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ABSTRACT 
Objective: To determine association of quality of life and multimorbidity among geriatric population of Karachi Pakistan  
Methods: It was a cross sectional study conducted in district of Karachi district using cluster sampling technique. Sample had 
greater than 60 years of age restricting those with mental disorders, speech disorders or language barriers. Sample size was 
n=362. Data was collected using WOHQOL-BREF with four domains, social relationships, psychological health, physical health 
and environment domain. Data was collected by face to face interviews after informed consent keeping information confidential. 
p-value less than 0.05 was considered significant. For numerical data descriptive analysis was used and categorical data was 
expressed by frequency and percentages using SPSS version 24. Odds ratio was used to find association of multimorbidty and 
quality of life 
Results: Of total n=90 (25%) participants had none or single disease, with multimorbidity in n=272 (75%) participants. Most 
n=165 (46%) had hypertension, Diabetes was present in n=56 (16%). Bones and joints in n=133 (38%), Obesity in n=80(22%). 
Most n=144 (40%) rated their life quality as good, n=30 (8.3%) as very good, n=57 (15.5%) rated their quality of life as poor, n=3 
(0.8%%) rated it very poor and remaining n=128(35.4%) were in between. Mean scores of Environmental domain had highest 
score then physical health, psychological domain and least for social domain. When association was seen in multimorbidity and 
life quality Environment domain displayed significant association with OR: 1.9 ( p value 0.009).In Environment and Social 
domain majority were found to be satisfied. 
Conclusion: Significant association was seen between Multimorbidity and Enviornmental domain in Quality of life. 
Keywords: Multimorbidity, Quality of life, Geriatrics 

 

INTRODUCTION 
In the current times, globally, old age group population is rapidly 
growing. Population world over was 205 million in 1950 increasing 
to 810 million in 2012 and by 2050 projected to two billion with 
24% of it in Asian region. (1) Asia comprises countries including 
Pakistan, India, China with a high proportion of older adults. (2) 
With a rise in life expectancy of geriatric age group along with 
better advances in science and technology it is predicted that 
geriatric population will escalate. (3) Pakistan is facing a similar 
demographic transition as in other Asian counterparts residing in 
the region. (4)  With this increase in the ageing populations there is 
an increase in ailments (5)  
 It is evident in the current demographics data from 
developed as well as the underdeveloped and  developing nations, 
that the ageing population is gripped under an array of illnesses 
that may hinder in the way of their daily activities, may completely 
leave them immobile or cause more inconvenience through these 
multiple co morbidities.(6) Multimorbidity and quality of life have 
been shown by studies to have inverse relationship.(7) Chronic 
disease leads to functional limitation and financial consequences 
for individual leading to deteriorating life quality along with greater 
hospital visits. (8).  
 Now for elderly people, it is the most basic need to demand 
a comfortable and a quality living after they pass a certain age. On 
the international front, health promoting life style behaviors, multi 
morbidity and the determinants of quality of life in the elderly has 
gained a lot of attention over the past few years (9) Population 
suffering from multimorbidity usually have low functioning capacity, 
enhanced use of medicines, augmented use of health care and 
higher fatality rates. (8) It is the need of the hour to get familiar with 
the issues of the elderly for timely and more effective interventions 
(10) According to a systemic review in South Asia there is lack of 
studies on multimorbidity and quality of life. (11) Since the ageing 
of the population is occurring at a very fast pace, there is a dire 
need for investigating the multimorbidities and quality of life among 
geriatric population which is the main objective of this study.  
 

