JOURNAL OF CLINICAL MEDICINE OF KAZAKHSTAN
Original Article

(E-ISSN 2313-1519)
DOI: https://doi.org/10.23950/jcmk/11224

Validation of the Kazakh-language version
of the World Health Organization's
WHOQOL-BREF questionnaire on the
quality of life among the elderly population
of Aktobe city
Nurgul Abenova, Akbayan Imanbayeva, Bibigul Karimsakova, Inkara Essengalyeva
No1 Department of General medical practice, West Kazakhstan Marat Ospanov Medical University, Aktobe, Kazakhstan

Received: 2021-03-30.
Accepted: 2021-09-13

J Clin Med Kaz 2021; 18(5):35-43
Corresponding author:
Nurgul Abenova.
E-mail: nurgul_abenova@mail.ru;
ORCID: 0000-0003-0395-9025.

Abstract
Introduction: In Kazakhstan, as the phenomenon of population
aging becomes more and more relevant, an increasing number
of researchers in the field of medicine are studying health-related
problems that arise at this age. During these studies, many scientists are
wondering: how to accurately measure the quality of life of older people?
In our country, the most used tools for conducting this assessment
are the SF-36 questionnaire, while the widely used worldwide tools
WHOQOL-100 and its short version WHOQOL-BREF are rarely evaluated
and used in the Republic of Kazakhstan. Thus, the aim of this study was to
determine the psychometric properties of the Kazakh-language version
of the World Health Organization's Short Quality of Life Questionnaire
(WHOQOL-BREF) in a pilot study.
Material and methods: The WHOQOL-BREF questionnaire was
subjected to translation procedures according to the instructions of
WHOQOL (WHO) and a pilot study was conducted in a group of elderly
respondents (>60 years old) living in the city of Aktobe. The WHOQOLBREF questionnaire consists of 26 questions, which are divided into 4
areas (physical health, emotional health, social factors, environment).
The reliability and validity of the questionnaire was evaluated with the
determination of the Alpha-Cronbach's index, as well as the assessment
of the intra-class correlation (ICC). The statistical significance was set at
0.05. The software package SPSS v. 10.0 was used for the analysis.
Results: The average age of the participants was 67.3±5.03 years,
and the overall WHOQOL-BREF score was 76.02 ±11.86. Overall, 60% of
the participants were women. The alpha values for each of the spheres
and the overall index (>0.70) and the overall correlation of the elements
were satisfactory. The confirmatory analysis of the intra-class correlation
showed high ICC values (more than 0.74) for each of the spheres.
Conclusion: The psychometric properties of the Kazakh version of
WHOQOL-BREF were acceptable.
Key words: elderly people, cultural adaptation, reliability and
validity, quality of life

Introduction

According to the United Nations Population Fund
for Demography, Development and Gender (UNFPA), the
demographic situation in Kazakhstan is characterized by
an increase in the proportion of older people in the age
structure of the country's population. At the beginning
of 2019, the share of the population aged over 60 years
was 11.6% of the total population of the Kazakhstan, and
those aged 65 years and older – 7.5% [1]. The country is
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in the initial stage of demographic aging [2]. At the same
time, in half of the country's regions, the 7% threshold
characteristic of an aging nation has already been
significantly overcome. According to UNFPA projections,
the share of older persons aged 65 and over, at 7.3%, will
continue to grow by 2050 and will almost double [3].
Although today Kazakhstan is a relatively young nation,
it is necessary to think about the trends and consequences
generated by the aging of the population in advance.
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Older people are more likely to suffer from multiple
diseases due to reduced physical and mental functions.
Loneliness, sexual dysfunction, and chronic metabolic disorders
are some of the causes that can lead to emotional disorders [4].
These problems can reduce the quality of life of older people.
According to WHO, quality of life is defined as a person's
perception 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 challenges [5]. In addition, quality
of life is described as well-being resulting from a combination of
physical, functional, emotional, and social factors [6].
Poor economic, cultural, educational, and health conditions,
as well as inadequate social interaction, can lead to a decline
in the quality of life of older people [7-9]. Chronic diseases,
such as diabetes mellitus, coronary heart disease, osteoporosis
and cerebrovascular diseases are the most common diseases in
the elderly. These disorders, which cause medical, social and
psychological problems, can reduce the physical function and
quality of life of older people in society [10-13].
In Kazakhstan, there are not many studies devoted to the
study of the quality of life in the elderly population. The few
studies conducted in the cities of central significance (Almaty
and Nur-Sultan) were conducted mainly using the common
SF-36 questionnaire [14], while the WHO questionnaire was
not used to study the quality of life. The WHO Quality of Life
Questionnaire (WHOQL-100) is one of the most appropriate
tools, which is acceptable for use in different cultures and
is widely used in various epidemiological studies [15].
The development and testing of the Russian version of the
WHOQOL-100 questionnaire was carried out on the basis of the
department of psychoprophylaxis and outpatient psychiatry of
the St. Petersburg Psychoneurological Institute named after V.M.
Behterev, which has the status of a WHO regional research center
[16], where it is tested for quality of life. The Russian-language
version of the questionnaire is officially recognized by the WHO
and is available for general use on the developer's website. The
short version of this questionnaire, consisting of 26 questions,
has proven its reliability, validity and sensitivity by numerous
studies in 19 countries, including Russia. However, there is
currently no version available in Kazakh, which is the official
language in Kazakhstan. Thus, the aim of this study was to adapt
a short version of the WHOQOL questionnaire (WHOQOLBREF) for use among the Kazakh-speaking population and to
assess its reliability and reliability.

