises due to lifestyle 

changes such as dementia and depression tends to increase and the proportion of 

elderly people suffering from this disease increases with increasing age (as quoted by 

Pham Thang và Do Thi Khanh Hy, 2009) (Table 2.9.). 

Disease patterns of elderly people moving from infectious diseases to chronic 

diseases, non-communicable diseases are a major challenge for Vietnam and other 

non-communicable diseases often have prolonged latent period for the disease state 

money such as overweight, obesity... Because elderly patients do not visit often and 

have many bad habits make a serious impact on health (especially with older men, 

such as smoking, drinking ...) so for the elderly in Vietnam, non- communicable 

diseases became more severe and the treatment and cure a very costly disease usually 

detected in late stages. 

 

 

Table 2.9. Percentage of common mental problems 

 Age group 

60-74 >=75 

Stress 
n 24/617 12/123 

% 3.90% 9.80% 
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Mental depression 
n 7/846 7/309 

% 0.80% 2.30% 

Note: All estimates are statistically significant at 5-percent 

significance level. Source: Pham and Do (2009) 

Third, the consequences of changing patterns of disease is non-infectious 

diseases are rapidly becoming the leading cause of morbidity and disability in the 

elderly and this trend will continue in the next decades (as quoted by Pham Thang và 

Do Thi Khanh Hy, 2009). The risk of the elderly with disabilities in Vietnam is very 

high, which is common defects of vision and hearing loss. This condition can cause 

embarrassment to the elderly, low self-esteem and reduced social interaction. By age, 

the results from the Census of Population and Housing 2009 showed the proportion of 

elderly disability increases with age higher (Table 2.10.). 

Table 2.10. Percentage of disability for the elderly 

Type of Disability Not Difficult Difficult Very Difficult Impossible 

Vision (% by age) 

60-69 80.50 17.90 1.30 0.30 

70-79 65.20 30.50 3.70 0.70 

80+ 45.30 41.60 10.90 2.30 

Hearing (% by age) 

60-69 89.60 9.10 1.10 0.20 

70-79 74.40 21.80 3.40 0.50 

80+ 49.60 37.10 11.50 1.80 

Walking (% by age) 

60-69 87.30 10.50 1.70 0.50 

70-79 71.00 23.40 4.40 1.30 

80+ 45.50 37.70 12.40 4.30 

Memory (% by age) 

60-69 89.00 9.70 1.10 0.30 

70-79 74.70 21.50 3.10 0.70 

80+ 51.20 35.40 10.80 2.50 

Source: Population and Housing Census 2009 

2.4. Concept of the Quality of life 

2.4.1. Definition of the Quality of life 

Quality of life is a concept widely used in the social sciences related to the 

different aspects of life. This term is measured through individual self-assessment and 

economic conditions as well as the general expectation of life such as education, 

housing, social support and health, so this is only a concept subjective [39, 40]. 

Many authors have studied the quality of life described as a concept is 

subjective and multidimensional [41, 42]. However, there is no uniform definition of 
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quality of life. The understanding of this concept comparative between different 

cultures is known only to the extent described is still in its infancy. The only way to 

overcome this problem is to understand the concept of quality of life of the local 

people that they are meaningful, in their own way and are drawn from the life of 

them[43, 44]. From the individual perspective, the concept is defined will depend on 

the use of terminology, understanding of terminology to learn, as well as their 

position in the social issues and political organizations [45-47]. 

The concept of quality of life is becoming more and more popular, but it is not 

something new. At the time of BCE, Aristotle defines "quality of life" is a "good life" 

or "work flow" [42]. From that moment, it was found that quality of life is understood 

in different ways depending on the individual. Although the concept of quality of life 

was used more, but so far there is no globally agreed definition for this concept [39, 

43, 44, 48-50]. 

According to Hass [51], “Quality of life is comprised of subjective indicators 

such as well-being and satisfaction with life and objective indicators such as 

functional status”. Janse (2004) defined quality of life is “multidimensional in 

construct including physical, emotional, mental, social, and behavioral components”. 

According to WHO, “Quality of life is defined as individuals’ perceptions of 

their position in life in the context of the culture and value systems in which they live 

and in relation to their goals, expectations, standards, and concerns” [52]. It is a 

broad-ranging theory incorporates in a complex way the person’s physical health, 

level of independence, personal beliefs, psychological state, social relationships, and 

their relationship to significant characteristics of the environment. 

In general, "quality of life" is defined as "a strong interaction between the 

external factors with the subjective perception of an individual's life on such 

factors"[41].  

The term "quality of life" is truly a multidimensional term [44, 53, 54]. 

Therefore, the analysis of factors measure the quality of life many branches and 

research fields with different criteria. 
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2.4.2. Factors affecting the quality of life 

According to World Health Organization, quality of life was measured six 

basic elements: physical health; mental health, through communication with society; 

religious beliefs; economic conditions and living environment [55]. 

According to the research unit of the quality of life of the Toronto University 

of, Canada [40], the factors affecting the quality of life is divided into 3 main scopes. 

The first scope is the intrinsic factor itself; the second is the scope of the relationship 

with external factors; the third is scope to achieve personal goals as well as hope; 

desires and aspirations. 

Among the factors affecting the quality of life, health is the most important 

factors, including physical health and mental health [45-47, 53-57]. People cannot get 

a quality life if they often lived in illness, disease or disability. This is a necessary 

condition to obtain a good quality of life. Followed by economic factors, living 

environment, social interaction; religious beliefs, etc... Many studies have shown a 

close relationship between health and quality of life [41, 42, 58-65]. A study in 

Bangladesh showed that the sick have a negative impact on the quality of life of 

disabled people, affected in many different aspects such as psychological, social and 

economic [42]. 

According to WHO, general health (including physical health and 

psychological health) and the operation of the functional parts of the body is 

considered the most important aspects of quality of life, especially for the elderly [55, 

66]. However, health is not the only aspect of quality of life. 

According to Farquhar [46], when referring to the quality of life of an 

individual we "are not simply talking about the good things in their lives, but also 

need to talk about those things in life are not favorable", to describe the core problem 

of the nature of human life, and the ability to maintain or even improve the ability of 

their quality of life. 

2.4.3. Measures of the quality of life of the elderly 

Nowadays, there are many instruments to evaluate the quality of life of elderly 

such as: SAGE, SF 36-v2, CASP-19, OPQOL, WHOQOL instruments (WHOQOL-

100, WHOQOL-BREF, WHOQOL-SRPB and WHOQOL-OLD). In this study, the 
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researcher uses the WHOQOL instruments as a tool to assessment the quality of life 

of elder people, because of below reasons: 

 “The WHOQOL instruments were developed cross-culturally”: The 

WHOQOL-100 has been developed separately in 15 field centers in the 

world. The important aspect of quality of life and quality requirements of 

life has been drafted on the basis of claims of patients with a variety of 

diseases status, by good elderly and health experts in a variety of culture. 

The tool is thoroughly tested to evaluate the reliability and value of each 

field center and is currently being tested to evaluate the response to 

change. The WHOQOL tools can be used in particular cultures, but the 

results can simultaneously compare cultures. The WHOQOL is available 

in over 20 different languages and its development in more languages is 

progressing [66-68]. 

 “The WHOQOL instruments place primary importance on the 

perception of the individual”: Most medical evaluation obtained by 

testing by medical staff and laboratory. The WHOQOL tools, by focusing 

on the perspective of their own personal well-being, provide a new 

viewpoint on the disease. For example, diabetes is related to poor body 

regulation of blood sugar levels are well understood, but the effects of the 

disease on individuals perception that the social relationships of their 

working capacity and the financial situation has received little attention 

system. The WHOQOL tools are the instruments that will allow this type 

of study is done. They not only learn about the activities of people with 

diabetes, on a wide range of areas, but also how patient satisfaction with 

their functions and have therapeutic effects [67, 68]. 

 “The Instruments have different forms for different uses”: The 

WHOQOL central engine can evaluate the quality of life in a series of 

situations and populations. Moreover, the module is being developed to 

allow a extra detailed assessment of special populations (e.g., the elderly, 

refugees and people with convinced diseases, such as cancer, HIV / AIDS) 

[67, 68]. 



 

 

19 

WHOQOL – SRPB [69-71] 

Working on the WHOQOL-SRPB related to a multi-cultural research to 

develop a method that can evaluate the level of spirituality, religion and personal 

beliefs (SRPB) related quality of life in health and health care. A spiritual domain was 

involved in the initial quality of life concepts for the WHOQOL tools recommended 

to take it by a focus group of the faithful following, and summoned in 18 countries 

worldwide. Then the pilot testing verified that the theory of spirituality, religion and 

personal beliefs as a different extension, and is very vital for health-related quality of 

life in the world’s health.  

The WHOQOL-SRPB is a standard summary that extends the native build 

tools WHOQOL-100 and WHOQOL-BREF where the original spirit has been 

minimal representation. The field trials and successive research with WHOQOL-100 

confirm that the spiritual realm is not enough for the theoretical and experimental 

reasons. Thus, in the mid-1990s, the Mental Health Board of the World Health 

Organization began a new project built in spirituality; with the purpose of creation a 

complete concept will be very useful for work in different cultures, and for the group 

with spiritual belief, religion and different individuals. At the WHOQOL project, this 

has taken the form of a module includes SRPB questions related to quality of life and 

health, is recognized as the WHOQOL-SRPB. In a paper recently published by 

WHOQOL-SRPB Group, quantitative survey data were originally presented. 

In recent times, the new instrument was used in evaluation quality of life was 

published by WHO. It is WHOQOL-SRPB (World Health Organization Quality of 

Life - Spirituality, Religion and Personal Beliefs). WHOQOL-SRPB includes 132 

questions, of which 100 questions are taken from the WHOQOL-100, the remaining 

32 questions were developed later. The SRPB tool was developed by an extensive 

pilot test with 105 questions, happen in 18 centers all around the world. The results of 

this test are 32 questions selected to represent finalized version of WHOQOL-SRPB. 

WHOQOL – 100 [72] 

The WHOQOL-100 has been developed from an extensive pilot testing of 300 

questions in 15 centers worldwide. Data from this pilot experiment on more than 

4,500 subjects activated 100 best questions will be selected according to established 

criteria. Perfection has been through the process of creating, focus groups, pilot 
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testing, and field test. The final 100 items grouped into test one aspect of the generally 

quality of life and universal health awareness, and quality 24 aspects of life that were 

originally grouped into six major areas: physical, spirituality and psychological, 

environment, social relationships, and level of independence. After that, the field of 

spiritual independence and be placed in the areas of physical and psychological. Most 

participants completed the survey itself, although a small number of literacy troubles 

were given the investigation as a prepared interview. These questions are evaluated 

based on a 5-point Likert scale with anchor points are indicated. 

These are questions that meet the definition of quality of life is the individual's 

opinion of their situation in life in the perspective of the value systems and culture in 

which they live and value-related goals, expectations period, concerns and standards 

themselves. 

These questions represent the complete version of the WHOQOL-100 is used 

for testing. This is a generic version of English and never used as it stands, is not 

translated. Version suitable for use in different populations to participate in the pilot 

study is available from the test center. These versions are built by taking 100 

questions and corresponding response scales exactly as they want in the language 

version used in the pilot test. (It should be noted that a number of variations exist even 

between the English language version) 

WHOQOL – BREF [73, 74] 

The WHOQOL-BREF questionnaire (WHOQOL Group, 1998) is a cross-

cultural confirmation question was developed by the World Health Organization 

(WHO). The WHOQOL-BREF is questions assessing the quality of a person's health 

related to life in the last two weeks before completing the questionnaire. The 

questions in writing 26 entries representing four separate fields of QOL: environment 

(8 questions), physical health (7 questions), social relationships (3 questions), and the 

psychological well-being (6 questions). There are also two additional questions 

resolve qualities of life ("How do you evaluate the quality of your life?"), and general 

health ("How satisfied are you with your health?"). 

The WHOQOL-BREF exists in 19 different languages. Suitable language 

version, and permission to use it, can be found from The WHOQOL Group. In all 

cases, the WHOQOL-BREF should be used without discussion of the WHOQOL 
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Group. A method was developed for the new center to create a different language 

version of the WHOQOL-BREF more or WHOQOL-100. 

The questions will appear in the order they appear in the WHOQOL-BREF 

samples provided in this document, the guidelines and do not change the title. 

Questions are grouped by response format. The evaluation of the equivalent of 

between WHOQOL-BREF questions and WHOQOL-100 was introduced in version 

WHOQOL-BREF example to allow easier comparison between responses to the items 

on the two versions. The WHOQOL-100 test fields allow the center to include items 

or aspects are important in assessing the quality of national life. In case the center 

would like to include additional national entries or module WHOQOL-BREF for, 

these should be put on a split sheet of paper and not sprinkled among 26 items 

available. 

WHOQOL – OLD Module [67-75] 

The assessment of health-related quality of life is essential role in the up-to-

date evaluation of medical interventions. It is built up from the collaborative efforts of 

22 different centers of culture in conjunction with WHO, two standard procedures of 

QOL available (the WHOQOL-100 and WHOQOL-BREF). Although commonly 

used, both devices were developed primarily for use in the young adult population. 

However, due to the special role of the medical condition of their permanent 

residence, older people may need to assess QOL even stronger than younger people 

do. A study called WHOQOL-OLD project, funded by the European Commission is 

developing a new version of the WHOQOL-100 is applicable in those over 60 years 

old. 

The original purpose of the implementation of the WHOQOL-OLD module 

application is expanding and disseminating it in the native language of each country. 

Besides, the implementation will also help determine the attitude of aging and testing 

new instrument (WHOQOL-OLD) in a multi-cultural study of healthy aging 

innovation. The WHOQOL-OLD module will be tested with groups of elder people 

from a variety of cultures was also assessed on a range of socio-economic, 

psychosocial, and health-related to assessment of factors that contribute to healthy or 

unhealthy aging. So WHOQOL-OLD module deployment will allow examination of 
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the concept of successful aging is culture-specific features that generalize or popular 

culture. 

After surveying stage and screen, WHOQOL-OLD questionnaires completed 

was published in 2006. Recently the short version of the WHOQOL-OLD has been 

developed and evaluated for reasonableness, 3 versions can be used. The full version 

of the WHOQOL-OLD questionnaire contains 24 questions with 6 different aspects of 

life that are related to the quality of life of older people, every aspect will have four 

questions related to level 5 the answer. These aspects include the sensory ability, 

autonomy, activity in the past, future and present, social participant, death and dying, 

and intimacy. 

With respect to “sensory ability”, the question sensory evaluates function and 

the impact of the loss or decline in ability to sense (sight, smell, hearing, taste and 

touch) to quality of life. Aspect related to "autonomy" describes the ability to live 

independently, self-decision. Whereas, the "activities in the past, present and future" 

describes the satisfaction of what has been achieved in life as well as individuals look 

to the future. In the aspect of "social participant", it refers to the daily activities of life, 

especially those active in the community. For "death and dying", it is a sensitive 

aspect of life, the questions direct to the attention, anxiety and fear of death like. And 

finally, in the problem of "autonomy", it assesses personal relationships and intimacy 

in your life. 

The strength of WHOQOL-OLD instrument is shown in the fact that it is one 

specialized tool targeting the elderly. This instrument goes deeper into the assessment 

of the specific psychological aspects of the elderly. Besides that, with the using of the 

WHOQOL-OLD module, the researcher can determine a preliminary model of health 

and quality of life of older people in a particular place and can be compared with the 

national other. The application of this module will also help researcher find the factors 

affecting the quality of life of older people through the different aspects of life in 

order to make appropriate policy development. 

