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Abstract

The objective of this study was to assess the quality
of life in the Brazilian adult population, based on
the U.S. standard population. It involved a cross-
sectional population-based study with probabi-
listic sampling of 2,420 individuals (725 men and
1695 women) aged 40 or more in different geo-
graphic regions of Brazil. A socio-demographic
questionnaire and the SF-8 (Short Form-8) were
administered in interview form. Descriptive sta-
tistics, analysis of variance, the Mann-Whitney
test and Tukey’s test were used in the analysis. Fe-
males, populations in the northeastern region, the
population of the regions of Brasilia (Distrito Fe-
deral), Campo Grande (Mato Grosso do Sul State)
and Goiania (Goids State), Brazil, demonstrated
worse quality of life. Age, education and income
had influence over quality of life domains. This
study presents quality of life estimates for the Bra-
zilian adult population, based on the SF-8 ques-
tionnaire. The mean values on the subscales and
components of the SF-8 appeared to be influenced
by gender, geographic region, family income, age
and schooling.
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Introduction

In recent decades, research into quality of life has
become an emerging phenomenon in the medi-
cal literature. A large part of the current interest
in this field of investigation may be attributed to
concerns regarding environmental degradation
and human wellbeing as well as the increasing
impact of chronic disease on the health of popu-
lations 1,234, The quest for a greater understand-
ing of the processes involved in quality of life is
aimed at broadening the perspectives of social
equality as well as ecological and cultural diver-
sity to allow a reassessment of the urban lifestyle
and quality of consumption, work, distribution
of wealth and access to goods and services 5.

In this context, Health-Related Quality of Life
(HRQL) has been proposed as those aspects of
self-perceived well-being that are related to or af-
fected by the presence of disease or treatment 4.
An array of scores representing individual dimen-
sions or domains of HRQL can be provided by
health profiles (or health status questionnaires).
The rationale is that since such questionnaires
focus on those aspects of existence that are af-
fected by ill health, they may give some indica-
tion of the impact of illness on quality of life 6.7.
The Short Form-36 (SF-36) is a well known ex-
ample of such health profiles. In contrast to con-
dition specific measures, which may be criticized
for their narrowness, health profiles attempt
to capture aspects of health that are important
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to all patients. They are useful for health status
comparison both among patients with the same
condition and between patients with different
conditions. Such measures can also be admin-
istered to the general population to see how a
particular condition causes health to depart from
a “health standard” 8. A large number of quality
of life assessment tools have been produced and
validated in different countries 4.

Among these questionnaires for measur-
ing quality of life, the Short Form-8 (SF-8) is an
advancement toward achieving the ideal com-
bination of scope and brevity 9. The aim of the
development of this instrument was to offer an
assessment tool that could be administered in
one to two minutes and accurately reproduce
the physical and mental results of the eight sub-
scales in the widely used SF-36 10. The ease and
quickness of administration are the most attrac-
tive aspects of this new tool, which can be either
self-administered or administered in interview
form. The results are comparable to those of the
SF-36 when administered to large samples, with
differences in terms of precision, as the SF-8
is capable of distinguishing a lower number of
health levels 9.

The SF-36 has been translated and validated
for use on the Brazilian population and is increas-
ingly used in clinical studies 11,12,13,14, As the SF-8
was drafted in a similar manner to the SF-36, the
results of the two assessment tools can be com-
pared and interpreted using the same interpreta-
tion guidelines 9,10.

The lack of population-based studies in Bra-
zil hinders the comparison of investigations car-
ried out in the country with estimates on quality
of life parameters for the population. Moreover,
there are no data on the geographic and socio-
economic distribution of quality of life among
the Brazilian adult population, using the SF-8 or
the SF-36 instrument.

Objectives
The aim of the present study was to assess the
quality of life of the Brazilian adult population

(aged 40 years or more), using the generic SF-8
quality of life questionnaire.

Methods

Population and sampling

According to the last official census, Brazil has
5,507 municipalities, covering 8,514,215.3km?2
over 27 Federative Units. By the time the present
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study was carried out, the Brazilian population
totaled approximately 169,799,170 inhabitants,
most of which have a mixed ethnic background.
Officially, the population is made up of whites
(563.95%), mulattos (38.92%), blacks (6.2%),
Asians (6.19%), indigenous peoples (0.43%) and
undeclared peoples (0.66%). The majority of the
population (81.2%) lives in urban areas.

