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ABSTRACT

Aim To evaluate an impact of eight dimensions of self-rated health 
measured by the SF-36 questionnaire on visits to family physici-
ans among people older than 65.

Methods This cross-sectional study was carried out in family me-
dicine outpatient departments of the Public Institution Primary 
Health Care Center of Canton Sarajevo, Bosnia and Herzegovina. 
The study included 200 respondents divided into two age grou-
ps:18-65 (n=100) and older than 65 (n=100). The SF-36 questi-
onnaire for self-assessment of health status and a questionnaire 
for the evaluation of socio-demographic characteristics of respon-
dents and health care utilization were used.

Results In the group of respondents aged 18-65 the dimension 
that was related to physical functioning  was assessed as best 
(79.1±25.6), while the dimension concerning the vitality  was 
assessed as the worst (56.1±19.9). In the group of respondents ol-
der than 65 the dimension related to social functioning  was asse-
ssed as best (65.4±24.9), and the dimensions related to general 
health  was assessed as worst (47.7±20.4). Family physicians were 
visited by significantly more respondents older than 65 than tho-
se from the age group 18-65 (94% vs.74%) (p= 0.000). Scores 
on the scales of general health (p=0.021) and social functioning 
(p=0.024) in respondents older than 65 had a significant impact on 
visits to family physicians. 

Conclusion Poor self-rated general health and better social func-
tioning are important predictors of visiting family physicians by 
elderly persons.
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INTRODUCTION

Older age groups are vulnerable due to departure 
from the labor market with greater dependence 
on pensions, breakdown of extended families, 
isolation due to the death of their contemporaries, 
especially of their spouses, and declining physi-
cal and mental capabilities (1). Changes in social 
and economic circumstances and  health at older 
age predict changes in quality of life (2-4).
The interest in the quality of life of elderly has 
become relevant with the demographic shift that 
has resulted in greying of the population (5). The 
increasing life expectancy due to improvement in 
social and living conditions, health promotion and 
education, better access to health care services and 
people’s activity contribute to this process (6).
The increasing life expectancy raises the question 
of whether longer life spans result in more years of 
life in good health, or whether it is associated with 
increased morbidity and more years spent in pro-
longed disability and dependency (7,8). The results 
of the conducted studies based on the application 
of modern techniques of subjective assessment of 
health through structured questionnaires (SF-36 
questionnaire) showed that people now live lon-
ger, healthier and more actively enjoy life (9-11).
It was also found that certain dimensions of self-
rated health can have a positive effect on the use of 
health care services, which ultimately leads to im-
proved health (12). For elderly people regular use of 
primary health care is of special significance (13). 
They need visits to family physicians to prevent di-
seases, control the therapeutic effect of used drugs 
and improve general health (14). Pappa and Niakas 
have found in the study conducted in Greece that 
self-perceived health status was the most important 
determinant for visiting family physicians (15). 
The aim of this study was to evaluate the impact 
of eight dimensions of self-rated health measured 
by the SF-36 questionnaire on visits to family 
physicians among people older than 65 in family 
medicine outpatient departments of the Public In-
stitution Primary Health Care Center of Canton 
Sarajevo, Bosnia and Herzegovina.

EXAMINEES AND METHODS

Study design

This cross-sectional study was carried out in 
family medicine outpatient departments of the 
Public Institution Primary Health Care Center 

of Canton Sarajevo, Bosnia and Herzegovina 
(B&H) in period March-August 2015. 
The study was approved by the Ethics Committee 
of the School of Medicine, University of Sara-
jevo. For this investigation a written consent of 
the General Director of the Primary Health Care 
Center of Sarajevo Canton was obtained. An in-
formed consent for participation in the study was 
taken from all respondents.
The respondents were patients who used health 
care services at the Primary Health Care Center 
during the study period. The study included 200 
respondents based on the principle of systematic 
random sampling. The respondents were divided 
into two groups according to their age: respon-
dents older than 65 (n=100) and those aged 18-
65 (n=100). The inclusion criteria encompassed 
persons older than 18, who had a medical record 
in the Primary Health Care Center of Sarajevo 
Canton. According to exclusion criteria persons 
under 18 years of age, persons who did not have 
medical records at the Primary Health Care Cen-
ter of the Sarajevo Canton and terminally ill per-
sons were not involved in the study.