Materials and methods

The questionnaires developed for the first time are subject
to the mandatory validation procedure, as well as when adapting
the already validated questionnaires to the linguistic and cultural
characteristics of a particular country. Validation in this case
consists of the following stages: translation, preliminary testing,
assessment of reliability and, validity assessment. This study
was approved by the local bioethical committee at the NJSC
"West Kazakhstan Marat Ospanov Medical University". All
participants signed an informed written consent prior to the
survey.
Our questionnaire validation process consisted of the
following stages: Preparation, Translation, Preliminary testing,
Assessment of the reliability of the questionnaire
1. Preparation.
Prior to conducting the study using the WHOQOLBREF questionnaire, an agreement was signed with a group of
WHO researchers and appropriate translation instructions were
received.
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2. Translation.
At 1-st step, the original version of the questionnaire was
translated into Kazakh. The translation was carried out by two
professional translators, native speakers, independently of each
other. The translators were not medical specialists, but certified
English language specialists. During the translation process,
each of the translators made a direct translation of the original
WHOQOL-BREF questionnaire, instructions, and answer
options. After comparing both versions of the translation and
matching, a combined verified version, Version 1, was created.
At step 2, the verified Version 1 was translated into the
original (English) language. The translation was carried out
by professional translator, a native English speaker. One of the
conditions for the reverse translation was that the translator did
not have access to the original version of the questionnaire.
These two new versions were compared and served as the
basis for a consensus version of the English translation of the
questionnaire. This version, Version 2, in the Kazakh language
was grammatically and semantically acceptable.
At the 3rd step of creating the Kazakh-language version,
a pilot test of the created Version 2 was conducted on patients
who were native speakers of the Kazakh language. This step is
necessary in order to determine the acceptability of the translation
(instructions, questions and answers). After the translation from
the original, two main aspects were checked: the equivalence
of points and answer options. There were 30 respondents took
part in the testing. All the subjects were native speakers of the
Kazakh language. The questionnaire was completed by each
respondent independently of each other, and if difficulties arose,
the subject turned directly to the interviewer. At the end of the
survey, the interviewer also asked if the interviewee had any
problems, understanding the questionnaire and completing it.
During the survey, the wording of the questions and answer
options was adjusted based on the wishes of the respondents.
There were no changes due to the Version 2 survey. There were
85% of the respondents said that they understood the content and
everything is clear from a cultural point of view. Thus, Version
2 of translated questionnaire was accepted as the final version in
the Kazakh language.
3. Preliminary testing.
To confirm its applicability in everyday practice, the
Kazakh version of the WHOQOL-BREF questionnaire was
tested in two stages on 30 native-speaking patients. The criteria
for inclusion in the pilot study were:
- elderly age (60–74 years);
- fluency in the Kazakh language;
- absence of concomitant severe somatic or mental illness.
4. Assessment of the reliability of the questionnaire.
Assessment of the reliability of the questionnaire was
carried out with the study of such indicators as:
- Internal consistency: Cronbach's Alpha coefficient alpha
(α) was used to calculate internal consistency for each area of
the WHOQOL-BREF questionnaire. If the values of Cronbach's
α coefficient were more than 0.7, then they testified to sufficient
internal consistency (Cronbach L. Coefficient alpha and the
internal structure of tests. Psychometrica 1951; 16)
- Reliability stability, characterized by the stability of the
results over time, was carried out using the test-retest method in
a subgroup of 10 participants who completed the questionnaire
twice within 10 days. The results of the two tests were compared
by calculating the Pearson correlation coefficient. At the same
time, a statistically significant correlation coefficient >0.7
testified to the sufficient reliability of the tested questionnaire.
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Questionnaire

