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Background and aim:Quality of life (QoL) in old age contributes to enhance active aging. This study aimed to assess and
compare QoL and associated factors of institutionalized and non-institutionalized older adults (aged 60+ years) in
Southern Sri Lanka.
Methods: A total of 160 older adults (80 institutionalized and 80 non-institutionalized) were surveyed. Physical and
cognitive skills were measured using Barthel index, and Mini Mental State Examination scales. Nutritional status
and perceived social support were measured using Mini Nutritional Assessment and Multidimensional Scale of
Perceived Social Support. Descriptive statistics and multiple regression techniques were used in the analysis.
Results: The mean age of the institutionalized older adults was higher than that of non-institutionalized older adults
(74.9 years versus 72.1 years, p < 0.01). About half of the sample consisted of older men (48.8%). Economically
under privileged older adults who were unmarried were more likely to become institutionalized. The mean value of
the QoL score was higher in non-institutionalized older adults compared to that of institutionalized older adults
(63.1 (SD = 21.9) versus 49.1 (SD = 25.6), p < 0.05). Activities of daily living (ẞ=–0.46, p < 0.01) and perceived
social support (ẞ=–0.20, p < 0.05) were found to be significant determinants of QoL of institutionalized older adults
while activities of daily living (ẞ=–0.28, p < 0.05) and nutritional status (ẞ=–0.27, p < 0.05) were found to be
significant determinants of QoL of non-institutionalized older adults. Cognitive impairments was not a significant
determinant of QoL in both institutionalized and non-institutionalized older adults.
Conclusions: Promotion of physically active life style especially among young older adults to maintain their indepen-
dence as they age and improvements of social support and social connectedness among older adults would be practical
and cost-effective strategies to promote active aging in Sri Lankan older adults.
H I G H L I G H T S

• Sri Lankan population is aging very fast, and the rates of institutionalization of older adults in the country is on an
upward trend.

• Older adults in advanced ages, who are poor and no relatives are more likely to be institutionalized.
• Acvities of daily living and perceived social support (PSS) were major determinants of the QoL of older adults.
• Promotion of physically active lifestyle at an early stages of life, and enhancement of social support and social inter-
actions would benift older adults to have successful life.
1. Introduction

Population aging is a global public health issue [1–3]. The decreasing
trends in fertility and mortality seen in many countries have resulted
in an increase in the proportion of older adults in their populations. In
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low- and middle-income countries (LMIC), the growth of older population
is not parallel to their economic growth, resulting in huge economic and
health burdens for such populations [4,5]. Population projections suggest
that by 2050, Asian countries, specifically India and China, will have the
largest aging population in the world [1,4]. The concept of active aging,
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which emphasizes the need to enhance opportunities for health, participa-
tion, and security in order to increase the quality of life (QoL) of older
adults, is central to decision-making and policy formulation in promoting
health of older populations [2,5]. Thewell-being in physical, psychological,
social, emotional, spiritual, and cultural dimensions are found to be associ-
ated with the overall QoL of older adults [2,3,5,6], but research in this ho-
listic approach of determining the QoL of older adults is missing in geriatric
and gerontological literature. Although sustainable and effective family and
community care is imperative to enhance QoL of older adults, the family
support received by older adults is shrinking as a result of urbanization
and westernization processes that are seen in many LMICs today [5,7].
Weakening of traditional extended family structures occurring in many
LMICs due to these reasons directly influence health and wellbeing of
older adults living in those countries [5,6]. Consequently, these population
trends have resulted a significant number of older adults in those countries
becoming residents of nursing and elderly homes [5,7–10]. Female sex,
lack of family support, advanced age, physical and cognitive disabilities,
and a high number of drug prescriptions were found to be significant pre-
dictors of older adults’ institutionalization. [5,9–11]. Common features of
institutionalized older adults include low QoL, limited possibilities for lei-
sure time activities, loneliness, cognitive and physical disabilities [9 –
11]. In contrast, overweight/obesity, difficulties in healthcare access, and
poor nutrition were found to be common among community-dwelling
older adults [12 –14]. Critical evaluation of the actual contribution of
such factors that contribute to health disparities and quality-adjusted life
years (QALY) in older adults living in both institutionalized and non-
institutionalized settings are needed to formulate geriatric health policies
and interventions to create a healthy aging populations in LMICs. It has
been observed that social connectedness and social support are the fore-
most determinants of the health and wellbeing of older adults, and acted
as buffers against physiological and behavioural deficiencies they experi-
ence in older age [15,16]. Many older adults in Sri Lanka admit that ill-
health conditions and disabilities that they experience are inevitable conse-
quences of aging, and are quite prepared to live with them [17,18]. Yet, fre-
quent interaction with family and other friends, and the caring and
compassionate attitude of such persons towards them are highly expected
and valued by older adults. Such support would facilitate them to combat
with their loneliness, isolation and depressive moods which would impede
their QoL [15,19,20].