Methods

The respondents were supposed to fill out a que-
stionnaire that included questions about their so-
cio-demographic characteristics and utilization of 
health care and the SF-36 questionnaire. Socio-
demographic characteristics were included: the 
highest level of accomplished formal education, 
self-assessed material status, age, gender,“live 
alone”. As an indicator of health care utilization 
visits to family physicians and visits to specia-
list on referral by family physicians in the last 
twelve months were observed. The respondents 
were asked to provide “yes” or “no” answers to 
the question whether he/she had visited a family 
physician/family physician associated with spe-
cialistin the last twelve months.
The SF-36 questionnaire was used to measure the 
self-rated health through eight dimensions of he-
alth (16,17). The SF-36 Health Survey is a self-re-
port questionnaire in which a generic outcome me-
asure is designed to examine a person’s perceived 
health status. The SF-36 Health Survey includes 
one multi-item scale measuring each of the eight 
health concepts: physical functioning (10 items), 
physical role limitations (four items), bodily pain 
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(two items), general health perceptions (five items), 
energy/vitality (four items), social functioning (two 
items), emotional role limitations (three items) and 
mental health (five items). The SF-36 Health Sur-
vey items and scales were constructed using the Li-
kert method of summated ratings. Answers to each 
question were scored (some items need to be reco-
ded). These scores were summed to produce raw 
scale scores for each health concept which were 
then transformed to a 0 – 100 scale (18).

Statistical methods

Testing of the difference between two groups of 
respondents, aged 18 to 65 and older than 65,was 
performed by χ2 and Student’s t tests for indepen-
dent samples. The impact of health dimensions of 
SF-36 questionnaire on the resulting visits to fam-
ily physicians and visits to a specialist upon referral 
by family physicians was determined by calculat-
ing the Odds Ratio (OR). Level of significance was 
set at p<0.05, and the confidence level was 95%.

RESULTS

The average age of the respondents in the total 
sample was 57.18±19.25 years; 41.40±13.79 ye-
ars (minimum 19, maximum 64) in the group of 
respondents aged 18 to 65 years, and 72.96±7.16 
years (minimum 66, maximum 90) in the group 
older than 65.
In both study age groups females were slightly 
more represented than males, 55%:45% in the 
group aged 18-65 years, and 53%:47% in the 
group older than 65, respectively.
In the group aged 18-65 years 34% had comple-
ted college/university, while in the group older 
than 65 19% of the respondents had a college/
university degree.In the group of the respondents 
older than 65 years there were more respondents 
who evaluated their financial status as worse than 
the average in the comparison to the group of 
respondents aged 18-65 years, 31.0% vs.12.0%. 
There were almost twice as many respondents 
who lived alone in the group of respondents older 
than 65 years, than in the 18-65 years group, 31% 
and 16%, respectively (Table 1).
Self-rated health as measured by the SF-36 que-
stionnaire among the examined groups was signi-
ficantly different according the six dimensions of 
health: physical functioning (p=0.000), physical 
problems (p=0.002), bodily pain (p=0.010), gene-

No (%) of respondents

Characteristic Group 18-65 
years (n=100)

Group 65+
years (n=100) p

Gender 0.777
Males 45 (45.0) 47 (47.0)
Females 55 (55.0) 53 (53.0)

Education level 0.001
Incomplete elementary school 3 (3.0) 8 (8.0)
Completed elementary school 45 (45.0) 34 (34.0)
High school diploma 18 (18.0) 39 (39.0)
Completed high school/college 34 (34.0) 19 (19.0)

Self-perceived financial status 0.005
Worse than average 12 (12.0) 31 (31.0)
Average 59 (59.0) 46 (46.0)
Better than average 29 (29.0) 23 (23.0)

Lives alone 0.012
Yes 16 (16.0) 31(31.0)
No 84 (84.0) 69 (69.0)

