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Abstract

Background: The World Health Organization describes the chralisease as “disease of long duration and gepesiallv
progression” and the chronic conditions as “hepftthlems requiring continuous management for yeaesven decades”.
The needs of patients suffering from chronic diesa®ntinuously change and are related to theltrhaad quality of life.
Objective: The exploration of the collective interpretatidintioe quality of life and the role of exercise tatas well as the
respective image that patients with chronic disegsesent through their subjective appreciation.

Methodology: 133 patients (51.1% were women) in four generaphals in the district of Peloponnese, from the &en
Dialysis Unit, the beta-thalassaemia units anddiabetes outpatients’ clinics, filled in structurggestionnaires: the short
form of the international physical activity questiaire (IPAQ), the short form of the quality ofeliuestionnaire (SF-36)
and a questionnaire with demographics and chrde&ades’ characteristics, during the period of 2800D1.

Results: Participants seem to be affected from various rotdrganic disorders, co morbidities, such as catdgcal,
psychological, endocrinologic disorders, as wellfasn complications of the main disease. We remarktatistically
significant negative influence of all levels— dins@ms of the quality of life in all three groups mdtients. In particular:
52.6% of the participants had low physical actividen had considerably higher marks in the synoptile of physical
health a fact that indicates better physical healitomparison to women. Additionally, there wasignificant difference in
the marks of the participants at the synoptic soalghysical health in accordance with their lewekducation, both of the
high school graduates and the graduates of UntieskiColleges/Master courses (p= 0.003, p=0.0Gbesively).
Moreover, the participants that used to work 2-Grealaily had considerably lower marks in the syitogcale of physical
health in comparison both to the participants wharked 6-8 hours and to those who worked for moentB hours
(p=0.001, p=0.001 respectively). Women got considigr higher marks in the synoptic scale of mentdlth, which
indicates better mental health in comparison to.men

Conclusion: Results’ analysis shows that for all three groappatients there was significant correlation betwall the
dimensions of quality of life. Therefore, the higliiee quality of life one person has, regarding dimension, the better it
becomes regarding all the others, too.
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Introduction and serious illnesses have begun to care not only f

survival but also for the QoL (Burckhardt,

Q/rchenholtz & Bjelle, 1993; McKinley, Ouellette &
inkel, 1995). This interests researchers not oy

The quality of life (QoL) has a multidimensional
character, including the needs and the wishes o

people (Sevastaki & Dilintas, 2005). The CI‘”’lSSicalsubjective assessments of patients about their
socio-economic indexes of quality of life coverattp situation, but also for the ability for activitie$ daily

of the objective dimension and they are not enough. . . .

for the field of health, thus new indexes andr]'v(')r\:\?evé';ﬂcgglsle%’e tohtée"]?;fi tf;atV\tlmls(eIi’s %siiﬁ).an
assessment tools have been designed (Holmes, 2005ﬁ ortan‘E to icpand the interest of patients the
Valassi-Adam, 2001; Fayers & Machin, 2000; P P P VeSE

Yfantopoulos & Sarris, 2001). The appreciation of IS huge, t_here IS I't;[,le |hnf0rdn_1at|0n and resefrm:h:mi
the patients themselves regarding their healthon.t. e impact of the disease on QoL of these
condition and the way it affects their life is individuals.

considerably different to the remarks of health WHO (2004) reported a constantly deteriorating
professionals, a fact that has lead to the contisiyo health and performance capacity of the adult
more often use of tools for the assessment of theopulation and considers as a primary objectivallin
subjective dimensions of health related qualityifef ~ the member countries, the significant increase in
(HRQL) (Nakou 2001; Van der Wilk & Jansen 2005). behaviors that promote health, such as a balanced
The muscle reinforcement and in general the ex@rcisdiet, not smoking, adequate physical exercise and
improves the balance, thus reducing the falls ofase  coping with stress.

citizens and improving their functionality (WHO, The rapid development and introduction of