Sri Lanka, a middle-income country in South Asia, has one of the fastest
aging populations in Asia [21,22]. It is estimated that the percentage of
adults aged 60 + years in the country will increase from 12.4% in 2012
to 29% in 2050. Abuse and neglect of older adults, accessibility and afford-
ability issues in healthcare, severe shortages of geriatric healthcare services,
lack of social security system and poverty have had detrimental effects on
the health of older adults in the country [13,14,22,23]. Although a large
majority of older adults in Sri Lanka live with their children or relatives
in the community, institutionalization rates among older adults in Sri
Lanka have increased in the recent past. In 2017, there were 306 elderly
homes in the country, and in 2021, the corresponding figure was 349, a
14% increase [24]. Physical and cognitive conditions, nutritional status, so-
cial support, and QoL issues between the two groups, institutionalized and
non-institutionalized older adults in Sri Lanka, have not been well
researched. Such data are urgently needed to plan sustainable strategies
to promote active aging concept among older adults and health policy
maker in Sri Lanka. This study aimed to examine and compare the QoL of
institution and community dwelling older Sri Lankan adults, and hownutri-
tional, cognitive, physical activity limitation and social support affect QoL
of this target population.

2. Materials and methods

2.1. Study setting and population

This study was conducted in a district in Southern Sri Lanka. The popu-
lation composition in this district is similar to that of many others in Sri
2

Lanka. In 2019, the total estimated population in the district was
1,130,000, 10.1% of which were aged 65+ years [25] while the corre-
sponding figure for the whole country was 10.9%. Both community-
dwelling and institutionalized older adults in the district were the target
population. In 2020 there were 22 elderly homes in this district, registered
under the Department of Social Welfare, Sri Lanka, with a total of 835 older
adult residents [24].

2.2. Sampling procedure

The required sample size was calculatedwith a confidence level of 95%,
power of 80%, mean difference of the QoL score of the two groups as five,
and the common standard deviation of QoL scores in the study populations
as 10 [26]. Thus, 63 subjects were required for each group. In this study, 80
subjects were selected for each group, totaling 160 respondents. Inclusion
criteria included older adults aged 60+ years with no cognitive or percep-
tual impairment or any serious physical disabilities (thosewhowere unable
to respond to the survey questions due to their physical disabilities) and
who agreed to participate in the study.

2.3. Measurements

2.3.1. WHOQOL-BREF
Quality of life was assessed using the short version of the WHOQOL-

BREF [27] which was designed to measure an individual’s perception of
their QoL. It has 26 items and produces a profile of four domain scores:
physical, psychological, environmental, and social relationships. High
scores in the total score and each domain indicate a higher QoL. This tool
has been validated among older adults in Sri Lanka. [28].

2.3.2. Mini Mental State Examination (MMSE)
The MMSE is a 30-item, brief global instrument used to assess cognitive

abilities in older adults [17]. The scores range from 0 to 30, and scores from
to 24–30 indicate no cognitive impairment, 18–23 mild cognitive impair-
ment, and 0–17 severe cognitive impairment. The tool has been validated
for older adults in Sri Lanka [29].

2.3.3. Activities of Daily Living (ADL)
The Barthel index was used. It consists of 10 items and is used to esti-

mate physical dependence [19]. The tool has been validated in Sri Lanka
[30]. Barthel scores of 0-20 indicate “total” dependency, 21-60 indicate
“severe” dependency, 61-90 indicate “moderate” dependency, and 91-99
indicates “slight” dependency.

