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Abstract: Osteoarticular diseases are one of the effects of aging, and they are related to physical,
psychological, and social functions. Physical activity seems to slow the start and progression of these
kinds of illnesses and presents benefits for psychosocial health. The main aim of the study was to
investigate the possible effect of physical activity level (Yale Physical Activity Survey) on quality
of life (SF-36 Health Questionnaire), subjective psychological well-being (Psychological Well-being
Scale), and depression levels (Geriatric Depression Scale), depending on osteoarticular illness. The
sample consisted of 263 Spanish adults aged 65 to 98 years who had high or low physical activity
(assessed by YPAS Questionnaire) and osteoarticular disease. Results show that physical activity
influences the perceived quality of life, depression levels, and subjective well-being in older adults
regardless of osteoarticular disease. The present study suggests the need for promoting physical
exercise due to its proven positive impact on older adults’ mental health, entailing a significant
reduction in the risks of suffering from a variety of frequent diseases and disorders.

Keywords: osteoarticular disease; physical activity; well-being

1. Introduction

The aging process generates important changes in lifestyle, and it has significant
repercussions for disease prevalence and the quality of life. Biologically, people begin to
age from birth at different rates, and their evolution is affected by social situation, cultural
environment, genetic heritage, diet, and lifestyle, with genetic factors accounting for 25% to
30% of variation across individuals, and environmental factors accounting for the rest [1].

Aging generates physiological changes in the osteoarticular system due to daily use
and sequelae left by diseases and accumulated traumas throughout life [2]. Osteoartic-
ular diseases are those that affect bones, cartilage, tendons, and/or joints—temporary
or permanent—and that cause mild, moderate, or severe disability [3], with the highest
prevalence in older adults [4]. These pathologies are responsible for decreasing physical
activity and for increasing falls and fractures, which contributes to loss of autonomy for
daily activities and increases mortality and demand for public health services [5,6]. Some
studies have concluded that these kinds of diseases could be related to heart diseases and
to severe physical limitations when an upper limb is affected [7,8]. Psychological and
social effects are other consequences of aging, affecting mood states, anxiety, depression,
and the risk of suffering neurodegenerative diseases where the physical function plays an
important role in its development [9].

Physical activity has turned out to be one of the most important forms of behavioural
intervention that positively influences aging processes. It prolongs life and increases
independence [10]. Physical activity counteracts the loss of bone muscle mass. That
helps individuals improve neuromuscular capacity, thereby avoiding the detrimental
consequences of falling [11]. It develops capacities such as lessening the need for pain
management [12] and improving flexibility [13] and static and dynamic balance [13,14].
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Quality of life is a complex concept whose main characteristic is its multidimension-
ality. It is related to the degree of satisfaction that each one has with his or her physical
situation, emotional state, family, and social and emotional life [15]. The quality of life in
the elderly is closely related to the degree of functionality, defined as the person’s physical,
mental, and social independence [12]. Goh et al. [16] pointed out that conditions such
as knee and hip osteoarthritis have a direct and negative effect on physical function and
quality of life, and they pointed to physical exercise as an effective treatment therapy for
these types of pathologies.

Depression in older adults frequently results in a loss of quality of life and in increased
dependence [17]. The prevalence of depression varies from 0.9% to 9.4% in people who live
independently, but it is even higher in other settings such as hospitals and residences for
the elderly [7,18]. This pathology is becoming an important public health problem around
the world, with a very high prevalence rate in the elderly [19]. In the field of geriatrics,
depression is defined as a multidimensional disorder with multiple risk factors: individual,
biological, cognitive, physical, social, and psychological [7,20,21]. Conventional treatments
for depression include pharmacotherapy (antidepressants) and psychotherapy (individual
or group) [22]. In recent years, physical exercise has proven to be a preventive factor and an
adjunctive treatment with antidepressants in older people. It has been effective in reducing
depressive symptoms and even as an alternative to medication [23]. Salguero et al. [18]
suggested that physical activity can be effective in alleviating depressive symptoms, and
recent research has demonstrated the beneficial effects of programmed physical exercise in
reducing depression [24–26].