2004). However, the most significant result is that therapeutic medical procedures for extending or

through the aforementioned mechanisms- the : . . .
duration of their lives is increased, as well &s it improving the lives of terminally ill and people

quality suffering from chronic diseases att_racted the aster

' of doctors and other health professionals to sthdy
Chronic diseases bring patients confronted witlgion QoL of these patients in order to investigate asksr
term treatments and challenges such as maintaiing or benefits of medical acts and their impact orirthe
good emotional balance and self-esteem, self-cihontrolives (Fayers & Machin, 2000). The QoL is now used
strengthening of relationships with family and fils ~ extensively as a marker for evaluation of theraipeut
and the compromise with an uncertain future. Ininterventions and is studied especially in cases of
addition, diagnostic uncertainties, helplessnesspatients suffering from chronic diseases or padient
dependency, stigma and lifestyle changes aresuffering from mental disorders and terminally ill
characteristic of chronic diseases. According te th patients (Yfantopoulos & Sarris, 2001).
concept of adaptive capacity in Alzheimer,
individuals with chronic diseases maintain a
satisfactory level of emotional, physical and sbcia

activity which is recorded in the assessment ofiyua of osteoporosis, and reduces significantly the @bk

(de Ridder & Schreurs, 2001). colon cancer and breast cancer. Also strengthirigrin
Individuals who suffer from chronic conditions see and general exercise improve balance, reduceifalls
their everyday standard of living to decline. Fadlu the elderly population and thus improve their
self-esteemcoupled with feelings of incapacity are functionality. But, the most important result of
created, leading to the devastation of their self-exercise is that -via the above mechanisms- lomgevi
esteem. They need continuous care from family ands not only increase but it also improves the QoL.
friends to help them maintain their dignity which i
reduced in terms of their own QoL and careers.

Physical activity plays an important role in the
prevention of obesity, helps treat cardiovascular
diseases and diabetes, is beneficial in the priwvent

This study aims to explore the collective
interpretation of the QoL and the role of exerdize
In recent decades, the interest of sociologists andt, as well as the relative image of the patienith w
health professionals about the impact of chronicchronic diseases through their subjective percaptio
disease on QoL has increased. Patients with chronithe opinion of patients with chronic diseases
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regarding the QoL and the role of exercise toitetha b) Their educational level: at least graduates of
been examined and, also, whether there are anyprimary school in order to comprehend the questions
transgender differences regarding the HRQL. The of the psychometric tests.

possible relation between characteristics of chroni
diseases and demographics with the different
dimensions of QoL were examined, as well.

¢) Their voluntary participation. The questionnaire
were filled in by the participants of the research
themselves within a framework of their selection,
Methodology with simultaneous recording of their demographic
information, as well as data regarding their peason
medical history referring to the following diseases
A convenience sample was used, concerning 18%liabetes mellitus, chronic renal insufficiency, and
patients with chronic diseases, who were carednfor beta-thalassaemia. Furthermore, the participants
four general hospitals in the district of Pelops®e were previously informed regarding the purpose of
especially in renal dialysis, beta-thalassaemitspym  the study and were asked if they wanted to
oncology departments and in diabetes outpatientsparticipate and were assured about the
clinics, during the period of 2010-2011. confidentiality and the anonymity of the procedure.
Permissions for the study were asked and provided
by the Hospitals’ Scientific Committees, where it
1. a structured questionnaire with demographics andook place.

chronic disease characteristics

A descriptive, cross sectional design was adopted.

Participants filled in the following tools:

Statistical analysis

2. the short form of the international physicali\att Finally 133 people were included in the study

uestionnaire (IPAQ), where different approaches to o
?he kind of phg/siczg)activity (work, mov?npg, resgin (70.4%). The means and the standard deviations (SD)

and homework) are employed. This tool consists of pVere used for the description of the quantitative
parts (Craig et al., 2011)in first four, frequency Va“%b'es- There were used the absolut_e .(N) and the
(hours/day and days/week) and density of physicalre""‘t'v.e (%) frequ_enues for the description O.f the
activity are measured, which is correlated with kyor quantitative vzarlables. For_ th'e proportions
moving, homework-family care and resting/exercise.Compar'son the“test and the Fisher's exact test were

In the last one, time of sedentary activities i&temn used. T he Student_s ttest was used for the
down. This results to a continuous score of physicacomparlson of quantitative vanablgs betweer! two
activity minutes per week groups. The parametric analysis of variance

(ANOVA) was used for the comparison of
3. the short form of the questionnaire regarding th quantitative variables between more than two groups
quality of life (SF-36), with 36 questions on 8 The Bonferroni correction was used for the errpety
dimensions of QoL which exam natural function, |, due to multiple comparisons and according tiét
physical pain, health, vitality, social function, significance level is 0.08/ («x = number of
intellectual health, physical and emotional status.comparisons).