2.3.4. Mini Nutritional Assessment (MNA)
TheMNA is a validated nutrition screening and assessment method that

has been validated and widely used in Sri Lanka [31–33]. It recognizes ge-
riatric patients aged 65 years and older who are malnourished or at risk of
malnutrition. Using this scale, anthropometric measurementswere taken to
calculate the BMI of older adults. The total score was 14, and the score
ranged from12 to 14 (normal nutritional condition), 8 to 11 (risk of malnu-
trition), and 0 to 7 (presence of malnutrition).

2.3.5. Multidimensional Scale of Perceived social Support (MSPSS)
The multidimensional scale of perceived social support (MSPSS) was

used to assess perceived social support. The scale measures social support
in three dimensions: family (FA), friends (FR), and significant others. The
total score ranges from 7 to 84, and the subscale scores range from 4 to
28. Mean scores ranging from 1 to 2.9 could be considered as low support,
a score from3 to 5 asmoderate, and from5.1 to 7 as high support. The scale
has 12 items and has been validated in Sri Lanka [34].

2.4. Data collection procedure

Data collection began after obtaining ethical clearance using an
interviewer-administered questionnaire. Four elderly homes were



Table 1
Socio-demographic characteristics of the sample subjects (n= 140).

Characteristic Non-institutionalized
Older adults (n=80)

Institutionalized
Older adults (n=80)

N % N %

Gender
Male 31 38.8 47 58.7
Female 49 61.2 33 41.3

Age
60-69 31 38.8 16 20.0
70-79 39 48.8 43 53.7
>80 10 12.4 21 26.3

Marital status
Married 49 61.3 9 11.3
Unmarried 10 12.4 42 52.4
Divorced 4 5.0
Widowed 21 26.3 25 31.3

Monthly income
No income 47 58.7 58 72.5
1000-5000 9 11.3 15 18.7
5000-10000 3 3.8 3 3.8
10000-30000 19 23.7 4 5.0
>30000 2 2.5

Educational level
Higher education 2 2.5 1 1.3
Up to A/L 23 28.7 9 11.3
Up to O/L 31 38.7 10 12.4
Grade 5 – 10 13 16.3 18 22.4
Grade 1 - 5 9 11.3 21 26.3
No school education 2 2.5 21 26.3

Early / current occupation
Trained employee 18 22.5 11 13.7
Semi trained employee 23 28.8 26 32.5
Unskilled employee /Jobless 39 48.7 43 53.8
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randomly selected out of 22, and at least 15 older adults from each elderly
home who met the inclusion criteria were conveniently selected for the
study. Attempts were made to survey an equal number of men and
women. Community-dwelling older adults were selected from four areas
in which the elderly homes were located. The list of households in the se-
lected areas was obtained from the Grama Niladari officer (village head-
man), and a household with an older adult was randomly selected.
Approximately 15 older adults living in the neighborhood of the selected
households who met the inclusion criteria were selected for the survey.
2.5. Ethical consideration

Ethical approval for the study was obtained from the Ethical Review
Committee of the Faculty of Allied Health Sciences, University of Ruhuna,
Galle, Sri Lanka. Permission for collecting data from elderly homes was ob-
tained from the Commissioner of the Social Services Department and from
the in-charge of each elderly home selected. The purpose of the survey was
explained to each of the selected subjects and their informed consent were
obtained before the interview. The data that were collected were treated
strictly confidential.
Table 2
Mean (± SD) scores of the MMSE, ADL, MSPSS, MNA and WHOQOL BREF domains.

Non-institutionalized

All Women M

MMSE score 25.6 (± 3.2) 25.1 (± 3.6) 2
ADL score 93.1 (± 10.3) 92.4 (± 9.2) 9
MSPSS score 5.5 (± 0.9) 5.5 (± 0.9) 5
MNA score WHOQOL-BREF 9.2 (± 2.9) 8.9 (± 2.6) 9
Physical health domain 67.5 (± 17.5) 67.9 (± 17.7) 6
Psychological health domain 71.8 (± 17.9) 71.6 (± 19.1) 7
Environmental health domain 71.9 (± 14.5) 72.6 (±15.1) 7
Social relationship domain 51.8 (± 20.3) 51.0 (± 17.3) 5
Total QoL 63.1 (± 21.9) 63.5 (± 23.9) 6
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2.6. Analysis

All the data collected were entered into a database, which was created
using the statistical package of social science (SPSS v. 25.0), and analyzed
using descriptive statistics including mean and SD. Independent sample t-
test, Spearman’s correlation coefficient and one-way analysis of variance
(ANOVA) were used in the analysis as appropriate. The significance level
was taken as 5%.