METHODS 
Cross sectional study design was adopted for this research study. 
This study was a population based study conducted in North 
Nazimabad town of District Karachi using cluster sampling 
technique selection of households situated in middle and high 
income localities situated within the union councils. The town 
covers an area of about 46.62 square kilometers and comprises of 
10 Union Councils (UCs). It has total population of 500,000  (as 
per 2017 census data retrieved from the Federal Bureau of 
Statistics, Karachi). This town was chosen for this study due to the 
diversity of its resident population and a good representation of all 
socio-economic groups ranging from the most affluent to most 
deprived individuals. Furthermore, the resident population has also 
a good representation from different ethnic groups living in 
Pakistan.  
 Our sample comprised of both gender aged above 60 years 
of age excluding those who had mental disorders, speech 
disorders or language barriers. Sample size was calculated using 
Openepi.com, online sample size calculator. The estimated sample 
was n=384 at 95% which was eventually considered, keeping non-
response at 20% among the target population. The final sample 
size which was included in the study was n=362 after deleting 
missed data and poorly filled forms. Number of participants 
required for inclusion in the sample is based upon a previous 
household study conducted upon the elderly (12)  
 The data was collected through a questionnaire based 
survey by face to face interviews by primary investigator and three 
trained data collectors. It consisted of three parts: socio-
demographic profile, quality of life and morbidities. The 
questionnaires were back to back translated in Urdu. Initially a pilot 
test was run on a small sample of 20 participants from the target 
population which was not included in the final survey. It was 
conducted from lower, middle and high income localities situated 
within the union councils within North Nazimabad. WHOQOL-Age 
was used to gauge the quality of living amongst the elderly (13)  
 WHO’s instrument ,WOHQOL-BREF that tends to cover four 
basic domains, social relationships, psychological health, physical 
health and the environment around us was used in this study.(14) 
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Informed consent was taken from each participant while assuring 
that their information would be kept confidential. P value less than 
0.05 was taken as significant. Descriptive analysis was carried out 
for numerical data whereas frequency and percentages were taken 
out for categorical data. Chi Square was used to find association 
between categorical variables.Odds ratio was calculated for quality 
of life and multimorbidities. 
 

RESULTS 
The Sample size was n= 362. A total of n=390 participants were 
initially interviewed but incomplete information and missing values 
led to cancelation of 28 questionnaires which led to a total 
response rate of 92%. The mean age of the participants was 
67.7+/-7.0. Males were n=178 (49%) and females were n=184 
(51%). When marital status was inquired n=329 (91%) were 
married, n=21 (6%) were single and n=12 (3%) were either 
divorced or separated. Mean years of education for the sample 
was 12.07+/-4.2. Regarding ethnicity of the participant’s majority 
n=173 (46%) were Urdu speaking, Sindhi were n=77 (21%), Gujrati 
n=57 (16%) and remaining were from other ethnic groups residing 
in Karachi. When participants were inquired about their economic 
independency, n=140 (38.7%) participants were economically 
dependent, n=72 (19.9%) were partially dependent and remaining 
n= 150 (41.4%) were fully independent. When participants were 
asked about their source of income, n=149 (41%) were dependent 
upon their children. Around n=100 (27.6%) said they have their 
pensions and n=92 (25.4) were employed. Out of the total 
participants n= 117 (32%) were retired. When participants were 
inquired about their family status, majority n=225 (62%) were living 
in joint families while remaining were in nuclear family setups. 
Participants living status revealed majority were living with their 
spouses’ n= 203 (56%). Another n=75(21%) were living with their 
married daughters and n=53 (15%) were living with their sons. 
 When the sample participants were asked about their 
diagnosed medical history, it was observed that majority n=165 
(46%) suffered from hypertension. Diabetes was present in almost 
n=56 (16%). Bones and joints disease was found to be more 
rampant and was present in n=133 (38%) participants. Cancers 
and Hepatitis B&C was seen in n=13 (4%) sample population 
respectively. Obesity was prevalent in n=80(22%) participants. 
Mental illness was present in n=19 (5%) participants.  
 

 
Figure 1: Percentage of different disorders in the study participants 

 

 Based on Univariate Analysis multi-morbidity was found in 
n=272 (75%) participants whereas single disease or no morbidity 
was observed in remaining n=90 (25%) participants. 
 When World Health Organization Quality of Life was 
administered on the participants, majority n=144 (40%) rated their 
life quality as good, n=30 (8.3%) as very good, n=57 (15.5%) rated 
their quality of life as poor, n=3 (0.8%%) rated it very poor and 
remaining n=128(35.4%) were in between. When inquired 
regarding their satisfaction with health most participants n=153 
(42%) also claimed to be satisfied with their lives, n=65(18%) were 
dissatisfied and only n= 7(2%) were found to be very dissatisfied 
and n= 7(2%) were very satisfied. Remaining n=130(36%) were in 
between. 
 