For the present study, the sample size was
calculated by probabilistic sampling to represent
the urban and rural populations as reported in
the 2000 Brazilian National Census (Brazilian In-
stitute of Geography and Statistics — http://www.
ibge.gov.br) and the 2003 National Household
Sample Survey (PNAD 2003).

The sample was selected in three phases, with
control of gender, age and occupation; homes
were randomly selected. Interviews were per-
formed on weekdays and weekends both day and
night in order to maximize the possibility of en-
countering the target population at home. Sam-
ple distribution according to social class, educa-
tion, marital status, ethnic group and geographic
region reflected official data for the Brazilian
population. The data were further weighted to
respect the distribution and proportionality of
the overall Brazilian population. The sampling
error was estimated as 2.2% for a 95% confidence
interval (95%CI).

From March to April 2006, a total of 2,420 in-
dividuals (725 men and 1695 women) aged 40 or
above, representative of all socioeconomic class-
es in 150 cities (less than 20,000 inhabitants; be-
tween 20 and 100,000 inhabitants; and more than
100,000 inhabitants) of the five regions of Brazil,
were assessed in a cross-sectional population-
based survey. The participants pertained to dif-
ferent socioeconomic classes, had different de-
grees of schooling and held different occupations.
Individuals with cognitive impairment that could
compromise the consistency of the responses on
the questionnaire (those with neurological dis-
eases or dementia) were excluded from the study.
If a household with more than two individuals
over 40 years of age were selected, which is not
uncommon in Brazil, many more individuals
with very similar characteristics (diet, genetics,
etc.) would be included. In order to avoid selec-
tion bias, if this happened, these households
were automatically randomized again.

Measurement

Face-to-face interviews were performed by a
team of trained professionals at the homes of the
interviewees. Socio-demographic data (age, gen-
der, schooling, household income and geograph-
icregion) were gathered by means of a structured



questionnaire. Household income was calculated
in the Brazilian currency (Real).

The SF-8 has three different versions: a stan-
dard version with a one-month response time
(used in the present study), a version with a one-
week response time and a version with a 24-hour
response time. The questionnaire is structured
with eight items, none of which is identical to
those on the SF-36, but there are many similari-
ties. It is divided into eight subscales (physical
functioning, role physical, bodily pain, general
health, vitality, social functioning, role emotional
and mental health) and two summary compo-
nents (physical and mental) through which the
results are expressed.

The scores on the subscales and summary
components are presented in the form of varia-
tions in relation to the population of the United
States of America (mean score = 50, standard
deviation — SD = 10), where the instrument was
validated. Thus, scores below 50 points corre-
spond to deviations from normality and indicate
a poorer quality of life, whereas scores above 50
points represent a better quality of life than that
of the average adult American population.

As the present study is part of the Brazilian
Osteoporosis Study (BRAZOS) 15, the aim of which
is to determine the prevalence of risk factors for
osteoporotic fractures in the Brazilian popula-
tion, a greater number of women were included
due to the fact that women are more frequently
affected by osteoporosis. So, this is a possible
analysis, considering the characteristics of the
sampled population.

The mean administration time of the entire
BRAZOS questionnaire was 60 minutes for each
individual. Approximately 25% of the question-
naires were verified in loco or through telephone
contact. All questionnaires were reviewed by an
independent supervisor and were submitted to
continual critiquing. Inconsistently filled out
questionnaires were sent back for corrections. All
participants signed terms of informed consent,
which received approval from the Ethics Com-
mittee of the Universidade Federal de Sao Paulo.

Statistical analysis

The data are expressed as mean and SD, with
95%CI. The distribution of variables was as-
sessed using Kolmogorov-Smirnov’s test. Analy-
sis of variance (ANOVA), the Mann-Whitney test
and Tukey’s test were used for the comparisons
of means on the subscales and components of
the SF-8 according to gender, age group, school-
ing, geographic area and household income. The
SPSS for Windows, version 12 (SPSS Inc., Chica-
go, USA) and Statistical Analysis System for Win-
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dows, version 8.02 (SAS Inst., Cary, USA), pro-
grams were used, with the level of significance
setat 5% (p <0.05).