In this study, the researcher chose to use the WHOQOL-OLD instrument for a 

number of reasons as follows: Firstly, most of the studies of Vietnam on the quality of 

life of elderly people are now mostly using the assessment instrument is WHOQOL. 

With this instrument, quality of life scores of elderly people in separate tools can be 
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exchanged for the same quantity and they can be compared together. Second, this 

instrument is designed for the elderly subjects, while other instruments of WHOQOL 

only intended for adults only. Finally, WHOQOL-OLD can combine easily with other 

questions under question WHOQOL group to create more specialized questionnaires 

to assess quality of life of older people suffering from one or more diseases. 
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Chapter 3  

Literature Review 

Results from several studies have shown that the status of quality of life as 

well as the desire for quality of life seems to vary by generation. But in fact, this issue 

is still little attention to elderly subjects. Demographic studies have suggested that the 

broad definition of illness is culture-bound, that is it can only be explained in the 

context of certain specific cultural [76-79]. 

Quality of life, a concept entirely subjective, will be interpreted differently 

among the elderly in Asia countries and countries in the West [77]. The concept is 

understood in the cultural context is particularly important when considering the 

contents of specific interventions with the aim of improving the quality of life. These 

interventions will be less effective if it is not built on the basis of the understanding of 

concepts according to beneficiaries in their specific context [79-84]. 

The quality of life research on the world 

For elderly people, quality of life is a rather abstract concept and includes 

many complex factors. How good physical health and fewer illnesses and diseases are 

the basic conditions for a quality life. This was followed by factors such as mental 

health, communication and social status, economic status, religion, living conditions, 

environment and other factors [65].  

Especially for the elderly, support others, sharing other people and be useful to 

their families and society are important factors contributing to improving the quality 

of life of elderly people [44, 55]. A study of elderly people in Korea (Tae Wha Lee 

and Kyung Ja Lee, 2005) to see if the elderly are supporting children and their friends 

will have a positive impact on quality of life rather than when the elderly are 

receiving support. The supportive sharing can be divided into emotional support and 

material support. Emotional support is less dependent on factors such as income and 

resources of health. Material support means support related to financial and non-

financial. Financial assistance including cash assistance and help generate income. 

Financial assistance is supporting the implementation of the household chores [41, 56, 

57]. 
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A study done in 2003 for the quality of life of the elderly in China after a 

stroke is built on four aspects of physical health, functional health, mental health and 

health society [85]. In addition, in 2011, also in China there has been intensive 

research development WHOQOL-OLD short-form version, to be used in assessing the 

quality of life of elderly people in this country [86]. The most recent is a study of 

the psychological assessment of older people is done by the WHOQOL-

OLD instrument in 2013 [87]. 

In addition, an in-depth study on the quality of life of elderly people was also 

carried out in 2008 in Brazil with the WHOQOL-OLD instrument. Quality of life for 

the elderly was assessed by 424 seniors participated in a survey with 6 fully elements 

implemented in a city in the South of Brazil. Through this research, the quality of life 

of elderly people in this city is improved in many ways, but in that psychological 

factors are more important factors [88]. 

With the increasing average life expectancy across the globe, it is authoritative 

to build knowledge about older people point of view 'of their own aging, consider the 

case relating to their health, affect quality of life for participants and policy makers. In 

Canada in 2013 [40], a study of elderly is well done. The research wanted to 

determine the attitudes of older people to their aging process will partially mediate the 

effects of the satisfaction they ranked health as their quality of life. Furthermore, will 

the attitude of reconciliation relationship between quality of life and health 

satisfaction in the same way as we explain to the origin country of the elders, and the 

age and sex of them? All three aging attitude partly arbitrated the relationship 

between satisfaction and quality of physical health, environmental psychological, 

global life and social. The intermediate part had shown in the same way across all 20 

countries samples, nevertheless of gender or age. Attitudes headed for physical 

change are a strong mediator of satisfaction when global health quality, specific areas 

of life, followed by the loss of psychosocial and psychological development society. 

This study is a cross-cultural study with a larger sample first to show that quality of 

life judgments, from 60 to 100 years old, is the product of elder women's and elder 

men's awareness of their health status, and attitudes en route for physical and 

psychological aspects of aging itself. A prospective study of the relationship between 

subjective perceptions of older people's health and attitude toward aging itself over 
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time using subjective measures of health is guaranteed. Learn about the linkages can 

help policy makers and practitioners consider strategies to improve the quality of life 

[89]. 

And most recently, another study conducted in Germany in 2014 with the 

WHOQOL-OLD instrument. The WHOQOL-OLD is a tool to assess the subjective 

quality of life in older adults. However, the properties of the WHOQOL-OLD 

psychology has been evaluated only on the small samples and do not have local 

representation in research. In this study, the properties of the WHOQOL-OLD 

psychology are evaluated based on a representative sample of elderly people in 

Germany. The survey was conducted using face to face interviews with 1133 samples 

from the German population aged 60 years and older was conducted. Quality of life 

was assessed by means of WHOQOL-BREF and WHOQOL-OLD and SF12. 

Furthermore, the Geriatric Depression (GDS), the Instrumental Activity of Daily 

Living (IADL) have been applied to assess depressive symptoms, cognitive capacity 

and ability to perform daily activities. Psychological nature of the WHOQOL-OLD 

was assessed by means of traditional test theory and probabilistic analysis confirmed 

factors and multivariate regression models. IRT analysis indicated that all questions of 

the WHOQOL-OLD contribute significantly to the measurement of the relevant 

aspects. While structural 6 aspects of WHOQOL-OLD were supported by the results 

of the factor analysis confirmed a common underlying factor for the total scale of 

WHOQOL-OLD cannot be determined. The correlation with other quality of life 

measures and multivariate regression models with GDS and IADL indicate only good 

value standards of all aspects of WHOQOL-OLD [90]. 

Besides the WHOQOL-OLD questions were developed for 22 centers in 15 

countries, these countries have carried out studies to assess the reliability and validity 

of the questionnaire. These studies have observed that the question is relevant and 

reliable measure for the application of the quality of life of older people through 

Cronbach's Alpha coefficient values are over 0.7 [79-81, 86-88, 90]. Besides, to verify 

validity of the questionnaire was carried out with Pearson’s correlation coefficient, t-

test validity[75, 79, 86, 87, 90] or Rash analysis (Chachamovich E. et al., 2008) [88] .  
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The quality of life research in Vietnam 

In Vietnam, in the last decade, the country remains poor, people focused on 

making enough money to pay for daily living. Therefore, people accept all the hard 

work though, despite the exploitation of the company, factory. Today, paralleling with 

the economic and social development, the country out of poverty, people also pay 

more attention to the quality of their lives. Therefore, the number of studies on quality 

of life is very rare in Vietnam. The quality of life of elderly people is a relatively new 

problem and it is very rarely mentioned studies. Therefore, the concept of quality of 

life and not be understood and evaluated in a comprehensive way. 

Today, the concept of quality of life of the people is gradually modified in the 

development of life. Vietnam is a country in transition and the economy is in a phase 

interferometer cultures, different perceptions to the Vietnamese people's perceptions 

about the quality of life very diverse. Over time, perceptions of the quality of human 

life have been transformed from stage to another stage and develop in many different 

forms. Previously, for most people worry about eating every meal, the pressure to 

survive and earn living difficult lives, the quality of life is seen mainly on the physical 

aspect, "Full rice, warm clothes" was happy nowadays mental factors are becoming 

especially important. With Western countries, while physical needs are becoming 

saturated, then a best quality of life to have factors such as health, employment, 

environment, culture, information, entertainment, etc... [43, 48]. 

Vietnam is a country in transition economies and in the period of interference 

with the culture, so different perception of human conception Vietnam on quality of 

life is extremely rich and forms: young or old age, male or female, urban or rural ... 

With each person, living in a certain situation has views on various quality of life. 

According to the concept of youth, quality of life is jobs, freedom and fun 

entertainment. But many older people quality of life concept means no disease, 

sickness, as the children cared for, is to communicate with the community, etc... In a 

study of elderly people in rural areas, the results show that most elderly people 

interviewed said that their lives are happy lives if they have enough food, health, 

spiritual comfort and for them, spirit is more important than others [91]. 

Although the concept of quality of human life can be very diverse and 

different, but boiled down to 3 factors: health, physical life and spiritual life are 
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indispensable. Therefore, if you want to assess the quality of life, they need to be fully 

comprehensive review on all aspects of life such as health status, illness, 

psychological, financial ability, cultural beliefs, environment and relationships with 

family and society, etc... 

Quality of life is becoming an important issue in life, if such a heart to 

understand the factors affecting the quality of life of the elderly may help to identify 

those at risk for low quality of life, which may have supported interventions in time 

[39, 41, 44]. The process of learning about the research on quality of life of elderly 

people in Vietnam are mainly implemented by the agencies and organizations in 

Vietnam made in the past 30 years shows that there is virtually little research has been 

carried out with the purpose of understanding the quality of life of elderly people in 

detail and thoroughly, especially not one specialized instrument to perform this 

assessment. 

In education level of elderly, the illiteracy rate of people aged 60 years and 

above has improved over the years, but it still exist a gender difference in educational 

attainment elderly. When it is specified in a national survey in 2006, the rate of 

illiteracy among women and older is higher, with 31% of women and 7.6% of men. 

The data also showed that 23.4% of elderly illiterate. These variances may differ by 

geographic region, and the elderly living in the remote mountainous areas or higher 

are more likely to be illiterate or less educated. By marital status, married elderly 

people living alone, or widowed, often have lower levels of education than those who 

were married or single. The remaining obstacles also hinder the elderly in this area to 

access social services [92]. 

According to research by Hoang Van Minh, a study in Vietnam in 2007, 

education is a key factor that led to the positive object quality of life. For example, 

higher education combined with the quality of the higher subjective life due to better 

knowledge about health problems and it lead to better health conditions. The 

proportion of respondents had completed primary school and over in HDSS Vietnam 

(40.6%) is radically higher compared with Indonesia HDSS (15.7%) [93]. 

Regarding the health status of elderly people, 95% of the elderly had health 

problems. On average, elderly patients were 2.69 / person (Ministry of Labor, Invalids 

and Social, 2006). Data from Families Nationwide survey in 2006 showed that 51.3% 
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of elderly people report themselves as having a poor health status. Older adults rated 

their health good is higher than women, 10% and 5%, respectively. Most elder people 

live in urban areas have a higher health status than their counterparts in rural areas. 

In terms of financial status, in a study by Ngo Thi Tien Dung (2013), it 

pointed out the contribution of the elderly in the family economy in Vietnam. In 

general, older people have constantly contributed to the family economy of the 

working-age both of them and after retirement age. The contribution of the elderly to 

family life and society has been widely recognized. The elderly, who previously 

worked in the formal sector, can rely on pensions and savings for old age support. 

However, the proportion of the elderly have a stable source of income, such as 

savings and pensions, or other sources of social support is relatively low, 35% in 

urban and 21.9% in rural areas rural. The percentage of their income in total 

household income is small. GSO survey data of 2009 showed that the average 

percentage of elderly income is lower than the average income / People of Vietnam, 

which is approximately 59% (UNFPA, 2011) [11, 16, 20, 92, 93]. 

The role of the family in the care and support for older people: As traditional 

family plays a very vital role as stable accommodation, warm atmosphere for the old 

person. Some research suggests that family still plays the primary responsibility to 

support and care for the elderly. The counterpart material and spiritual relationships 

between adults and their aging parents is maintained. Adult people (18-60 years old), 

were living together or apart, still serves as the main basis of support parents in old 

age. Other forms of support (from community, relatives or other...) are smaller [4, 10, 

11, 24, 92]. 

Today, it is not easy to see the family in which there are three or four 

generations living together in one house. This can lead to the role of family support 

elderly people seem to be reduced. However, it is very important to maintain a sense 

of family support for the elderly due to the fact that mental health care for elderly 

people to contribute to improving the quality of life. The elderly may fall into 

depression or feeling lonely if they lack family visits or attention from family 

members [26, 36, 94]. 

In the same research Ngo Thi Tien Dung (2013), at age 60 or older, there is 

still a high percentage of old people involved economic activity. The data indicate that 
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the proportion of elderly people, this will be increased, from 25% in 1999 to 35.2% 

(30.3% to 41.7% of women and men) in 2009 male ratio people engaged in economic 

activities, but the proportion of older women participating in public works is 5 times 

higher than that of men. Economic participation the elderly are reduced through the 

ages. Most elderly people are still working aggressively at the age of 60-69 (61.9%), 

aged 70-79 - 34.5%, and 80 and over - 7.8%. Most elderly people engaged in forestry, 

agriculture and aquaculture (60%) and the self-employed or family services (29.9%), 

and only a small proportion - 9, 3% earn wages or salaries. It should be noted that 

18.6% of people aged over 65, who worked as migrants [16, 92-95]. By situation, the 

proportion of elderly people, who are working in urban areas, including 25.96%, and 

in rural areas - 49.09%. Most active elderly people living in rural areas (87.1%) [95]. 

Besides engaging in economic activities to earn money for their own salaries, 

the elderly also have a better influence to improving household income and happiness. 

By performing tasks, different tasks, they confirmed their role and responsibilities in 

the family expanded, enhanced emotional connection with children ... As a tradition, 

older men regular economic contribution, support adult children in economic 

activities of households, children and professional education and training, whereas 

older women often spend more time and take responsibility for implementing more 

care and household tasks. There are still many factors related to household chores and 

taking care of the family, including sexual availability, social norms and values. For 

example, women are considered "interior minister" and the influence of "traditional 

virtues" focuses on women and family care, and greater responsibility for family care 

(children, the elderly, sick) and happiness, etc…[36-38, 92]. 

Up to the present time, in Vietnam, the instruments for qualitative research are 

used primarily as WHOQOL-100 and WHOQOL-BREF. However, two instruments 

are in fact just one single instrument; WHOQOL-BREF is only compact form of the 

WHOQOL-100. These instruments are designed and used with objects mainly young 

adults, are not appropriate to use it to assess the quality of life of elderly people. 

Therefore, in this study, the WHOQOL-OLD is used as an instrument to help set the 

basic background for the establishment of a specialized instrument for the elderly, 

thereby the foundation for the studies on the elderly in Vietnam. 
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Chapter 4  

Methodology 

4.1. Conceptual Framework 
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Figure 4.1. Conceptual framework 
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The above figure shows the conceptual framework. The conceptual framwork 

can be broken down into two parts. The upper part of the figure involves testing 

reliability and validity of the WHOQOL-OLD instrument before it is put into use in 

the context of Vietnam. Assuming that the instrument is valid and reliable, the 

instrument will be used and information on different dimensions of quality of life will 

collected in accordance with the instrument. The lower part of the conceptual 

framwork involves the identification of factors affecting the level of quality of life of 

elderly people. These factors are divided into 3 groups: predisposing factors, enabling 

factors and reinforcing factors, detailed further in table 4.1. 

Table 4.1. Predisposing, Enabling, and Reinforcing factors of health behavior 

Factors affecting behavior Examples 

Predisposing Factors 
Knowledge, attitudes, cultural beliefs, 

subjective norms, and readiness to change 

Enabling Factors 
Available resources, supportive policies, 

assistance, and services 

Reinforcing Factors 
Social support, praise, reassurance, and 

symptom relief 

Source: Di Clemente, Ralph J., 2013[96] 

4.2. Study Design and Target Population 

This is a cross-sectional study that investigates the pattern of quality of life of 

elderly living in the Southern of Vietnam, specifically in Ho Chi Minh City, Southern 

of Vietnam. The subjects are people who are 60 years old and above, living in this 

area. 

