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ASSESSMENT OF QUALITY OF LIFE IN 
NORMAL INDIVIDUALS USING THE SF-
36 QUESTIONNAIRE
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ABSTRACT
Context: Quality of life of individuals varies in different cities, countries and continents. It is influenced by lifestyle, infrastructure, 
emotional and social wellbeing. The Quality of Life (QOL) values of the Western population are available but it cannot be used in 
Indian setup due to various factors and diversities. It is of utmost importance to know about the quality of life in normal individu-
als so as to try to aspire to reach those values in the diseased population. Thus, we can try to improve the quality of life in the 
diseased population.
Aim: To assess the quality of life in normal individuals using the SF-36 Questionnaire
Settings and Design: Permission to carry out the study was taken from the college ethical committee. The study included a con-
sent, assessment form and the SF-36 quality of life questionnaire. Permission for the usage of the questionnaire was procured 
from OptumInsight Life Sciences, Inc. 400 normal individuals of age group between 35 to 60 years, both males and females not 
suffering from any disease and educated middle class individuals above 8th grade were included. The exclusion criteria involved 
psychiatric complications, cerebrovascular disease, cardiovascular diseases, diabetes, neuropathy, chronic joint pain, recent 
trauma, pregnant females and respiratory diseases.
Methods and Material: A study was conducted using a convenient sampling method and included 400 individuals. The SF-36 
questionnaire was used.
Statistical Analysis: Data analysis was done using the SPSS version 14.
Results: The physical component of QOL of individuals between 35-44 years is good in comparison to the other groups. The 
mental component of QOL is higher in individuals between 35-44 years than in group 54-60 years while group 45-54 years 
showed poor results. The QOL of males is much better than females both physically and mentally. Education has no effect on 
the QOL of normal individuals.
Conclusion: The quality of life of middle class Indian population as per SF-36 scoring is around 75 on 100. Mental Component 
Summary scores are better than Physical Component Summary scores. Quality of Life of males is better compared to females. 
As aging progresses, QOL reduces. Education has no effect on QOL.
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INTRODUCTION

The quality of life is concerned with the living standard of all 
the members of the family or society. This is the age of com-
petition and everyone is busy with their personal and profes-
sional life. More attention is being given to the development 
of the quality of life. There has been an increased importance 
given to the patient’s point of view and is an important aspect 
in the evaluation of health care outcomes.[1] This has resulted 

in the use of several questionnaire to assess the health related 
quality of life. [1]

WHO defines health as “a state of complete physical, mental 
and social wellbeing and not merely the absence of any dis-
ease or infirmity”. Any compromise in the physical, mental 
and social dimensions of health adversely affects the quality 
of life of an individual.
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To measure the quality of life different questionnaires can 
be used. The questionnaire has to be such that it can rightly 
judge the quality of life of individuals. Until recently, there 
were not many pragmatic measures of health related quality 
of life developed for use in the general community.[2]

The SF-36 instrument is sensitive to changes in the age, so-
cial and financial condition and health of the general popula-
tion.[1]Measuring quality of life is one of several components 
for determining intervention effectiveness in primary care 
settings. The effectiveness of health care is comprehensively 
determined by measures of clinical changes in patient’s con-
dition, indicators of knowledge and self-management, satis-
faction with healthcare provision and quality of life.

Quality of life of individuals varies in different cities, coun-
tries and continents. It is influenced by lifestyle, infrastruc-
ture, emotional and social wellbeing. The values of the West-
ern population are available but it cannot be used in Indian 
setup due to various factors and diversities.

It is of utmost importance to know about the quality of life in 
normal individuals so as to try to aspire to reach those values 
in the diseased population. Thus, we can try to improve the 
quality of life in the diseased population.  We have chosen 
SF-36 questionnaire for our study as a comparison of a se-
ries of different health status questionnaires indicated that 
the SF-36 is also more reactive to clinical improvement than 
the other questionnaires tested.

MATERIALS AND METHODS

Permission to carry out the study was taken from the college 
ethical committee. The study included a consent, assessment 
form and the SF-36 quality of life questionnaire. Permis-
sion for the usage of the questionnaire was procured from 
OptumInsight Life Sciences, Inc. 400 normal individuals 
were included from co-operative housing societies, hostels, 
colleges. The inclusion criteria comprised of age group be-
tween 35 to 60 years, both males and females who were nor-
mal and educated middle class individuals above 8th grade. 
The exclusion criteria involved psychiatric complications, 
cerebrovascular disease, cardiovascular diseases, diabetes, 
neuropathy, chronic joint pain, recent trauma, pregnant fe-
males and respiratory diseases. Individuals were explained 
and informed about the study. 396 individuals filled the 
questionnaire while 4 individuals did not complete due to 
lack of time. Only after their written consent they were in-
cluded in the study. The data taken in the assessment form in-
cluded name, age, gender, occupation, weight, height, BMI, 
educational qualification, marital status, economic status and 
whether the individuals were suffering from any disease or 
were on any medications. 