Many studies link physical activity with psychological well-being and healthy lifestyles,
as well as with improved health and quality of life [27,28]. Currently, exercise is considered
an essential tool to reduce and alleviate concerns for the elderly, while it regenerates their
vitality and endows them with a higher quality of life [29], even as part of the treatment of
different diseases [13,27].

The main aim of the study was to investigate the possible effect of physical activity
levels on quality of life, on subjective psychological well-being, and on depression levels
in a sample of Spanish older adults, in which some suffer from osteoarticular illness and
others do not.

2. Materials and Methods
2.1. Participants

A convenience sampling was carried out. The sample consisted of 263 adults ages 65
to 98 years (meanage = 74.99 ± 8.19) of which 95 were men (meanage men = 76.15 ± 7.46) and
168 were women (meanage women = 75.49 ± 7.69). The participants were divided into two
groups depending on the presence (n = 112) or absence (n = 151) of osteoarticular disease,
based on the information obtained by applying the Sociodemographic Questionnaire.
Likewise, they were classified as Higher Activity Level and Lower Activity Level based
on the average of the Total Physical Activity Index (TPALI) obtained through the YPAS
Questionnaire (Table 1).

Table 1. Distribution of the sample according to the presence of osteoarticular disease and physical
activity level obtained through the TPALI and YPAS questionnaire.

Activity Level Groups N Men
Fr (%)

Women
Fr (%)

Higher (n = 195) Osteoarticular disease 82 17 (17.9) 65 (38.7)
No osteoarticular disease 113 49 (51.6) 64 (38.1)

Lower (n = 68)
Osteoarticular disease 30 7 (7.4) 23 (13.7)

No osteoarticular disease 38 22 (23.1) 16 (9.5)

Total 263 95 (100) 168 (100)
N = sample; Fr = frequency; % = percentage.
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2.2. Measures

An ad-hoc Sociodemographic Questionnaire was administered to collect general
information about respondents, including information about the presence of osteoarticular
diseases (rheumatoid arthritis, degenerative arthritis, gout, and osteoporosis) and about
habits of physical activity.

To analyse subjects’ health perceptions, the Spanish version of the SF-36 Health
Questionnaire was administered [30,31]. Thirty-six items assess eight dimensions or scales
about quality of life related to health: Physical Function, Physical Role, Body Pain, Social
Function, Emotional Role, Mental Health, Vitality, and General Health.

The Spanish version of the Geriatric Depression Scale was administered (GDS) [32–34].
It is a questionnaire composed of 30 items, designed to identify depressive symptoms
in elderly.

Psychological well-being was evaluated using the Psychological Well-being Scale
(EBP) [35]. It consists of 65 items that assess four dimensions, of which we only used those
items that analysed Psychological Well-being, Material Well-being, and Job Well-being.

Finally, the Yale Physical Activity Survey (YPAS) [36] was administered in its Spanish
version [37] in order to evaluate physical activity in older adults. It is an instrument to
measure physical activity two weeks before questionnaire administration on eight indices:
Vigour Index (VI), Walking Index (WI), General Movement Index (GMI), Standing Index
(SI), Sitting Index (SiI), Weekly Total Time Index (TTI), Weekly Total Energy Expenditure
Index (TEEI), and Total Weekly Activity Index (TPALI).

2.3. Procedure

Participants were recruited by contacting associations and public and private resi-
dences for the elderly in León city (Spain). Administrators, psychologists, doctors, and
participants were informed about the study aims, the characteristics of the sample, the
questionnaires, and the time needed to respond. Participation was voluntary and anony-
mous, and data collection followed procedures in accordance with the ethical standards of
the University of León, World Medical Association, and the Declaration of Helsinki. At all
times, the participants’ right to privacy and confidentiality was guaranteed, avoiding any
type of identifying data, being in possession of the informed consent of each one.