3. Results

A total of 140 older adults were surveyed. A slightly higher number of
men was surveyed (n=73, 52.1%). The mean age of the non-
institutionalized older adults was 72.1 years (SD = 7.5), and among insti-
tutionalized older adults, the corresponding figure was 74.9 years (SD =
8.1). The proportion of males in the institutionalized group was higher
than that of non-institutionalized group and nearly 70% of non-
institutionalized participants were studied at least up to secondary educa-
tion while the corresponding figure for institutionalized group was only
25%. Table 1 shows the socio-demographic characteristics of the sample
subjects.

As expected, institutionalized older adults were more likely to be older,
less educated, and poorer than non-institutionalized older adults. Further-
more, nearly half of the institutionalized older adults (48.6%) were unmar-
ried, and the corresponding figure for non-institutionalized older adults
was 9.8% (Table 1).

The mean score of the overall total QoL was high among non-
institutionalized older adults compared to that of institutionalized older
adults (63.1 vs 49.1%, p < 0.01) (Table 2. Further, the mean scores of the
physical, psychological, and social relationship components of QoL were
found to be higher among non-institutionalized older adults than among
those institutionalized (67.5% vs. 55.2%, p < 0.01, 71.8 vs 62.5%,
p < 0.01 and 51.8 vs 40.4%, p < 0.01). No gender difference in the mean
scores of total QoL was found in non-institutionalized older adults, but
the total QoL seems to be higher among institutionalizedwomen than insti-
tutionalizedmen (54.5%vs. 41.3%, p< 0.05). Among non-institutionalized
older adults no significant difference of the total mean QoL score was
observed between those of aged less than 70 years and others (64.9 verses
61.9, p > 0.05) or between those who reported no monthly income and
others (63.0 verses 65.0, p > 0.05). (Table 2). Also among institutionalized
older adults no significant difference of the total mean QoL score was
observed between those of aged less than 70 years and others (41.4 verses
50.9, p > 0.05) or between those who reported no monthly income and
others (50.6 verses 44.8, p > 0.05).

Multiple linear regression analysis was performed to examine how
MMSE, MNS, MSPSS, and ADL scores are related to the scores QoL of insti-
tutionalized and non-institutionalized older adults. Table 3 shows the coef-
ficients of the model and the results of the t-test, used to study the
significance of the regression coefficients (βi) in the non-institutionalized
group. The model predicts 17% of the variance in QoL of non-
institutionalized older adults and this is statistically significant at p ≤
0.05. The p-value was less than 0.05 for the variables nutritional status
Institutionalized

en All Women Men

6.3 (± 2.1) 20.9 (± 4.3) 20.4 (± 4.3) 21.7 (± 4.2)
4.2 (±11.8) 88.4 (± 13.9) 88.1 (± 13.6) 88.8 (±14.6)
.6 (± 1.0) 3.9 (± 1.1) 4.0 (± 1.0) 3.8 (± 1.1)
.5 (± 3.3) 7.5 (± 2.4) 7.6 (± 2.6) 7.2 (± 2.0)
6.7 (± 17.3) 55.2 (± 21.6) 56.7 (± 21.3) 53.0 (± 22.2)
2.2 (± 16.3) 62.5 (± 19.3) 66.9 (± 17.9) 56.2 (± 19.7)
0.8 (± 13.8) 74.3 (± 13.1) 75.2 (± 12.6) 72.9 (± 13.8)
3.2 (± 24.6) 40.4 (± 17.8) 42.0 (± 19.5) 38.1 (± 15.3)
2.5 (± 18.8) 49.1 (± 25.6) 54.5 (± 24.6) 41.3 (± 25.2)



Table 3
Results of the multiple regression coefficients for non-institutionalized older adults
(n= 80).