Statistical Methods: With the help of the scoring software 

granted by OptumInsight Life Sciences, Inc. the scores were 
calculated. Data analysis was done with the help of SPSS 
version 14. Anova was used to find the significance. Level 
of significance was set at 0.05.

Results: The physical quality of life of individuals between 
35-44 years is good in comparison to the other groups. The 
mental quality of life is higher in individuals between 35-
44 years than in group 54-60 years while group 45-54 years 
showed poor results. The quality of life of males is much bet-
ter than females both physically and mentally. Education has 
no effect on the quality of life of normal individuals.

DISCUSSION

We have done the study to find out the quality of life in nor-
mal population using the SF-36 questionnaire. There are 
various factors that affect the quality of life in normal indi-
viduals. The highest score in the SF 36 questionnaire is 100 
and the lowest is 0 indicating poor quality of life.

The mean calculated for Physical functioning(PF) is 75.29 
and SD is ±22.81. With the advancement in the technology, 
many individuals live a sedentary life. They avoid participat-
ing in any sports and with the availabilities of elevators, they 
do not climb the stairs. With aging, there is a loss of muscle 
strength which in turn results in frailty and it affects the per-
son from living an independent life.[3] The hormonal system 
also shows decreasing circulating hormone concentrations 
during normal aging process.[4] Physical activity influences 
the bone density and bone architecture via the load bearing 
effect on the skeleton( Lanyon 1987, 1993). Thus, regu-
lar exercise can help elderly population to be functionally 
self-reliant( Buchner 1997, LaCroix et al 1993, Nelson et al 
1994).  The mean of Physical functioning(PF) is 84.2 and 
SD is ±23.3 in the United States of America population. The 
scores are higher in comparison to those got by our study. 
In western countries, from childhood people are involved in 
many extra-curricular activities like skating, playing golf, 
skiing etc and are more physically active.  

The mean calculated for role of Physical health (RP) is 78.59 
and SD ±31.84 which indicates it as a good score. The mean 
of   Physical health (RP) in United States of America popu-
lation is 80.9 and SD ±34. There is hardly any difference 
between the two scores.   

The mean calculated for bodily pain(BP) is 73.80 and SD 
±21.28 The factors that affects the BP score may be pain due 
to overuse, poor posture, muscle strain, repetitive stress in-
jury, injury to muscles, ligaments and also the intervertebral 
discs that supports the spine. As age progresses degenerative 
changes in the joints also leads to pain. The mean of bodily 
pain(BP)  in United States of America population is 75.2 and 
SD is ±23.7 which is less than the Indian population. 
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General health (GH) reflects the individual’s perception of 
his/her health and his/her attitude towards life. The mean 
calculated for GH is 73.30 and SD is ±17.77 Health has 
fundamentals without which no drugs, surgeries will be ef-
fective. The fundamentals factors affecting health are good 
nutrition, exercise, adequate hydration, proper sleep, proper 
hygiene, sunlight, emotional and spiritual aspects.[5] Nega-
tive health consequences associated with retirement have not 
been demonstrated. Infact some benefits are seen primarily 
in the psychological domain and in health domain (Gall et 
al., 1997; Midanik et al., 1995; Osteberg and Samuelsson 
1994; Salokangas and Jowkamaa, 1991). The mean of GH in 
United States of America population is 71.9 and SD is ±20.3 
which is almost similar to the Indian population.

Vitality (VT) includes lively feeling, energy, tiredness etc. 
The mean calculated for Vitality (VT) is 70.53 and SD is 
±17.06. Individuals feel more tired and worn out and have 
difficulty with work of other daily activities due to their 
physical health and emotional problems. The mean of Vital-
ity (VT) in United States of America population is 60.9 and 
SD is ±20.9. There is quite a lot of difference in the scores in 
comparison to the Indian population. This shows that Indian 
population is more energetic.

Social functioning (SF) interferes with an individual’s social 
activities like visiting friends, relatives etc. The mean calcu-
lated for SF is 75.07 and SD is ±22.28. Factors affecting this 
score are alcoholism and lack of close ties or bondage with 
others[5] Alcoholism reduces the health related quality of life 
in normal individuals [7]The mean of Social functioning (SF)   
in United States of America population is 83.3 and SD is 
±22.7. In foreign countries people live a more extrovert type 
of life and they are involved in more physical activity. Be-
ing out of home on weekend’s leads to social interaction and 
bonding.

Role of emotional wellbeing (RE) includes problems faced 
by an individual with work or any other regular daily activi-
ties as a result of any emotional problems (such as feeling 
depressed or anxious). The mean calculated for RE is 78.28 
and SD is ±31.38 The mean of Role of emotional wellbeing 
(RE) in United States of America population is 81.3 and SD 
is ±33 which is similar to the Indian population. A person’s 
emotional and social wellbeing can form from their friends, 
family, sense of belonging, self- image, education and child-
hood. These factors can shape how a person feels about self 
and how their friends and family see them. Peoples love and 
support can boost an individual’s self- confidence and help 
the individual become happier. If someone is lacking in these 
areas, this will lower their wellbeing and they will find it 
hard to have the potential to grow and have a good wellbe-
ing.