This tool measures general health situations with n
relation to a special disease or cure. It consis6
questions, whose answers are from 1 (‘Yes” or “No”")
to 6 (relative to the severity of symptoms), which
compose 8 scales, with 2 to 10 questions eac
(Medical Outcomes Study, MOS) (Ifantopoulos,
2004). The last two were weighted in Greek, were
free for research use and did not require permissio

For the control of the relation between two
guantitative variances, the Pearson (r) correlation
coefficient was used. The linear regression arglysi

ith the gradual stepwise procedure was used for th
inding of independent factors related to the
dimensions of quality of life from which resultetuet
dependence coefficients (b) and their standardsrro
(SE).

The significance levels are bilateral and the stiatl
significance was set to 0.05. The statistical pmogr
a) People over 18 years old. SPSS 18.0 was used for the analysis.

The inclusion criteria for the volunteers in thadst
were:
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Results interesting the fact that those who consideredr thei
culture as a significant factor for good QoL had

In Tables 1 & 2, and in Chart 1, descriptive higher levels of QoL regarding the “Physical Pain”
characteristics of the sample are shown. The samplend higher values in Physical and Mental Health

comprised 133 persons of mean age 47.6 year I
(SD=14.3 years), with a small supremacy of women®mmary scales.
(51.1%) and the majority of them from the renal People with associated health problems had lower
dialysis units. The minority of them (31.1%) deeldr values in the dimensions of “Physical Functionality
that their income was sufficient in order to cotlezir “Physical Role”, “Physical Pain”, “General Health”,
living and personal needs, while almost half ofnthe and “Sentimental Role” and in “Physical Health”
(53.4%) had associated health problems and usedummary scale.

drugs (52.6%). Th . .

e aforementioned results applied also for those
Regarding the factors for the good QoL, as theyewer who were under medication except the fact that they
evaluated by the respondents, health seems toebe thad lower values in the dimension “social role”.
most significant (85.7%) and follow the peace of Regarding the physical activity, the
mind (50.4%) and the family peace. Regarding theuni-variate analysis showed that the participarith w
levels of physical activity (see Chart 1) only 1%.5f low levels of physical activity had considerablykr
the participants had high level, while 36.8% hadvalues in the dimensions “Physical Functionalitgtia
average levels. Men, people with health problems of'Sentimental Role”. There was a significant
people under medication mostly had low leeéls difference in the participants’ score in all the
dimensions of quality of life between the groups,
except from the dimensions “vitality”, “social réle
and “mental health”. In particular, patients frohet
beta-thalassaemia unit had considerably worsetguali
of life (lower score) regarding the dimensions
“physical pain” and “general health” and at the
summary scales of physical and mental health
The results of the uni-variate analysis regardimg t compared to patients from the diabetes unit.
aspects of QoL that are related to health (TablesAdditionally, patients from the renal dialysis unit
3,4,5) showed that men had higher levels of Phlysicahave considerably worse quality of life (lower ssor
Functionality and higher values in summary scafes oregarding the dimensions “physical functionality”,
Physical and Mental Health. “physical role”, “physical pain”, “general healtlaihd

Additionally, the prices of Physical Functionality, “sentl_mental role”, as well as” the summary Scaf?s 0
Physical Role, Physical Pain, Sentimental Role physical and mental health” compared to patients

aspects and in the summary scale of Physical Healtgom the diabetes unit. Finally, patients from thaal
I

physical activity (Table 2). Furthermore, peoplehwi
low levels of physical activity were older. Therene
no statistically significant differences betweere th
levels of physical activity according to the socio-
economical factors, such as the educational l¢rel,
income and the working hours.

were decreased as the age increases. Primaryfor hi lalysis unit had congiderably worse _quality ok I.if
school graduates had lower prices of PhysicalloWer score) regarding the dimensions “physical