2.4. Statistical Analysis

A descriptive data analysis was carried out calculating the mean and standard de-
viation for quantitative data and frequencies and percentages for the qualitative data.
In addition, a 2 × 2 multivariate analysis of variance (MANOVA) (Physical Activity
Level × Osteoarticular disease) was performed with all the indices of perceived health,
depression, psychological well-being, and physical activity. To study specific differences
between different groups, a post hoc analysis was carried out using the Bonferroni proce-
dure. The statistical significance level was defined as p < 0.05. To estimate the magnitude
of the differences between groups, power size was calculated using partial eta squared
(ηp2), and the effect size was calculated using Wilks’ lambda index (λ), where values lower
than 0.06 would indicate a small effect size and values above 0.15 a large effect size [38].
Data analysis was carried out using the Statistical Package for Social Sciences IBM Software
(SPSS version 26.0).

3. Results

Results from our analyses (Table 2) show that participants without osteoarticular
diseases scored significantly higher on most scales related to quality of life, demonstrating
higher levels of subjective (p = 0.010 **) and material (p = 0.003 **) well-being. Likewise,
they had higher levels on the Vigour Index (VI) (p = 0.018 *), the Standing Index (SI)
(p = 0.022 *), and the Total Weekly Activity Index (TPALI) (p = 0.016 *). The most active
subjects, classified according to the TPALI, obtained significantly higher levels of physical
function and mental health factors, as valuated by the SF-36, rated higher on subjective
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well-being as evaluated through the EBP scale, and measured higher globally at all levels
of physical activity registered by the YPAS.

In order to explore more deeply the previous results, a MANOVA analysis was carried
out for each of the different questionnaire scales (Table 3). On one hand, some differences
were observed between participants. People at the higher activity level had better levels of
physical function, lower body pain, better general health, greater vitality, and better mental
health and subjective well-being, as well as lower scores in depression. On the other hand,
the population with the lower activity level (and with osteoarticular disease) obtained the
lowest values on most scales of perceived quality of life and well-being. Although this
type of pathology can affect people’s day-to-day life, we could see how those who were
considered to be more active patients obtained better values than older adults without the
pathology. They showed better results than healthy participants who were less active on
indices of body pain, subjective well-being, and material well-being.

To complement these analyses, the effect size was calculated to determine the impact
of the independent variables observed (disease and activity level) (Table 4). Significant
effects of osteoarticular disease were detected on the quality of life (λ Wilks = 0.852;
F(8) = 5.517, p = 0.000 ***; ï2p = 0.148; Π = 1.000), depression levels (λ Wilks = 0.922;
F(1) = 20.034; p = 0.000 ***, ï2p = 0.072; Π = 0.994), and subjective well-being (λ Wilks = 0.961;
F(3) = 3.508; p = 0.016 *; ï2p = 0.039; Π = 0.778).

Moreover, the practice of physical activity also showed effects in the SF-36 Question-
naire (λ Wilks = 0.860; F(8) = 5.188; p = 0.000 ***; ï2p = 0.140; Π = 0.999) and in the YPAS (λ
Wilks = 0.609; F(8) = 20.351; p = 0.000 ***; ï2p = 0.391; Π = 1.000).

Checking the combined effect size of the variables, no effects were observed in any
of the scales (Questionnaire SF-36 (λ Wilks = 0.994; F(8) = 0.195; p = 0.991; ï2p = 0.006;
Π = 0.109), GDS scale (λ Wilks = 0.994; F(2) = 0.751; p = 0.473; ï2p = 0.006; Π = 0.177),
EBP scale (λ Wilks = 0.973; F(3) = 2.343; p = 0.074 ; ï2p = 0.027; Π = 0.584), and the YPAS
Questionnaire (λ Wilks = 0.971, F(8) = 0.945; p = 0.480; ï2p = 0.029; Π = 0.437).
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Table 2. Mean scores (mean ± Sd) and ANOVA analysis according to the presence of osteoarticular disease and physical activity level.