Results

The mean value on the SF-8 for the Brazilian
population was generally lower than that of the
American population (Table 1). The role social,
the bodily pain and the mental health subscales
achieved scores above 50 points, in men. Women
exhibited poorer quality of life on all subscales
than men, with the exception of Vitality (Table
1). Women also scored lower on the physical and
mental summary components (p <0.001 — Mann-
Whitney test).

For most of the subscales and components,
the different geographic regions of Brazil exhib-
ited poorer quality of life than the mean of the
American population. Only some of the regions
exhibited a better quality of life than the mean
score of the American population: Central West-
Interior, Northeast-Metropolitan and South-
Interior (Table 2), however, these estimates may
not be true since the confidence interval includes
values below 50.00. With regard to the physical
summary component, Northeast-Interior had
the worst quality of life scores (p < 0.05, with
the exception of the Northeast-Metropolitan —
Tukey’s test). For the mental summary compo-
nent, Brasilia (Distrito Federal)/Campo Grande
(Mato Grosso do Sul State)/Goiania (Goids State)
had the worst quality of life scores (p < 0.05 for all
regions — Tukey’s test).

Table 3 shows a progressive reduction in
quality of life with the advance in age on the dif-
ferent subscales of the SF-8 (p < 0.01). ANOVA
revealed no significant differences between age
groups on the mental health subscale (p = 0.424).
Table 4 shows an increase in quality of life with a
greater number of years of schooling on most of
the subscales (p < 0.01). Mental health was the
only subscale that was not significantly influ-
enced by schooling (p = 0.388 - ANOVA). Table
5 shows that household income had a significant
influence over quality of life on all subscales (p <
0.05). Individuals with lower incomes achieved
worse quality of life scores on the physical sum-
mary component (ANOVA).

Discussion

The use of quality of life measures for the de-
scription of the health of a population makes it
possible to identify the most compromised di-
mensions of wellbeing and to establish priority
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Table 1

Mean values on subscales and summary components of the Short Form-8 according to gender. Brazil, 2007.

n Mean SD 95%Cl

General health

Male 725 45.36 8.14 44.77-45.96

Female 1,695 42.82 7.76 42.45-43.19
Physical functioning

Male 725 49.24 8.29 48.64-49.85

Female 1,695 46.58 9.15 46.15-47.02
Role physical

Male 725 49.09 8.40 48.48-49.71

Female 1,695 45.96 9.70 45.50-46.42
Bodily pain

Male 725 52.16 10.16 51.42-52.91

Female 1,695 47.14 11.35 46.60-47.68
Vitality

Male 725 43.01 10.79 42.22-43.80

Female 1,695 44.86 10.00 44.39-45.34
Role social

Male 725 52.04 6.87 51.54-52.54

Female 1,695 49.32 8.82 48.90-49.74
Mental health

Male 725 52.40 7.49 51.85-52.94

Female 1,695 48.71 9.75 48.25-49.18
Role emotional

Male 722 49.62 6.39 49.15-50.09

Female 1,683 47.39 7.87 47.01-47.76
Physical summary component

Male 725 48.22 8.94 47.56-48.87

Female 1,695 44.79 9.87 44.32-45.26
Mental summary component

Male 725 50.96 7.10 50.44-51.48

Female 1,695 48.39 9.01 47.96-48.82

SD: standard deviation; 95%Cl: 95% confidence interval.

areas for investments and more specific studies 4.
Measures that offer normalized scores, such as
the SF-8, also enable a direct comparison of the
results to a reference population, allowing loss-
es in quality of life to be interpreted in terms of
deviations from normality 9. Scores can be un-
derstood as departures from expected or typical
scores. So, norm-based interpretation answers
the questions of whether or not an observed score
is typical: Is the score expected for this individual
or group of individuals? In the present study, the
assessment of the quality of life among the Bra-
zilian population can be directly compared to
that of the population of the United States, where
the SF-8 was validated. For example, in Table 1 an
average of 45.36 for the General Health subscale
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in males (an atypical score), indicates that in the
Brazilian population, men are at 0.54 standard
deviations below the mean of the reference pop-
ulation (mean score = 50, SD = 10).