Mental health (MH) includes nervousness, feeling of blue 
or sad, happy, peaceful etc. The mean calculated for Mental 

health (MH) is 78.11 and SD is ±17.34 This score seems to 
be good. As on the large scale people are highly educated 
thus are able to cope up with the daily stress and probably 
have a good mental health. The mean of Mental health (MH)   
in United States of America population is 74.7 and SD is 
±18.1 which is less in comparison to the Indian population. 
Indian people are more mentally stable and happy. They have 
less mental issues in comparison to the western population. 

Physical wellbeing depends upon age, mobility, sleep, diet, 
exercise routine and environment. These are the physical 
needs to keep the body healthy and happy with no limita-
tions. These physical factors will help maintain an individu-
al’s physical needs and wellbeing.

The Physical Component Summary(PCS) calculated 
mean is 47.87 and SD is ± 8.17 and Mental Component 
Summary(MCS) calculated mean is 51.63 and SD is ±8.55. 
While the United States of America population values for 
Physical Component Summary(PCS) mean is 50 and SD is 
±10 and the Mental Component Summary(MCS)  mean is 50 
and SD is ±10. Studies published in the past decade demon-
strate the health benefits of prayers. Studies show that mor-
tality and quality of life among those frequently attending 
community services are partly because of improved health 
practices and partly because of increased social contacts due 
to meeting every day. [6-9]

The quality of life in males is higher in comparison to fe-
males. At workplace men hold higher posts and females are 
more likely to experience job insecurity, lack of autonomy 
and less supervisor support, including in relation to work-life 
balance [10].Women are highly prone to depression than men.  
The depression in women is high, because of environmental 
factors. The environmental factors include the gender bias 
and identity roles.[11] Various hormonal reduction like estro-
gen also causes harmful effects in women such reduction in 
the bone density, cardiovascular diseases etc. Non-commu-
nicable diseases like cardiovascular diseases, cancers and 
chronic respiratory diseases strike women at an earlier age in 
less developed countries. [12]

According to our study, as aging progresses there is a reduc-
tion in the quality of life. Age group of 35-44 years has a 
better quality of life in comparison to the age group of 45-54 
years and 55-60 years. Physically unhealthy days increased 
with age. Mentally unhealthy days decreased with age in the 
older groups. Limitation of activity refers to a long-term re-
duction in a person’s ability to do his or her usual activities. 
The limitations are caused by physical, mental or emotional 
problems.

There is no statistical significance between the mean values 
and any of the parameters of the quality of life with respect 
to education. According to our study, education has no role 
or effect in the quality of life of an individual.
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CONCLUSION

The quality of life of middle class Indian population as per 
SF-36 scoring is around 75 on 100. Mental Component Sum-
mary scores are better than Physical Component Summary 
scores. Quality of Life of males is better compared to fe-
males. As aging progresses, quality of life  reduces. Educa-
tion has no effect on quality of life.
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Table 1: Mean and SD of SF-36 questionnaire param-
eters, n=400

Parameters Mean SD

AGE 42.31 yrs 6.244

WEIGHT 65.55 kgs 12.26

HEIGHT 162.01 cms 10.95

BMI 24.86 4.32

PF 75.29 22.81

RP 78.59 31.84

BP 73.80 21.28

GH 73.30 17.77

VT 70.53 17.06

SF 75.07 22.28

RE 78.28 31.38

MH 78.11 17.34

PCS 47.87 8.17

MCS 51.63 8.55

Table 2: Gender based analysis of different param-
eters of the SF-36 questionnaire

Parameters Mean SD Mean SD

Male Female

PF 76.24 24.12 73.89 21.50

RP 78.54 31.34 78.19 32.37

BP 76.42 18.45 70.85 23.34

GH 74.54 17.79 71.61 17.68

VT 71.69 17.68 68.93 16.39

SF 75.20 22.65 74.43 21.98

RE 79.84 30.39 76.36 32.24

MH 78.33 17.69 77.32 17.04

PCS 48.33 8.08 47.05 8.22

MCS 51.77 8.61 51.08 8.51
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Table 3: Significance of different parameters of SF-36 questionnaire in relation to education
ANOVA

SUM OF SQUARES df MEAN 
SQUARE

F Sig.

PF Between groups 923.874 3 307.958 0.590 0.622
Within groups 204617.729 392 521.984
Total 205541.604 395

GH Between groups 644.584 3 214.861 0.678 0.566
Within groups 124201.444 392 316.840
Total 124846.028 395

MH Between groups 1026.424 3 342.141 1.138 0.333
Within groups 117836.998 392 300.605
Total 118863.422 395

PCS Between groups 179.852 3 59.951 0.897 0.443
Within groups 26201.404 392 66.840
Total 26381.256 395

MCS Between groups 236.886 3 78.962 1.079 0.358
Within groups 28689.160 392 73.187
Total 28926.047 395

There is no statistical significance between the mean values from generated data with respect to education. p<0.05

Figure 1: The mean scores of the parameters of SF-36 in dif-
ferent age groups

Figure 2: The mean scores of parameters of SF-36 in different 
age groups

Figure 3 &4: PCS and MCS scores in different age groups