Tools Factors
Osteoarticular

Disease
M ± Sd

No Osteoarticular
Disease
M ± Sd

Total p
Osteoarticular

Disease
M ± Sd

No Osteoarticular
Disease
M ± Sd

Total p

SF-36

Physical Function 68.75 ± 24.25 82.09 ± 19.66 76.41 ± 22.67 0.000 *** 65.51 ± 25.07 80.21 ± 20.52 76.41 ± 22.67 0.000 ***
Physical Role 79.46 ± 37.10 92.22 ± 24.36 86.79 ± 31.03 0.001 ** 81.25 ± 36.23 88.72 ± 28.85 86.79 ± 31.03 0.087

Body Pain 60.09 ± 23.80 75.36 ± 19.45 68.86 ± 22.67 0.000 *** 67.35 ± 27.78 69.38 ± 20.65 68.86 ± 22.67 0.526
General Health 52.19 ± 17.41 62.58 ± 19.59 58.16 ± 19.35 0.000 *** 55.81 ± 24.60 58.97 ± 17.16 58.16 ± 19.35 0.246

Vitality 61.38 ± 21.63 74.04 ± 19.32 68.65 ± 21.24 0.000 *** 65.00 ± 23.39 69.92 ± 20.35 68.65 ± 21.24 0.100
Social Function 85.49 ± 20.45 91.80 ± 14.72 89.12 ± 17.64 0.004 ** 89.71 ± 18.06 88.91 ± 17.53 89.12 ± 17.64 0.749
Emotional Role 83.93 ± 32.87 88.96 ± 28.47 86.82 ± 30.47 0.186 86.27 ± 28.93 87.01 ± 31.05 86.82 ± 30.47 0.865
Mental Health 67.43 ± 22.18 78.25 ± 19.42 73.64 ± 21.29 0.000 *** 67.82 ± 23.99 75.67 ± 19.93 73.64 ± 21.29 0.009 **

GDS Depression 9.84 ± 6.79 6.37 ± 5.69 7.85 ± 6.41 0.000 *** 9.40 ± 7.25 7.31 ± 6.01 7.85 ± 6.41 0.020 *

EBP

Subjective
Well-being 106.44 ± 18.88 112.88 ± 20.45 110.14 ± 20.02 0.010 ** 114.75 ± 21.91 108.53 ± 19.11 110.14 ± 20.02 0.027 *

Material Well-being 37.84 ± 9.43 40.99 ± 7.78 39.65 ± 8.65 0.003 ** 41.19 ± 7.86 39.11 ± 8.87 39.65 ± 8.65 0.088
Job Well-being 37.82 ± 7.38 38.46 ± 8.32 38.19 ± 7.92 0.521 39.56 ± 8.48 37.71 ± 7.68 38.19 ± 7.92 0.097

YPAS

TTI (h/sem) 34.10 ± 23.60 34.81 ± 20.81 34.51 ± 21.81 0.794 21.77 ± 11.92 38.95 ± 22.73 34.5121.81 0.000 ***
TEEI (kcal/sem) 6882.92 ± 4942.41 7088.23 ± 4370.41 7088.23 ± 4616.90 0.536 4067.09 ± 2466.72 8141.75 ± 4729.80 7088.23 ± 4616.90 0.000 ***

VI 24.41 ± 24.04 32.98 ± 31.88 29.33 ± 29.07 0.018 * 6.82 ± 13.24 37.18 ± 29.00 29.33 ± 29.07 0.000 ***
WI 28.22 ± 17.89 30.09 ± 17.75 29.30 ± 17.80 0.401 34.59 ± 13.13 27.45 ± 18.85 29.30 ± 17.80 0.004 **