4.3. Sample Size 

The minimum sample size can be calculated based on the following formula 

[97] (which assumes simple random sampling): 

   
            

                
 

- N: Total population of elderly person in the survey. 

- p: The proportion of older person have a good quality 

- d: The rate of allowable error 

- z: The standard normal deviation at 95% CI (confidence interval)  
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  Using the above formula, the sample size should be equal to: 

  
 

      
  

        

                 
        

Where: 

N = 469,353 (total population of elderly in Ho Chi Minh City in 2013, Vietnam) [98] 

and 

d = 5% (allowable error). It should be re-emphasized here that the sample size here is 

based on the simple random sampling assumption. As will be explained in the next 

suc-section, the assumption does not hold in this study (two-stage cluster sampling is 

used) and therefore the sample collected may not necessarily be representative. 

4.4. Sampling Method 

A 2-stage sampling method is used: 

The first stage is cluster sampling, where 2 districts (1 urban district and 1 

rural district) are randomly chosen. 

The second stage is convenience sampling, where data are collected based on 

a face-to-face interview, within each district; the subjects are recruited on a voluntary 

basis. The total number of observations in the sample is 442. 

Inclusion criteria 

 Being of the Vietnamese nationality 

 Aged over 60 years old or above. 

 Able to communicate in Vietnamese 

 Living in the selected study areas for at least one year 

 Willing to participate in this study. 

Exclusion criteria 

 Having mental health problems 

 Unable to give interview due to their morbidity conditions 

(such as mental health problem, paralysis, comatose, etc.) 

 Not willing to participate in this study. 

 

4.5. Research Instrument 

A structured questionnaire is used in this study and it includes 2 main parts. 

The first part contains predisposing, enabling and reinforcing factors that may affect 
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quality of life of the subjects. The second part refers to six main domains of quality of 

life as they are included in the WHOQOL-OLD module. 

Part 1: Predisposing, enabling, and reinforcing factors 

Questions on general characteristics of elderly people in the questionnaire 

include: age, gender, religion, education level, marital status, economic status, health 

status, sensory functioning, and activities of daily living. 

Age is calculated from the birth year to 01/01/2015. In the Vietnamese culture, 

the elderly might not remember their birth year but they remember their 

Chinese zodiac year of birth such as: mouse year, buffalo year, tiger year or 

dragon year, etc. The Chinese zodiac calendar is used to calculate age in some 

cases. 

Education is classified into 4 levels: 1: Illiterate/ 2: Elementary/Middle 

school/ 3: High school/ 4: Over high school. 

Marital status includes 2 options: 1: Currently Single (never married / 

widowed / divorced)/ 2: Currently in a relationship (Living with partner / 

spouse) 

Economic status refers to monthly income of the elderly (included all 

sources) in thousands of VNDs. 

Health status refers to the extent to which the elderly perceive their health 

status in comparision with others of the same age. The responses are classified 

into 5 levels: 1: Very bad/ 2: Bad/ 3: Moderate/ 4: Good/ 5: Very good. 

Sensory functioning refers to the extent to which the elderly perceive their 

own sensory functioning (visioning, listening, walking and memory) based on 

3 levels: 1: Not difficult/ 2: Difficult/ 3: Very Difficult 

Activities of daily living refers to extent to which the elderly are able to 

perform activities of daily living (bathing, dressing, toileting, transferring, 

continence, feeding) without help from others. For this function, the reseacher 

evaluates based on 2 level: 1: Without help or little help from others/ 2: With 

help from others. 

Rural: The research occurred in 2 districts (1 Urban District – 1 Rural 

District) of Ho Chi Minh City, Southern of Vietnam. The elderly people take 
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part in the interview were divided based on their living area. (0: Rural District/ 

1: Urban District) 

Part 2: Quality of life 

The WHOQOL-OLD instrument is used to measure quality of life of the 

elderly in this study. It includes 24 questions on six QOL domains: Sensory Abilities; 

Autonomy; Past, Present and Future Activities; Social Participation; Death and Dying 

and Intimacy. Each domain has 4 questions. 

With the WHOQOL-OLD, each question has 5 levels of satisfaction, from 1 

(lowest) to 5 (highest). The total score of each domain ranks from 0 to 100 and will be 

calculated into an index according to the WHO’s guidelines. The higher score the 

elderly report, the better QOL they have. 

4.6. Reliability and Validity Test 

Reliability 

To test the reliability of the questionnaire, a pretest is conducted on 30 

randomly selected elderly people, to find out if there are problems such as 

misunderstanding, unclear meaning, etc. Cronbach’s Alpha coefficient is used to test 

the reliability of the research instrument and, for the instrument to be reliable, the 

coefficient needs to be as least 0.7. 

Cronbach’s Alpha Coefficient can be calculated as follows [99]: 

  
 

   
 (  

∑  

     
) 

where: 

n: number of questions 

Vi: variance of scores on each question; Vi = pi*(1 - pi) 

Pi: percentage of class who answers correctly (this formula can be derived 

from the standard definition of variance 

Vtest: total variance of overall scores (not %’s) on the entire test 

Table 4.2. Scale reliability of Cronbach's Alpha 

Cronbach’s alpha Internal consistency 

α ≥ 0.9 Excellent (High-Stakes testing) 

0.7 ≤ α < 0.9 Good (Low-Stakes testing) 

0.6 ≤ α < 0.7 Acceptable 

0.5 ≤ α < 0.6 Poor 

α < 0.5 Unacceptable 
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Validity 

Convergent validity: KMO and Bartlett’s Test 
The KMO and Bartlett’s Test is used to test convergent validity, which is 

defined as a parameter usually used in psychology, sociology, and other behavioral 

sciences. It refers to the extent to relation of two measures of constructs in 

theoretically and in reality [100]. 

Besides that, this test also is used to test the hypothesis that the correlation of 

the variables in the overall observations. For the KMO and Barrlett’s Test (1974) 

recommend a minimum KMO coefficient of 0.5 and values between 0.5 and 0.7 is 

trivial, between 0.7 and 0.8 value as well, between 0.8 and 0.9 values are very good 

and value 0.9 is great. If testing has statistical significance (p ≤ 0.05), these variables 

are correlated with each other in general. 

Construct validity: Pearson's correlation coefficient 
Content validity refers to the degree of influence of one item to the overall 

aspect of a social construct. It can be estimated through correlation coefficient [101]. 

Pearson's correlation coefficient is symbolized by the letter r and is also 

known as the sample Pearson correlation coefficient or the sample correlation 

coefficient . The fomular for r, given one dataset {x1,...xn} and the other dataset 

{y1,...yn} also containing n values, is: 

       
∑      ̅      ̅  

   

√∑      ̅   
   √∑      ̅   

   

 

where: 

n: the number of values 

 ̅  
 

 
∑  

 

   

             ̅  
 

 
∑  

 

   

 

 

Discriminant Validity:  
Confirmatory Factor Analysis (CFA) is used to test discriminant validity 
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Content Validity: 
The construct validity, one of three types of validity in the classical model, 

which is defined as a parameter usually used in psychometrics, psychology, language 

studies, and other social sciences. It refers to the extent to which a test measures what 

it achieves, or implied, to be measured [102]. 

T-test and ANOVA is used to test construct validity, and the test statistic can 

be derived using the following formula and it is tested at the 5% level of significance: 

 

        
                              

                     
 

       
  
̅̅̅̅    

̅̅̅̅

     
̅̅̅̅    
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√
    
  

 
    
  

 

4.7. Data Collection 

Face to face interviews with elderly people living in Ho Chi Minh City were 

conducted by the researcher and 2 trained volunteers. Responses were double checked 

and cleaned everyday by researcher. 

Data were collected in 2 districts (1 urban and 1 rural) in Ho Chi Minh City. 

In Ho Chi Minh City, urban district was one that met all of the criteriabelow: 

 Population density >10,000 pers./sq.km 

 The proportion of non-agricultural employment reached ≥ 90% / Total number 

of employees 

 The proportion of industry - construction and trade - services - tourism in the 

economic structure reaches ≥ 90% 

 The system of urban infrastructure construction is complete and 

synchronization. 

 

Districts that did not meet all of above requirements were rural districts. 

4.8. Data Analysis 

 Using input data by Excel 

 Analysis tool: SPSS software, AMOS software 
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4.9. Evaluating the quality of life of elderly by WHOQOL-OLD 

Scale structure 

The WHOQOL-OLD module has 24 questions, which can be divided into 6 

categories. Each category has 4 items and each item is ranked by a Likert scale (from 

1 to 5), so that, the score for each category can range from 4 to 20. The score of each 

part is subsequently combined to provide the overall score for quality of life of the 

elderly. 

Scoring 

The WHO provides scoring guidelines that are detailed in table 4.3. To 

correctly come up with a score for the WHOQOL-OLD module involves the 

following steps: 

1/ High scores represent high quality of life and low scores represent low 

quality of life. 

2/ The questionnaire needs to be arranged into appropriate scales. For 

“positive” questions, higher values represent higher quality of life. For “negative” 

questions, however, the scoring system needs to be reversed; it will be recorded as 1 = 

5, 2 = 4, 3 = 3, 4 = 2, 5 = 1. According to table 4.3, the negative questions are 

identified with a “*” in the scoring list. The unidirectional values are added to 

generate the overall score (table 4.3.). 

3/ Summing up the scores produces what is known as the the Raw Facet Score 

(RFS), which ranges from the lowest possible (number of questions * 1) and highest 

possible (number of questions * 5) value. Because each category has 4 questions, it 

means the range is between 4 and 20. 

4/ The RFS is divided by the number of questions in the category. The 

resulting Standardized Facet Score (SFS) then ranges between 1 and 5. 

5/ The next step is to convert the RFS into what is known as the Transformed 

Facet Score (TFS), which is scaled between 0 and 100, similar to an index. To obtain 

TRS, the formula: TFS = 6.25 * (RFS -4) is used. To get the total score for the 

WHOQOL-OLD instrument, the scores are combined. 
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Table 4.3. Scoring list for the WHOQOL-OLD module 

Sensory Abilities (SAB) Old_01* Old_02* Old_10* Old_20 

Autonomy (AUT) Old_03 Old_04 Old_05 Old_11 

Past, Present and Future Abilities 

(PPF) 
Old_12 Old_13 Old_15 Old_19 

Social Participation (SOP) Old_14 Old_16 Old_17 Old_18 

Death and Dying (DAD) Old_06* Old_07* Old_08* Old_09* 

Intimacy (INT) Old_21 Old_22 Old_23 Old_24 

Note: * Reverse-scored questions 

4.10. Regression Analysis and Expected Sign 

In this research, the researcher uses the OLS model to determine factors 

affecting to quality of life of elderly people living in Southern Vietnam. 

In this model regression, quality of life of elderly people was chosen as the 

dependent variable. Quality of life of elderly people (Y) depends on many factors, 

mainly in demographic characteristics which were divided into 3 factors: predisposing 

factors, enabling factors and reinforcing factors. If one characteristic changes, the 

quality of life of elderly people changes. 

The regression equation is: 

Yi = β0 + β1*X1i + β2*X2i + β3*X3i + β4*X4i + β5*X5i + β6*X6i + β7*X7i + β8*X8i + 

β9*X9i + β10*X10i + β11*X11i +  εi 

In that: 

Yi: Total Quality of life 

X1: Age 

X2: Gender 

X3: Religion 

X4: Education level 

X5: Marital status 

X6: Ln income 

X7: Income enough 

X8: Health status 

X9: Diseases status 

X10: Daily activities 

X11: Rural 
εi: Error term 
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Age: This is an important factor in assessing the quality of life of the elderly. 

When age changes, humans also changes in thinking and feeling around. Thereby 

leading to the quality of their lives has changed. 

Gender: Due to several factors physiological differences in male and female 

body, so the quality of life of the elderly may vary by gender. 

Religion: When people have faith in life, faith in these healing miracles, 

people easy to feel comfortable with what they do trust them. Therefore, religion is 

also a factor that can affect the quality of life of the elderly. 

Education level: When people have higher levels of education, the more they 

demand. If their demands are not met, their quality of life is also varying those needs. 

Marital status: Those with mate next will feel comfortable and pleasant than 

those who live in loneliness. Therefore, this factor will also be considered in assessing 

the quality of life for the elderly. 

Income per month/ Income Enough: Those with higher incomes, they will 

not have to think and worry much about the difficulties in the family. By contrast, 

low-income people are often faced with the expenses of everyday life. Therefore, 

income and income status will also be considered in assessing the quality of life of the 

elderly. 

Health status: For the elderly, health problems are top priority issues. If 

people are in good health, they will be more optimistic since their quality of life 

higher than those in poor health. 

Diseases status: Similarly with health conditions, if older people do not get 

sick, they will not have to worry about more than who has the disease. Therefore, 

Diseases status will also affect the quality of life for the elderly. 

Sensory abilities (Visioning, Listening, Walking and Memory): The senses 

of the elderly is seen as an aspect related to the quality of life of the elderly. If there is 

a change, it may affect the attitudes and ways of thinking of the elderly in their own 

lives. 

Daily activities (bathing, dressing, toilieting, transferring, continence, 

feeding): The daily activities are also a matter for concern. When elderly people are 

unable to control their own activities, it also makes them feel more pessimistic about 

their lives. Since it affects the quality of life of their own. 
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Rural: The elderly living in rural area often have more comfort when 

compared to elderly people living in urban area. The cause of this is due to 

agricultural land, vacant land in rural areas more than urban elderly people could be 

living in comfort, enjoy the fresh air of nature and less pressure on life than those 

living in urban area. 

Table 4.4. Summary the expected signs of demographic characteristics 

Variable Description 
Expected 

Signs 

Age Continuous - 

Gender 0: Male / 1: Female - 

Religion 
1: Buddhist / 2: Christian/ 3: Protestant/  

4: None at all/ 5: Others 
+ 

Education 
1: Illiterate/ 2: Elementary/Middle school/  

3: High school/ 4: Over high school 
- 

Marital 

status 

1: Currently Single (never married/widowed/divorced)  

2: Currently in a relationship (Living with 

partner/spouse) 

+ 

Ln Income Continuous + 

Income 

enough 
0: Yes / 1: No - 

Health status 
1: Very bad/ 2: Bad/ 3: Moderate/  

4: Good/ 5: Very good 
+ 

Diseases 

status 
0: Yes / 1: No + 

Sensory 

Abilities 
1: Not Difficult/ 2: Difficult/ 3: Very difficult - 

Daily 

Activities 
0: No need Help/ 1: Need Help - 

Living area 1: Rural district/ 0: Urban district - 
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Chapter 5  

Results 

In this chapter, the researcher will present the results obtained. These results 

are divided into 3 parts: reliability and validity, descriptive statistics and regression 

analysis. 

With reliability and validity, Cronbach’s Alpha coefficient and test-retest 

reliabilty measures were conduct for reliability and 4 measures - content validity, 

construct validity, convergent validity and discriminant validity - were applied for 

validity testing. The reliable and valid of the questionnaire was conducted on 

preliminary survey with 30 elderly people and confirm of them on 442 who 60 years 

and over. For descriptive statistics, the researcher epitomizes the quality of life index, 

demographic characteristics of samples and the relationship between QOL and 

demographic factors. With the end part, regression analysis, the researcher will show 

the relationship between QOL and demographic factors through multivariate 

regression equation. 

PART 1: RELIABILITY AND VALIDITY 

5.1. Preliminary Survey (N = 30) 

Before using the questionnaire for the final analysis, a preliminary small-

sample survey (N=30) was conducted, with the WHOQOL-OLD instrumented being 

translated into Vietnamese. 