This WHOQOL-BREF questionnaire is characterized by
both brevity and ease of use, as well as multi-dimensionality.
It allows you to get an assessment of the quality of life of
the respondent as a whole, as well as private assessments for
individual domains. It is applicable to a wide range of contingents,
covering the full range of functions, disabilities and distresses
that relate to quality of life. WHOQOL-BREF is a 26-point
questionnaire covering 4 aspects of quality of life (psychological
– 6 questions, physical – 7, social – 3, and environmental – 8).
The score for each question has answer categories from 1 to
5, with a high score indicating a high quality of life, with the
exception of three questions regarding pain and discomfort,
the need for treatment, and negative emotions. The physical
health measurement includes 7 items (mobility, daily activity,
pain, sleep, functional ability, and energy). The psychological
field evaluates negative thinking, self-esteem, positive attitude,
self-esteem, mindset, learning ability, memory, consolidation,
religion, and mental state. Issues such as social support, sexual
life, and personal relationships fall within the realm of social
relations. The field of environmental health includes questions
about financial assets, safety, health and social services, living
in a natural environment, learning experiences, relaxation, and
the environment such as air, noise, pollution, and transportation
[17]. The sum of points in each area demonstrates a person's
personal perception of the quality of life. All area scores were
scaled positively (a higher score indicates a higher quality of
life). The conversion of the raw indicator was done using the
WHO developer's spreadsheet given to convert the raw indicator
to converted scores. A score above the average (50%) of the total
score is classified as an acceptable level of quality of life.
Statistical data processing was performed using the
STATISTICA 10 application software package for Windows
(StatSoft, USA).

Results

The pilot study involved 30 patients, all of whom were
randomly selected from the list of the attached elderly population
from Aktobe city. There were no obstacles either in the questions
or in the answers section of the questionnaire. One WHOQOLBREF questionnaire took between 9 and 17 minutes to complete
(median = 11 minutes). The socio-demographic characteristics
of the respondents who took part in the study are presented in
- Table 1.
Table 1

Socio-demographic characteristics of
respondents (n=30)

Characteristics
Age (year)
Middle age
Age ranging
Gender
Male
Female
Education
Secondary education
Secondary special
education
Higher education
Marital status
Married
Single
Widow / widower

Number of patients

%

12
18

40
60

67,3±5,03
60-74

3
12

15

21
3
6

-

10
40

50

70
10
20
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Among the respondents there were 18 women and 12 men.
The age of the respondents ranged from 60 to 74 years, while the
average age of the patients was 67.3 (±5.03) years. According to
the requirements for the translation procedure, all respondents
were native speakers of the Kazakh language. As for marital
status: 21 (70%) of the respondents were married, 3 (10%)
answered "single", 6 (15%) – "widow/widower". 15 (50%) of
the respondents had higher education, 12 (40%) – secondary
vocational education, and 3 (10%) – secondary education. The
survey was conducted by a trained medical professional through
a personal interview. To ensure confidentiality, interviews were
conducted in a separate room or room separated from other
family members or visitors to the clinic.
To assess the reliability of retesting, every 3rd participant
was selected from the study, and the same questionnaire was
asked to the same member twice, 2 weeks apart.

Reliability

The WHOQOL-BREF questionnaire in Kazakh as a
whole and its domain separately had a Cronbach's Alpha
coefficient above the boundary value of the indicator α≥0.70,
which indicates an acceptable level of internal consistency of
the instrument scales. Thus, the total Cronbach's Alpha index
for the Kazakh-language instrument was equal to α=0,73. In
the questionnaire, the highest value of the coefficient was for
the domain of physical health (α=0,78), in second place – the
domain of psychological health with the indicator α=0,72. The
lowest value of the coefficient was in the domain of social
relations and was equal to the value of α=0,70 (Table 2).
As already described in the methods of this study, the
assessment of the reliability of the questionnaire in terms of the
stability of the results was carried out by re-testing patients and
calculating the Pearson correlation coefficient. The time between
the initial test and the re-test (t) was an average of 10 days. The
values of the Pearson correlation coefficient (r), when studying
the reliability of the instrument over time by conducting a retest, varied from r=0,70 to r=0,78. This indicator was the lowest
for the social relationship domain. The correlation coefficient
between the responses of the respondents in the initial and
repeated testing for the main questionnaire was r=0,74. In each
of the 4 domains, the elements are significantly correlated at a
level of less than p<0,05.
After the pilot study, the next stage of our work was to study
the quality of life of the Kazakh-speaking elderly population
according to the age-sex characteristics of the city of Aktobe,
using the Kazakh-language version of the WHO quality of life
questionnaire. In the city of Aktobe, according to the census
of 01.01.2020, a population of 500757 people was registered,
among them the elderly population from 60 to 74 years old – 42
980 people, of which 16 989 were men, 25 991 were women.
The sample size of 437 older people assigned to the city's
primary health care facility was obtained with a 5% margin
of error, 95% confidence interval, 50% prevalence, and 20%
wastage loss.
56 people refused the study, so the analysis was limited
to 381 respondents, while the amount of losses was 12.8%. The
multistage cluster sampling method was used and carried out
in all polyclinics of the city from November 2019 to March
2020. Guests and temporary residents were excluded from the
study. In the city of Aktobe, there are 7 polyclinics that monitor
the attached population. In the first step, we randomly selected
outpatient clinics using a simple random sampling technique. In
the next step, we again selected the number of households in this
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Table 2