Functionality, Physical Role, Sentimental Role andfunctlonallty”, “physical role”, Sentimental Rolad

the summary Health Scale in comparison to the moréhe summary Health Spgle In comparison to the more
educated and the participant with two to five haafrs educated and the participant with two to five hairs

professional occupation in comparison to those wh rofessional occupation in comparison to those who

had six or more. ad six or more. : .
Furthermore, people who considered their

Furthermore, people who considered their professional recognition significant factor of i@od
professional recognition significant factor of t/@od  QoL, had higher levels of the dimensions Physical
QoL, had higher levels of the dimensions PhysicalRole, while people who considered family peace as a
Role, while people who considered family peace as &ignificant factor for good QoL had higher levets a
significant factor for good QoL had higher levets a the ‘Mental Health” summary scale. It is also
the ‘Mental Health” summary scale. It is also interesting the fact that those who consideredr thei
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culture as a significant factor for good QoL had dependent variables the dimensions of SF-36 (Table
higher levels of QoL regarding the “Physical Pain” 3), we found that the gender, the occupation hours,
and higher values in Physical and Mental Healththe physical activity, the type of main disease ted
summary scales. People with associated healtlexistence of associated health problems were
problems had lower values in the dimensions ofindependently related to the dimension of Physical
“Physical Functionality”, “Physical Role”, “Physica Functionality.

Pain”, “General Health”, and “Sentimental Role” and

in “Physical Health” summary scale. The female gender, the associated health problen, t

few occupation hours and the lack of physical
The aforementioned results applied also for thoseactivity show lower levels of “Physical
who were under medication except the fact that theyrunctionality”. Moreover, the patients from the akn
had lower values in the dimension “social role”. unit had worse levels of “Physical Functionality”.
Regarding the physical activity, the uni-variate Regarding the “Physical Role”, the gender and the
analysis showed that the participants with low lgve occupation hours were found to be independently
of physical activity had considerably lower valies related (Table 3).

the dimensions “Physical Functionality” and

“Sentimental Role”. The type of disease was the unique predictive facto

for the dimension “Physical Pain”, while for the
There was a significant difference in the partioijga  dimension “General Health” the associated problems
score in all the dimensions of quality of life beem  were the unique predictive factor (b=-7.61, SE=P.98
the groups, except from the dimensions “vitality”, The dimensions “Social Role”, “Vitality” and
“social role” and “mental health”. In particular, “Mental Health” were found not to be independently
patients from the beta-thalassaemia unit hadassociated with any of the studied factors (Tahle 4
considerably worse quality of life (lower score) Th

. : , ’ . - e
regarding the dimensions “physical pain” and
“general health” and at the summary lescaf
physical and mental health compared to patients fro
the diabetes unit.

socio-demographic factors, such as the
educational level and the occupation hours were
found to have a predictive ability in the multivatg
analysis for the dimension “Sentimental Role”. The
higher educational level and the occupation hours
Additionally, patients from the renal dialysis unit indicate higher levels of QoL related to the
have considerably worse quality of life (lower sgor “Sentimental Role” (Table 5).

regarding the dimensions “physical functionality”,
“physical role”, “physical pain”, “general healtlahd
“sentimental role”, as well as the summary scales o
“physical and mental health” compared to patients
from the diabetes unit. Finally, patients from theal
dialysis unit had considerably worse quality ot lif
(lower score) regarding the dimensions “physical
functionality”, “physical role”, “physical pain” ah
“sentimental role”, as well as the summary scale of
physical health compared to patients from the
thalassaemia unit.

The physical activity was also found to indepeniyent
predict the Sentimental Role. People with average o
high levels of activity had higher values in the
aforementioned dimension in comparison to people
with low activity levels (b=12.38, SE=5.38).
Furthermore, the multivariate linear regression
showed that with the summary scale of “Physical
Health” are independently correlated the gende, th
main disease and the consideration of culture as a
significant factor for good QoL, while the summary
scale of “Mental Health” is independently correthte
When a multivariate analysis of the linear reg@ssi with the gender and the consideration of cultura as
analysis with the gradual stepwise procedure andignificant factor for good QoL.
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Table 1: Descriptive characteristics of the sample

N (%)

Group of patients

Diabetes clinic 46 (34.6)

Thalassaemia Unit 25 (18.8)

Renal dialysis unit 62 (46.6)
Gender

Men 65 (48.9)

Women 68 (51.1)
Age, mean (SD) 47,6 (14.3)
Educational level

Primary/ High School 40 (30.1)

Lyceum 43 (32.3)

College/ University/ Master Degree 50 (37.6)
Married

No 54 (40.6)

Yes 79 (59.4)
Hours of occupation

2-5 hours 31 (23,5)

6-8 hours 70 (53)

>8 hours 31 (23.5)
Total annual income

0-12,000 27 (20.5)

12,001-20,000 51 (38.6)

Over 20,000 54 (40.9)
Is your income enough so as to cover your living @personal needs?

