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INTRODUCTION 

Chronic obstructive pulmonary disease (COPD) is a 

common, preventable and treatable disease characterized 

by persistent respiratory symptoms and air flow 

restriction. The cause is a respiratory or alveolar airway 

that is usually caused by exposure to dangerous particles 

or gases. The typical chronic airflow limitations in COPD 

are caused by a mixture of small airway disease 

(obstructive bronchiolitis) and parenchymal destruction 

(emphysema), the relative contribution varies from 

person to person.1 The Global Burden of Disease Study 

reports the prevalence of COPD cases of 251 million 

globally by 2016. Estimates globally by 2015 have 3.17 

million deaths worldwide and are caused by COPD of 5% 

of all deaths worldwide. Over 90% of COPD deaths 

occur in low and middle income countries.2 

COPD globally was the fourth leading cause of death 

(5.1%) in 2004 and is projected to occupy the third 

position (8.6%) by 2030. COPD is also a major cause of 

chronic morbidity at rank 11 in 2002 and is projected to 

rise to seventh position by 2030.3 COPD is one of the 

major non-communicable diseases, which is less known 

to the general public due to the lack of information 

related to the disease. United States data in 2007 showed 
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that the prevalence of COPD by 10.1%, in men by 11.8% 

and for female 8.5%.4 COPD prevalence in Southeast 

Asian countries is estimated at 6.3% with the highest 

prevalence in Vietnam (6.7%) and China (6.5%).5 

The Asia Pacific COPD round table group estimates that 

the number of moderate to severe COPD patients in Asia 

Pacific countries in 2006 reached 56.6 million patients 

with a prevalence of 6.3%. Prevalence rates range from 

3.5 to 6.7 percent, such as China with cases reaching 

38.160 million people, Japan (5.014 million) and 

Vietnam (2.068 million) while in Indonesia there are an 

estimated 4.8 million people with a prevalence of 5.6%. 

This number can increase with the increasing number of 

smokers because 90% of people with COPD are smokers 

or ex-smokers.6 

The quality of life of patients with COPD is associated 

with a number of factors, such as smoking, symptoms of 

illness (shortness of breath, wheezing, coughing and 

weight loss), frequency of disorders, natural development 

of respiratory dysfunction, disease severity, anxiety and 

depression, comorbidities and sleep disturbances 7. Data 

from the Pulmonary Community Health Center Makassar 

related to 10 major lung diseases in 2016 COPD as many 

as 1.248 cases and in 2017 experienced an increase of 

1480 people in outpatient, while for inpatients as many as 

35 people.8 This study aims to determine the factors 

related to the quality of life of patients with COPD at the 

Pulmonary Community Health Center Makassar. 

METHODS 

Design of the study 

Location and research design the study was conducted at 

the Pulmonary Community Health Center Makassar. 

Design of this research is analytic observational study 

with cross sectional study design. 

Population and sample 

The population in the study were all patients of COPD 

who underwent treatment and recorded in the medical 

record of the Pulmonary Community Health Center, 

Makassar period October-December 2017 that is as much 

as 381 respondents. Sampling was done with consecutive 

sampling that all patients of COPD that meet the criteria 

of research inclusion during the study took place until the 

number of samples met so as to get the number of 

samples as many as 160 respondents. The inclusion 

criteria for the study were patients diagnosed with COPD, 

aged ≥40 years, moderate or had been treated and willing 

to be interviewed. 

Data collection methods collection was obtained from 

medical record data and interview results using 

questionnaires with patients. Data on respondent 

characteristics (age, sex, marital status and education) 

and smoking status were measured by interviews using 

questionnaire was made by the researcher. Comorbidity 

and severity of COPD were obtained from the patient's 

medical record. Quality of sleep using Pittsburgh quality 

of sleep index (PSQI). While for the quality of life of 

COPD patients was measured using The St. George's 

Respiratory Questionnaire (SGRQ). 

Data analysis 

Data processed and analyzed with the help of computer 

using program microsoft office excel 2007 and SPSS for 

windows version 20.0. Data analysis consisted of 

univariate analysis (to know respondent characteristic), 

bivariate analysis with Chi-square (to know relation 

between dependent and independent variable) and 

multivariate analysis (to see the relationship between one 

dependent variable with all independent variables, so it 

can be known the most dominant independent variable 

related to quality of life) with logistic regression using 

Backward LR method. 

RESULTS 

Table 1 shows the quality of life of COPD patients in the 

Pulmonary Community Health Center Makassar that 

some respondents have poor quality of life (63.8%) and 

only a small proportion of respondents who have a good 

quality of life (36.3%). Table 2 shows the characteristics 

of COPD patients in this study. Based on sex, 119 male 

suffering from COPD compared to female as many as 41 

people. Male gender showed more suffer from COPD 

with poor quality of life that is equal to 67.2%. 