The subscales and components of the mea-
sure generally reveal a lower quality of life among
Brazilians. The role social subscale was an excep-
tion, on which the Brazilian population achieved
a score of more than 50 points, which is above
the mean of the population of the United States.
The lesser sensitivity of the scale with regard to
social aspects may be related to this finding 10.
In this sense, the values could be overestimated,
since in Brazil these are expected to be more
strongly influenced by social factors, than in
the U.S. population. The subscales Bodily Pain



Table 2
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Mean values on physical and mental components of the Short Form-8 according to geographic region. Brazil, 2007.

n Mean SD 95%Cl
Physical summary component
Brasilia/Campo Grande/Goiénia 200 46.18 0.66 44.88-47.47
Central-west interior 192 45.78 0.73 44.33-47.22
Northeast interior 280 45.71 0.58 44.58-46.85
Northeast metropolitan region 220 47.44 0.60 46.26-48.61
North interior 200 43.21 0.69 41.84-44.58
North metropolitan region 104 44.53 0.96 42.62-46.43
Southeast interior 376 45.94 0.52 44.92-46.96
Southeast metropolitan region 436 45.11 0.48 44.17-46.05
South interior 200 46.49 0.64 45.22-47.75
South metropolitan region 212 47.67 0.64 46.40-48.94
Mental summary component
Brasilia/Campo Grande/Goiania 200 47.23 0.57 46.12-48.35
Central-west interior 192 50.54 0.56 49.44-51.63
Northeast interior 280 49.94 0.56 48.84-51.04
Northeast metropolitan region 220 48.14 0.58 46.99-49.29
North interior 200 49.29 0.60 48.11-50.46
North metropolitan region 104 50.54 0.84 48.87-52.22
Southeast interior 376 48.91 0.44 48.04-49.79
Southeast metropolitan region 436 48.49 0.42 47.66-49.32
South interior 200 50.50 0.56 49.39-51.62
South metropolitan region 212 49.49 0.57 48.37-50.61

SD: standard deviation; 95%Cl: 95% confidence interval.

and Mental Health also showed scores above 50
points, in this case the poor distribution of wealth
and social inequalities may have influenced this
result 10,16,17,18. Some studies have shown that
low socio-economic development can lead to a
lower expectation in relation to health, causing
individuals to assess their quality of life with val-
ues higher than expected. This effect has been
noted mainly in males, in which different values
assigned to the body, the pressing need of work,
can be observed 19.20,21,22, Thus, the observed
values may be overestimated in relation to the
U.S. population, where the best socio-economic
status cannot exert the same influence as in the
case of Brazil.

The female gender had worse quality of life
scores than males. The scientific literature has
demonstrated that, although women have a lon-
ger life expectancy, they have shorter periods
than males in which they are free of disabilities,
which suggests a gender difference in terms of
compromised quality of life. The factors com-
monly addressed to explain the poorer quality
of life among women are related to gender dif-

ferences in social opportunities and higher mor-
tality rates among men at younger ages 23,24,25,
Different distributions of chronic diseases and
functional capacity by gender, may also influ-
ence these differences between men and wom-
en. In a population-based study conducted in
Brazil, to evaluate the quality of life of seniors
through the SF-36, women were in a worse situ-
ation than men in all SF-36 scales. According to
the authors, the fact that women exhibit a worse
self-assessed level of health may be attributed to
the greater perception and knowledge that they
have regarding diseases and symptoms, consid-
ering the role as a family health caregiver, that
makes women dedicate more attention to the
signs of diseases 20.

The assessment of quality of life in the differ-
ent geographic regions of Brazil reveals that the
northeastern region scored lowest with regard to
the physical component, whereas the Brasilia/
Goiania/Campo Grande region scored lowest
on the mental component. The analyses of the
present study do not allow an investigation into
the regional factors involved in the findings on
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Table 3

Mean values on subscales of the Short Form-8 according to age group. Brazil, 2007.