No 91 (68.9)

Yes 41 (31.1)
Significant factors for good quality of life

Security 44 (33.1)

Professional recognition 34 (25.6)

Social distinction 10 (7.5)

Clean environment 31(23.3)

Family peace 62 (46.6)

Culture 18 (13.5)

Health 114 (85.7)

Peace of mind 67 (50.4)
Associated health problems

No 62 (46.6)

Yes 71 (53.4)
Medication

No 63 (47.4)

Yes 70 (52.6)
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Table 2: Correlation of the levels of physical activity with demographic characteristics and
concepts of the participants regarding the qualityof life

Physical activity

Low Average/ High
P
N (%) N (%) S test
Gender
Men 26 (40) 39 (60) 0.004
Women 44 (64,7) 24 (35.3)
Age, mean (SD) 51,1 (14.4) 43,7 (13.1) 0.002**
Educational level
Primary/ High School 24 (60) 16 (40) 0.077
Lyceum 26 (60.5) 17 (39.5)
College/ University/ Master Degree 20 (40) 30 (60)
Married
No 32 (59.3) 22 (40.7) 0.206
Yes 38 (48.1) 41 (51.9)
Hours of occupation
2.5 hours 19 (61.3) 12 (38.7) 0.544
6-8 hours 36 (51.4) 34 (48.6)
>8 hours 15 (48.4) 16 (51.6)
Total annual income
0-12,000 18 (66.7) 9 (33.3) 0.223
12,001-20,000 27 (52.9) 24 (47.1)
Over 20,000 25 (46.3) 29 (53.7)
Is your income enough so as to cover
your living and personal needs?
No 45 (49.5) 46 (50.5) 0.220
Yes 25 (61) 16 (39)
Significant factors for good quality of
life 0 0
Security
No 49 (55.1) 40 (44.9) 0.426
Yes 21 (47.7) 23 (52.3)
Professional recognition
No 53 (53.5) 46 (46.5) 0.722
Yes 17 (50) 17 (50)
Social distinction
No 66 (53.7) 57 (46.3) 0.516*
Yes 4 (40) 6 (60)
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Continues Low Average/ High
P
N (%) N (%) £ test
Clean environment
No 52 (51) 50 (49) 0.489
Yes 18 (58.1) 13 (41.9)
Family peace
No 41 (57.7) 30 (42.3) 0.206
Yes 29 (46.8) 33(53.2)
Culture
No 63 (54.8) 52 (45.2) 0.209
Yes 7 (38.9) 11 (61.1)
Health
No 10 (52.6) 9 (47.4) 1.000
Yes 60 (52.6) 54 (47.4)
Peace of mind
No 32 (48.5) 34 (51.5) 0.342
Yes 38 (56.7) 29 (43.3)
Associated health problems
No 26 (41.9) 36 (58.1) 0.021
Yes 44 (62) 27 (38)
Medication
No 26 (41.3) 37 (58.7) 0.004
Yes 44 (62.9) 26 (37.1)
Group of patients
Diabetes clinic 25 (54.3) 21 (45.7) 0.365*
Thalassaemia Unit 10 (40.0) 15 (60.0)
Renal Dialysis Unit 35 (56.5) 27 (43.5)

*Fisher’s exact test **Student’s t-test
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Table 3: Results of univariate and multivariate andysis about the relation between the variables
of the studies and the dimensions Physical Functiahty, Physical Role and Physical Pain

