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ABSTRACT

Background: ‘Ageing’ is associated with decline in many body functions; and lifetime exposure to health hazards
has an impact on elderly who contend with the “double burden” of non-communicable diseases such as Diabetes
Mellitus, Hypertension, etc., Indian elderly are more prone for chronic disease like Type 2 Diabetes Mellitus and
hence measuring health related quality of life among them is essential to plan interventions at primary care settings.
Methods: A cross sectional study was conducted among 400 elderly patients aged 60 years and above with Type 2
Diabetes Mellitus attending outpatient department of urban primary health care facility of Belagavi city. The quality
of life was assessed using modified WHO-QOL BREF questionnaire under 4 domains viz. physical health,
psychological, social relationship and environment.

Results: Among the participants 46% were men and 54% were women. The total scores for all the domains overall
ranged between 15.75 and 73.5 with a mean score of 40.26 and a standard deviation of 11.14. The mean scores in
physical, psychological, social and environmental scores were 44.21+8.50, 40.27+8.83, 36.69+14.62 and 39.9+12.58
respectively. Hypertension though the most common morbidity noted, but did not have statistically significant
difference in any domains (P<0.05).

Conclusions: The health related quality of life among elderly diabetics was lower in social domain as compared to
other domains. Socio-economic status and Education levels were associated with poor quality of life scores. Emphasis
on quality of life assessment of elderly diabetic patients is imperative in comprehensive management.
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INTRODUCTION

Today globe is witnessing a rapid social, epidemiological
transition. One of the biggest social transformations is
‘population ageing’.® Ageing begins from the day we are
born and is inevitable part of life. In developing
countries, demographic transition results in increasing
life expectancy and hence increases in proportion of
elderly population in near future.? For India, the elderly
population of above 60 years was around 7.4% in 2011,
which is expected to rise to 12.4% by 2026.°

There are many illnesses that occur in association with
age. Type 2 diabetes mellitus (Type 2 DM) is the
classical example of a disease whose prevalence increases
with age. Changes in lifestyle, including diet and physical
activity, and the increasing numbers of elderly people are
the key factors for the worldwide epidemic of diabetes.
Advancing age increases the risk of atherosclerosis and
cardiovascular mortality, which is further augmented by
the presence of Type 2 DM which is emerging as one of
the most important public health problems of the 21st
century and moreover Indian elderly are more prone for

International Journal of Community Medicine and Public Health | August 2016 | Vol 3 | Issue 8 Page 2258



Kavi A et al. Int J Community Med Public Health. 2016 Aug;3(8):2258-2263

type 2 DM mortality.*® Diabetes and its complications
take a major toll on the quality of life of the elderly and
the health care costs of the society.®

‘Quality of life’ (QoL) evaluation has emerged as an
important outcome measure for chronic disease
management which is defined by World Health
Organization (WHO) as individual’s perception of their
position in life in the context of the culture and value
systems in which they live and in relation to their goals,
expectations, standards and concerns. It is a broad
ranging concept affected in a complex way by the
person's physical health, psychological state, level of
independence, social relationships, personal beliefs and
their relationship to salient features of their environment.’
A large variety of generic and disease specific quality of
life assessment tools have been validated and evaluated in
diverse population settings.®

Several factors influence the quality of life of a person
with type 2 DM. These include the relationship between
the patient and the health care provider; the individual’s
personality characteristics such as optimism, acquisition
of self-management skills and health behaviors.’ It is
increasingly recognized that in diabetes, psychosocial
factors have an important impact on self-care, acceptance
of therapeutic regimens and treatment success.™

Most assessments in  medicine are obtained by
examinations by health professionals and laboratory tests;
whereas WHO-QOL instruments provide inputs on
individual perceptions of quality of life. By focusing on
individuals' own views of their wellbeing, provide a new
perspective on disease status and aids in management.
Recent developments in the fields of health outcome
research and health technology assessment have noticed
the quality of life evaluation as a technique for clinical
evaluation.>** Assessment of health related QoL of an
individual especially among elderly with type 2 DM
becomes necessary to plan interventions at primary care
settings.

METHODS

The present cross-sectional study was conducted among
elderly population residing in urban primary health
centre, Ashok Nagar of Belagavi city, Karnataka state,
South India. The study participants were elderly aged 60
years and above diagnosed with type 2 DM and were on
treatment for the same, attending urban primary health
centre for diabetes management for a minimum duration
of one year. Study extended over a period of 14 months
from June 2014 to August 2015. Assuming that 50
percentage of elderly diabetic patients have poor quality
of life, the sample size was calculated using the formula
N=4p(1-p)/d% with ‘p’ the proportion of elderly with
poor QoL. At 95% confidence level and relative
precision of 10%, the sample obtained was 400. The

study was approved by the institutional ethics committee.
The purpose of the study was explained and informed
consent was obtained from the participants.