Dependent
variable

Independent
variable

B β t Sig 95% CI

QoL Score (Constant) –34.75 –0.977 0.332 –105.61 36.112
Age 5.54 0.169 1.405 0.164 –2.31 13.41
MMSE 0.043 0.006 0.054 0.957 –1.516 1.601
MSPSS 2.166 0.093 0.855 0.396 –2.818 7.051
MNS 2.002 0.265 2.406 0.019 0.344 3.660
ADL 0.613 0.287 2.475 0.016 0.119 1.106

R2 = 0.17
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(MNS) and activities of daily living (ADL) indicating that poor nutrition and
low level of activities of daily living tend to lower the QoL of the
participants.

In the institutionalized group, the model predicts 29.5% of the variance
in QoL of institutionalized older adults and this is statistically significant at
p ≤ 0.05. Lower levels of perceived social support (MSPSS) and lower
levels of activities of daily living (ADL) tend to lower the QoL of the institu-
tionalized older adults (Table 4).

4. Discussion

The overall QoL in non-institutionalized older deterioration adults in Sri
Lanka appears to be higher than those who were institutionalized, as has
been seen in many other LMIC Asian countries [35 –38]. In this target pop-
ulation, older adults in advanced ages, who do not have a stable income and
who are along or no relatives to take care of them were more likely to be
institutionalized. The results revealed that individuals who need external
support for their Activities of Daily Living (ADL) tend to have lower Quality
of Life (QoL) of both institutionalized and non-institutionalized older
adults. Among institutionalized older adults, perceived social support
(PSS) was found to be a major determinant of their QoL.

Older adults in advanced age who are poor and do not have social secu-
rity benefits or relatives to take care of themare highly likely to become res-
idents in elderly homes (institutionalized) in Sri Lanka [39,40]. However,
neither age nor the level of income were found to be significant determi-
nants of QoL of both institutionalized and non-institutionalized older adults
in this sample. These observations are not consistent with the results of sim-
ilar studies conducted in other higher and lower income countries. Age was
found to be negatively correlated with QoL [16,41,42]. However, Sonja
Canković and colleagues (2016) found that age is not associated with phys-
ical, psychological and environment QoL of older adults residing in a retire-
ment home in Serbia [43]. With regard to Socio-economic Status (SES),
studies have shown that economic hardship is negatively correlated with
QoL of older adults [13,44,45]. Nevertheless, a study done by Bielderman
and colleagues (2015) found that there was no direct effect of SES on the
quality of life of older adults [46]. They further demonstrated that SES
does influence a person’s QoL through a person’s social and psychological
functioning. A qualitative study conducted in Sri Lanka on older adults re-
vealed that being free from burdens and responsibilities of the family and
having a spiritual life were more important than income or independence
Table 4
Results of the multiple regression coefficients for institutionalized older adults
(n = 80).

Dependent
variable

Independent
variable

B β t Sig 95% CI

QoL Score (Constant) –45.13 –1.720 0.090 –97.43 7.165
Age 3.08 0.082 0.834 0.407 –4.282 10.450
MMSE –0.785 –0.132 –1.342 0.184 –1.952 0.381
MSPSS 4.877 0.203 2.010 0.048 0.043 9.771
MNS 1.344 0.127 1.239 0.219 –0.818 3.506
ADL 0.848 0.463 4.496 0.000 0.472 1.223

R2 = 0.295
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to have successful life in old age [17]. Cultural values and expectations of
older adults in Sri Lanka are mainly based on Buddhist religious values
and beliefs. Buddhism promotes simple life style, sustainable consumption
patterns and reduces materialism [47]. The inevitable nature of deteriora-
tion of physical and psychological health with aging is clearly explained
in Buddhist doctrines, and older adults know that diseases and disabilities
in old age are unavoidable consequences and are quite prepared to live
with those [17,39]. Thus, older adult in the country tend to be satisfied
with their living conditions and health, and live happily if they have basic
human needs, food, shelter and cloths. This understanding of the nature
of human beings could be the reason why age and economic status are of
less important for them to have a better quality life at the last stage of
their lives.