Physical Physical Physical
Functionality Role Pain
P P P
Mean +SD ttest B +SH MeanSD p+ SH MeanSD . B +SH
Gender
Men 83.9+22 0.002 71.5+37.5 0.120 45.6+19.1 0.057
Women 70.8+25.6 60.7+42.4 39.3+18.5
Age, r -0.50 <0.001 -0.32+0.13* -0.37 <0.001 -0.65+0.24** -0.18 0.038
Educational level
Sg\'g:j‘,[y/ High 60.5+29.P" <0.001f 43.8+43%"  <0.001F 3824214  0.14¢
Lyceum® 78.5+20.7 75+34.9 41.8+16.4
College/
University/ Master 88.8+15.4 76+35.7 46.1+18.7
Degred
Married
No 75.3+26.3 0.464 62+43.1 0.353 42.1+19.2 0.921
Yes 78.5+23.7 68.7+38.3 42.5+19
Hours of
occupation
2-5 hourd 56.2+28.7" <0.001F 0.00% 339401 <0.001F 0.00% 39.5+19.6  0.498
6-8 hour$ 84.1+16.6 9.30+4.07* 77.1£34.5 34.148.41*** 4216839
>8 hourg 82.3+25.7 9.12+4.56* 72.6+37.3 30.52+9.55* 451847
Total annual
income
0-12,000 74.8+34.1 0.12% 67.6+44.3 0.92¢ 43.2421.2 0.96f
12,001-20,000 72.9+23.4 64.2+41.6 42.7+£17.3
Over 20,000 82.5+19.8 66.7+37.9 42+19.7
Is your income
enough so as to
cover your living -
personal needs?
No 77.4+26.5 0.884 66.5+40.3 0.809 40.9+19.3 0.160
Yes 76.8+20.9 64.6+41.1 46+18
Sgnificant factors
for good quality of
life
Security
No 77.4+25.2 0.910 66+40.3 0.989 41.8+19.8 0.652
Yes 76.9+24.1 65.9+40.7 43.4+17.5
Professional
recognition
No 75.8+24.7 0.279 61.6%41.4 0.033 41.9+18.1 0.623
Yes 81.2+24.7 78.7+34.3 43.7+21.8
Social distinction
No 76.4+24.7 0.218 64.6+40.4 0.178 42.5+18.8 0.817
Yes 86.5+23.8 82.5+37.4 41+22.8
Clean environment
No 76.6+25.9 0.583 65.7+41.5 0.880 41.1+19.2 0.171
Yes 79.4+20.6 66.9+36.7 46.5+18
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Physical Physical Physical
Functionality Role Pain
Mean +SD B +SH| B +SH Mean +SD t-tZst B +SH Mean +SD t-t:st B +SH]

Culture

No 76.2+24.9 0.219 63.9+40.7 0.136 39.8+18.8 <0.001

Yes 84.1+23 79.2+35.6 58.6+11.2
Health

No 82.1+18.6 0.353 81.6+32.1 0.068 44.4+19.1 0.618

Yes 76.4+25.6 63.4+41 42+19.1
Peace of mind

No 76.9+25.7 0.882 72.7+37.9 0.055 43.7+20.5 0.413

Yes 77.5+23.9 59.3+41.7 41+17.5
Associated health
problems

No 90.9+12.1 <0.001 0.00% 77.4+35.6  0.002 46.2+19.6 0.029

Yes 64.9+26.7 -8.30+3.59* 56+41.7 39+17.9
Medication

No 91+11.7 <0.001 76.6+35.9 0.004 46.8+19.3 0.010

Yes 64.5+26.8 56.4+41.9 38.3+17.9
Physical activity

Low 70.9+27.6 0.002 0.00% 61.4+43.5 0.171 41.4+19 0.541

Average/ High 84.3+18.9 7.66+3.00* 71436 43.4+19.1
Group of patients

Diabetes clinic' 94.7+6.2 <0.001F 24.68£3.65**  92.9+16.4 <0.001f 56.5+15  <0.001F 24.54+3.04%*
, Thalassaemiaunit g5 8,19 g 17.824¢4.12%*  81%29.1 42.2+17.4 10.3243.71%

Renal dialysis 60.3+26 4P 0.00% 398%406 312%154 0.00%

unit’

FANOVA: A, B, T declare the significant differences between tloaigs

freference categories

=| dependence coefficient + typical errors for thedexindicated as significant by the multivariateebr regression analysis
with the gradual stepwise procedure

*p<0.05, *p<0.01, ***p<0.001
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Table 4: Resultsof univariate and multivariate analysis for the rektion between the variables of
the studies and the dimensions General Health, Vili#y, Social Role and Mental Health