Internal consistency of the WHOQOL-BREF questionnaire in Kazakh language

Domains
n=30

Question No
Alpha coefficients n=30

Psychological health

5, 6, 7, 11, 19, 26

Physical health

3, 4, 10, 15, 16, 17, 18

Social relationships

20, 21, 22

Environmental health

The questionnaire as a whole
Table 3

8, 9, 12, 13, 14, 23, 24, 25

1-26

Time stability of the WHOQOL-BREF
questionnaire in Kazakh language

Domains

Question No

Test-retest (n=10)

Physical health

3, 4, 10, 15, 16,
17, 18

0,71

p

t

Psychological health 5, 6, 7, 11, 19, 26

0,72

0,02

10

Environmental
health

0,78

0,01

10

Social relationship

20, 21, 22

The questionnaire
as a whole

1-26

8, 9, 12, 13, 14, 23,
24, 25

0,70

0,74

0, 005

0,05

10

10

10

selected plot using a random sampling method. In each district,
the number of households was proportional to the population in
the district.
The survey was conducted by a trained healthcare
professional through a personal interview. To ensure
confidentiality, interviews were conducted in a separate room or
space separated from other family members.
The characteristics of participants in the age range 60-74
years are presented in Table 4.
The average age of 381 elderly people was within 66.5
(4.23) years. Of these, 52.2% - 199 women and 182 men
(47.8%). There was no significant difference in the sex ratio
in the study (P=0.461). 85 (22.3%) had higher education, 142
(37.3%) had secondary education, and 154 participants (40.4%)
had primary education. The family status of the respondents:
family (married) amounted to 182 (47.8%), single 12 (3.1%),
divorced 31 (8.1%), widowed 156 (41%).
As for the assessment of quality of life indicators (in the
range from 1 to 5), the results showed that the overall indicators
of the quality of life in participants of both sexes were at an
acceptable level and amounted to 85.2 (10.6) and 86.9 (10.3),
respectively. The average scores by area and the overall
assessment of the quality of life, depending on gender, are
shown in Table 5.
As can be seen from the data on the quality of life
indicators, there were no significant differences in the general
perception of the quality of life among men and women (Table
6). There were no differences in domains in terms of assessing
the quality of life in the domains of physical and psychological
health, as well as in the domain of social relations. With the
exception of the environment and financial resources, where
the values of the quality of life in women were statistically
significantly higher than in men (p=0.006). It can be assumed
38

25.18 (4.26)

22.18 (3.56)

11.64 (1.97)

22.75 (4.73)

76,02 (11,86)
Table 4

r

0,03

Average score (SD)

0,78

0,72

0.70

0.71

0.73

Characteristics of study participants

Characteristic
Average age (SD)
Gender
Men
Women
Marital status
Married
Divorced
Lonely
Widowed
Education
Higher
Secondary professional
Primary (school)

n (%)
66,5 (4,23)