GMI 11.32 ± 3.11 11.42 ± 3.18 11.42 ± 3.18 0.671 10.09 ± 2.53 11.88 ± 3.25 11.42 ± 3.18 0.000 ***
SI 6.22 ± 2.51 6.94 ± 2.50 6.63 ± 2.52 0.022 * 4.47 ± 1.63 7.39 ± 2.34 6.63 ± 2.52 0.000 ***
SiI 2.73 ± 0.79 2.70 ± 1.13 2.71 ± 1.00 0.809 3.06 ± 0.81 2.59 ± 1.03 2.71 ± 1.00 0.001 **

TPALI 72.87 ± 32.61 84.23 ± 40.76 79.39 ± 37.86 0.016 * 59.07 ± 23.92 86.48 ± 39.28 79.39 ± 37.86 0.000 ***

VI = Vigour Index; WI = Walking Index; GMI = General Movement Index; SI = Standing Index; SiI = Sitting Index; TTI = Weekly Total Time Index; TEEI = Weekly Total Energy Expenditure Index; TPALI = Total
Weekly Activity Index. M = mean. Sd = standard deviation. p = significance level. * p < 0.05, ** p < 0.01, *** p < 0.001.



Sustainability 2021, 13, 8157 6 of 11

Table 3. Mean scores (mean ± Sd) and MANOVA analysis with Bonferroni post hoc test according to the presence of osteoarticular disease and physical activity level.

Lower Activity Level Higher Activity Level

Tools Factors
Osteoarticular

Disease
M ± Sd

No Osteoarticular
Disease
M ± Sd

Osteoarticular
Disease
M ± Sd

No Osteoarticular
Disease
M ± Sd

p

SF-36

Physical Function 57.41 ± 21.78 72.71 ± 23.93 71.57 ± 24.08 85.62 ± 15.49 a = 0.005 ***, b = 0.038 *, c = 0.000 ***, d = 0.002 **,
e = 0.000 ***

Physical Role 74.14 ± 40.37 81.33 ± 35.96 88.16 ± 31.16 93.58 ± 21.59 c = 0.014 *, e = 0.034 *
Body Pain 58.28 ± 26.87 60.72 ± 22.78 75.26 ± 26.17 75.40 ± 16.75 b = 0.009 **, c = 0.001 **, e = 0.000 **, f = 0.004 **

General Health 47.41 ± 22.06 53.86 ± 15.27 61.71 ± 25.02 62.88 ± 17.51 b = 0.013 *, c = 0.001 **, e = 0.006 **
Vitality 57.07 ± 20.42 62.88 ± 21.95 72.10 ± 23.03 74.69 ± 17.97 b = 0.018 *, c = 0.000 ***, e = 0.000 ***

Social Function 85.78 ± 19.97 85.40 ± 20.74 93.42 ± 15.58 91.26 ± 14.45
Emotional Role 82.76 ± 31.65 84.37 ± 33.47 84.60 ± 27.15 89.09 ± 29.02
Mental Health 62.07 ± 22.94 69.30 ± 21.74 72.95 ± 23.88 80.04 ± 17.44 c = 0.000 ***, e = 0.002 **

GDS Depression 11.62 ± 7.65 9.22 ± 6.40 7.45 ± 6.37 6.01 ± 5.43 b = 0.038 *, c = 0.000 ***, e = 0.002 **

EBP
Subjective Well-being 106.5 ± 19.38 106.47 ± 18.81 121.26 ± 22.04 110.06 ± 19.18 b = 0.013 *, d = 0.015 *, f = 0.001 **
Material Well-being 38.90 ± 8.62 37.47 ± 9.73 42.71 ± 6.86 40.42 ± 8.02 f = 0.011 *