n Mean sD 95%Cl
General health (years)
40-50 824 45.54 8.19 44.98-46.10
51-60 480 43.86 7.90 43.15-44.57
61-70 452 42.58 7.46 41.89-43.27
71 or more 664 41.63 7.45 41.06-42.20
Physical functioning (years)
40-50 824 49.05 8.07 48.50-49.60
51-60 480 48.29 8.24 47.56-49.03
61-70 452 46.57 8.86 45.75-47.39
71 or more 664 45.20 10.08 44.43-45.97
Role physical (years)
40-50 824 49.02 8.15 48.47-49.58
51-60 480 47.51 9.22 46.68-48.34
61-70 452 46.06 9.51 45.18-46.93
71 or more 664 44.39 10.35 43.60-45.18
Bodily pain (years)
40-50 824 50.34 11.08 49.58-51.10
51-60 480 49.02 11.29 48.01-50.03
61-70 452 47.21 10.86 46.21-48.22
71 or more 664 47.25 11.37 46.39-48.12
Vitality (years)
40-50 824 47.22 9.70 46.48-47.96
51-60 480 45.19 9.58 44.30-46.07
61-70 452 43.32 10.33 42.40-44.25
71 or more 664 42.95 10.46 41.34-42.77
Role social (years)
40-50 824 50.95 7.93 50.41-51.49
51-60 480 50.58 7.88 49.87-51.29
61-70 452 49.94 8.30 49.18-50.71
71 or more 664 48.93 9.14 48.23-49.63
Mental health (years)
40-50 824 49.64 9.55 48.99-50.30
51-60 480 50.10 9.10 49.28-50.91
61-70 452 49.34 9.67 48.45-50.23
71 or more 664 50.16 8.80 49.49-50.83
Role emotional (years)
40-50 822 48.78 6.80 48.32-49.25
51-60 478 48.61 7.07 47.97-49.24
61-70 449 47.00 8.00 46.26-47.74
71 or more 656 47.47 8.22 46.84-48.10

SD: standard deviation; 95%Cl: 95% confidence interval.

the quality of life of these populations, but sug-
gest that future analyses regarding these regions
should respectively focus on these aspects.

The only quality of life subscale that was not
significantly influenced by an advance in age
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was mental health. This suggests that losses re-
lated to normal ageing may be more related to
the physical component, which undergoes in-
exorable transformations over time 25. Compro-
mised mental health, on the other hand, is more
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Table 4

Mean values on subscales of the Short Form-8 according to schooling. Brazil, 2007.

n Mean sD 95%Cl
General health
llliterate/Incomplete Elementary 1,103 41.94 7.59 41.49-42.39
Complete Elementary/Incomplete Middle School 601 43.81 7.92 43.17-44.44
Complete Middle School/Incomplete High School 295 44.97 8.05 44.05-45.89
Complete High School/Incomplete University 330 46.04 7.74 45.20-46.88
Complete University or more 91 48.53 7.79 46.91-50.15
Physical functioning
llliterate/Incomplete Elementary 1,103 45.71 9.73 45.14-46.29
Complete Elementary/Incomplete Middle School 601 47.93 8.44 47.25-48.61
Complete Middle School/Incomplete High School 295 48.87 8.06 47.94-49.79
Complete High School/Incomplete University 330 49.73 7.46 48.92-50.54
Complete University or more 91 50.57 6.60 49.19-51.94
Role physical
llliterate/Incomplete Elementary 1,103 44.80 10.18 44.20-45.40
Complete Elementary/Incomplete Middle School 601 47.76 8.89 47.05-48.47
Complete Middle School/Incomplete High School 295 48.61 8.36 47.66-49.57
Complete High School/Incomplete University 330 49.72 7.67 48.89-50.55
Complete University or more 91 50.82 6.59 49.45-52.20
Bodily pain
llliterate/Incomplete Elementary 1,103 46.96 11.47 46.28-47.64
Complete Elementary/Incomplete Middle School 601 49.18 11.19 48.29-50.08
Complete Middle School/Incomplete High School 295 50.39 10.73 49.16-51.62
Complete High School/Incomplete University 330 50.53 10.36 49.41-51.65
Complete University or more 21 53.10 10.05 51.00-55.19
Vitality
llliterate/Incomplete Elementary 1,103 40.77 10.63 38.56-42.99
Complete Elementary/Incomplete Middle School 601 42.01 10.46 40.87-43.14
Complete Middle School/Incomplete High School 295 43.35 10.30 42.17-44.53
Complete High School/Incomplete University 330 43.79 10.16 42.98-44.61
Complete University or more 91 45.83 10.01 45.23-46.42
Role social
llliterate/Incomplete Elementary 1,103 49.38 8.76 48.86-49.89
Complete Elementary/Incomplete Middle School 601 50.50 8.17 49.84-51.15
Complete Middle School/Incomplete High School 295 50.32 8.23 49.38-51.27
Complete High School/Incomplete University 330 51.29 7.64 50.46-52.11
Complete University or more 91 52.12 6.88 50.69-53.56
Mental health
llliterate/Incomplete Elementary 1,103 49.55 9.43 48.99-50.10
Complete Elementary/Incomplete Middle School 601 50.07 9.19 49.33-50.81
Complete Middle School/Incomplete High School 295 49.95 8.82 48.94-50.96
Complete High School/Incomplete University 330 49.71 9.47 48.69-50.74
Complete University or more 91 51.40 8.93 49.54-53.26
Role emotional
llliterate/Incomplete Elementary 1,093 47.36 8.08 46.88-47.84
Complete Elementary/Incomplete Middle School 598 48.59 713 48.01-49.16
Complete Middle School/Incomplete High School 294 48.78 6.40 48.04-49.51
Complete High School/Incomplete University 329 48.27 7.52 47.46-49.09
Complete University or more 91 49.82 5.50 48.68-50.97