Cla_leer;?trr?l Vitality Social Role ﬂg;lt?hl
Mean +SD t-tZst B +SH Mean +SD t-tZst Mean +SD t-tZst '\fggn t-tZst
Gender
Men 47.6+14.9 0.469 44.1+10.6 0.071 59.2+21 0.504 55+8 0.179
Women 45.4+19.7 47.9+13.7 56.6+£23.8 53+8.6
Age, r -0.14 0.109 -0.09 0.295 -0.13 0.139 -0.03 0.690
Educational level
ggr']rgglry/ High 438+18.2  0.45% 46.5+13.7 0968  57.5:23.6  0.46@ 54475  091F
Lyceum 46.7+20.4 45.9+12.6 54.9+22.7 54.319
College/
University/ Master ~ 48.5+13.8 45.8+11.2 60.8+21.3 53.618.6
Degree
Married
No 46.5+16.5 0.992 48+12.5 0.141 58.61+24.4 0.777 545 0.523
Yes 46.5+18.2 44.7+12.2 57.4+21.1 53.6+8.8
Hours of occupation
2-5 hours 40,7+18.9 0.10% 47.9+11.2 0.262 54+23.8 0.48% 53.5%7.3 0.59F
6-8 hours 48.5+16.6 44.4+13 59.6+21.8 54.7+8.5
>8 hours 48.1+17.4 47.9+11.8 56.5+21.6 53+9
Total annual income
0-12,000 42.8+17.6 0.44F 48.9£9.4 0.23¢ 59.7+24.8 0.602 55+7.8 0.634
12,001-20,000 47.8+19.7 46.6+14.7 55.1+22 54.4+8.6
Over 20,000 47.4+15.2 44,1+11.2 58.8+21.3 53.318.4
Is your income
enough so as to
cover your living -
personal needs?
No 46.8+18.3 0.829 47.3+12.4 0.076 55.5+22.4 0.109 .14B16 0.920
Yes 46.1+15.9 43.2+12.1 62.2+21.4 54+7.8
Sgnificant factors
for good quality of
life
Security
No 44.7+16.1 0.081 46+12.9 0.898 60.3+21.2 0.085 BB 0.759
Yes 50.2+£19.7 46.3+11.4 53.1+24.3 54.3+£7.9
Professional
recognition
No 47.1+18.3 0.551 46.4+12.6 0.622 56.7+21.9 0.293 .18 0.662
Yes 45+14.9 45.1+11.7 61.4+£23.9 53.419.4
Social distinction
No 46.2+17.2 0.503 46.1+12.2 0.989 57.8£22.7 0.901 834 0.868
Yes 50.1+21.4 46+14.5 58.8+20.5 53.2+10.8
Clean environment
No 46.4+17.9 0.871 45.5+11.7 0.343 57.4+22.8 0.615 .5483 0.289
Yes 47+16.4 47.9+14.2 59.7+21.6 55.4+8.5
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?_g;?trﬁ l Vitality Social Role '\H/l:glttahl
Mean +SD t-tZst B +SH Mean +SD t-tZst Mean +SD t-tZst l\i/lggn t-tZst
Family peace
No 46.5+17.2 0.991 44.2+411.9 0.058 55.5+23.3 0.181 .1H43 0.785
Yes 46.5+17.9 48.2+12.6 60.7+21.2 53.7+9.5
Culture
No 46.1+18.2 0.447 46.2+12.6 0.776 57.6+23 0712 By 0.385
Yes 49.4+11.5 45.3+10.6 59.7+18.5 55.6+7.5
Health
No 51.1+17.8 0.223 44.7+£14.9 0.618 61.2+19.5 0.492 .6568 0.132
Yes 45.8+17.4 46.3+12 57.3122.9 53.518.4
Peace of mind
No 47.1+16.8 0.724 47+11.9 0.398 57.4+23.6 0.796 B 0.256
Yes 46+18.2 45.1+12.8 58.41+21.4 53.1+7.3
Associated health
problems
No 50.6+16.4 0.012 0.00% 47.2+11.7 0.328 60.7+22.2 0.181 54.1+9.1 ®.88
Yes 43+17.8 7 614298 45.1+12.9 55.5+22.5 53.9+7.8
Medication
No 50.8+16.1 0.006 47.2+11.8 0.308 62.5+21.7 0.024 54+9.4 0.920
Yes 42.6+17.9 45+12.8 53.8+22.5 53.9+7.4
Physical activity
Low 46+19.1 0.698 46.6113.6 0.612 55.5+23.4 0.202 B4 0.399
Average/ High 47.1+15.6 45.5+11 60.5+21.2 54.6+8.4
Group of patients
Diabetes clini¢  54.1+1@T <0.001F 43.4+11.3 0.116r 60.9+21 0.339r 53.9+¢7.9  0.755f
Thalassaemia unit
B 43+13.1 45.4+13.6 60+20.7 55+8.4
Renal dialysis unit
r 42.3+18.4 48.3+12.3 54.8+24 53.548.7