Job Well-being 38.59 ± 8.58 37.55 ± 6.94 40.26 ± 8.56 37.85 ± 8.18

YPAS

TTI (h/sem) 18.43 ± 10.19 39.57 ± 24.52 23. ± 12.44 38.51 ± 21.31 a = 0.000 ***, c = 0.000 ***, d = 0.001 **, f = 0.001 **
TEEI (kcal/sem) 3395.72 ± 1849.79 8101.33 ± 4435.12 4517.92 ± 2778.32 8156.08 ± 4435.12 a = 0.000 ***, c = 0.000 ***, d = 0.000 ***, f = 0.000 ***

VI 3.28 ± 9.66 31.80 ± 23.17 9.71 ± 15.07 40.81 ± 32.26 a = 0.000 ***, c = 0.000 ***, d = 0.000 ***, f = 0.000 ***
WI 31.59 ± 13.95 27.05 ± 19.01 36.95 ± 12.32 27.79 ± 18.72 d = 0.035 *, f = 0.026 *

GMI 9.52 ± 2.54 11.95 ± 3.06 10.47 ± 2.48 11.83 ± 3.39 a = 0.002 **, c = 0.002 **
SI 3.93 ± 1.13 7.02 ± 2.36 4.89 ± 1.84 7.63 ± 2.31 a = 0.000 ***, c = 0.000 ***, d = 0.000 ***, f = 0.000 ***
SiI 3.31 ± 0.76 2.53 ± 0.74 2.87 ± 0.81 2.65 ± 1.22 a = 0.002 **, c = 0.007 **

TPALI 51.62 ± 20.43 80.29 ± 32.89 64.97 ± 25.29 90.71 ± 42.96 a = 0.001 **, c = 0.000 ***, d = 0.001 **

VI = Vigour Index; WI = Walking Index; GMI = General Movement Index; SI = Standing Index; SiI = Sitting Index; TTI = Weekly Total Time Index; TEEI = Weekly Total Energy Expenditure Index; TPALI = Total
Weekly Activity Index. M = mean. Sd = standard deviation. p = significance level. a = Lower Activity Level suffering Osteoarticular Disease vs. Lower Activity Level No Osteoarticular Disease; b = Lower
Activity Level suffering Osteoarticular Disease/Higher Activity Level suffering Osteoarticular Disease; c = Lower Activity Level suffering Osteoarticular Disease/Higher Activity Level No Osteoarticular Disease;
d = Higher Activity Level suffering Osteoarticular Disease/Higher Activity Level No Osteoarticular Disease; e = Lower Activity Level No Osteoarticular Disease/Higher Activity Level No Osteoarticular Disease;
f = Lower Activity Level No Osteoarticular Disease/Higher Activity Level suffering Osteoarticular Disease. * p < 0.05, ** p < 0.01, *** p < 0.001.
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Table 4. Effect size (ïp2) of the variables presence of osteoarticular disease and physical activity levels.

Osteoarticular
Disease

Physical
Activity Level

Osteoarticular
Disease X
Physical
Activity

Partial Eta Squared (ïp2)

Tools Factors F p F p F p Osteoarticular
Disease

Physical
Activity

Level

Osteoarticular
Disease X
Physical
Activity

SF-36

Physical Function 1.890 0.170 23.859 0.000 *** 0.022 0.883 0.007 0.084 0.000
Physical Role 1.628 0.203 2.998 0.085 0.224 0.636 0.006 0.011 0.001

Body Pain 3.885 0.050 * 0.409 0.523 0.354 0.533 0.015 0.002 0.001
General Health 3.365 0.068 1.466 0.227 0.596 0.441 0.013 0.006 0.002

Vitality 4.080 0.044 * 2.976 0.086 0.685 0.409 0.016 0.011 0.003
Social Function 1.603 0.207 0.090 0.764 0.326 0.568 0.006 0.000 0.001
Emotional Role 0.129 0.720 0.023 0.881 0.001 0.970 0.000 0.000 0.000
Mental Health 1.522 0.218 7.043 0.008 ** 0.045 0.831 0.006 0.026 0.000