Thirty elderly people, aged 60 and over and conveniently sampled, were asked 

to fill out the questionnaire and any misunderstanding or typing errors or any other 

problems with the questionnaire were recorded. 

5.1.1. Reliability 

Cronbach’s Alpha and intra-class correlations coefficients (ICC) 

Cronbach's Alpha reliability coefficients and intra-class correlations (ICC) 

were calculated based on the preliminary survey to test the reliability of the 

questionnaire. For the questionnaire to be considered reliable, Cronbach’s Alpha 

should be greater than 0.7 and ICCs should be high. Table 5.1 and 5.2 show 
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Cronbach’s Alpha coefficients and ICCs and show that they are relatively high, so the 

questionnaire should be deemed reliable. 

 

Table 5.1. Cronbach's Alpha coefficient of each domain in survey 

Domain Cronbach’s Alpha α 

Sensory Ability (old01-04) 0.974 

Death and Dying (old05-08) 0.900 

Autonomy (old09-12) 0.872 

Past, present, future activities (old13-16) 0.769 

Social participation (old17-20) 0.928 

Intimacy (old21-24)  0.957 

Total Questionnaire (24 questions) 0.935 

 

Table 5.2. Analysis for test-retest reliability for questionnaire 

Domain ICC value 

95% 

confidence 

interval 

p-value 

Sensory Ability (old01-04) 0.902 0.838 – 0.947 < 0.001 

Death and Dying (old05-08) 0.692 0.541 – 0.819 < 0.001 

Autonomy (old09-12) 0.630 0.465 – 0.777 < 0.001 

Past, present, future activities (old13-16) 0.455 0.270 – 0.646 < 0.001 

Social participation (old17-20) 0.763 0.635 – 0.865 < 0.001 

Intimacy (old21-24) 0.848 0.756 – 0.916 < 0.001 

Total Questionnaire (24 questions) 0.376 0.265 – 0.531 < 0.001 

 

5.1.2. Validity 

Discriminant validity 
 

The CFA analysis was used in discriminant validity test based on the 

preliminary survey. For the questionnaire to be considered discriminant validity, the 

χ
2
/df smaller than 3.0 and other analysis get high as close to 1 as possible. Table 5.3 

shows the values of χ
2
/df and other test get high, so the questionnaire should be 

deemed discriminant validity. 

Table 5.3. Goodness of fit results 

 χ
2
 χ

2
/df RMSEA NFI CFI GFI 

6 domains - - 0.192 1.000 1.000 1.000 

 

Construct validity 

To test the correlation in terms of the construct validity of the questions in the 

questionnaire WHOQOL-OLD, the questionnaire was analyzed by using Pearson 
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correlation coefficient between the question and the hypothesis of partial or total of 

questionnaire. They get relative high as close to 1 as possible. The coefficients in 

table 5.4 show that they are relative high, so the questionnaire should be deemed 

construct validity 

Table 5.4. Correlation coefficient between items and hypothesized or total score 

No. 
Sensory 

ability 

Death 

and 

dying 

Autonomy 

Past, 

present, 

future 

activities 

Social 

participation 
Intimacy 

Total 

score 

1 0.968 0.480 0.493 0.385 0.464 0.157 0.713 

2 0.985 0.501 0.426 0.387 0.487 0.215 0.731 

3 0.985 0.501 0.426 0.387 0.487 0.215 0.731 

4 0.911 0.621 0.274 0.426 0.422 0.195 0.707 

5 0.542 0.903 0.015 0.200 0.199 0.155 0.543 

6 0.592 0.916 0.148 0.304 0.310 0.203 0.635 

7 0.346 0.896 0.016 0.270 0.249 0.382 0.558 

8 0.473 0.841 0.212 0.560 0.436 0.489 0.725 

9 0.233 0.112 0.769 0.266 0.298 0.164 0.381 

10 0.377 0.142 0.817 0.428 0.464 0.289 0.530 

11 0.461 0.029 0.929 0.364 0.366 0.066 0.459 

12 0.371 0.113 0.894 0.545 0.484 0.354 0.572 

13 0.297 0.264 0.499 0.823 0.603 0.528 0.635 

14 0.223 0.226 0.460 0.818 0.686 0.549 0.613 

15 0.260 0.352 0.191 0.656 0.567 0.487 0.550 

16 0.521 0.408 0.286 0.774 0.822 0.571 0.749 

17 0.518 0.324 0.414 0.630 0.929 0.650 0.795 

18 0.559 0.467 0.383 0.649 0.871 0.560 0.797 

19 0.375 0.228 0.488 0.626 0.944 0.668 0.743 

20 0.330 0.281 0.449 0.624 0.891 0.571 0.687 

21 0.228 0.364 0.211 0.640 0.607 0.952 0.667 

22 0.191 0.296 0.272 0.604 0.665 0.908 0.641 

23 0.156 0.382 0.222 0.672 0.637 0.974 0.669 

24 0.189 0.353 0.296 0.695 0.640 0.940 0.679 

 

Convergent validity 
KMO and Barlett’s test and Rotated Component Matrix were calculated based 

on the preliminary survey to test the convergent validity of the questionnaire. For the 

questionnaire to be considered reliable, KMO should be greater than 0.7 and the 

statistical significance (p ≤ 0.05), these variables are correlated with each other in 

general. Table 5.5 shows KMO and Barlett’s test coefficients and shows that they are 

relatively high, besides that the Rotated Component Matrix is conducted to verify the 
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interaction of these questions together, so the questionnaire should be deemed 

convergent validity. 

Table 5.5. Rotated Component Matrix 

 

Component 

1 2 3 4 5 

old23 0.863     

old21 0.835     

old24 0.826     

old22 0.821     

old19 0.815     

old17 0.794     

old16 0.740     

old20 0.738     

old18 0.698     

old15 0.651     

old14 0.613     

old02  0.886    

old03  0.886    

old01  0.882    

old04  0.847    

old07   0.883   

old05   0.858   

old06   0.799   

old08   0.672   

old09    0.887  

old11    0.834  

old10    0.714  

old12    0.688  

old13     0.686 

Content validity 

Item statistics and Pearson correlation coefficients intercorrelations between 

domains and total score of WHOQOL-OLD were calculated based on the preliminary 

survey to test the content validity of the questionnaire. For the questionnaire to be 

considered content validity, mean of the question should be greater than 3 and the 

Pearson correlation coefficient should be greater than 0.5. Table 5.6 and 5.7 show 

items statistic value and intercorrelations between domains and total score of 
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WHOQOL-OLD and show that they are relatively high, so the questionnaire should 

be deemed content validity. 

 

Table 5.6. Items Statistics 

 Mean SD  Mean SD  Mean SD 

old01 3.60 1.07 old05 4.00 0.95 old09 4.07 0.64 

old02 3.53 1.07 old06 4.00 0.98 old10 4.07 0.69 

old03 3.53 1.07 old07 3.90 1.16 old11 4.07 0.64 

old04 3.60 0.97 old08 3.53 1.33 old12 3.90 0.80 

 Mean SD  Mean SD  Mean SD 

old13 4.13 0.78 old17 4.23 0.68 old21 4.50 0.86 

old14 4.07 0.79 old18 4.40 0.56 old22 4.50 0.94 

old15 4.17 0.65 old19 4.07 0.74 old23 4.50 0.82 

old16 4.23 0.63 old20 4.23 0.63 old24 4.50 0.86 

 

 

Table 5.7. Intercorrelations between domains and total score of WHOQOL-OLD 

 SAB AUT PPF SOP DAD INT 

Sensory Abilities       

Autonomy 0.423      

Past, Present and Future Abilities 0.411 0.480     

Social Participation 0.483 0.479 0.862    

Death and Dying 0.543 0.118 0.395 0.348   

Intimacy 0.203 0.266 0.691 0.677 0.368  

TotalQOL 0.748 0.576 0.821 0.828 0.703 0.704 

 

5.2. Confirmation of Reliability and Validity (N = 442) 

5.2.1. Reliability 

Cronbach’s Alpha and intra-class correlation coefficients (ICC) 

The reliability of the survey questions was re-assessed based on the full 

sample (N=442). The first measure of reliability used is Cronbach's Alpha. As 

mentioned above, if 0.6 ≤ α ≤ 0.7, the survey would be considered acceptable and if α 

≥ 0.7, the questionnaire is considered good. 

Each domain of the questionnaire as well as the whole questionnaire were 

evaluated and the results are shown in table 5.8: 
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Table 5.8. Cronbach's Alpha coefficient of each domain in survey 

Domain Cronbach’s Alpha α 

Sensory Ability (old01-04) 0.901 

Death and Dying (old05-08) 0.793 

Autonomy (old09-12) 0.680 

Past, present, future activities (old13-16) 0.793 

Social participation (old17-20) 0.800 

Intimacy (old21-24) 0.844 

Total Questionnaire (24 questions) 0.889 

 

It can be seen that the Cronbach's Alpha coefficient for the entire 

questionnaire is quite high, α = 0.889. This implies that the WHOQOL-OLD 

questionnaire is reliable and suitable for the conditions of Vietnam. 

Besides, the value of Cronbach's Alpha for each domain range from 0.680 to 

0.901, The Autonomy domain has the lowest Cronbach's Alpha reliability value at 

0.680, indicating that it may not be appropriate for the Vietnamese context. 

The second measure of reliability used is intra-class correlations coefficients 

(ICC). This method is used to check the stability of the survey questions. If the ICC 

coefficient is 0.70 or above, it means that the questionnaire achieves high reliability. 

The results are shown in Table 5.9. 

Table 5.9. Analysis for test-retest reliability for questionnaire 

Domain ICC value 

95% 

confidence 

interval 

p-value 

Sensory Ability (old01-04) 0.893 0.876 – 0.908 < 0.001 

Death and Dying (old05-08) 0.784 0.750 – 0.815 < 0.001 

Autonomy (old09-12) 0.664 0.610 – 0.713 < 0.001 

Past, present, future activities (old13-16) 0.786 0.751 – 0.817 < 0.001 

Social participation (old17-20) 0.790 0.756 – 0.820 < 0.001 

Intimacy (old21-24) 0.827 0.799 - 0.852 < 0.001 

Total Questionnaire (24 questions) 0.884 0.867 – 0.899 < 0.001 

 

Again, it can be seen that the WHOQOL-OLD questionnaire is reliable. The 

ICC coefficient for the entire questionnaire is 0.884, whereas in each domain, ICC 

coefficients range from 0.664 to 0.893. Similarly to Cronbach's Alpha Coefficient, 

Autonomy also offers the lowest reliability coefficient value at 0.664. However, this 

is a fairly high value and acceptable. 
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5.2.2. Validity 

The validity of the survey questions was re-assessed based on the full sample 

(N=442) through discriminant validity, construct validity, convergent validity and 

content validity 

Discriminant validity 

To assess the discriminant validity of the questionnaire, the researcher 

evaluated the structure of the questionnaire through analytical method - Confirmatory 

Factor Analysis (CFA) with the in-depth analysis as: Chi-square (χ
2
), Chi-square/ 

degree of freedom (χ
2
/df), Root Mean Square of Approximation (RMSEA), Normed 

Fit Index (NFI), Comparative Fit Index (CFI), Goodness of Fit Index (GFI). 

As mentioned above, if  χ
2
/df ≤ 5, the survey would be considered acceptable 

and if χ
2
/df ≤ 5, the questionnaire is considered good. The RMSEA coefficients 

should be smaller than 0.2 and the NFI, CFI and GFI values should be greater than 0.7 

The discriminant validity of the whole questionnaire was evaluated and the 

results are shown in table 5.10 

Table 5.10. Goodness of fit results 

 χ
2
 χ

2
/df RMSEA NFI CFI GFI 

6 domains 683.832 2.70 0.199 0.842 0.890 0.863 

 

It can be seen that the value of the entire of questionnaire is quite good, χ
2
/df = 

2.70. It means the fit result in whole questionnaire get high. The RMSEA value is 

acceptable. Besides that, the values of NFI, CFI and GFI get relative high, greater 

than 0.80. With this results, it can be seen that each domain has associated closely and 

intimately to other domains and whole of the questionnaire, so the questionnaire 

should be deemed discriminant validity and appropriated for the Vietnamese context. 

Construct validity 

To assess correlation in terms of the construct validity of the questions in the 

WHOQOL-OLD questionnaire, the questionnaire was analyzed by using Pearson 

correlation coefficient between the question and the hypotheses of partial or total of 

questionnaire. As mentioned above, if 0.6 ≤ Pearson correlation coefficient ≤ 0.7, the 

survey would be considered acceptable and if Pearson correlation coefficient ≥ 0.7, 
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the questionnaire is considered good. It means the match between the questions and 

the domains in the questionnaire has good interaction with each other. The results are 

shown in table 5.11. 

Table 5.11. Correlation coefficient between items and hypothesized or total score 

No. 
Sensory 

ability 

Death 

and 

dying 

Autonomy 

Past, 

present, 

future 

activities 

Social 

participation 
Intimacy 

Total 

score 

1 0.880 0.145 0.292 0.312 0.345 0.250 0.602 

2 0.900 0.263 0.281 0.297 0.329 0.216 0.623 

3 0.884 0.292 0.287 0.329 0.392 0.270 0.662 

4 0.827 0.271 0.300 0.289 0.324 0.264 0.614 

5 0.281 0.719 0.128 0.079 0.081 0.106 0.382 

6 0.230 0.817 0.142 0.130 0.113 0.150 0.425 

7 0.116 0.784 0.064 0.005 0.050 0.054 0.273 

8 0.244 0.799 0.130 0.117 0.076 0.144 0.409 

9 0.182 0.106 0.698 0.189 0.168 0.245 0.367 

10 0.199 0.117 0.704 0.286 0.201 0.258 0.410 

11 0.194 0.087 0.703 0.249 0.281 0.211 0.398 

12 0.345 0.112 0.724 0.432 0.477 0.376 0.587 

13 0.239 0.063 0.355 0.756 0.410 0.456 0.545 

14 0.297 -0.003 0.328 0.794 0.507 0.418 0.563 

15 0.297 0.119 0.303 0.809 0.494 0.432 0.597 

16 0.269 0.163 0.316 0.761 0.514 0.478 0.606 

17 0.419 0.105 0.370 0.509 0.779 0.432 0.642 

18 0.327 0.057 0.300 0.459 0.798 0.392 0.568 

19 0.312 0.023 0.297 0.486 0.813 0.431 0.571 

20 0.207 0.042 0.308 0.478 0.747 0.364 0.511 

21 0.186 0.101 0.301 0.413 0.353 0.803 0.509 

22 0.272 0.114 0.324 0.513 0.461 0.929 0.601 

23 0.255 0.144 0.324 0.495 0.459 0.827 0.599 

24 0.216 0.119 0.323 0.430 0.402 0.790 0.541 

 

Again, it can be seen that the WHOQOL-OLD questionnaire is construct 

valid. The Pearson correlation coefficients for the Sensory Ability offers the highest 

coeffecients from 0.827 to 0.900. Similarly to Cronbach's Alpha Coefficient and ICC, 

Autonomy also offers the lowest coefficient values from 0.698 to 0.724. However, 

this is a fairly high value and acceptable. 