Table 1: Quality of life of COPD patients at the 

Pulmonary Community Health Center Makassar. 

Quality of life Frequency (n=160) Percentage 

Good 58 36.3 

Poor 102 63.8 

Source: Primary Data 2018. 

Based on the characteristics of age group, most of which 

have poor quality of life that is in age group 50-59 year 

equal to 63.3% while good life quality equal to 36.7%. 

Based on the characteristics of marital status, married 

respondents have poor quality of life that is equal to 

62.7% while those with a good quality of life of 37.3%. 

Based on the characteristics of the highest level of 

education at the level of high school education with poor 

quality of life that is equal to 59.6% and good quality of 

life 40.4%. 

Based on the analysis of smoking relationship with the 

quality of life of COPD patients in table 3 shows that 

there is no correlation between smoking with quality of 

life (p=0.169). Percentage of respondents who smoked to 

poor quality of life more (63.3%) compared with non-

smokers respondents to poor quality of life (56.0%). The 

results of the analysis of the relationship severity of 

COPD with the quality of life of COPD patients in Table 
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3 shows that there is a correlation between the severity of 

COPD and quality of life (p=0.028). Percentage of 

respondents with severe/very severe of severity COPD 

and poor quality of life (70.4%) compared with 

respondents with mild/moderate of severity COPD and 

poor quality of life (53.2%). 

Table 2: Distribution of respondents by characteristics at the Pulmonary Community Health Center, Makassar. 

Characteristics 

Quality of life (n=160) 
Total 

Poor Good 

N % N % N % 

Gender       

Male 80 67.2 39 32.8 119 100 

Female 22 53.7 19 46.3 41 100 

Age (in years)       

40-49  16 57.1 12 42.9 28 100 

50-59  38 63.3 22 36.7 60 100 

60-69  26 59.1 18 40.9 44 100 

70-79  18 78.3 5 21.7 23 100 

≥80  4 80.0 1 20.0 5 100 

Marital status       

Not married 4 44.4 5 55.6 9 100 

Married 84 62.7 50 37.3 134 100 

Widowed 14 82.4 3 17.6 17 100 

Education       

No school 13 76.5 4 23.5 17 100 

Primary school 21 67.7 10 32.3 31 100 

Secondary shool 24 61.5 15 38.5 39 100 

High school 31 59.6 21 40.4 52 100 

Bachelor  12 60.0 8 40.0 20 100 

 Master  1 100 0 0.0 1 100 

Source: Primary Data, 2018 

Table 3: Distribution of independent variable relationship with quality of life of COPD patients at the Pulmonary 

Community Health Center, Makassar. 

Independent variables 

Quality of life 

P value Poor Good 

N % N % 

Smoking      

Yes 74 63.3 36 32.7 0.169 

No 28 56.0 22 44.0  

Severity of COPD      

Mild & moderate 33 53.2 29 46.8 0.028* 

Severe and very severe 69 70.4 29 29.6  

Comorbidities      

There are 68 74.7 23 25.3 0.001* 

None 34 49.3 58 36.3  

Quality of sleep      

Good 13 41.9 18 58.1 0.005* 

Poor 89 69.0 40 31.0  

*Significant; Source: Primary Data, 2018. 

 

Result of analysis of comorbidity relationship with 

quality of life of COPD patient in table 3 shows that there 

is correlation between severity of COPD with quality of 

life (p=0.001). Percentage of respondents who had 

comorbidity and had poor quality of life more (74.7%) 

than respondents who did not have comorbidity and had 

poor quality of life (49.3%). Result of analysis of quality 

of sleep relationship with quality of life of COPD patient 

in table 3 shows that there is correlation between quality 

of sleep with quality of life (p=0.005). Percentage of new 

respondents had poor quality of sleep and had poor 

quality of life (69.0%) than respondents who had good 

quality of sleep and poor quality of life (41.9%). 
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Table 4: Results of multivariate analysis quality of life of COPD patients at the Pulmonary Community Health 

Center, Makassar. 

Research Variables B Wald Sig. Exp(B) 
CI 95% 

LL UL 

Step 1       

Smoking 0.520 1.895 1.895 1.895 1.895 1.895 

Severity of COPD -0.683 3.616 3.616 3.616 3.616 3.616 

Comorbidities 1.004 8.003 8.003 8.003 8.003 8.003 

Quality of sleep -1.041 5.654 0.017 0.353 0.150 0.833 

Step 2       

Severity of COPD -0.699 3.856 0.050* 0.497 0.247 0.999 

Comorbidities 0.999 8.042 0.005* 2.716 1.362 5.419 

Quality of sleep -1.009 5.464 0.019* 0.364 0.156 0.850 

Constant 0.526 2.840 0.092 1.693   

*Significant; Source: Primary Data, 2018. 
 