GDS Depression 3.382 0.067 5.827 0.016 * 0.583 0.446 0.013 0.022 0.002

EBP

Subjective
Well-being 6.767 0.010 ** 4.141 0.043 * 4.017 0.046 0.025 0.016 0.015

Material
Well-being 0.764 0.383 3.086 0.080 0.020 0.887 0.003 0.012 0.000

Job Well-being 0.502 0.479 2.520 0.114 0.314 0.576 0.003 0.010 0.001

YPAS

TTI (h/sem) 0.947 0.331 36.062 0.000 *** 0.923 0.338 0.004 0.122 0.004
TEEI (kcal/sem) 0.852 0.357 46.343 0.000 *** 0.662 0.417 0.003 0.152 0.003

VI 0.117 0.733 67.970 0.000 *** 0.081 0.776 0.000 0.208
WI 1.222 0.270 7.616 0.006 ** 0.830 0.363 0.005 0.029

GMI 1.408 0.236 17.892 0.000 *** 1.282 0.259 0.005 0.065
SI 1.519 0.219 91.390 0.000 *** 0.413 0.521 0.006 0.261
SiI 3.918 0.49 12.646 0.000 *** 3.978 0.047 0.015 0.048

TPALI 0.842 0.360 29.194 0.000 *** 0.107 0.744 0.003 0.101

VI = Vigour Index; WI = Walking Index; GMI = General Movement Index; SI = Standing Index; SiI = Sitting Index; TTI = Weekly Total
Time Index; TEEI = Weekly Total Energy Expenditure Index; TPALI = Total Weekly Activity Index. M = mean. Sd = standard deviation.
p = significance level. * p < 0.05, ** p < 0.01, *** p < 0.001.

4. Discussion

The pain caused by osteoarticular diseases could be the main factor for a lower percep-
tion of health, since it has been established that it is a limiting factor for performance of any
daily life activity, and that could be associated with a lower quality of life [16,39]. We ob-
served that the suffering of osteoarticular disease had a negative effect on health perception,
which was supported by effect size, and significant differences for other indicators.

According to different studies, there is a direct relationship between experienced
pain intensity caused by these pathologies (rheumatoid arthritis, degenerative arthritis,
osteoarthritis, gout, and osteoporosis) and the degree of impairment in quality of life,
both physical and mental [16,40]. Symptoms of fatigue/weakness and musculoskeletal
pain, as well as depression, contribute to the deterioration of health self-perception [41].
According to Salguero et al. [18], the most limiting diseases of daily-life activities are
those that would have the greatest influence on health perceptions in the elderly such as
osteoarticular disease.

We observed that more active older adults, despite diagnosed disease, obtained signifi-
cantly better values in quality of life than their more sedentary counterparts and sometimes
even higher than the less active healthy subjects. Some studies have shown that the use
of individualized exercise to improve disease symptoms generated from osteoarthritis,
osteoporosis, or rheumatoid arthritis underscores the effectiveness of physical activity as
a method of therapeutic intervention for reducing pain and increasing mobility, among
other things [16,42]. Moreover, this was associated with a higher degree of functionality
and perceived quality of life [39].
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Scientific evidence indicates that low-intensity muscle-strengthening exercise is ef-
fective for improving quality of life and strength in osteoporosis patients [12]. Aerobic
exercise, combined with light resistance exercise, improves or maintains joint mobility,
muscle strength, aerobic capacity, bone mass, work capacity, and functional independence
for people with rheumatoid arthritis while not increasing pain or inflammatory activity [43].
Recent studies conclude that the most effective physical exercise in older adults with os-
teoarticular diseases is called multicomponent exercise, understood as a combination of
coordination, balance, aerobic, strength, and flexibility work [44,45]. Garataechea et al. [28]
highlighted that the improvement of all these aspects or capacities will reinforce or improve
the autonomy of the elderly. Our results show a very significant effect size on depression
levels, with higher scores in people suffering osteoarticular disease, while the most active
people obtained lower scores. To analyse and interpret these data correctly, we must
consider that response to a chronic disease diagnosis always has complex psychological
and social implications [46]. These results could be due to the frequent presence of chronic
pain in older adults. Mobility reduction and even associated physical disability produced
negative effects on personal independence and possible depressive disorders [47,48]. This
disability and lack of independence, in addition to causing a worsening of the health of
these people, are considered risk factors for falls and are associated with frailty of the
elderly [48,49].