Everyday tasks (ADLs) are essential for maintaining an independent life
and are strongly associated with QoL. Results of the study revealed that the
majority of non-institutionalized older adults were ‘slightly’ depend on
others for their day to day activities, but institutionalized older adults
were ‘moderately’ depend on others for their activities of daily living. It
has been observed that in general, the overall prevalence of disability and
functional limitations increase with advancing age [48,49] and our results
are in linewith that assertion. It is also noted that both institutionalized and
non-institutionalized older adults in the sample have a higher Barthel index
mean score compared to that of older adults in other countries indicating
Sri Lankan older adults are relatively more physically active than older
adults in many other countries [50,51]. Being an agricultural country, a
vast majority of older adults in the country had been engaged in agricul-
tural work when they were young, and therefore they are a physically ac-
tive cohort. Probably due to this reason, a considerable proportion of
older adults maintain good functional health even at an advanced age. In
our study, ADL was found to be a determinant of QoL in both institutional-
ized and non-institutionalized older adults and it is consistentwith the stud-
ies conducted in both upper income and low- and middle-income countries
[52,53].

In many countries, poor psychological health in older adults is a major
determinant of QoL [54,55]. In our sample, however, cognitive function
did not significantly determined the QoL of either of the groups. A possible
explanation for this observation would be the religious practices and re-
lated spiritual well-being seen in Sri Lanka older adults. Religious practices
and beliefs tend to mitigate distress related to cognitive deficiencies [56].
Irrespective of where they live, older adults in the country tend to practice
religious observations to cope with the challenges of growing old. Further,
they believe that physical and psychological deteriorations are inevitable
life events in old age and therefore tend to worry less about such deficien-
cies [17]. Even with older adults who experience lower levels of cognitive
functions, religious activities provide relaxation, emotional well-being,
and extensive social support networks to overlook such deficiencies. This
in turn would possibly assist those with lower cognitive abilities to have a
considerable level of quality in their life.

Complete and balanced nutrition is essential to have a healthy old age.
In our non-institutionalized sample, poor nutritional status seem to
lower QoL of the participants, but no such association was found in the
institutionalized sample. This study further demonstrated that non-
institutionalized older adults were less likely to bemalnourished compared
to institutionalized older adults. A greater variety of nutritious food items is
available for non-institutionalized older adults to consume in their living
environment, and they can freely choose the form of their diet, either as a
liquid or as a solid, but this opportunitymay not be available for institution-
alized older adults; they have to consume what is provided by the elderly
homes which may lack nutritional balance and the form of the food that
they prefer to eat. Given that, on average, institutionalized older adults
are older than non-institutionalized older adults, chewing and swallowing
problems may be highly prevalent among institutionalized older adults
[53,57]. In addition, since saliva tends to decrease with age, swallowing
is harder for those in advanced ages. They may tend to accept feeding diffi-
culties and limited food choices as natural. De Oliveira and colleagues [58]
found a positive association between nutritional status and QoL of
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institutionalised older adults in Brazil. A study conducted in Sri Lanka re-
vealed that the prevalence of malnutrition among older persons who re-
sided in nursing homes was about 30% [59] and lack of leisure activities,
an important factor associated with QoL, have contributed to increase the
risk if under nutrition. However, in institutionalized older adults, the ma-
jority are in advanced age groups and feeding difficulties are common. So
they may tend to accept feeding difficulties and limited food choices as nat-
ural. Thus, nutritional status may not significantly affect the physical and
psychological components of QoL of institutionalized older adults. It has
been suggested that participants with better chewing ability tend to have
significantly better cognitive functioning, ADLs, and nutritional status
[57,60,61]. In contrast, non-institutionalized older adults have seen differ-
ent food consumption patterns and choices the people in the community
have, and therefore may tend to compare their own food choices with
that of others. Since older adults generally have low purchasing power,
they may feel worried about the limited food choices available for them
compared to that of others and this would probably make them to feel
that they are a marginalized group. This may adversely affect QoL of them.