Table 1.Socio-demographic characteristics of respondents

Dimension of health Age group (years) Mean value (SD) p

Physical functioning
18-65 79.1  (25.6)
˃65 60.4 (24.6) p=0.000

Role limitations due 
to physical problems

18-65 69.8 (39.6)
˃65 51.0 (45.6) 0.002

Bodily pain
18-65 70.8 (25.8)
˃65 60.9 (28.2) 0.010

General health
18-65 63.5 (18.8)
˃65 47.7 (20.4) 0.000

Vitality
18-65 56.1 (19.9)
˃65 51.6 (17.4) 0.086

Social functioning
18-65 73.0 (21.2)
˃65 65.4 (24.9) 0.021

Role limitations due to 
emotional problems 

18-65 68.0 (41.0)
˃65 60.0 (45.7) 0.194

Mental health
18-65 69.1 (18.5)
˃65 61.2 (15.9) 0.001

Table 2. Comparison of self-rated health through eight 
dimensions of health measured by the SF-36 questionnaire 
according to age

SD, standard deviation

ral health (p=0.000), social functioning (p=0.021) 
and mental health (p=0.001).In the group older 
than 65 the average score on all scales was lower 
than the average score of the younger respondents 
from the 18-65 years group.Out of the eight di-
mensions of self-rated health in the 18-65 years 
group of respondents the dimension that is related 
to physical functioning  was assessed as the best 
(79.1±25.6), and the dimension concerning the 
vitality as the worst (56.1±19.9). In the group of 
respondents older than 65 the dimension that is re-
lated to social functioning was assessed as the best 
(65.4±24.9), and the dimensions related to general 
health as the worst (47.7±20.4) (Table 2).
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In the last twelve months family physicians were 
visited by significantly more respondents older 
than 65 years than respondents from the age gro-
up 18-65 (94 vs. 74) (p=0.000). In the last twelve 
months family physicians associated with speci-
alists visited significantly more respondents ol-
der than 65 than the respondents from the 18-65 
group (68 vs. 33) (p=0.000) (data are not shown).
In case of respondents older than 65 years, the 
scores on scales measured by the SF-36 questi-
onnaireof general health (p=0.021) and social 
functioning (p=0.024) had a significant impact 
on visits to family physicians. The dimension 
of health, which describes bodily pain was bor-
derline significant for visiting family physicians 
(p=0.068). On visits to family physicians asso-
ciated with visits to specialists  scores on a scale 
of physical problems, bodily pain, general health 
and vitality had a significant impact (Table 3).

DISCUSSION

This study explored self-rated health of older 
people through eight dimensions of health (SF-
36).The obtained results indicate that with the 
increasing age, the respondents evaluated health 
significantly worse in six dimensions of health 
(physical functioning, physical problems, bodily 
pain, general health, social functioning and men-
tal health), while the two dimensions of health 
vitality and emotional problems did not worsen 
significantly with age.
In this study, respondents older than 65 evalua-
ted the dimension of health that relates to general 
healt has worst. Aging is accompanied by physi-
ological disorders in terms of lower mobility and 
disability on one hand, and by suffering from va-
rious chronic diseases on the other hand (19) the-

re for self-rated general health is expected to be 
worse. Emotional functioning changes little with 
age (20). Findings might reflect that older adults 
are better able to control exposure or reaction to 
difficult emotions and are able put one’s own life 
in a context, so that one reaches a state of self-
acceptance (21).
Chronic pain was more common among older than 
in younger people in this study, which is in line 
with the results of other researchers who suggest 
that nearly one third of older people suffer from 
chronic pain (22). The consequences of this pain 
include impaired activities of daily living and im-
paired ambulation and depression (23). Pain may 
also be related to complications associated with 
deconditioning, gait abnormalities, accidents, 
polypharmacy, and cognitive decline (24).
Ageing brings several physical as well as mental 
problems (25). As people are getting older they 
find it increasingly difficult to concentrate, they 
are not happy with themselves as once when they 
were younger, and because of numerous pro-
blems their negative mood tends to increase (26). 
The result is visible in the field of mental health.
Older people are less satisfied with the domain 
of social functioning (1). For them, the absolute 
value of satisfaction with social relations is redu-
ced for several reasons, e. g. a circle of friends at 
that age is reduced and some close persons are 
probably no longer alive (27). Old people tend 
to have less of a chance to participate, especially 
after retirement (28), but the results of the stu-
dy conducted by Gilmour in Canada among 16 
369 respondents at age of 65 and older indicate 
the existence of desire of older people for greater 
participation in social activities (29).
It is known that self-rated health affects the use 