SD: standard deviation; 95%Cl: 95% confidence interval.
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Table 5

Mean values on subscales and components of the Short Form-8 according to household income. Brazil, 2007.

n Mean SD 95%Cl
General health
Up to R$300 479 41.26 7.56 40.58-41.94
R$301 to R$500 435 43.45 8.36 42.66-44.23
R$501 to R$1,000 831 4410 7.69 43.57-44.62
R$1,001 to R$1,800 263 45.13 8.05 44.15-46.10
R$1,801 or more 145 46.28 7.89 44.98-47.57
Physical functioning
Up to R$300 479 45.79 9.63 44.92-46.65
R$301 to R$500 435 47.07 9.10 46.21-47.93
R$501 to R$1,000 831 47.49 8.96 46.88-48.10
R$1,001 to R$1,800 263 49.25 7.77 48.31-50.19
R$1,801 or more 145 50.42 6.40 49.37-51.47
Role physical
Up to R$300 479 45.22 9.84 44.34-46.11
R$301 to R$500 435 46.43 9.72 45.52-47.35
R$501 to R$1,000 831 47.08 9.32 46.44-47.71
R$1,001 to R$1,800 263 48.98 8.34 47.97-50.00
R$1,801 or more 145 49.81 6.91 48.67-50.94
Bodily pain
Up to R$300 479 46.80 11.80 45.75-47.86
R$301 to R$500 435 48.30 11.19 47.24-49.35
R$501 to R$1,000 831 48.81 10.95 48.06-49.55
R$1,001 to R$1,800 263 49.87 10.85 48.55-51.18
R$1,801 or more 145 51.46 10.18 49.79-53.13
Vitality
Up to R$300 479 40.84 9.49 39.28-42.40
R$301 to R$500 435 41.96 9.78 40.77-43.14
R$501 to R$1,000 831 44.25 10.21 43.56-44.95
R$1,001 to R$1,800 263 44.36 10.53 43.37-45.36
R$1,801 or more 145 46.45 10.00 45.56-47.35
Role social
Up to R$300 479 48.25 9.29 47.42-49.09
R$301 to R$500 435 50.28 8.23 49.51-51.06
R$501 to R$1,000 831 50.58 7.89 50.04-51.11
R$1,001 to R$1,800 263 51.59 7.54 50.67-52.50
R$1,801 or more 145 51.01 7.57 49.77-52.25
Mental health
Up to R$300 479 48.65 9.61 47.78-49.51
R$301 to R$500 435 49.98 8.77 49.15-50.80
R$501 to R$1,000 831 50.22 9.18 49.59-50.84
R$1,001 to R$1,800 263 50.59 8.98 49.50-51.69
R$1,801 or more 145 50.64 8.59 49.23-52.05
Role emotional
Up to R$300 474 46.63 8.37 45.87-47.38
R$301 to R$500 434 48.00 7.39 47.30-48.69
R$501 to R$1,000 825 48.48 7.21 47.99-48.97
R$1,001 to R$1,800 262 49.04 6.47 48.26-49.83
R$1,801 or more 145 49.48 6.08 48.48-50.47