We consider that the identification of osteoarticular disease predictors, such as poor phys-
ical performance, is essential for the early identification of people at risk, as Veronese et al. [7]
confirmed during a four-year study of an elderly group. Scientific literature has shown
sufficient evidence to support the use of exercise in preventive treatment of depression,
anxiety, and stress [7,18,24–26,50,51]. A recent study carried out during COVID-19 confine-
ment has underscored the relationship between a reduction in physical activity levels and
social distancing, worsening the mental health of the elderly and especially those who are
less functional [52].

Some deterioration and loss of functionality are inherent to aging, but the evidence
indicates that more physically active older people will be healthier than their more seden-
tary peers [28]. Regular physical activity is important to reduce the effects of osteoarticular
disease. It also seems to be related to the reduction of associated pain, increased quality
of life levels, and the promotion of self-efficacy and achievement [53,54]. Several studies
relate the pain-perception reduction with a decrease in anxiety and depression levels and
with the improvement of the individual’s state of health [16,55].

The suffering from any of these pathologies conditions the assessment of subjective,
material, and labour well-being, as shown by the present study. The effects of osteoarticular
disease showed that people affected by this pathology and who are more physically active
obtained higher well-being values. This could be the most visible part of the emotional and
social disease implications, which determines the quality of life perception and well-being,
and not only the physical and functional aspects of the pathology [56].

No statistical effect was found that is related to osteoarticular disease and physical
activity indices, regardless of the functional implications caused by this type of disease.
People who suffer from this pathology are those who perform less physical activity com-
pared with no-disease participants as shown through the Vigour Index, Standing Index,
and Weekly Total Activity Index. As we have mentioned, osteoarticular diseases are a
frequent cause of pain and disability in the elderly [57]. They restrict mobility, personal
care tasks, and participation in daily activities [58]; therefore, it is reasonable to think that
higher levels of disease result in lower physical activity levels.

There are osteoarticular diseases not compatible with physical exercise, such as severe
osteoporosis, acute connective tissue diseases, or recent fractures. Nevertheless, physical
activity in this population has positive effects on balance, walking, and mobility [59].
Moreover, it can even predict and prevent falls and fractures [60,61]. This information
could be useful in planning specific physical activity protocols adapted to the needs of
each patient [59,62].
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To summarize, we consider that physical exercise should be promoted due to its
proven positive impact on older adults’ mental health. It entails a significant reduction in
the risks of suffering from a variety of frequent diseases and disorders [59,60,62], highlight-
ing costs and capacity to improve self-perceptions, state mood, satisfaction with life, social
interaction, and quality of life [51]. We consider that future lines of research should focus on
designing and developing intervention programs adapted to different types of pathologies,
emphasizing the importance of multidisciplinary work groups (doctors, psychologists,
physiotherapists, nutritionists, and physical activity and sports sciences specialists).

5. Conclusions

The practice of physical activity influences the perceived quality of life, depression
levels, and subjective well-being in older adults regardless of whether they are suffering
from osteoarticular disease.

The present sample of individuals with osteoarticular pathology showed better levels
in the evaluated indices than the healthy sedentary ones, which would indicate a beneficial
effect of the practice of physical activity.

Therefore, the present study supports the need to develop social and health policies
aimed at promoting well-being and active aging through supervised physical exercise
programs adapted to the characteristics of older adults.
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