Table 1: Univariate Analysis of the Four Domains of Quality of Life 
(WHOQOL) 

Domains WHO bref WHO 100 

Mean Standard 
Deviation 

Mean Standard 
Deviation 

Physical Health 23 2.6 57.7 9.6 

Psychological 19.6 2.7 57.7 11.4 

Social 
Relationships 

10.5 1.7 63.2 14.5 

Environment 27.4 6.1 62.1 19.0 

 
 The descriptive analysis of the mean scores of the 4 
domains of Quality of life questionnaire revealed Environment 
domain having the highest mean of 27.4+/-6.1 followed by physical 
health 23+/-2.6. Social relationships had the lowest mean score of 
10.5+/-1.7. 
 
Table 2: Satisfaction levels of the Four Domains of Quality of Life 
(WHOQOL) 

Domains Satisfied Dissatisfied 

n % n % 

Physical Health 180 49.7 182 50.3 

Psychological 173 48 189 52.2 

Social 
Relationships 

216 59.6 146 40.3 

Environment 198 54.7 164 45.3 

 
 The WHO quality of life questionnaire on the basis of the 
referenced cutoff was divided into satisfied and dissatisfied groups. 
With reference to the different domains in the questionnaire, similar 
numbers of participants in the physical health domain were found 
to be satisfied and dissatisfied (49.7% versus 50.3%). In 
Psychological domain slightly more were found to be dissatisfied 
(52.2% versus 48%). In Social relationship domain majority were 
satisfied (59.6% versus 40.3%). In Environment domain also 
majority were found to be satisfied (54.7% versus 45.3%). 
 When multimorbidity was associated with different domains 
of Quality of life, significant association was observed only in 
Environment domain where the odds of having multimorbidity was 
1.9 times higher in people showing dissatisfaction in this domain 
(95% CI 1.18-3.2, P value 0.009). 
 Marginally significant association was observed when 
participants’ perception of their quality of life was associated with 
the number of diseases they suffered from. Very poor quality of life 
was identified only in those who were suffering from multimorbidity 
n=3 (100%).  
 When overall life satisfaction was associated with 
multimorbidity, very dissatisfied was seen only in multimorbidity 
group (n=6, 100%). However satisfied people were also from 
multimorbidity group n=115 (75%) versus n=39 (25%) in no/single 
morbidity group. 
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Table 3: Association of Multimorbidity with QOL Domains 

 Multimorbidity No/Single 
Morbidity 

Odds Ratio 95% CI P Value 

Physical Health Dissatisfied 133 49 0.8 0.5-1.3 0.4 

Satisfied 139 41 

Psychological Dissatisfied 147 42 1.3 0.8-2.2 0.2 

Satisfied 125 48 

Social Relationship Dissatisfied 108 38 0.9 0.5-1.5 0.7 

Satisfied 164 52 

Environment Dissatisfied 134 30 1.9 1.18-3.2 0.009 

Satisfied 138 60   

 
Table 4: Association of Multimorbidity with Subjective assessment of QOL 
by Study Participants 
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 No/Single Morbidity Multimorbidity P Value 

 n % n % 

Very Poor 0 0 3 100 0.058 

Poor 12 21 44 79 

Neither 
Poor nor 
Good 

42 33 86 67 

Good 27 19 118 81 

Very Good 9 30 21 70 

 
Table 5: Association of Multimorbidity with Subjective assessment of Life 
satisfaction by Study Participants 

 No/Single 
Morbidity 

Multimorbidity P Value 

n % n % 

L
if
e
 S

a
ti
s
fa

c
ti
o

n
 Very Dissatisfied 0 0 6 100 

0.017 

Dissatisfied 24 37 41 63 

Neither 
Dissatisfied nor 
Satisfied 

24 18 107 82 

Satisfied 39 25 115 75 

Very Satisfied 3 50 3 50 

 