Convergent validity 
To assess the convergent validity of the questions in the WHOQOL-OLD 

questionnaire, KMO and Barlett’s Test and Rotated Component Matrix were used to 
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analyze the convergent validity. For the questionnaire to be considered reliable, KMO 

should be greater than 0.7 and the statistical significance (p ≤ 0.05), these variables 

are correlated with each other in general 

Table 5.12. KMO and Bartlett's Test results 

KMO and Bartlett's Test 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .856 

Bartlett's Test of 

Sphericity 

Approx. Chi-Square 4.222E3 

df  376 

Sig. .000 

Table 5.13. Rotated Component Matrix 

 Component 

 1 2 3 4 5 6 

old02 0.889      

old01 0.885      

old03 0.816      

old04 0.785      

old21  0.800     

old24  0.766     

old23  0.762     

old22  0.734     

old18   0.793    

old17   0.713    

old19   0.671    

old20   0.529    

old06    0.829   

old07    0.809   

old08    0.734   

old05    0.696   

old13     0.731  

old15     0.707  

old14     0.691  

old16     0.551  

old09      0.751 

old10      0.724 

old11      0.703 

old12      0.499 
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As the result in table 5.12 above, it can be seen that the coefficient of KMO 

and Barlett’s test reached 0.856, this is a high level of conformity of the elements in 

the questionnaire survey. And p-value = 0.000, it has a statistically significant at a 

confidence level is 99.9%. 

On the other hand, Rotated Component Matrix also was tested to verify the 

interaction. Through the results were shown in table 5.13, it can be seen that the 

questions were divided into 6 groups, each group has 4 questions.  

With this results, it can be seen that the question in each domain has 

associated closely and intimately to other questions in the same group, so the 

questionnaire should be deemed convergent validity and appropriated for the 

Vietnamese context. 

Content validity 

Content validity was assessed by items statistics and Pearson correlation 

coefficients intercorrelations between domains and total score of WHOQOL-OLD. 

For the questionnaire to be considered content validity, mean of the question should 

be greater than 3 and the Pearson correlation coefficient should be greater than 0.5. 

Table 5.14 and 5.15 show items statistic value and intercorrelations between domains 

and total score of WHOQOL-OLD and show that they are relatively high 

Table 5.14. Items statistic results 

 Mean SD  Mean SD  Mean SD 

old01 4.07 0.898 old05 4.13 0.847 old09 3.98 0.656 

old02 4.00 0.881 old06 4.08 0.868 old10 4.10 0.672 

old03 3.85 1.049 old07 4.19 0.835 old11 4.08 0.607 

old04 3.95 0.896 old08 4.00 0.968 old12 3.96 0.753 

 Mean SD  Mean SD  Mean SD 

old13 4.04 0.743 old17 4.09 0.727 old21 4.13 0.649 

old14 3.95 0.769 old18 4.07 0.694 old22 4.13 0.739 

old15 4.06 0.735 old19 4.01 0.727 old23 4.17 0.638 

old16 4.11 0.738 old20 4.12 0.772 old24 4.27 0.647 

 

 

The results based on table 5.14 show that the mean values of each question 

range from 3.85 to 4.27, this is a range of relative high value. It means the interactive 

content of the questions is quite good. 

It can be seen that the intercorrelation coefficients between domains and total 

score of WHOQOL-OLD range from 0.480 to 0.740. The results can be acceptable, 
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the Death and Dying domain has the lowest value at 0.480, indicating that it may not 

be appropriate for the Vietnamese context. 

Table 5.15. Intercorrelations between domains and total score of WHOQOL-OLD 

 SAB AUT PPF SOP DAD INT 

Sensory Abilities       

Autonomy 0.331      

Past, Present and Future Abilities 0.352 0.417     

Social Participation 0.401 0.407 0.617    

Death and Dying 0.280 0.150 0.108 0.072   

Intimacy 0.288 0.392 0.572 0.517 0.147  

TotalQOL 0.719 0.630 0.740 0.730 0.480 0.694 

 

With the results confirmation above, the WHOQOL-OLD questionnaire 

should be deemed content validity and appropriated for the Vietnamese context. 

PART 2: DESCRIPTIVE STATISTICS 

5.3. Quality of Life Index 

The WHOQOL-OLD module has 24 questions which are divided into 6 

categories using Likert-scaled to evaluating the quality of life of elderly. Each 

category has 4 items, so that all categories, the score of possible values can distribute 

from 4 to 20. After finished evaluation, the score of each part can be combined to give 

a general score (overall score) for quality of life of elderly. 

Table 5.16. Quality of life index 

 TotalQOL SAB DAD AUT PPF SOP INT 

N 
Valid 442 442 442 442 442 442 442 

Missing 0 0 0 0 0 0 0 

Mean 97.56 15.88 16.41 16.12 16.16 16.29 16.70 

Std. Deviation 9.75 3.25 2.75 1.90 2.33 2.29 2.17 

Minimum 62.00 8.00 8.00 9.00 7.00 9.00 4.00 

Maximum 120.00 20.00 20.00 20.00 20.00 20.00 20.00 

 

With the results obtained as above can be seen that: Elderly people living in 

Ho Chi Minh City get high quality of life, with a total score was 97.56 ± 9.75. 

Besides, on the domains, elderly people living in this region feel the optimism in their 
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way of thinking. These domains are achieving high value: SAB (15.88 ± 3.25), DAD 

(16.41 ± 2.75), AUT (16.12 ± 1.90), PPF (16.16 ± 2.33), SOP (16.29 ± 2.29) and INT 

(16.70 ± 2.17). 

5.4. Demographic Characteristics of Samples 

The study was conducted in Ho Chi Minh, the samples  which get required is 

442 samples (211 females and 231 males). These flaws are due to sample respondents 

have not reached the age requirements of the survey (from 60 and older) or a number 

of factors, the survey vacated because the elderly do not provide them. 

Table 5.17. Demographic characteristics of samples (N = 442) 

  No. % Mean SD 

Age 

60-69 267 60.41 

69.29 6.86 70-79 132 29.86 

>= 80 43 9.73 

Gender 
Female 211 47.74   

Male 231 52.26   

Religion 

Buddhist 144 32.58   

Christian 66 14.93   

Protestant 19 4.30   

None at all 202 45.70   

Others 11 2.49   

Educatio

n level 

Illiterate 89 20.14   

Elementary/ Middle school 120 27,15   

High school 112 25.34   

Over high school (College, 

Bachelor, Post-graduate,…) 
121 27.38 

  

Income 

(million 

VND) 

3 - < 5 162 36.70 

6.97 3.17 
5 - < 7 100 22.60 

7 - < 10 88 19.90 

≥ 10 92 20.80 

Income 

enough 

Yes 416 94.12   

No 26 5.88   

Marital 

status 

Single 177 40.05   

In a relationship 265 59.95   

Health 

status 

Very bad 6 1.36   

Bad 113 25.57   

Moderate 273 61.76   

Good 46 10.41   

Very good 4 0.90   

Disease 

status 

No 71 16.06   

Yes 371 83.94   

Sensory 

ability 
Listening 

Not difficult 321 72.6   

Difficult 120 27.1   

Very difficult 1 0.2   
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Visioning 

Not difficult 263 59.5   

Difficult 174 39.4   

Very difficult 5 1.1   

Walking 

Not difficult 327 74.0   

Difficult 114 25.8   

Very difficult 1 0.2   

Memory 

Not difficult 307 69.5   

Difficult 133 30.1   

Very difficult 2 0.5   

Daily 

Activities 

Bathing 
Yes 5 1.1   

No 437 98.9   

Dressing 
Yes 4 0.9   

No 438 99.1   

Toileting 
Yes 2 0.5   

No 440 99.5   

Transferring 
Yes 10 2.3   

No 432 97.7   

Continence 
Yes 2 0.5   

No 440 99.5   

Feeding 
Yes 2 0.5   

No 440 99.5   

 

These samples were divided into three age groups: group 1 with 267 elderly 

people aged 60 to 69 years old; those aged 70 to 79 are classified into group 2 with 

the number of 132 elderly people; and 43 elderly people classified in the last group 

with ages 80 and above.  

Besides, the survey sample was surveyed on other factors such as religion 

(Buddhist, Christian, Protestant, None at all or others), level of education (Illiterate, 

Elementary/Middle School, High school and over High School), marital status (single, 

in a relationship), health status (very bad, bad, moderate, good and very good) and 

disease status. These indicators are statistical table 5.16 above. 

Besides, the researcher also conducted surveys on Sensory Abilities and the 

aid of the elderly relatives in their daily activities. With the results obtained, most of 

the elderly people living in this survey do not need the help of relatives in their daily 

activities. About sensory ability aspect, most elderly people have problems with their 

senses; however, its impact is not too high for their activities. 
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5.5. Relationship between QOL and Demographic Factors of Samples 

5.5.1. Age 

Age is also one of the factors affecting the quality of life of the elderly. When 

age change, people also change their perceptions about the factors affecting their 

quality of life. 

Based on the results table below, can be seen clearly, the age factor is a 

significant factor in 99.9% (p-value = 0.000) and it had a major impact, direct impact 

to quality of life of elderly living in Ho Chi Minh city. The respondents in the age 

group from 60-69 years of age said that age will affect their quality of life higher than 

those in the remaining age groups through the "mean" index higher than their the 

remaining age groups in every aspect of quality of life and overall quality of life. 

Besides, age is also a factor directly influencing the views of older people 

surveyed. These elderly people surveyed said that age will have a huge impact to the 

SAB, AUT, PPF, SOP at a statistically significant 99.9% up (p-value = 0.000). On the 

other hand, the age factor also interact to DAD, INT degree in statistics less than 95% 

(0.05 > p-value > 0.001). 

 

Table 5.18. The relationship between age and domains 

Domain Age N mean SD F df P 

Sensory Ability 

60-69 267 4.01 0.73 

11.062 441 0.000 
70-79 132 3.84 0.87 

≥  80 43 3.56 0.93 

Total 442 3.97 0.81 

Death and Dying 

60-69 267 4.16 0.60 

5.234 441 0.006 
70-79 132 3.95 0.77 

≥  80 43 4.24 0.82 

Total 442 4.10 0.69 

Autonomy 

60-69 267 4.09 0.48 

11.470 441 0.000 
70-79 132 4.00 0.41 

≥  80 43 3.73 0.53 

Total 442 4.03 0.48 

Past, present, future 

activities 

60-69 267 4.15 0.54 

13.926 441 0.000 
70-79 132 3.89 0.60 

≥  80 43 3.81 0.60 

Total 442 4.04 0.58 

Social participation 

60-69 267 4.20 0.49 

20.306 441 0.000 
70-79 132 3.91 0.61 

≥  80 43 3.76 0.67 

Total 442 4.07 0.57 
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Intimacy 

60-69 267 4.23 0.50 

4.046 441 0.018 
70-79 132 4.09 0.58 

≥  80 43 4.06 0.65 

Total 442 4.17 0.54 

Total QOL 

60-69 267 4.16 0.37 

19.362 441 0.000 
70-79 132 3.95 0.41 

≥  80 43 3.86 0.44 

Total 442 4.06 0.41 

5.5.2. Gender 

Table 5.19. The relationship between gender and domains 

Domain Gender N mean SD t p diff 

Sensory Ability 
Male 231 3.94 0.79 

-0.755 0.450 -0.058 
Female 211 4.00 0.83 

Death and Dying 
Male 231 4.14 0.68 

1.230 0.219 0.080 
Female 211 4.06 0.69 

Autonomy 
Male 231 4.05 0.45 

1.090 0.276 0.049 
Female 211 4.00 0.50 

Past, present, future 

activities 

Male 231 4.02 0.60 
-0.597 0.551 -0.033 

Female 211 4.06 0.56 

Social participation 
Male 231 4.02 0.57 

-2.086 0.038 -0.113 
Female 211 4.13 0.57 

Intimacy 
Male 231 4.17 0.54 

-0.174 0.862 -0.009 
Female 211 4.17 0.55 

Total QOL 
Male 231 4.06 0.40 

-0.362 0.718 -0.014 
Female 211 4.07 0.41 

 

Gender is also a demographic factor to assess quality of life for elderly people 

in Ho Chi Minh City. 

Based on the results obtained from the analysis of data collected, gender is a 

factor in almost no effect on the quality of life for elderly people in Ho Chi Minh City 

by the p-value is very large, there is no statistical significance. Therefore, the quality 

of life is almost no difference between men and women. 

In terms of factors affecting the quality of life, the only aspect SOP is no 

difference between men and women when considering statistical significance level of 

p-value <0.05. As for the other aspects, gender differences do not affect them. 
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5.5.3. Religion 

A demographic factor that the researcher considered interested in the survey 

on the quality of life that older people are religious. In Vietnam today there are many 

religions, but in this survey, the researcher just pick out some major religions and 

popular in Vietnam. In this survey, 144 people are Buddhists, 66 Christians, 19 

Protestants, 202 people have no religion and 11 people of other religions. 

Through the results obtained in the table 5.18., the religious element is not 

nearly as factors affecting the quality of life of elderly people in Ho Chi Minh. This 

factor does not have a statistically significant p-value when the value has exceeded 

the threshold. Therefore, older people have religion or no religion without 

differentiation on quality of life. 

In terms of domains affecting the quality of life for the elderly, the religious 

factor only affects PPF with statistical level of 95% (p-value = 0.050). The remaining 

elements are not subject to the influence of religion. 

Table 5.20. The relationship between religion and domains 

Domain Religion N mean SD F df p 

Sensory Ability 

Buddhist 144 3.95 0.87 

1.735 441 0.141 

Christian 66 4.12 0.80 

Protestant 19 4.26 0.47 

None at all 202 0.89 0.81 

Others 11 4.14 0.47 

Death and 

Dying 

Buddhist 144 4.04 0.74 

1.762 441 0.135 

Christian 66 4.19 0.63 

Protestant 19 4.21 0.33 

None at all 202 4.09 0.70 

Others 11 4.52 0.33 

Autonomy 

Buddhist 144 3.98 0.49 

1.143 441 0.336 

Christian 66 4.06 0.47 

Protestant 19 4.09 0.37 

None at all 202 4.04 0.48 

Others 11 4.23 0.26 

Past, present, 

future activities 

Buddhist 144 4.03 0.61 

2.388 441 0.050 

Christian 66 4.02 0.74 

Protestant 19 4.32 0.46 

None at all 202 4.01 0.51 

Others 11 4.41 0.49 

Social 

participation 

Buddhist 144 4.08 0.60 

1.645 441 0.162 

Christian 66 4.13 0.60 

Protestant 19 4.24 0.28 

None at all 202 4.02 0.57 

Others 11 4.36 0.28 
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Intimacy 

Buddhist 144 4.12 0.50 

1.439 441 0.220 

Christian 66 4.24 0.58 

Protestant 19 4.25 0.47 

None at all 202 4.17 0.57 

Others 11 4.45 0.22 

Total QOL 

Buddhist 144 4.03 0.43 

3.036 441 0.170 

Christian 66 4.13 0.41 

Protestant 19 4.23 0.14 

None at all 202 4.04 0.40 

Others 11 4.35 0.23 

 

5.5.4. Education level 

Educational attainment is also an interesting element of interest in the process 

of evaluating the quality of life of the elderly. Researcher who conducted the elderly 

classified according to level of education is as follows: 89 illiterates, 120 people have 

qualified elementary / Middle school, 112 at high school level and 121 persons than 

high school level. 