(continues)
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n Mean SD 95%Cl
Physical component
Up to R$300 479 43.90 10.13 42.99-44.81
R$301 to R$500 435 45.31 9.98 44.37-46.25
R$501 to R$1,000 831 45.99 9.76 45.33-46.66
R$1,001 to R$1,800 263 47.73 8.48 46.70-48.76
R$1,801 or more 145 49.15 7.39 47.94-50.37
Mental component
Up to R$300 479 48.41 8.95 47.60-49.21
R$301 to R$500 435 49.51 7.98 48.76-50.26
R$501 to R$1,000 831 49.63 8.57 49.05-50.21
R$1,001 to R$1,800 263 49.15 7.97 48.18-50.12
R$1,801 or more 145 48.64 8.12 47.31-49.98

SD: standard deviation; 95%Cl: 95% confidence interval.

related to health complications, which become
more prevalent in old age, than with age per se,
as demonstrated in previous studies carried out
in Brazil 19,26,27,28,

The impact of schooling on health condi-
tions has been widely studied and the associa-
tion to socioeconomic status is well established
16,19.29. In terms of quality of life, mental health
was the only subscale that was not significantly
influenced by this variable. Thus, compromised
physical health appears to be more sensitive to
socio-cultural adversities.

Household income had an influence over
all the subscales in both the physical and men-
tal components. The economic factor has been
addressed in a number of studies that compare
the expectation of a healthy life among popula-
tions in regions with different socioeconomic
levels 16,2930, The influence of income on health
and wellbeing is well known and the data of the
present study underscore the importance of this
aspect in a large country with striking social dis-
parity, such as Brazil. In this sense, studies con-
ducted in Brazil showed that the higher the level
of income and lower educational level, the worse
the quality of life 19,20,21,22,

This study has limitations that should be ad-
dressed. No young individuals were included, as
the study focused on the adult and elderly popu-
lation based on the interest in studying the risk
factors of osteoporosis within the scope of the
BRAZOS Study. Since a multivariate analysis of
the socio-demographic factors that affect quality
of life among the Brazilian population was not
performed, the results must be interpreted with
caution, concerning the influence of socio-de-
mographic factors on quality of life.

Although the SF-8 method was been devel-
oped in another culture, the use of this tool in
our environment, facilitates the comparison of
quality of life of the Brazilian population, with
other international studies using the same mea-
sures. In addition, the norm-based score allow
for an interpretation of population data as devia-
tions of normality and they have the advantage
of a direct interpretation in this regard, which fa-
cilitates decision-making. However, instruments
for assessing quality of life have been developed
specifically for the Brazilian population 31,32, rep-
resenting a major contribution to this field of re-
search in our country and encouraging further
studies that move in the same direction.

Conclusions

This study provides the mean values for the sub-
scales and components of the SF-8, according to
different socio-demographic factors, serving as
the basis for comparisons with future clinical tri-
als that use this measure for quality of life assess-
ment in Brazil.

The Brazilian population has a lower degree
of quality oflife than the population of the United
States of America, and the SF-8 values seemed to
be influenced by gender, geographic region, fam-
ily income, age and schooling.
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Resumo

Avaliar a qualidade de vida da populagdo adulta
brasileira, com base em normas populacionais norte-
americanas. Estudo transversal de base populacional,
por amostragem probabilistica. Dois mil, quatrocen-
tos e vinte individuos (725 homens e 1.695 mulheres)
com idade de 40 anos ou mais foram avaliados em
diferentes regioes geogrdficas brasileiras. Um questio-
ndrio sociodemogrdfico e o SF-8 (Short Form-8) foram
aplicados através de entrevista. Estatisticas descriti-
vas, a andlise de variancia (ANOVA), o teste de Mann-
Whitney e o teste de Tukey foram utilizados. O sexo fe-
minino, a populagao da Regido Nordeste e de Brasilia
(Distrito Federal), Goiania (Goids) e Campo Grande
(Mato Grosso do Sul) apresentaram os piores niveis de
qualidade de vida. A idade, a escolaridade e a renda
familiar influenciaram negativamente vdrios domi-
nios de qualidade de vida. O presente estudo apresenta
estimativas de qualidade de vida, baseadas no SF-8,
para a populagao adulta brasileira. As médias dos do-
minios e componentes sumdrios do SF-8 parecem so-
frer influéncia do sexo, da regido geogrdfica, da renda
familiar, da idade e da escolaridade dos participantes.

Qualidade de Vida; Enquete Socioeconémica; Demogra-
fia; Nivel de Saiide
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