DISCUSSION 
In our study we had n=178 (49%) males and n=184(51%) females. 
This was similar to earlier studies related to multimorbidity and 
quality of life conducted in Japan (15) and Belgium (5 ). Our 
sample mean for education was 12.07+/-4.2. Previous studies 
have shown a pertinent connection between education and quality 
of life.(16) In our study 41.4% participants were economically 
independent. This resembled a study in India where one third 
participants were in similar position. Also noteworthy was that they 
had greater quality of life compared to economically dependent 
participants (β = 3.71; CI = 0.7: 6.7).(16)In our study most n=225 
(62%) were residing in joint families. Communal connections have 
attracted a lot of attention by enhancing life quality in geriatric 
population. (17)  
 According to a study in Assam deficit of socialization in 
geriatric age group is affiliated with tobacco and alcohol 
consumption that leads to detrimental results on health (18) 
Another study associated multimorbidity with dependence in the 
old age group. (19) Our survey revealed n=165(46%) with 
hypertension, n=56(16%) with diabetes, orthopedic problems in 
n=133(38%) whereas obesity was found in n=80(22%). A recent 
study in Japan revealed hypertension most common in geriatric 
age group, second was lumbar disease and then lipid disorders. 
Renal issues, Cardiac problems, digestive tract morbidities and 
cancers had a valid association with functional decline.(15) 
According to a systemic review cardiac problems, mental health 
related issues and musculoskeletal problems were common in 
these age groups.(20). In our study univariate analysis displayed 
that multi-morbidity was found in n=272 (75%) participants 
whereas single disease or no morbidity was observed in remaining 
n=90 (25%) participants. This was greater than a recent study in 
Uttar Pradesh India where 18.4% sample suffered from 
multimoribidity.(16 ) but similar to a cross sectional survey in Japan 
that showed 62.8% sample aged >60 years with 

multimorbidity.(21) whereas in Belgium it was 46.7%. Same study 
revealed that that multimorbidity augments with aging. (5)  
 With respect to single chronic condition, quality of life has 
been investigated numerous times whereas when it comes to 
combination of chronic diseases and its effect there are very few 
studies (7) When assessed in this study among different domains 
Social relationship domain and thereafter Environmental domain 
had more satisfied individuals. Latest researches have given due 
importance to introspect each dimension (22)This contrast with 
study in India where Environmental domain and Social relationship 
domain had least scores compared to the other two domains.(16) It 
showed that geriatric population residing with wife and offspring’s 
and those living with wife had higher scores for all four domains. 
Those living single had lowest quality of life score in psychological 
domain. These studies vindicate the paramount significance of 
residing with family.(16) 
 Meta analysis revealed that quality of life attenuates with 
augmenting number of diseases. (7) Another study purported the 
same finding that low quality of life and chronic disease are directly 
related.(5)  Also stated by a cross sectional survey in middle 
income countries that more than one disease can have an additive 
effect or antagonistic impact on quality of life.(23). Additionally, 
chronic conditions has a vital consequence on finances along with 
limitation of functional limitation adding up to drop in life quality. 
(8). Quality of life compromised by diseases is a vital 
prognosticator for diseases and fatality. (24) In Korea chronic 
conditions contributed to decreased life expectancy and life quality 
making it an essential policy related matter.(25) According to a 
study since multimorbidity is highly prevalent, information on how it 
effects self perceived health is of great significance. (26)  In our 
study 49% were satisfied with their health and merely 19% were 
not satisfied. This is similar to a study in India where 18% were not 
satisfied. (16) 
 We had a few limitations in our study as this was a cross 
sectional study which are mostly done with only some follow up 
studies (7) One issue is the homogeneity of operational definition 
of multimorbidity that makes it challenging to assess it compared to 
other studies.(5) however presence of two or more chronic 
conditions is usually the operational definition of multimorbidity as 
we have used.(27 ) Another limitation is that multimorbidity was 
assessed using personal reports and this demands that 
participants to have suffice knowledge of their health conditions 
however many researches have based their findings on similar 
grounds(28 )Self narrated information on health is the pertinent 
way in absence of medical records.(5) Also researchers have 
found great correlation in personally reported conditions and health 
records(29) Disease duration was also not taken in account in this 
study. Our strengths included the way in which sample was 
collected from general population that reinforces external validity 
like previous studies. (5) We used a validated tool to asses 
participants and data was collected by primary investigator. To our 
knowledge very few studies have been conducted in this part of 
the world on this issue. 
 

CONCLUSION 
Multimorbidity was seen in one quarter of population. Most 
participants had Hypertension, Diabetes, Obesity and Bones and 
Joint disease. Quality of life scores were highest for Environmental 
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domain and least for Social relationships. When associated with 
Multimorbidity only environmental domain showed significant 
association. 
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