182 (47,8%).
199 (52,2)
182 (47,8%)
31 (8,1%)
12 (3,1%)
156 (41,0%)
85 (22,3%)
142 (37,3%)
154 (40,4%)

that this fact is due to the fact that women at this age feel more
mobile and free in movement due to the fact that children have
gained independence, there is a stable pension provision, more
free time that can be used for their own purposes. Also, children
in many cases provide financial support to mothers, which is
closely related to the mentality and upbringing in Kazakh
society. Whereas men note lower indicators of the quality of life
in this area. Perhaps this is due to an increase in the number
of chronic diseases and a decrease in income due to retirement,
which is one of the key factors in the perception of the quality
of life.
As for the assessment of the overall quality of life of the
urban elderly population, it was higher than the average and
amounted to 85.0 (±10.5) points. The fairly high quality of life
among the elderly in the city is possibly due to the limitation
of our sample; we did not include elderly patients with severe
somatic and psychological illnesses who could not answer the
questionnaire in the study. Perhaps people who completed the
survey were more satisfied than average with their quality of life.
When assessing the quality of life by age, all respondents
were divided according to age into three categories: I - from 60
to 64 years old, II - 65-69 years old, and III from 70-74 years
old. Quality of life indicators depending on age are presented
in Table 7.
When assessing the quality of life for three age categories,
the following data were obtained: higher age was significantly
associated with a lower quality of life indicator. When assessing
the general indicator of the quality of life, statistically significant
differences were revealed between the I and III (5.04, p=0.0000)
age categories, between the II and III age categories (2.75,
p=0.017), which indicates a deterioration in the quality of life of
elderly patients with age.
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Table 5

Average value of the quality of life indicator in general and by domains in both sexes

Domains
1. Physical health
Daily activities
Dependence on drugs and excipients
Energy and fatigue
Mobility
Pain and discomfort
Sleep and rest
Performance
Total (7-35)
2. Psychological health
Negative feelings
Positive feelings
Self-esteem
Spirituality / Religion /
Personal beliefs
Thinking, learning, memory and concentration
Total (6-30)
3. Social relationships
Personal relationships
Social support
Sexual activity
Total (3-15)
4. Environment Financial resources
Freedom, physical safety and security
Healthcare and Social Assistance: Availability and Quality
Financial support
Home environment
Opportunities for new information and skills
Participation and recreational / leisure opportunities
Total 8-40
TOTAL by domains
Table 6

Elderly people
Men
n=182

Women
n=199

All
n=381

3.54 (1.30)
3.42 (0.83)
3.34 (0.91)
3.72 (0.86)
3.42 (0.78)
3.41(0.92)
22.2 (2.97)

3.55(1.18)
3.41 (0.82)
3.52(0.80)
3.58(0.84)
3.34 (0.87)
3.59 (0.84)
22.3 (2.81)

3.55 (1.24)
3.42 (0.80)
3.44(0.85)
3.66(0.83)
3.38 (0.82)
3.51(0.90)
22,2 (2.89)

3.49 (0.81)
3.10(1.11)
3.50 (0.92)
3.48(1,01)
2.81(1.02)
3.38(1.2)
3.42 (0.84)
23.1 (2.61)

3.96 (0.77)
2.98(1.15)
3.67 (0.89)
10.2 (2.38)
3.44 (0.88)
3.59(0.81)
3.25 (1.13)
3.49 (0.91)
3.62(0.96)
3.68 (0.90)
29,5 (4,47)
85.2 (10.6)

3.42(0.83)
3.02(1.13)
3.61 (0.94)
3.6 (1.13)
2.95(1.05)
3.18 (1.20)
3.38(0.87)
23,4(2.51)

3.41(0.83)
3.05 (1.12)
3.57(0.94)
3.55 (1.06)
2.90 (1.05)
3.28 (1.20)
3.40(0.86)
23.3 (2.56)

3.67(0.93)
3.02 (1.13)
3.32(1.00)
10.0(2.36)

3.83 (0.87)
3.00(1.13)
3.50(0.96)
9.87(2.37)

3.54(0.85)
3.76(0.92)
3.31 (1.14)
3.53(0.91)
3.56(0.99)
3.72(0.89)
30,1 (4.57)
86.9 (10.3)

3.50(0.86)
3.68(0.87)
3.29 (1.08)
3.51 (0.91)
3.59 (.0.91)
3.70(0.90)
30.2 (4.56)
85.0(10,5)

Comparison of qualitative data by domains of the questionnaire depending on gender

Domains
Men (n=182)
Physical health
23.1 (2.61)
Psychological health
22.2 (2.97)
Social relationships
10.2 (2.38)
Environment and financial resources 29,5 (4,47)
The overall value of quality of life
85.2 (10.6)
* p value was calculated using the Mann-Whitney U test

In the field of physical health, there are statistically
significant differences in age categories I and III (4.42, p=0.001),
II and III (2.55, p=0.03). Whereas there were no statistically
significant differences in age categories I and II (1.91, p=0.16).
At the same time, higher age correlated negatively with the area
of physical health.
According to the indicators of psychological health
and self-perception (domain 2), significant differences were
revealed when comparing groups I and II (2.98, p = 0.008), as
well as groups I and III (4.18, p=0.000). Significant differences
in psychological health between II and III age group was not
identified (1.27, p=0.6).
When assessing the indicators of the domain of social
relations, statistically significant differences were revealed in
indicators of the I and III age groups (3.87, p=0.0003), which
indicates a deterioration in the domain of social relations with
increasing age.
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Women (n=199)
23,4(2.51)
22.3 (2.81)
10.0(2.36)
30,1 (4.57)
86.9 (10.3)