Data was collected using a predesigned, pre tested,
questionnaire  which was interviewer-assisted or
interviewer-administered had two parts. Part one included
the socio demographic characters, presence of
comorbidities, treatment history and adherence for the
treatment. Part two included the quality of life assessment
using modified WHO-QOL BREF questionnaire.™*

The WHO-QOL BREF is an abbreviated 26 item version
of the WHO-QOL 100 which produces domain scores,
but not individual facet scores. Four major domains were
assessed in the present study viz. physical, psychological,
social relationships and environment. All items were
rated on a five point scale (1 to 5). In each domain the
total scores were between 0 and 100.'* Total score more
than 50 were categorized as good and less than 50 as
poor.

The data was expressed as percentage and analysed using
statistical package for social sciences (SPSS) version
20.0. Scores were expressed as mean and standard
deviation (SD). Test of significance for proportions was
done using chi-square test. ‘P’ value of less than 0.05 was
considered as statistically significant.

RESULTS

A total of 400 elderly who had a history of Type 2 DM
for more than one year and on treatment participated in
the study. Among the participants 46% were males and
the rest 54% were females. The meantstandard deviation
(SD) of self-reported duration of diabetes was 13.58+9.27
years. Predominately, participants were in the age group
of 60 to 69 years (73.5%). The demographic details of the
participants are described in table 1.

Majority of the study participants (72.3%) were on oral
medication for diabetes management; 82% of the
participants were suffering from one or more micro
and/or macro vascular complications of diabetes mellitus.
Hypertension (38.0%) was the most common associated
morbidity followed by osteoarthritis (20.3%) and cardiac
disease (17.0%). Poor compliance to the medications was
noted among the study participants (Table 2). Gender did
not show any difference in the mean values of the scores.
Advancing age showed a negative relation with
psychological scoring aspect (P=0.002).

The mean+SD scores in physical, psychological, social
and environmental scores were 44.21+8.50, 40.27+8.83,
36.69+14.62 and 39.9+12.58 respectively. The mean£SD
score of quality of life was found to be lowest for the
social domain. Average QoL score including all the four
domains was 40.26+11.14 (Table 3).
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Table 1: Demographic characteristics of the study participants (N=400).

Demographic variables _ Categories :
60 - 69 294 (73.5)
Age (in years) 70-79 82 (20.5)
>80 24 (6.0)
Men 184 (46.0)
Gender Women 216 (54.0)
. . Above poverty line (APL) 243 (60.7)
Socio economical status Below poverty line (BPL) 157 (39.3)
No formal education 73 (18.3)
Educational status School (primary + high) 270 (67.5)
P u college and degree 57 (14.2)
Married 166 (41.5)
. Unmarried 55 (13.7)
Marital status Widowed 94 (23.5)
Separated 85 (21.3)

Table 2: Clinical characteristics of the study participants (N=400).

Variables ~ Categories No. (%)
Treatment Diet and exercise only 33 (8.2)
Oral therapy only 289 (72.3)
Insulin only or combined 78 (19.5)
Complications No complications 72 (18.0)
Only micro-vascular complications 102 (25.5)
Only macro-vascular complications 93 (23.3)
Micro-vascular and macro-vascular complications 133 (33.2)
Diabetes associated Hypertension 152 (38.0)
Comorbidities Osteoarthritis 81 (20.3)
Cardiac disease 68 (17.0)
Psychopathology 29 (7.2)
Others 24 (6.0)
No comorbidities 46 (11.5)
Missed medication Very often 182 (45.5)
Occasional 103 (25.7)
Never missed 115 (28.8)

Table 3: Quality of Life scores of the study participants (N=400).

Domains (HRQOL) Minimum value Maximum value Mean value Standard deviation
Physical 25 63 44.21 8.50

Psychological 19 56 40.27 8.83

Social 06 75 36.69 14.62
Environmental 13 100 39.90 12.58

Average score 15.75 73.50 40.26 11.14
Comorbidities with type 2 DM were an important factor common morbidity noted, but did not have Statistically
determining the QoL scores. Participants with significant difference in any domains (P<0.05) (Table 4).
osteoarthritis and psychopathological conditions as co-

morbidities showed significant poor scores across all the Environmental domain showed significant difference in
domains (P < 0.05). Hypertension though the most QoL score among the socioeconomic group (P=0.005).

(Graph 1) Educational status of the participants had
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significant difference in the QoL score in physical and participants perceived positively their quality of life in
social domains. (P=0.045, 0.031) (Graph 2). Overall, the considered domains.

Table 4: Quality of Life scores of the study participants with co-morbidities (N=400).