Table 5.21. The relationship between education level and domains 

Domain Level N mean SD F df p 

Sensory 

Ability 

Illiterate 89 4.47 0.41 

16.533 441 0.000 

Elementary/ 

Middle school 
120 3.95 0.80 

High school 112 3.80 0.86 

Over high school 

(College, 

Bachelor, Post-

graduate,…) 

121 3.78 0.86 

Death and 

Dying 

Illiterate 89 4.14 0.36 

6.418 441 0.000 

Elementary/ 

Middle school 
120 4.22 0.66 

High school 112 4.19 0.76 

Over high school 

(College, 

Bachelor, Post-

graduate,…) 

121 3.87 0.78 

Autonomy 

Illiterate 89 4.10 0.44 

0.835 441 0.475 

Elementary/ 

Middle school 
120 4.03 0.50 

High school 112 3.99 0.47 

Over high school 

(College, 

Bachelor, Post-

graduate,…) 

121 4.02 0.48 
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Past, 

present, 

future 

activities 

Illiterate 89 4.31 0.43 

10.038 441 0.000 

Elementary/ 

Middle school 
120 4.04 0.51 

High school 112 3.89 0.62 

Over high school 

(College, 

Bachelor, Post-

graduate,…) 

121 3.98 0.65 

Social 

participation 

Illiterate 89 4.33 0.36 

8.077 441 0.000 

Elementary/ 

Middle school 
120 4.04 0.59 

High school 112 4.00 0.59 

Over high school 

(College, 

Bachelor, Post-

graduate,…) 

121 3.99 0.62 

Intimacy 

Illiterate 89 4.24 0.32 

1.402 441 0.242 

Elementary/ 

Middle school 
120 4.18 0.50 

High school 112 4.20 0.58 

Over high school 

(College, 

Bachelor, Post-

graduate,…) 

121 4.10 0.67 

Total QOL 

Illiterate 89 4.27 0.14 

11.493 441 0.000 

Elementary/ 

Middle school 
120 4.07 0.42 

High school 112 4.01 0.43 

Over high school 

(College, 

Bachelor, Post-

graduate,…) 

121 3.96 0.45 

 

 

The table above shows that education level is a factor that most clearly affects 

the quality of life of elderly people in Ho Chi Minh City, Vietnam. This is a powerful 

factor and impact directly on the quality of life of elderly people with high statistical 

significance on 99.9% (p-value = 0.000). 

When considering other domains of the survey questions with the state of 

education, the researcher found that education level affects domains such as high 

SAB, DAD, PPF and SOP with the level of statistical significance up to 99.9% (p-



 

 

60 

value = 0.000). Meanwhile, the two domains - AUT and INT, education level almost 

no affect 2 domains that because it is not statistically significant (p-value> 0.1). 

5.5.5. Marital status 

Marital status is also a factor in demographic that researcher is interested in 

the process of evaluating the quality of life of elderly people in Ho Chi Minh City. 

Through survey interviewed 177 people who live in single and 265 people living in a 

relationship. 

Through the results table 5.22., we can see that marital status is a factor that 

affects the quality of life for elderly people in Southern Vietnam, but the impact of 

this factor is not be strong as with age and education level. This factor is meaningful 

only when considered statistically significant at 95% (p-value = 0.005). 

Besides, when the terms of marital status, how to influence the quality of life, 

we can see that, it has a strong impact and statistically significant up to 99.9% (p-

value = 0.001) with SAB, impact and statistically significant at 95% with PPF domain 

(p-value = 0.007), SOP domain (p-value = 0.004). Other domains have without the 

influence of marital status to them. 

Table 5.22. The relationship between marital status and domains 

Domain Marital Status N mean SD t p diff 

Sensory Ability 
Single 177 4.12 0.72 

3.328 0.001 0.251 
In a relationship 265 3.87 0.85 

Death and 

Dying 

Single 177 4.13 0.56 
0.726 0.468 0.046 

In a relationship 265 4.08 0.76 

Autonomy 
Single 177 4.04 0.46 

0.427 0.670 0.020 
In a relationship 265 4.02 0.48 

Past, present, 

future activities 

Single 177 4.13 0.53 
2.692 0.007 0.151 

In a relationship 265 3.98 0.61 

Social 

participation 

Single 177 4.17 0.53 
2.862 0.004 0.158 

In a relationship 265 4.01 0.59 

Intimacy 
Single 177 4.18 0.48 

0.253 0.801 0.013 
In a relationship 265 4.17 0.58 

Total QOL 
Single 177 4.13 0.37 

2.796 0.005 0.106 
In a relationship 265 4.02 0.43 
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5.5.6. Health status 

Table 5.23. The relationship between health status and domains 

Domain Status N mean SD F df p 

Sensory Ability 

Very bad 6 2.87 0.77 

3.438 441 0.009 

Bad 113 3.91 0.81 

Moderate 273 4.03 0.78 

Good 46 3.94 0.91 

Very good 4 3.69 1.03 

Death and 

Dying 

Very bad 6 3.71 0.93 

0.561 441 0.691 

Bad 113 4.10 0.66 

Moderate 273 4.11 0.65 

Good 46 4.11 0.93 

Very good 4 3.94 0.47 

Autonomy 

Very bad 6 3.92 0.66 

2.347 441 0.054 

Bad 113 4.14 0.45 

Moderate 273 4.01 0.45 

Good 46 3.92 0.61 

Very good 4 3.94 0.38 

Past, present, 

future activities 

Very bad 6 4.08 0.86 

1.301 441 0.269 

Bad 113 4.13 0.55 

Moderate 273 4.00 0.59 

Good 46 4.07 0.53 

Very good 4 3.69 0.88 

Social 

participation 

Very bad 6 4.17 0.75 

1.019 441 0.397 

Bad 113 4.10 0.57 

Moderate 273 4.09 0.57 

Good 46 3.93 0.58 

Very good 4 3.81 0.55 

Intimacy 

Very bad 6 4.58 0.80 

1.364 441 0.246 

Bad 113 4.19 0.56 

Moderate 273 4.16 0.53 

Good 46 4.20 0.53 

Very good 4 3.81 0.55 

Total QOL 

Very bad 6 3.89 0.62 

0.897 441 0.466 

Bad 113 4.09 0.39 

Moderate 273 4.07 0.39 

Good 46 4.03 0.48 

Very good 4 3.81 0.60 

Health status is one of the key factors to assess the quality of life of the 

elderly. In the survey with 6 elderly persons said that they have very bad health, 113 

people have bad health, and 273 people said they had average health level, 46 people 

are in good health and 4 persons have very good health. 

Contrary to initial predictions, through the table above, we can see that the 

health status is almost no impact on the quality of life of elderly people in Ho Chi 
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Minh City. These elderly people surveyed do not think that this is a factor to affect 

their quality of life. This element has no statistical significance (p-value = 0.466). 

When considering the remaining domains of quality of life, the only domain 

that SAB has affected the health factor. In this respect, health impact and statistically 

significant at 95% (p-value = 0.009). The remaining domains, the health factor has no 

impact and no statistical significance. 

5.5.7. Economic status 

Table 5.24. The relationship between income per month and domains 

Domain 
Income 

per month 
N mean SD F df P 

Sensory Ability 

3 - <5  162 4.02 0.81 

3.491 441 0.016 
5 - <7 100 4.13 0.69 

7 - <10 88 3.79 0.85 

≥ 10 92 3.87 0.86 

Death and Dying 

3 - <5  162 4.09 0.66 

0.320 441 0.811 
5 - <7 100 4.10 0.67 

7 - <10 88 4.06 0.63 

≥ 10 92 4.16 0.80 

Autonomy 

3 - <5  162 4.06 0.51 

0.816 441 0.486 
5 - <7 100 4.03 0.43 

7 - <10 88 4.04 0.49 

≥ 10 92 3.96 0.45 

Past, present, 

future activities 

3 - <5  162 4.13 0.56 

2.191 441 0.088 
5 - <7 100 4.00 0.59 

7 - <10 88 3.97 0.56 

≥ 10 92 3.99 0.62 

Social 

participation 

3 - <5  162 4.18 0.50 

5.462 441 0.001 
5 - <7 100 4.12 0.59 

7 - <10 88 4.01 0.59 

≥ 10 92 3.90 0.62 

Intimacy 

3 - <5  162 4.18 0.53 

0.169 441 0.917 
5 - <7 100 4.19 0.49 

7 - <10 88 4.19 0.54 

≥ 10 92 4.14 0.63 

Total QOL 

3 - <5  162 4.11 0.38 

2.153 441 0.093 
5 - <7 100 4.09 0.36 

7 - <10 88 4.01 0.42 

≥ 10 92 4.00 0.47 

Similar to the health factors, income is one of the main factors affecting the 

quality of life of the elderly. In the survey, we have 162 people with an income of 3-5 

million VND per month (150 – 250 USD/ 1 month), in which 100 people have 

incomes from 5-7 million VND (250 – 350 USD/ 1 month), 88 people have incomes 
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from 7-10 million VND (350 - 500 USD/ 1 month) and 92 who have incomes above 

10 million VND (over 500 USD/ 1 month). 

Along with the above table, we can see that income is a factor affecting the 

quality of life of elderly people in Ho Chi Minh City. However, this factor is 

relatively little impact and only statistically significant when considering the extent of 

90% (p-value = 0.100). 

For other domains of quality of life, the monthly income greatly affect SOP 

when it has significantly up to 99.9% (p-value = 0.001). SAB has been relatively less 

impact when it is only at the level of statistical 95% (p-value = 0.016). PPF influenced 

the income element at least when considering the level of 90% (p-value = 0.088). The 

remaining domains almost were not influenced by the income factor. 

Table 5.25. The relationship between economic status and domains 

Domain 
Enough 

money 
N mean SD t p diff 

Sensory Ability 
Yes 416 4.01 0.78 

4.425 0.000 0.750 
No 26 3.26 0.98 

Death and Dying 
Yes 416 4.13 0.65 

2.299 0.031 0.532 
No 26 3.60 1.01 

Autonomy 
Yes 416 4.05 0.47 

4.085 0.000 0.410 
No 26 3.64 0.50 

Past, present, 

future activities 

Yes 416 4.07 0.57 
4.857 0.000 0.591 

No 26 3.48 0.62 

Social 

participation 

Yes 416 4.09 0.57 
2.510 0.012 0.306 

No 26 3.78 0.61 

Intimacy 
Yes 416 4.19 0.53 

2.566 0.011 0.297 
No 26 3.89 0.70 

Total QOL 
Yes 416 4.09 0.39 

5.712 0.000 0.481 
No 26 3.61 0.46 

 

After verifying income factor influences how the quality of life of old people, 

the researcher will further analyze factor that it has enough income to spend every day 

and how it affects quality of life of elderly people how in Ho Chi Minh. 

In the survey of 442 elderly people, there are 416 people with spending that 

they are enough to their spending and the remaining 26 people said that not enough 

for their spending. Elements of the income status have enough money to spend or not 

directly affect the quality of life of elderly people in Ho Chi Minh City. This factor 

strongly impacts while achieving significant level up to 99.9% (p-value = 0.000). 
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When considering the remaining domains of quality of life, SAB, AUT and 

PPF domain have strong interactions with spending enough money or not factor 

reaching statistical significance level at 99.9% (p- value = 0.000). These factors DAD, 

SOP and INT affect spending enough money or not factor being considered at the 

level of 95% (p-value respectively 0.031; 0.012; 0.011). 

5.5.8. Diseases status 

Table 5.26. The relationship between diseases status and domains 

Domain Disease N mean SD t p diff 

Sensory Ability 
Yes 371 3.98 0.79 

0.380 0.705 0.044 
No 71 3.94 0.91 

Death and Dying 
Yes 371 4.10 0.66 

-0.237 0.813 -0.025 
No 71 4.13 0.82 

Autonomy 
Yes 371 4.07 0.47 

3.496 0.001 0.213 
No 71 3.85 0.48 

Past, present, 

future activities 

Yes 371 4.08 0.58 
2.802 0.005 0.210 

No 71 3.87 0.54 

Social 

participation 

Yes 371 4.13 0.56 
4.631 0.000 0.337 

No 71 3.79 0.53 

Intimacy 
Yes 371 4.19 0.55 

1.177 0.240 0.083 
No 71 4.11 0.51 

Total QOL 
Yes 371 4.09 0.39 

2.760 0.006 0.144 
No 71 3.95 0.43 

 

For elderly people, the condition is a very important factor in assessing the 

quality of their lives. In the survey, there are 371 people who said they had at least 

one type of disease, 71 people left with no disease. 

Factor of illness that affect the quality of life of elderly people living in Ho 

Chi Minh City as it was considered to level 95% (p-value = 0.006). 

As consideration to other domains of quality of life, disease status factor has a 

strong impact on AUT and SOP aspect when considering the reliability level 99.9% 

(p-value respectively 0.001 and 0.000). 

PPF domain has affected the disease status when it being considered in the 

reliability of 95% (p-value = 0.005). The remaining domains almost are not affected 

by this factor. 

 

 



 

 

65 

5.5.9. Sensory abilities 

 

Table 5.27. The relationship between sensory abilities and domains 

Domain  level N mean SD F df p 

Sensory 

Ability 

Visioning 

1 263 4.03 0.80 

3.573 441 0.029 2 174 3.89 0.81 

3 5 3.25 0.95 

Listening 

1 321 4.03 0.80 

6.444 441 0.002 2 120 3.81 0.81 

3 1 3.00  

Walking 

1 327 3.98 0.81 

0.199 441 0.820 2 114 3.95 0.82 

3 1 3.50  

Memory 

1 307 3.93 0.83 

1.971 441 0.141 2 133 4.07 0.76 

3 2 3.38 0.18 

Death and 

dying 

Visioning 

1 263 4.12 0.68 

5.055 441 0.007 2 174 4.09 0.68 

3 5 3.15 0.86 

Listening 

1 321 4.11 0.67 

0.198 441 0.821 2 120 4.07 0.73 

3 1 4.00  

Walking 

1 327 4.09 0.70 

0.919 441 0.400 2 114 4.12 0.64 

3 1 5.00  

Memory 

1 307 4.09 0.73 

3.508 441 0.031 2 133 4.14 0.55 

3 2 3.88 0.18 

Autonomy 

Visioning 

1 263 4.04 0.45 

2.140 441 0.119 2 174 4.03 0.49 

3 5 3.60 1.08 

Listening 

1 321 4.03 0.46 

1.418 441 0.243 2 120 4.05 0.51 

3 1 3.25  

Walking 

1 327 4.03 0.47 

0.490 441 0.613 2 114 4.03 0.49 

3 1 4.50  

Memory 

1 307 4.02 0.48 

8.043 441 0.000 2 133 4.07 0.45 

3 2 2.75 0.35 

Past, present, 

future 

activities 

Visioning 

1 263 4.02 0.57 

0.276 441 0.759 2 174 4.07 0.59 

3 5 4.00 0.81 

Listening 

1 321 4.05 0.57 

1.143 441 0.320 2 120 4.01 0.61 

3 1 3.25  
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Walking 

1 327 4.00 0.59 

3.638 441 0.027 2 114 4.15 0.55 

3 1 4.75  

Memory 

1 307 3.98 0.59 

6.419 441 0.002 2 133 4.19 0.54 

3 2 3.88 0.53 

Social 

participation 

Visioning 

1 263 4.07 0.58 

1.438 441 0.238 2 174 4.06 0.57 

3 5 4.50 0.47 

Listening 

1 321 4.08 0.56 

0.610 441 0.544 2 120 4.05 0.61 

3 1 3.50  

Walking 

1 327 4.04 0.59 

2.632 441 0.073 2 114 4.18 0.51 

3 1 4.25  

Memory 

1 307 4.00 0.57 

8.831 441 0.000 2 133 4.24 0.53 

3 2 4.13 0.88 

Intimacy 

Visioning 

1 263 4.17 0.55 

0.143 441 0.867 2 174 4.18 0.53 

3 5 4.30 0.57 

Listening 

1 321 4.17 0.53 

0.051 441 0.950 2 120 4.17 0.59 

3 1 4.00  

Walking 

1 327 4.17 0.56 

0.223 441 0.800 2 114 4.19 0.50 

3 1 4.50  

Memory 

1 307 4.17 0.55 

0.264 441 0.768 2 133 4.20 0.52 

3 2 4.00 0.71 

Total QOL 

Visioning 

1 263 4.08 0.41 

1.281 441 0.279 2 174 4.05 0.40 

3 5 3.80 0.51 

Listening 

1 321 4.08 0.40 

2.392 441 0.093 2 120 4.03 0.42 

3 1 3.33  

Walking 

1 327 4.05 0.42 

1.054 441 0.349 2 114 4.10 0.37 

3 1 4.42  

Memory 

1 307 4.03 0.43 
6.293 

 
441 0.002 2 133 4.15 0.34 

3 2 3.50 0.06 

1: Not difficult            2: Difficult              3: Very difficult 

For humans, the higher the age, the decline of the senses is also part affects the 

quality of life of the elderly. In this survey, researcher conducted a survey on four 
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senses are: visioning, listening, walking and memory to see four factors impact how 

the quality of life of elderly people is. 