*р
0,366
0,121
0,290
0,006**
0,119

When assessing the quality of life indicators in domain 4
(environment and financial resources), statistically significant
differences were revealed in I and III (4.62, p=0.00001), II and
III (3.37, p=0.002) age groups, which also indicates deterioration
in the quality of life associated with financial support and the
attitude of the environment depending on age.
When assessing the quality of life with and without
background diseases, statistically significant differences were
observed in the quality of life in respondents with a history
of cardiovascular diseases, disorders in the sense organs and
comorbid conditions (2 or more diseases in the history) (p<0.05).
However, these differences were not so obvious in respondents
with diseases of the musculoskeletal system and diseases of
the gastrointestinal tract. Unambiguously, the presence of one
or another chronic disease leads to a significant decrease in
the quality of life in all areas, which is confirmed in our study.
Respondents with certain chronic diseases had statistically
39

Table 7

Indicators of quality of life by age

Quality of life metrics
by domain
Physical health

Psychological health
Social relationships
Environment and
financial resources

The overall value of
quality of life
*P<0.05;
**P<0.01;
***P<0.001

Table 8

I age group
N=135
23.9 (2.53)
23.2(2.79)

II age group
N=130

III age group
N=116

Kruskal - Wallis test

23.3(2.43)

22.56(2.58)

2.55

22.3(2.67)

23.2(2.79)

10.7 (2.20)

10.0 (2.31)

31.1 (4.40)

30.4 (4.51)

89.0(9.89)

86.2(10.05)

Indicators

Average quality of life (SD)

81.1 (10.8)

Respiratory diseases

84.5 (10.9)

Diseases of the gastrointestinal tract 83.5 (11.4)

Hearing impairment

Visual impairment

Diseases of the musculoskeletal
system

Diseases of the nervous system

*P<0.05;
**P<0.01;
***P<0.001

2.98

0.008**

4.42

21.8(3.06)

0.001**
0.03*

4.18

9.51 (2.47)

0.000***

3.87

28.7 (4.44)

0.000***

4,62

28.7 (4.44)

0.000***

3.37

82.6(10.73)

0,002**

5.04

82.6(10.73)

0,000***

2.75

0.017*

χ2

Р

6.96

0.008**

5.33

0.005**

0.10

87.3 (9.97)

0.74

6.67

86.0(10.4)

0.001***

5.14

81.4 (11.5)

0.001***

3.45

88.4 (9.51)

0.06

15.06

0.001***

The relationship between educational attainment and quality of life

Quality of life
indicators

Higher education
N=85

Physical health

Psychological health
Social relationships
Environment and
financial resources

The overall value of
quality of life
**P<0.01;
***P<0.001

Table 10

p

Relationship between Overall Quality of Life and Disease

Cardiovascular diseases

Table 9

22.56(2.58)

r

24,1(1,99)

24,1(1,99)

23,7 (2,09)

10,7 (2,30)
10,7

32,4 (3,91)

32,4 (3,91)

91,0 (8.18)

91,0 (8.18)

Secondary education
N=142
22,9 (2,69)

22,0 (3,24)

9,89 (2,32)

29,3 (4,60)

84,1 (11,1)

Primary education
N=154

Kruskal — Wallis test

23,2 (2,64)

2,54

22.2 (2,75

9,98(2,40)

29,7 (4,45)

85,2 (10,2)

r

p

4,21

0.000**

3.05

4,05

2,39

2,24

5,09

4,71

4,65

4,42

0.006**
0.03*

0.000***
0.03*
0,07

0.000***

0,000***

0,000***

0.000***

Relationship between marital status and quality of life

Quality of life
indicators

Married
N=182

Divorced
N=31

Lonely
N=12

Widowed
N=156

Р

Social relationships

10.2 (2.41)

9.77 (2.53)

11.2 (1.86)

9.98 (2.31)

0.32

Physical health

Psychological health
Environment and
financial resources

40

23.4 (2.29)

22.5 (2.65)

30.0 (4.23)

22.8(1.89)

22.9 (2.66)

30.4 (4.81)

23.2 (3.62)

23.0 (4.12)

31.6 (6.47)

p value was calculated using the Kruskal-Wallis test
*P<0.05;
**P<0.01;
***P<0.001

23.2 (2,88)
22,3(3.10)

30.2 (4.73)

0.6

0.7

0.64
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significantly lower quality of life indicators than patients without
diseases. Table 8 depicts the differences between quality of life
indicators and comorbidities.
As can be seen from Table 9, the quality of life as a whole
was statistically significantly higher among respondents with
higher education than among respondents with primary and
secondary education. Whereas the quality of life of respondents
with primary and secondary education did not differ.
When studying the quality of life depending on marital
status (Table 10) we did not reveal statistically significant
differences in the quality of life depending on marital status.