Comorbidities Nos.(%) Physical Domain  Psychological Social Domain Environmental

with Diabetes (P value) (P value)

Mellitus

Hypertension 152 (38.0) 51.12+9.63 49.56+7.25 50.1248.52 (0.182) 48.5349.55 (0.058)
(0.339) (0.067)

Osteoarthritis 81 (20.3) 34.23+7.14 39.3748.35 40.11+5.56 (0.024*)  38.22+9.87 (0.000%)
(0.000%) (0.001%)

Cardiac disease 68 (17.0) 45.56+9.57 38.4549.27 48.62+7.85 (0.057) 41.89+12.45 (0.001%*)
(0.012%) (0.000%)

Psychopathology 29 (7.2) 38.88+11.24 34.1246.51 35.1248.71 (0.000*%)  39.47+8.36 (0.001*)
(0.003%) (0.000%)

Others 24 (6.0) 41.744+12.56 45.02+10.22 48.33+9.68 (0.004*)  49.08+11.86 (0.06)
(0.05%) (0.045%)

No comorbidities 46 (11.5) 55.94+8.24 50.62+8.68 49.25+10.11 (0.02*)  52.67+8.94 (0.032%)
(0.048%) (0.056)

*P<0.05 statistically significant.
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In the current study majority of the participants i.e.,
73.5% of them were in the age group of 60 to 69 years. In
a study conducted in Puducherry, India also had similar
distribution. Overall meantSD score of QoL was
49.74+10.21, which is higher than our study.'* Another
study reported the average QoL score of 54.8+18.19, a
moderate level of QoL probably due to lesser

B APL

WBPL

POOR  GOOD | POOR GOOD | POOR  GOOD | POOR  GOOD comorbidities among the study participants.*®
PHYSICAL PSYCHOLOGICAL SOCIAL | ENVIRONMENTAL
e=1.162; (X2=3.182; (0=13.191; (x?=7.851;

P=0.28) ‘ P=0.074) ‘ P=0.074) ‘ P=0.005%)

Our study highlighted the fact that overall QoL is average
while social relationship and environmental domains of

Graph 1: Comparison of socio economic status among QoL showed below average score. Other studies have
physical, psychological, social and environmental shown higher mean scores of social relationship domain
domains. compared to this study, while other 3 domain namely

physical, psychological and environmental were found to

be comparable. The difference observed in QoL score in
100% : different domains may be due to difference in the pattern
o of associated factors which influence QoL in different
0%  No formal Edu setti ngsllz'14
60% - . < -
50% = = 7 | B e Chronic morbid conditions have an effect on QoL as
o . illustrated in other studies.”>® Hypertension though was
20% " Degree most common co-morbidity noted but did not show any
s B M EX P N e statistically significant difference with the QoL. But,
0% hypertension had a significant impact on the QoL in a
POOR GOOD POOR GOOD POOR GOOD POOR GOOD 17 . . .
PHYSICAL | PSYCHOLOGICAL | SOCIAL | ENVIRONMENTAL study done elsewhere.”" The patients with type 2 DM with
oo | | oenorsy | reomsts | 'peoces other co-morbid conditions had low QoL score in
comparison to the group without co-morbidity in all 4
Graph 2: Comparison of education status among dom-aln%?;< QoL, which was also observed in the similar
physical, psychological, social and environmental studies.
domains.
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Our study found that presence of musculo-skeletal
disorders  like  osteoarthritis,  psychopathological
conditions including depression and other chronic
conditions including respiratory disorders (Chronic
Obstructive Pulmonary Disease, etc.), cancers, etc.; along
with type 2 DM were significantly associated with the
low QoL score. Older adults with osteoarthritis of the
lower extremities undergo a significant impact on
multiple dimensions of QoL, compared with healthy
controls.*** In view of the above findings, along with
type 2 diabetes mellitus, which is a prime metabolic
disorder among elderly, it is imperative to assess the
presence of co-morbidities as an important factor to be
considered during the assessment of QoL among the
elderly diabetics.

Socioeconomic status which was assessed in terms of
above and below poverty line, revealed that participants
had good mean scores with increasing economic status
and showed statistically significant difference in
environmental domain  (P=0.005*). Income was
significantly associated with five of the eight QoL
domains and low-income patients reported worse QoL
scores in the similar studies.?® ! The results of a previous
study revealed more significant associations between the
socio-demographic  variables and QoL domains,
compared to the clinical variables.?

Educational status had a significant influence on the QoL
score of physical and social domains, suggesting that a
moderate elevation of the education levels showed a
significant increase in the mean QoL scores among
elderly diabetics. Similarly, other studies also
demonstrated that elderly diabetics with higher levels of
schooling had better perceptions of their QoL.** %2

Our study provides valuable information on the QoL and
its associated factors among elderly population using a
standard instrument. The QoL scores are based on the
individual perceptions about the diabetes along with
comorbidities of geriatric age group. Hence we need to
individually ascertain the possible variations in the
perceptions of QoL in every elderly diabetic patient with
or without associated comorbidities. Our study used the
cross sectional design hence the causal association could
not be established. Extrapolation of the study results
should be done with caution as it was facility based study
and because of the possible bias during the interview
period, no control group was established, and a diabetes
specific QoL questionnaire was not used. We could not
study some factors like mental health status,
complications of chronic co-morbid conditions of the
elderly due to feasibility constraints.

CONCLUSION

The health related QoL among elderly diabetics was
lower in social and environmental domains as compared
to other two domains. Lower socio economic status and
less education were associated with poor QoL scores. The

findings of this study can make a contribution to daily
practice. In an urban primary care setting, emphasis on
quality of life assessment of all the domains is needed
during management of elderly type 2 diabetic patients,
despite good glycaemic control
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