When considering the quality of life, with a significant level of 95%, memory 

element (p-value = 0.002) affects the quality of life of the elderly. When extended 

reliability up to 90%, the additional factor - hear (p-value = 0.093) affects the quality 

of life of elderly people. 

When examining four factors (vision, hearing, movement and memory) with 

other domains of quality of life assessment, walking and memory are two factors that 

affect PPF and SOP and it makes statistical significance level at 95%. In terms of 

AUT, memory is the only factor affecting it with confidence interval up to 99.9% (p-

value = 0.000). And when using the 95% confidence interval, listening and visioning 

will have an impact on SAB domain and visioning, memory will affect DAD domain. 

5.5.10. Daily Activities 

The last factor that the researcher surveyed was that the support of relatives 

for the elderly of daily activities. These activities include 6 factors: bathing, dressing, 

toileting, transferring, continence and feeding. Factors to be examined are factors that 

elderly people need the help or not. 

When considering overall quality of life, both of 6 factors are no impact on the 

quality of life of the elderly. 

 

Table 5.28. The relationship between daily activities and domains 

Domain Need Help N mean SD t p diff 

Sensory 

Ability 

Bathing 
Yes 5 3.75 0.75 

-0.607 0.544 -0.222 
No 437 3.97 0.81 

Dressing 
Yes 4 3.69 0.85 

-0.697 0.486 -0.285 
No 438 3.97 0.81 

Toileting 
Yes 2 3.50 0.71 

-0.819 0.413 -0.472 
No 440 3.97 0.81 

Transferring 
Yes 10 4.05 0.63 

0.317 0.751 0.082 
No 432 3.97 0.82 

Continence 
Yes 1 4.00  

0.035 0.972 0.028 
No 440 3.97 0.81 

Feeding 
Yes 2 3.50 0.71 

-0.819 0.413 -0.472 
No 440 3.97 0.81 

Death and 

dying 

Bathing 
Yes 5 4.00 0.68 

-0.331 0.741 -0.102 
No 437 4.10 0.69 

Dressing 
Yes 4 3.81 0.63 

-0.845 0.399 -0.291 
No 438 4.10 0.69 
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Toileting 
Yes 2 4.25 0.35 

0.307 0.759 0.149 
No 440 4.10 0.69 

Transferring 
Yes 10 3.70 0.51 

-1.875 0.061 -0.411 
No 432 4.11 0.69 

Continence 
Yes 1 4.00  

-0.149 0.882 -0.102 
No 440 4.10 0.69 

Feeding 
Yes 2 4.25 0.35 

0.307 0.759 0.149 
No 440 4.10 0.69 

Autonomy 

Bathing 
Yes 5 3.85 0.52 

-0.853 0.394 -0.183 
No 437 4.03 0.48 

Dressing 
Yes 4 3.87 0.60 

-0.656 0.512 -0.157 
No 438 4.03 0.48 

Toileting 
Yes 2 3.63 0.88 

-1.209 0.227 -0.407 
No 440 4.03 0.47 

Transferring 
Yes 10 4.03 0.56 

-0.037 0.970 -0.006 
No 432 4.03 0.47 

Continence 
Yes 1 3.25  

-1.643 0.101 -0.781 
No 440 4.03 0.47 

Feeding 
Yes 2 3.63 0.88 

-1.209 0.227 -0.407 
No 440 4.03 0.47 

Past, present, 

future 

activities 

Bathing 
Yes 5 3.95 0.69 

-0.350 0.727 -0.092 
No 437 4.04 0.58 

Dressing 
Yes 4 4.13 0.66 

0.290 0.772 0.085 
No 438 4.04 0.58 

Toileting 
Yes 2 4.00 1.06 

-0.099 0.921 -0.041 
No 440 4.40 0.58 

Transferring 
Yes 10 4.37 0.52 

1.841 0.066 0.342 
No 432 4.03 0.58 

Continence 
Yes 1 4.25  

0.359 0.720 0.210 
No 440 4.04 0.58 

Feeding 
Yes 2 4.00 1.06 

-0.099 0.921 -0.041 
No 440 4.04 0.58 

Social 

participation 

Bathing 
Yes 5 4.00 0.73 

-0.289 0.773 -0.074 
No 437 4.07 0.57 

Dressing 
Yes 4 4.06 0.83 

-0.039 0.969 -0.011 
No 438 4.07 0.57 

Toileting 
Yes 2 3.62 0.88 

-1.111 0.267 -0.451 
No 440 4.08 0.58 

Transferring 
Yes 10 4.40 0.60 

1.830 0.068 0.334 
No 432 4.07 0.57 

Continence 
Yes 1 4.25  

0.308 0.758 0.177 
No 440 4.07 0.57 

Feeding 
Yes 2 3.63 0.88 

-1.111 0.267 -0.451 
No 440 4.08 0.57 

Intimacy 

Bathing 
Yes 5 4.10 0.68 

-0.307 0.759 -0.075 
No 437 4.18 0.54 

Dressing 
Yes 4 4.19 0.75 

0.049 0.961 0.013 
No 438 4.17 0.54 

Toileting 
Yes 2 4.13 1.24 

-0.128 0.898 -0.049 
No 440 4.17 0.54 
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Transferring 
Yes 10 4.28 0.51 

0.593 0.553 0.103 
No 432 4.18 0.54 

Continence 
Yes 1 3.75  

-0.780 0.436 -0.425 
No 440 4.18 0.54 

Feeding 
Yes 2 4.13 1.24 

-0.128 0.898 -0.049 
No 440 4.17 0.54 

Total QOL 

Bathing 
Yes 5 3.94 0.43 

-0.682 0.496 -0.125 
No 437 4.07 0.41 

Dressing 
Yes 4 3.96 0.49 

-0.527 0.599 -0.108 
No 438 4.07 0.41 

Toileting 
Yes 2 3.85 0.74 

-0.735 0.463 -0.211 
No 440 4.07 0.41 

Transferring 
Yes 10 4.14 0.35 

0.571 0.569 0.074 
No 432 4.06 0.41 

Continence 
Yes 1 3.92  

-0.365 0.715 -0.149 
No 440 4.07 0.41 

Feeding 
Yes 2 3.85 0.74 

-0.735 0.463 -0.212 
No 440 4.07 0.41 

 

Similar to the quality of life of the elderly, when considering the impact of the 

6 elements to domains of the survey questionnaire, 6 factors almost are no impact on 

these domains. Another factor when considering the impact of the 90% confidence 

interval, which is the transferring factors affecting DAD domain (p-value = 0.061), 

PPF domain (p-value = 0.066), SOP domain (p-value = 0.068). 
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PART 3: REGRESSION 

After studying the factors that affect the quality of life for the elderly, the 

researcher conducted a regression analysis of such elements. For multivariate 

regression, the researcher will analyse based on the interview areas and total samples. 

Table 5.29. Results of multivariate regression 

Variables Coefficient S.E. t p-value 
95% confidence 

interval 

Age -0.0042 0.0024 -1.80 0.072 -0.0089 0.0004 

Gender -0.0276 0.0300 -0.92 0.357 -0.0866 0.0313 

Religion_2 0.0596 0.0475 1.25 0.211 -0.0338 0.1529 

Religion_3 -0.0335 0.0764 -0.44 0.661 -0.1836 0.1166 

Religion_4 0.0240 0.0352 0.68 0.495 -0.0451 0.0932 

Religion_5 0.0906 0.1007 0.90 0.369 -0.1074 0.2886 

Education_2 0.0240 0.0515 0.47 0.641 -0.0772 0.1253 

Education_3 0.0726 0.0582 1.25 0.213 -0.0417 0.1870 

Education_4 -0.0490 0.0574 -0.85 0.394 -0.1618 0.0638 

Marital status 0.0755 0.0350 2.16 0.031 0.0068 0.1443 

Ln Income 0.5702 0.1521 3.75 0.000 0.2711 0.8692 

Income enough 8.5378 2.3957 3.56 0.000 3.8289 13.2468 

Health status_2 -0.0924 0.1315 -0.70 0.483 -0.3509 0.1661 

Health status_3 -0.1065 0.1288 -0.83 0.409 -0.3597 0.1467 

Health status_4 0.0622 0.1382 0.45 0.653 -0.2095 0.3339 

Health status_5 -0.1138 0.1994 -0.57 0.569 -0.5058 0.2782 

Diseases status -0.0180 0.0494 -0.36 0.716 -0.1151 0.0792 

Daily Activities 0.0729 0.0771 0.94 0.345 -0.0788 0.2245 

Rural 0.4938 0.0419 11.78 0.000 0.4114 0.5762 

Act -0.5412 0.1556 -3.48 0.001 -0.8471 -0.2353 

Constant -5.0520 2.3533 -2.15 0.032 -9.6776 -0.4264 

 

Model R Square Adjusted R Square S.E. p-value 

1 0.4162 0.3885 0.3051 0.000 
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Based on the results obtained in table 5.29., with a 90% confidence interval 

level, we can see that the quality of life of the elderly living in Ho Chi Minh City is 

shown through the multivariate regression equation below: 

Y = - 0.0042*X1 + 0.0755*X2 + 0.5702*X3 

 + 8.5378*X4 + 0.4938*X5 - 0.5412*X6 - 5.0520 

In that: 

Y: Total Quality of life 

X1: Age 

X2: Marital Status 

X3: Ln Income 

X4: Income Enough 

X5: Rural 

X6: Act 

 

Based on multivariate regression equation above, the quality of life for elderly 

people living in Ho Chi Minh City depend on some elements were: age, marital status, 

ln income, income enough, rural and act. Based on the results above, the higher age of 

elderly are, the lower quality of life they get. The elderly people living in a 

relationship have a better quality of life when it was compared with others. These 

elderly people have high income and they have enough money to spend have better 

quality of life than others. And the last characteristic that affect to quality of life of 

elderly people in Southern Vietnam is living area, the elderly people living in rural 

area have better quality of life than other elderly people living in urban area. With this 

result, it is entirely consistent with the initial estimate of the researcher. Act factor is 

created as a new variable in that it was defined by ln income * income enough. 
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Chapter 6  

Discusssion and Conclusions 

This is a cross-sectional research was conducted to assess and predict the 

quality of life for the elderly by specialized instrument, such as WHOQOL-OLD. The 

questionnaire survey was conducted with 442 elderly (60 or older) living in Ho Chi 

Minh City, Vietnam.  The elderly people living in Ho Chi Minh City get high quality 

of life; with a total score was 97.56 ± 9.75 with the average age 69.29 ± 6.86. Besides 

that this intrument has good reliability and validity. Moreover, this research also 

determines the factors - age, education level, income enough and diseases status – 

affect to the quality of life among elderly people in Southern Vietnam. 

6.1. Reliability and Validity 

6.1.1. Reliability 

Cronbach’s Alpha 

Through evaluation reliability coefficient result, Cronbach's Alpha reliability 

of the questionnaire reached high, α = 0.889. With this result, the WHOQOL-OLD 

questionnaire is in accordance with the conditions of Vietnam. This value is 

considered to be equivalent to the value of Cronbach's Alpha reliability in WHO 

manual (α = 0.89) [103]. Besides, when compared to other studies in the world, 

Cronbach's Alpha of the questionnaire also achieve high reliability as WHO [86, 104], 

Brazil [88, 105] , Norway [106], Mexico [107], Turkey [108], China [87], Spain 

[109], Taiwan and Germany [90]. 

Table 6.1. Summary Cronbach's Alpha Coefficients in total 

 Cronbach’s Alpha  Cronbach’s Alpha 

Vietnam 0.89 Mexico 0.88 

WHO Group 0.89 China 0.89 

Brazil 0.89 Taiwan 0.87 

Norway 0.89 Germany 0.85 

Turkey 0.85 Spain 0.84 
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Besides, the value of Cronbach's Alpha for each domain ranging from 0.680 to 

0.901, it showed that each domain is credible with the implementation of the survey in 

Vietnam. However, when analyzed, only Autonomy had Cronbach's Alpha reliability 

value is 0.680, indicating this domain is not high appropriate to examine the quality of 

life of elderly people in Vietnam. On the other hand, Cronbach's Alpha value of 

Autonomy is too isolated (less than 0.020) with consistent high standards so it will be 

accepted without adjustment. On the other hand, when comparing the Cronbach's 

Alpha reliability index of domains with other researches around the world, we see that 

only AUT and DAD have lower reliability when compared to the study of China, the 

remaining aspects still higher [87]. With the other study, Cronbach's alpha values in 

this study have achieved higher value when compared with other studies [86-90, 103, 

105-109]. 

Table 6.2. Summary Cronbach's Alpha Coefficients for domains 

 
Cronbach’s Alpha 

(Domains) 
 

Cronbach’s Alpha 

(Domains) 

Vietnam 0.68 - 0.90 Mexico 0.70 - 0.90 

Portugal 0.71 - 0.88 China 0.71 - 0.84 

Brazil 0.71 - 0.88 Taiwan 0.72 - 0.95 

Norway > 0.7 Germany 0.75 - 0.85 

Turkey 0.68 - 0.88 Spain 0.65 - 0.88 

Test-retest reliability: intra-class correlations coefficients (ICC) 

This method is used to check the stability of the survey questions. With this 

method, if the ICC coefficient achieved on 0.70 and above, it is mean the 

questionnaire gets achieving high reliability. 

ICC coefficient of the entire questionnaire reached 0.884, whereas in each 

domain, ICC coefficients ranged from 0.664 to 0.893. Similarly with Cronbach's 

Alpha Coefficient, Autonomy also offers reliability coefficient value is the lowest in 

0.664. However, this is fairly high value and acceptable. When we comparison ICC 

index between this research and China’s research [87], the ICC of this research is 
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higher than other. By contrast, the ICC index of Autonomy in this research is low. It 

need to be impoved.  

6.1.2. Validity 

Discriminant validity 

For the indicators analyzed above, if χ2 / df <3 as well, χ2 / df <5 is sometimes 

acceptable. In this study, χ2 = 683,832 and χ2 / df = 2.70. Such results are achieved 

good indicator. χ2 / df Index achieve much better values in the study of WHO's 

research center. Besides, the CFI index in this study achieved a value of 0.890. This is 

a positive result and comparable to other studies in the world and it is higher than in 

studies in Turkey. RMSEA index only gained acceptable result. It's still much higher 

studies in the world [103]. Indicators NFI, GFI achieve satisfactory level when 

compared with researches in Brazil and China [87, 105]. 