Dimension of health
Family physicians Family physicians+ specialist

Mean value p OR (95% CI) Mean value p OR (95% CI)
Physical functioning 60.4 0.621 1.005(0.986-1.024) 60.4 0.688 0.997(0.982-1.012)
Role limitations due to physical problems 51.0 0.150 0.988(0.971-1.005) 51.0 0.027 0.988(0.978-0.999)
Bodily Pain 60.9 0.068 0.977(0.953-1.002) 60.9 0.011 0.977(0.959-0.995)
General health 47.7 0.021 0.960(0.927-0.994) 47.7 0.002 0.989(0.934-0.985)
Vitality 51.6 0.410 0.982 (0.912-1.074) 51.6 0.050 1.033(1.000-1.07)
Social functioning 65.4 0.024 1.041(1.005-1.079) 65.4 0.406 1.010(0.986-1.035)
Role limitations due to emotional problems 60.0 0.102 1.010(0.998-1.023) 60.0 0.194 1.006(0.997-1.015)
Mental health 61.2 0.739 0.993(0.950-1.037) 61.2 0.777 1.005(0.973-1.038)

Table 3. Impact of eight dimensions of health measured by the SF-36 questionnaire on visits to family physicians and family 
physicians associated with specialist in the last twelve months for respondents over 65 years of age

OR, Odds Ratio; CI, confidence interval
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of health care and that certain dimensions of se-
lf-rated health differently affect visits to doctors 
at primary and secondary levels of health care 
(30,31). In the present study scores on scales of 
general health and social functioning had signi-
ficant influence on visits to the family physici-
ans. It was found that the perception of poor ge-
neral health significantly affected the increased 
number of visits to family physicians. This is in 
accordance with the study conducted by Chou at 
al among the elderly in Hong Kong (32). Hansen 
et al. showed self-related health as a function of 
disability associated with higher use of primary 
care services but not inpatient admissions (33).
The results of this study show that people who 
are poorly socially functioning visited family 
physicians less, which is in line with the conduc-
ted studies which state that poorer social functio-
ning is recognized as a barrier to health care uti-
lization and solving health problems. Increasing 
social support and mobility facilitates access to 
family physicians (34-37).
People who live alone are in a particularly diffi-
cult situation. Despite having poorer self-reported 
health, those living alone attend outpatient and 
general practice less often (38). Zhou et al found 
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Utjecaj samoprocjenjenog osjećaja zdravlja starijih osoba na 
posjete ljekaru porodične medicine
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SAŽETAK

Cilj Evaluirati utjecaj osam dimenzija samoprocjene zdravlja, mjerenih upitnikom SF-36, na posjete 
ljekaru porodične medicine kod osoba starijih od 65 godina.

Metode Rad predstavlja studiju presjeka provedenu u ambulantama porodične medicine Javne ustanove 
Dom zdravlja kantona Sarajevo (Bosna i Hercegovina). U istraživanje je bilo uključeno 200 ispitanika 
koji su bili podijeljeni u dvije dobne grupe:od 18 do 65 godina (n=100) i stariji od 65 godina (n=100). 
Korišten je upitnik SF-36 za samoprocjenu zdravstvenog stanja i upitnik za evaluaciju sociodemograf-
skih obilježja ispitanika i korištenja zdravstvene zaštite.

Rezultati U grupi ispitanika u dobi od 18 do 65 godina najbolje je bila ocijenjena dimenzija koja 
se odnosila na fizičko funkcioniranje (79.1±25.6), a najlošije dimenzija koja se odnosila na vitalnost 
(56.1±19.9). U grupi ispitanika starijih od 65 godina najbolje je bila ocijenjena dimenzija koja se od-
nosila na socijalno funkcioniranje (65.4±24.9), a najlošije dimenzija koja se odnosila na opće zdravlje 
(47.7±20.4). Ljekara porodične medicine posjetilo je znatno više ispitanika starijih od 65 godina nego 
ispitanika mlađe dobne grupe (94% vs. 74%) (p=0.000). Skorovi na skalama općeg zdravlja (p=0,021) 
i socijalnog funkcioniranja (p=0.024) kod ispitanika starijih od 65 godina imali su signifikantan utjecaj 
na posjete ljekaru porodične medicine.

Zaključak Loša percepcija općeg zdravlja i bolje socijalno funkcioniranje su značajni prediktori posje-
te ljekaru porodične medicine kod starijih osoba.

Ključne riječi:star, primarna zdravstvena zaštita, kvalitet života