Discussion

In the present study, the psychometric properties of
the developed Kazakh version of the WHOQOL-BREF
questionnaire were tested in a pilot group of elderly patients
selected from the total population of the Aktobe city. To avoid
selection bias and reduce missing data, we used a personal
interview as a survey. The reliability of the WHOQOL-BREF
content was analyzed in a pilot group of 30 people (18 women,
12 men, with an average age of 67.3±5.03). The results of the
study showed satisfactory alpha coefficients in all areas of
WHOQOL-BREF. The Alpha-Cronbach's coefficient was higher
than 0,7 on all counts and showed a satisfactory level of internal
consistency, which meets the necessary requirements [17].
Differentiation was highest in the physical and psychological
domains, followed by the environmental domain, reaching a
minimum in the social relationship domain. Compared with
the results of the WHOQOL group of Iran [5], Germany [18],
Turkey [9], in the Kazakh version, Cronbach's alpha coefficients
of social relations were lower. One possible reason may be
that after retirement, Kazakh elders are treated as a vulnerable
population and are always cared for by their children instead
of recruiting them for social activities. The results of other
studies showed similar results, indicating the Cronbach's alpha
coefficient of less than 0,7 in the field of social relationship [19].
Cronbach's small alpha coefficient in this area was probably also
due to the fact that the area of social relations consists of only
3 questions; in addition, interpersonal relationships and sexual
activity are relatively different concepts in the culture of the
Kazakh-speaking elderly population.
The assessment of the reliability of the questionnaire in
terms of the stability of the results over time was carried out
by retesting the patients and calculating the Pearson correlation
coefficient. The values of the Pearson correlation coefficient (r),
when investigating the reliability of the instrument over time by
re-testing, varied from r=0,70 to r=0,78, which indicates a high
degree of correlation between the responses [20].
Thus, our pilot study showed that the high value of the
coefficient of internal constancy (α=0,73) and the reproducibility
results of the WHOQOL-BREF questionnaire (r≥0,7) confirm
the reliability of its Kazakh-language version. The developed
Kazakh-language version of the WHOQOL-BREF questionnaire
can be used by domestic scientists and doctors when planning
and conducting clinical trials.
The results of the second part of our study showed that the
study participants had a high level of quality of life (85.0±10.5).
There was no significant difference between the two sexes,
however, women had a higher score than men (P=0.119).
Moreover, there was a statistically significant difference in the
assessment of the quality of life among women in the 4th domain
"Environment and financial resources", demonstrating higher
indicators than among men (29.5 (4.47) for men and 30.1 (4.57)
Journal of Clinical Medicine of Kazakhstan: 2021 Volume 18, Issue 5