Table 4 shows that the results of further analysis using 

backward stepwise (LR) method. The result of 

multivariate analysis showed that the most significant 

variable to quality of life of COPD was comorbidity with 

OR=2.716 (95% CI: 1.362-5.419), p=0.005. The results 

of this statistical test conclude that comorbid variables are 

significantly at risk for quality of life of COPD patients 

by 2.7 times. 

DISCUSSION 

This study shows that the quality of life of COPD patients 

who smoke has a poor quality of life. But in statistical 

analysis test showed no correlation between smoking 

with quality of life. A similar cross-sectional study aimed 

to determine the smoking status of COPD patients with 

quality of life and stated that smokers (active and never 

smoked smokers) were not associated with good quality 

of life (p=0.64).9 The results of the previous study 

concluded that patients who smoked had a 2.88 chance of 

having poor quality of life than not smoking and 2.2 

times chance of having a better quality of life than 

patients who quit smoking.10-11 

As many as quarter of the respondents of COPD in this 

study were non-smokers (31.3%), because the 

respondents were mostly female. This indicates that 

female have the same risk as male for COPD, although 

not smoking. Female get exposure to secondhand smoke 

from family members who are at home, workplace or in 

the neighborhood such as air pollution from the highway. 

The proportion of COPD patients who do not smoke is 

higher in female, the prevalence of COPD among non-

smokers is the same in men and female. Thus, gender is 

not an independent risk factor for COPD that does not 

smoke (OR=0.82).12 Based on interviews from a number 

of respondents who do not smoke say that they do not 

smoke because since the young have been diagnosed with 

certain lung diseases such as asthma and bronchitis.  

The severity of COPD measured by spirometry serves to 

measure objectively the patient's lung capacity or 

function. In this study the severity level is divided into 

two, namely mild/moderate and severe/very severe 

severity. The results of this study found that there is a 

strong relationship between the severity of COPD and 

quality of life. Spirometry examination showed that 

40.41% of patients had moderate level and multivariate 

analysis showed that very severe level was associated 

with quality of life and could worsen the quality of life of 

COPD patients (p<0.05).13 Similarly, the research 

conducted in Outpatient Polyclinic of Ariu Wirawan 

Salatiga Hospital where the severity of COPD had an 

effect on the quality of life of COPD patients on activity 

domain (p=0.000), domain impact (p=0.011) and total 

score (p=0.001). The more severe the level of severity of 

COPD, the quality of life of the patient decreases.14 

In contrast to previous research, the more severe the level 

of COPD severity, the worse the quality of life of the 

patient, while the study conducted in West Sumatera was 

cross sectional to 35 patients with stable COPD taken by 

accidental sampling that 45.7% of patients had 

obstructive pulmonary degrees medium and 77.1% have 

good quality of life. Based on statistical test, there was 

correlation between degree of COPD on quality of life of 

stable COPD patients (p<0.05).15 

A review of systematic review states that there is a 

significant relationship between the severity of COPD 

and the quality of life of patients. The severity of COPD 

caused by airway obstruction will affect the quality of life 

of COPD patients regardless of how long COPD has been 

suffered.16 Exacerbations of COPD also play a role in 

aggravating the quality of life of COPD patients 

regardless of the duration of COPD that has been 

suffered. Exacerbation is the incidence of worsening 

compared to previous conditions. Exacerbations may be 

caused by infection or other factors such as air pollution, 

fatigue or complication.17  

Comorbidities are often found in chronic obstructive 

pulmonary disease. In this study 56.9% of respondents 

who have comorbidities with various diseases such as, 
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asthma, bronchitis, pulmonary TB, SOPT and hemaptoe. 

The result of analysis showed that there was correlation 

of comorbidity with quality of life. The reason the 

researcher chooses the type of comorbidities only in the 

class of lung disease rather than other diseases such as 

cardiovascular, hypertension or diabetes, because lung 

disease has almost the same signs and symptoms of lung 

function impairment, which allows the severity of COPD 

and worsens the quality of life of patients compared with 

COPD patients without such symptoms. 