Social support perceived by institutionalized older adults were lower
than that of non-institutionalized older adults. Social interactions and social
networks are important for older adults to have an active lifestyle and to im-
prove their physical and mental well-being. Social participation and social
networking are better in family setups than in elderly homes [15,19].
When family ties become weak, many older adults are vulnerable to loneli-
ness and frustration, which could lower their QoL [17,62,63]. Results of our
study support his assertion because nearly half of the institutionalized older
adults (48.6%) were unmarried, and the corresponding figure for
community-dwelling older adults was only 9.8%. Engaging in leisure phys-
ical activities with friends or family members could improve mental health
and happiness [15,19,20,64]. These could be the main reasons why poor
social support is a predictor of lower QoL in institutionalized older adults.
This finding is consistent with the studies conducted in other low- and
middle-income countries in Asia. A study conducted in India showed that
shattered dignity and lack of love and affection from family members con-
tribute to lower QoL among institutionalized older adults [37]. A study con-
ducted in China revealed that advanced age, chronic health conditions, and
loneliness as the main predictors of lower QoL in institutionalized older
adults [62]. Poor social support is indirectly related to functional disability
through proactive coping [65]. Coping is enhanced by receiving more and
more emotional and instrumental support and this, in turn, relates to better
physical functioning. In high income countries, high purchasing power of
older adults allows them to stay in their homes for most of their later life
and they are only institutionalized if they have chronic physical or psycho-
logical health conditions [60]. As an agricultural country for centuries, a
vast majority of older adults in Sri Lanka do not have a stable income and
are largely dependent on their children or relatives to survive in their
later life. These family-based supportive systems are in jeopardy due to ur-
banization, an increase in female labour participation, and due to changes
in the cultural value system in the country. These socio-cultural,
demographic and economic trends have contributed to lower health and
QoL of both institutionalized and non-institutionalized older adults in the
country [66].

5. Conclusions

The overall QoL of older adults living in community settings is higher
than that of institutionalized older adults in Sri Lanka. Physical dependence
seem to adversely affect the QoL of both institutionalized and non-
institutionalized older Sri Lankans. Cognitive disabilities did not contribute
to frail QoL in older adults in either group. Poor nutritional status appears
to lower the QoL of non-institutionalized older adults. Social support and
social interactions are constrained among institutionalized older adults,
and such limitations would probably adversely affect their QoL. Family
and close friends tend to exhibit a caring and compassionate attitude to-
wards older adults living with them, and past experiences of such life
5

interactions give them the feeling that they are loved, accepted, and under-
stood. This from of emotional support would help non-institutionalized
older adults to combat feelings of loneliness. This affectionate love is largely
missing for institutionalized older adults and it would probably make them
vulnerable to have lower QoL. In resource limited countries like Sri Lanka,
social support would be relatively a more important modifiable risk factor
that could influence health disparities and quality-adjusted life years of
older adults. The fact that a significant number of older adults are forced
to move into elderly homes in the near future, policies and strategies to
tackle issues of physical dependence, social support, and interactions in in-
stitutionalized older adults are needed to be considered by old age health
care policy makers. On the other hand, a large proportion of older adults
in Sri Lanka are expected to live in community settings with their relatives
in the coming decades. However, social networks and social interactions
will be shrunk in the future due to urbanization and westernization of the
society, and therefore a significant proportion of older adults in the country
will have prepared to o live alone in the future and that may adversely af-
fect their psychological well-being.

6. Recommendations

Since promotion of physical activity behavior from early stages of life is
an effective strategy to enhance physical functional abilities in old age, pri-
mary care physicians and grassroots level health care professionals should
motivate older adults in population health education activities to have
physically active life style. Further they should establish proper screening
programs to detect those who are at risk of developing functional disabil-
ities at an early stage of their senior life for effective interventions.

Given that chronically ill health conditions and associated physical dis-
abilities were highly prevalent in both institutionalized and non-
institutionalized older adults, geriatric screening facilities should be im-
proved and expanded in the country to identify vulnerable individuals
who are at risk of developing chronic diseases at an early stage to direct
them for treatments or lifestyle changes. Religious and spiritual health pro-
motion programs for older adults should be developed, and mechanisms
should be identified to link such programs to primary healthcare services.

Since the government of Sri Lanka faces a severe financial crisis at pres-
ent, extremely limited funds are available for geriatric health and social
care services. Thus, cost effective population strategies such as formation
of elderly societies and age-friendly cities to promote physically active life-
style with enhanced social support and social connectedness for them are
needed to be considered at national policy formulation forums.

Further studies are however warranted in this field as there are other
vital factors, such as alcohol consumption and family support, which may
contribute to nutritional status and QoL in older adults. A a strong dialogue
between applied gerontology and social network research is needed. This
would facilitate policy makers to plan programs that facilitate older adults
to take part in society as indicated by their needs, desires, and limits.
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