for women, p=0.006). Most likely, this fact is due to the fact that
women at this age feel more mobile and free to move. Perhaps
this is due to the fact that children have gained independence,
there is a stable pension provision, a greater amount of free time
that can be used for their own purposes. Also, children in many
cases provide financial support to mothers, which is closely
related to the mentality and upbringing in Kazakh society.
Whereas men note lower indicators of the quality of life in this
area. It can be assumed that this is most often associated with an
increase in the number of chronic diseases and a decrease in the
level of income in connection with retirement.
With regard to the effect of gender on quality of life, several
studies have produced very different results. For example, in a
study of domestic scientists who studied the quality of life of 236
elderly and senile respondents in the city of Nur-Sultan using the
widespread questionnaire SF-36, men noted a higher standard
of living [14]. At the same time, scientists noted that women
have a more pronounced significant restriction of physical
activity even when lifting a bag with food - 25.3% of elderly
respondents and 34.8% of elderly respondents have significant
restrictions. Accordingly, these same indicators are 13.8% and
27.8% among male respondents. A decrease in the stability of
vitality in women was indicated by the fact that 20% of women
were often very nervous, 27.2% of women often felt tired. For
men, these numbers are 11.8% and 24.2%, respectively. The
opposite criterion, such as role functioning, the intensity of pain
is noticeably higher in women than in men.
In a study by scientists from Iran, Yaser et al. who studied
the quality of life and related factors of 184 elderly people
living in Tabriz (Iran) did not reveal a significant difference
in the indicators of the quality of life among men and women
(p=0.43), and there were no statistically significant differences
separately by spheres. At the same time, the average indicators
of the quality of life corresponded to an acceptable level [21].
Agreeing with this result, Ahmadi et al. [22] showed that there
were no significant differences between sex and quality of life
among 200 elderly people in the city of Zahedan aged 65 and
over, according to the SF-36 quality of life questionnaire. It
can be assumed that this is due to cultural beliefs and gender
discrimination in the countries of the Muslim world. However,
these findings have not been supported by studies conducted in
Europe, where gender equality is one of the key criteria for the
development of society.
In our study of the impact of education and marital status
on quality of life, we found mixed results. When studying marital
status, we did not reveal statistically significant differences both
in individual areas and in the overall perception of the quality of
life of the respondents, although in absolute terms the standard
of living among single and unmarried individuals was slightly
lower. While assessing the level of education and quality of
life, it was found that the higher the level of education, the
better the quality of life, which was confirmed by statistical
data processing. Our data correlate with the results of similar
studies in China. When studying the quality of life of the urban
population in China in 1,052 adult respondents, of whom 192
(18.3%) were over the age of 60 [23], the results showed that
men had a significantly higher level of quality of life in the
psychological field than women (p=0.05). While marital status is
not related to quality of life, socioeconomic status, as measured
by education and income, is largely related. Further analysis
showed that, after controlling for other relevant variables,
education has significantly more positive effects than income.
Participants with a higher level of education had significantly
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higher physical, psychological, social and environmental factors
of quality of life than those less educated. Inhabitants without
chronic diseases, the physical quality of life was significantly
higher than in residents with chronic diseases. In addition,
employed persons have a significantly higher physical and social
level of quality of life than unemployed persons.
In studies in Norway, which studied a random sample of
the Norwegian population (n=654) aged 18-75 years using the
WHOQOL-BREF questionnaire, 226 participants (36%) of them
elderly did not reveal statistically significant differences in the
quality of life among the population by gender [24 ]. In a random
sample of 1492 Dutch people aged 50 and over, [25] conducted a
study to compare the relationship of gender, age, marital status,
education and income with quality of life assessed by different
questionnaires SF-12, WHOQOL-BREF and WHOQOL-OLD.
Higher age was associated with lower quality of life in 6
of the 12 quality of life domains. Being married or cohabitating,
having a college degree, and having a higher income were
associated with higher scores in 11, 10, and all 12 quality of life
domains, respectively. However, the meaning of the influence
of gender is completely different. In six areas of quality of
life, women experienced significantly lower quality of life.
Conversely, they experienced significantly better quality of life in
three areas, all of which belong to the WHOQOL-OLD (sensory
ability, autonomy and social participation). This questionnaire
is more specific for conducting research on the quality of life
among older people, which is a direction for further research in
this area.
Younger age is associated with lower quality of life in rural
areas of southern Brazil [26]. Brazilian people in the 60 to 69 age
group rated their quality of life, as assessed by the WHOQOLBREF, lower in psychological and social relationships and
overall quality of life. than people over 80. Soósová [27] showed
that life without a partner is negatively associated with quality
of life. On the other hand, using the same tool, Gobbens RJJ,

van Assen M [28] demonstrated that marital status (married or
living together) is associated only with the quality of intimacy in
the domain of life, after controlling for other sociodemographic
factors (age, education, and income).
More years of education were associated with higher
scores in psychological, social relationships and environmental
quality of life [29]. Additionally, in a study by Gobbens et al [30]
higher education institutions are only significantly associated
with improving the psychological and environmental quality of
life. Soósová [27] observed a higher quality of life among older
people with higher education.
However, this study had some limitations. The main
limitation of this study was the small sample size of participants.
In addition, we did not examine all the psychometric properties
of the Kazakh-language version of the WHO questionnaire.
Despite the assessment of some of the related factors affecting
quality of life, the study of other factors was not possible in this
study and may be proposed for future research.

Conclusion

This study demonstrates the good reliability and validity
of the Kazakh language version of WHOQOL-BREF. Combined
with the general scale, it can be used to contruct an evaluation
system for measuring quality of life among older people.
This research is carried out only in the city of Aktobe. We
then want to increase the sample size and conduct a multicenter
study in Kazakhstan to assess its overall psychometric
characteristics.
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