The multivariate analysis of this study showed that 

patients with comorbidities were 2.7 times at risk for poor 

quality of life. This study is in line with studies 

conducted in Sweden that show that comorbidities 

(chronic bronchitis, osteoporosis and musculoskeletal 

symptoms) are related to quality of life. The conclusion 

of the study was that the chronic bronchitis phenotype in 

COPD patients had the highest risk of poor quality of life 

(OR=3.78, 95% CI [2.35-5.20]).18 Comorbidities are 

defined as other chronic diseases associated with COPD 

(irrespective of the nature of the cause or not of their 

association with the disease), often present in COPD 

patients and their effects are increasingly recognized. 

High rates of cardiovascular disease, diabetes, and mood 

disorders (eg, anxiety and depression) are reported in 

COPD patients. Comorbidities may increase the risk of 

mortality and hospitalization in COPD patients and 

exponentially increase treatment costs.19 

Previous studies have confirmed that shortness of breath 

and exacerbations, but not the limitations of airflow, are 

the major determinants of the decline in the quality of life 

of COPD patients in the cohort study (R2=0.43). It is 

explained that some variables such as bronchitis, 

depression, BMI and coronary artery disease affect 

quality of life but the effect is not great. In contrast to 

cardiovascular comorbidities, diabetes and obesity have 

no significant impact.20 Comorbidities in COPD are 

significantly associated with worse quality of life. 

Cardiovascular disease, depression and anxiety as well as 

diabetes but also other comorbid conditions such as 

musculoskeletal disease, have an effect to worsen the 

quality of life in COPD. The presence of single 

comorbidities also relates to a lower quality of life.21 

Good quality of sleep is very important for health. In 

COPD patients often experience sleep disturbances that 

can decrease quality of sleep and sleepiness in the 

afternoon, this condition can also worsen the quality of 

life. Based on the results of this study note that the 

respondents who experienced poor quality of sleep that is 

equal to 80.6%. The result of relationship analysis 

showed that there was correlation between quality of 

sleep and quality of life. Just like what happened in South 

Korea. A study of sleep problems in patients with mild to 

severe COPD on quality of life concluded that quality of 

sleep of COPD patients was significantly correlated with 

quality of life (r=0.376, p<0.001).22 

Quality of sleep is affected in most patients with COPD. 

It is associated with symptoms, functional capacity, 

peripheral muscle strength and quality of life in general. 

Sleep problems interfere with health status and quality of 

life in patients with COPD.23 Quality of sleep has proven 

to be an independent predictor of St. George Respiratory 

Questionnaires. The PSQI domain that assesses overall 

quality of sleep, sleep duration and disorders is strongly 

associated with health status. Previous studies have 

concluded that quality of sleep assessment should be 

considered because there is a relationship between quality 

of sleep, functional capacity, muscle strength and quality 

of life. Poor quality of sleep can affect symptoms of 

COPD and may affect participation in daily life 

activities.24 

COPD respondents may experience wake-ups during the 

night that interfere with sleep, often causing dizziness or 

wandering when waking up in the morning and even 

feeling tired during the day. The thing that causes waking 

up at night is the appearance of symptoms of the disease 

such as cough, shortness of breath, wheezing or difficulty 

breathing. Sleep disorders are very common in patients 

with chronic obstructive pulmonary disease (COPD). 

However, it is unclear how sleep disorders and quality of 

life affect each other in various stages of disease 

progression. 

The disease factor in this study became one of the causes 

of decreased quality of sleep. In this study the majority of 

respondents experienced cough and shortness of breath 

that stimulate to wake up from sleep. This will cause the 

normal time to sleep on the respondent is reduced and can 

experience sleep disorders. Any disease that causes pain, 

physical discomfort such as difficulty breathing or mood 

problems such as anxiety or depression can cause sleep 

problems.25 

Decreased lung function in COPD will lead to 

physiological decline of other organs that may affect 

health status and quality of life of COPD clients. At a 

later stage, COPD results in impaired activity, fatigue, 

loss of appetite, weight loss, and sleep disturbance.26 

Sleep disorders that occur in COPD patients can be 

influenced by one of the factors that affect the quality of 

sleep is emotional stress. Another factor that affects the 

quality of one's sleep is age. The results showed that the 

average age of respondents was 50-59 years. Age is 

included in the age group above 55 years where at that 

age there is a natural aging process that cause physical, 

mental, social, economic, and psychological problems. 

This results in healthy elderly people often experience 

changes in sleep patterns such as it takes a long time to 

start falling asleep, so that sleep time becomes shorter 

and quality of sleep decreases. 

CONCLUSION 

The conclusion that the severity, comorbidity and quality 

of sleep is related to the quality of life of COPD patients. 
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Patients with COPD should make early diagnosis of 

severity to find the right intervention strategy to maintain 

a good quality of life and who have more than one 

disease of comorbidity should change their lifestyle better 

so as not to aggravate the quality of life. 
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