Construct validity 
With the table 5.10., we can see that the question has a high interaction of the 

questions in the same group as compared with the interaction of the question does not 

belong group. The highly interactive respectively which are expressed through the 

Pearson coefficient. With their group, the question will have different coefficients 

higher than the others; this is usually the Pearson coefficient reaches values from 0.70 

upwards. Therefore, the match between the questions and the domains in the 

questionnaire has good interaction with each other. 

Pearson coefficients also show the trend line with Cronbach's alpha reliability 

coefficient and ICC, which is Sensory Ability group with the highest reliability and 

Autonomy have the lowest reliability. Sensory Ability is the highest group of Pearson 

correlation coefficient (0.827 – 0.900), while Autonomy has the lowest correlation 

coefficient with the value of about 0.698 to 0.724 is achieved. 

With the results obtained showed that when applying the WHOQOL-OLD 

module, questions with high conformity when Pearson correlation coefficient of the 

question with the domains and questions with a total score for the QOL significantly 

higher value than the studies were conducted in China and Turkey [87, 108]. 



 

 

75 

Convergent validity 
As the result in table above can be seen that the coefficient of KMO reached 

0.856, this is a high level of conformity of the elements in the questionnaire survey. 

With Bartlett's test, chi-square gets 4.222e3, 376 degrees of freedom, the value of p = 

0.000, i.e. it has a statistically significant at a confidence level is 99.9%. This is proof 

for confirming the contents of the questionnaire consistent with the reality in 

Vietnam. 

On the other hand, verify the interaction, the appropriateness of the question 

by conducting analyzes Rotated Component Matrix, the results also show the validity 

of the questionnaire in the reality of Vietnam. This Rotated Component Matrix is a 

similar form of simple Pearson correlation analysis was performed as above. If 

Pearson correlation as for instance the interaction of groups of questions with the 

same domain of the group questions, then Rotated Component Matrix, the question is 

only the separation and separate acquisitions into a group. The question has been a 

secluded and isolated in groups clearly. Questions same group will allocate 

contiguous with the corresponding values. 

The above results were compared to studies conducted in Mexico. For the 

study in Mexico, KMO index gained no great disparity (Mexico – 0.85; this research 

– 0.86). Bartlett's index tested with good results are achieved when the level of high 

statistical significance. However, when analyzing Rotated Component Matrix, study 

of Mexico has no interaction and complete separation of the group when a question in 

AUT group does not lie in the same group with the remaining questions [107].  

6.2. Descriptive Statistics 

6.2.1. Quality of life index 

Elderly people living in Ho Chi Minh City get high quality of life, with a total 

score was 97.56 ± 9.75. Besides, on the domains, elderly people living in this region 

feel the optimism in their way of thinking. These domains are achieving high value: 

SAB (15.88 ± 3.25), DAD (16.41 ± 2.75), AUT (16.12 ± 1.90), PPF (16.16 ± 2.33), 

SOP (16.29 ± 2.29) and INT (16.70 ± 2.17). 

With the results above, it can be shown that the quality of life of elderly 

people in the city of Ho Chi Minh is higher when it was compared with other studies 

in the world with the same scale. In the WHO study, the total quality of life score 
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ranges between 86-90 points only. And in another study, the total point value also 

achieved below 92 points, the special is only one study in Mexico result in a total 

quality of life score was 94.86 ± 13.68. [86-88, 90, 103-105, 107, 108]. 

One of the indicators of quality of life is considered it is more correlated with 

each of these domains and the overall quality of life score was mentioned in the table 

5.15 above. This correlation is quite good when its results are compared with the 

research center at the WHO [103]. In this research, the total score of DAD group 

equal 16.41 ± 2.75, it is closely with the results in many WHO’s center and higher 

than some studies of Brazil, Mexico and Turkey [88, 105, 107, 108]. 

Table 6.3. Comparision the total score of WHOQOL-OLD 

 QOL Total score  QOL Total score 

Vietnam 97.56 ± 9.75 Mexico 94.86 ± 13.68 

Brazil 67.40 ± 13.53 China 86.16 ± 10.80 

Norway 91.13 ± 11.20 Poland 74.19 ± 13.21 

Turkey 75.79 ± 11.86   

6.2.2. Relationship between QOL and demographic factors 

The study was conducted in Ho Chi Minh City with 442 elderly participants. 

The average life expectancy age 69.29 ± 6.86 with the ratio between men and women 

was 52.26 percent and 47.74 percent. The average age of the elderly involved in this 

study are relatively lower compared to other studies carried out at the center of WHO 

at the rate of men and women did not have a significant gap. This age is equivalent 

with the studies at Bath (England) - 69.65 ± 7.10; Tokyo (Japan) – 69.39 ± 5.70 [103].  

Age is a significant factor in 99.9% (p-value = 0.000) and it had a major 

impact, direct impact to quality of life of elderly living in Ho Chi Minh city. The 

respondents in the age group from 60-69 years of age said that age will affect their 

quality of life higher than those in the remaining age groups through the "mean" index 

higher than their the remaining age groups in every aspect of quality of life and 

overall quality of life. Age is also one of the factors affecting the quality of life of the 

elderly. When age change, people also change their perceptions about the factors 

affecting their quality of life. 
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About religion, Vietnam at present there is no religion that is considered the 

official religion of the country as some other countries. Therefore, elderly people 

living here have a different religion and many of those surveyed did not join any 

religion. 

About education level, Vietnam is a country with a tradition of academic 

excellence; however, older people surveyed have a year from 1955 onwards. During 

this period, Vietnam is still in the stage of the war of aggression against the country, 

the economic conditions and learning conditions become inadequate, so almost three-

quarters of those surveyed qualified relatively low education. 

About income, the average monthly income of a household currently have 

elderly family is relatively low, almost 7 million VND (around 350 USD per month). 

This income level is relatively low compared with some other countries in the 

ASEAN region. However, older people who participated in the survey said that if they 

save, it was still enough income to monthly expenses of the family. 

About health status, in this research, we have 73.07 percent of elderly had 

healthy and 83.94 percent of elderly had at least 1 diseases. This percentage is same 

same with other studies around the world [103]. 

About sensory ability, older people surveyed in this study said that they faced 

a decline of sensory functions such as listening, visioning, walking and memory. The 

decline of this function also affects their lives but it is not too big problem. Although 

faced with such difficulties, but most of older people do not need help from relatives 

for daily activities such as: bathing, dressing, toileting, transferring, continence and 

feeding. 

About marital status, older people in need of care, community integration, the 

desire to live well, raise awareness and demand for entertainment ... If the elderly are 

not guaranteed these needs will lead to psychological downfall. Elderly retirees, 

particularly those who live alone will produce psychological loneliness, even feel 

abandoned. Old people alone without children or not living with the children, or you 

lose life easier born lonely sentiment than specific children live together, while your 

partner or other people in general. Besides, the elderly, especially for the elderly 

without care descendants often have psychological anxiety, pessimism by that time he 
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was close to death. The fact also had many cases of older people die without anyone 

knowing anything. 

Aside from psychological problems, elderly people living alone will also 

encounter difficulties in personal hygiene. When advanced age, declining health, they 

will accrue afraid, all the children of this habit of neglect, little contact with society 

should not need the toilet, dressing. Main temporary lifestyle has a direct influence on 

the quality of life and health of the elderly. 

6.3. Regression Analysis 

Based on multivariate regression equation above, the quality of life for elderly 

people living in Ho Chi Minh City depend on some elements were: age, marital status, 

ln income, income enough, rural and act. 

Age: The higher age of elderly are, the lower quality of life they get. The 

cause can be explained as follows: The cause can be explained as follows: When 

elderly people retire, they retain the ability to work, health and ability to integrate into 

the community quite well. Therefore, they have confidence in themselves and have a 

more optimistic view, lead to their quality of life higher than others. As more elderly, 

the elderly faced a decline in the senses and the ability to perform daily activities. 

Therefore, older people will become more and more pessimistic, affecting their 

quality of life. 

Marital status: The elderly people living with relationship have better quality 

of life than others. Older people in need of care, community integration, the desire to 

live well, raise awareness and demand for entertainment. If the elderly are not 

guaranteed these needs will lead to psychological downfall. When elderly people 

retirees, particularly those who live alone will feel loneliness, even feel abandoned. 

The elderly people live alone, they lose their life easier than they live together with 

their spouse/partner or other people in general. Besides, the elderly, especially for the 

elderly without care descendants often have psychological anxiety, pessimism by that 

time he was close to death. The fact also had many cases of elderly people 

bereavement without anyone knowing anything. 

Income: The elderly people with high incomes will have a better quality of 

life for low-income people. For elderly people with high income, they spend easily 

without having to think too much. While those with lower incomes, they have to 
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worry more about their expenses. Similarly, those who have sufficient income to 

spend, they will have a higher quality of life for others. These elderly people are not 

worried and looking to earn enough money to spend on their activities. 

Rural: The elderly people living in rural area have a higher quality of life for 

older people living in urban area. Those living in urban areas are often faced with the 

noise, pollution and cramped living area. 

In general, the quality of life of elderly people in Ho Chi Minh City depending 

on age, marital status, income status and the place where they live. Based on 

multivariate regression equation, The elderly people had lower age, living in a 

relationship in the rural area have a best quality of life. 

RECOMMENDATIONS 

6.4. For this research 

This study is only done in a short time in Ho Chi Minh City, so it can not 

overarching out for the quality of life of elderly people living in the Southern 

Vietnam. 

Results and Discussion sections encountered some problems when the study 

was conducted only on a relatively limited number of participants. Some items are 

just one observation, therefore the results are not assessed correctly. 

This questionnaire is relatively simple, can not fully express the psychological 

aspects of the elderly in the evaluation of the quality of life of the elderly. 

 

6.5. For further research 

In this research, the scope of research is Southern Vietnam, so this study need 

to be expand the scaling throughout whole Vietnam. For each region, the 

questionnaire must be evaluate reliablity and validity again. From that, creating the 

Vietnamese version of WHOQOL-OLD 

This research can be expanded in comparison the quality of life of elderly 

living in urban and rural area in Vietnam through Vietnamese version of WHOQOL-

OLD. 

This WHOQOL-OLD module should be developed and combine with other 

questions from WHOQOL instruments to take an indepth evaluation the quality of life 

of elderly people with 1 or more diseases. 
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APPENDIX 

APPENDIX 1: QUESTIONNAIRE 

THE APPLICATION WHOQOL-OLD MODULE VERSION: A PRELIMINARY 

STUDY OF QUALITY OF LIFE OF ELDERLY PEOPLE IN SOUTHERN VIETNAM 

 

During the past decades, ageing population has become a greatest challenge in 

worldwide. In the middle of 20th century, older people over 65 years old and above is more 

and more increasing with 4 percent of population in developing countries. Nowadays, health-

related quality of life (HRQOL) is great of important role to assess quality of life of the 

elderly people via various instruments including WHOQOL-100 and WHOQOL-BREF. This 

research is based on WHOQOL-OLD Module, which has developed by The WHO Quality of 

Life Group, and is evaluating the Vietnamese version using a modern psychometric approach 

and testing potential shifts to the instruments. 

By answering the questions on this survey, you can contribute your opinions and 

impressions regarding your environmental conditions. This survey has a series of questions 

that relate how you feel about your quality of life, health, and other areas of your life. Please 

read each statement carefully and decide how much you agree or disagree with it. Please keep 

in mind your standards, hopes, pleasures and concerns. We ask that you think about your life 

in the last two weeks. There are two parts in this survey including the personal information 

and assessment of quality of life in elderly people. 

Please use the following scale of answers, or choose the response on the following 

content according to the level that best describes your answer: 

Scale Interpretation 

1 Very dissatisfied 

2 Dissatisfied 

3 Neither satisfied nor dissatisfied 

4 Satisfied 

5 Very satisfied 

 

Thank you for taking the time and effort to contribute your views! 
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ID number: / Interviewer code:   

Date: //(DD/MM/YY) Signature of interviewer: 

 

Please indicate your answers by filling in the circles like this  

 

PART 1. DEMOGRAPHIC CHARACTERISTICS 

No. Questions Answers 

01 What is your date of birth? 
__/__       __/__        __/__/__/__ 

(DD     /    MM     /       YYYY) 

02 What is your gender? 


1 Male     


2 Female 

03 What is your religion? 


1 Buddhist 


2 Christian 


3 Protestant 


4  None at all 


5 Others: …………………………………………. 

04 
What is the highest education you 

awarded? 


1Illiterate 


2Elementary/ Middle school 


3High school 


4Over high school (College, Bachelor, Post-graduate…) 

05 What is your marital status? 


1 Currently Single (never married / widowed / divorced) 


2Currently in a relationship (Living with partner / spouse) 

06 
How much do your family earn per 

month? 
………………………………………….  (million VND) 

07 
Do you have enough money for your 

expense? 


1Yes 


2No 

08 

What is your perception on health 

status when comparing to others at the 

same age? 


1Very bad 


2Bad 


3Moderate 


4Good  


5Very good 

09 Are you currently ill? 


1Yes 


2No 

10 
If something is wrong with your health 

what do you think it is? 
………………………………….. illness / problem 

11 
Do you have any difficulty with these 

sensory functioning? 

Sensory Not difficult1 Difficult2 Very difficult3 

Visioning    

Listening    

Walking    

Memory    
 

12 Activities of daily livings 

 Bathing1 Dressing2 Toileting3 Transferring4 Continence5 Feeding6 

… without or with 

some help from others 
      

…. with help of others       
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PART 2.QUALITY OF LIFE QUESTIONNAIRES  

 

No. Description Circle your answer 

1. SENSORY ABILITIES 

12 
How do you feel when the impairments to senses 

affect your daily life? 
1 2 3 4 5 

13 
How do feel when the rate sensory functioning affect 

your daily life? 
1 2 3 4 5 

14 
How do you feel when you loss of sensory abilities 

affect participation in activities? 
1 2 3 4 5 

15 
How do you feel when you face the problems with 

sensory functioning affect ability to interact? 
1 2 3 4 5 

2. DEATH AND DYING 

16 Do you concern about the way you will die? 1 2 3 4 5 

17 Do you afraid of not being able to control death? 1 2 3 4 5 

18 Do you scare of dying? 1 2 3 4 5 

19 Do you fear pain before death? 1 2 3 4 5 

3. PAST, PRESENT AND FUTURE ACTIVITIES 

20 Do you feel happy with things to look forward to? 1 2 3 4 5 

21 
Do you feel satisfied with opportunities to continue 

achieving? 
1 2 3 4 5 

22 
How do you feel when you received the recognition 

you deserve in life? 
1 2 3 4 5 

23 
Do you feel satisfied with what you’re achieved in 

life? 
1 2 3 4 5 

4. SOCIAL PARTICIPATION 

24 Do you feel satisfied with the way you use your time? 1 2 3 4 5 

25 Do you feel satisfied with level of activity? 1 2 3 4 5 

26 
How do you feel when you have enough to do each 

day? 
1 2 3 4 5 

27 
Do you feel satisfied with opportunity to participate in 

community? 
1 2 3 4 5 

5. AUTONOMY 

28 Do you feel freedom to make own decisions? 1 2 3 4 5 

29 How do you feel in control of your future? 1 2 3 4 5 

30 
How do you feel when you are able to do things you’d 

like? 
1 2 3 4 5 

31 People around you are respectful of your freedom 1 2 3 4 5 

6. INTIMACY 

32 How do you feel a sense of companionship in life? 1 2 3 4 5 

33 How do you feel about experience love in your life? 1 2 3 4 5 

34 How do you feel when you have opportunities to love? 1 2 3 4 5 

35 
How do you feel when you have opportunities to be 

loved? 
1 2 3 4 5 

 

Thank you for your co-operation! 
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APPENDIX 2: USER AGREEMENT 
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