FANOVA
treference category

=| dependence coefficient + typical errors for thedexindicated as significant by the multivariateebr regression analysis

with the gradual stepwise procedure

*p<0.05, *p<0.01, **p<0.001
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Table 5: Results of univariate and multivariate andysis regarding the relation between the variablesf
the study and the dimension Sentimental Role and Bhkical and Mental Health Summary Scales

‘ Pﬁg;l{:hal Mental Health
Sentimental Role Summary Summary
Scale Scale
Mean +SD t-tZst B +SH Mean +SD t-tZst B +SH Mean +SD t-tZst B +SH
Gender
Men 74.9+37.3 0.953 44.4+7.8 0.004 40.745.3 0.050 0.00%
Women 74.5+32.6 40.2+8.5 42.5+4.8 1.75+0.89*
Age, 1 -0.28 0.001 -0.47 <0.001 -0.15+0.03** 0.04 0.646
Educational level
Primary/ High Schod! 53.3+40.8*" <0.001F 0.00% 37.2+10.8" <0.001f 41.5+4.8 0.96§
Lyceum® 81.4+30.3 19.747.19* 42.9+6.9 41.845.4
Mg;ifgs(i ;gg’ers'w’ 86425.3 17.447.77% 45.645.7 41.645.2
Married
No 69.8+37.3 0.178 41.8+9.1 0.625 41.945.5 0.607
Yes 78.1+32.9 42.6+8 41.4+4.9
Hours of occupation
2.5 hourd 47.3x42.8" <0.001F 0.00% 35.8+10.8" <0.001F 41.3+6.3 0.32¢
6-8 hours 85.7+23.8 27.38+7.65%** 44.2+6.5 42.1+5
>8 hourd 76.3+33.5 18.53+8.68* 44.4+75 40.5£3.9
Total annual income
0-12,000 66.7+40.3 0.180F 42.3+12 0.70% 41.845.8 0.95
12,001-20,000 71.9+37.3 41.6x7.5 41.5+5
Over 20,000 80.9+£28.7 43+7.2 41.445
Is your income enough
S0 as to cover your
living and personal
needs?
No 72.9+35.8 0.435 42.4+8.8 0.869 41.345.3 0.474
Yes 7833 42.1£7.7 42+4.6
Sgnificant factors for
good quality of life
Security
No 71.9+35.1 0.192 42.1+8.8 0.756 41.445.2 0.516
Yes 80.3+34 42.6£7.6 4245
Professional recognition
No 72.7+36.4 0.270 41.7+8.2 0.165 41.6+4.9 0.988
Yes 80.4+29.7 44+9 41.6%5.7
Social distinction
No 74.8+35.3 0.899 42+8.3 0.134 41.8+5.2 0.245
Yes 73.3+30.6 46.1+9.5 39.8+4.7
Clean environment
No 74.2x34.4 0.764 42+9 0.534 41.4+4.9 0.482
Yes 76.3+36.7 43.1+6.2 42.2+¢5.9
Family peace
No 71.4+37.5 0.240 42.7£7.7 0.568 40.6x5.1  0.017
Yes 78.5+31.4 41.849.1 42.745
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Pﬁgj;fhal Mental Health
Sentimental Role Summary Summary
Scale
Scale
P P P
Mean +SD ttest B +SH Mean +SD ttest B +SH Mean +SD ttest B +SH
Culture
No 75.7+35.1 0.421 41.5+8.4 0.005 0.00% 4245 0.029 0.00%
Yes 68.5+33.3 47.616.7 2.43+1.15* 39.14+5.3 -2. QAT
Health
No 75.4+31.1 0.920 45.246.3 0.101 41.546.4 0.899
Yes 74.6+35.6 41.8+8.6 41.6+4.9
Peace of mind
No 76.8+35.6 0.496 42.948.7 0.373 41.845.6 0.593
Yes 72.6+34.3 41.68.1 41.4+4.7
Associated health
problems
No 83.3+28.1 0.007 46.516.1 <0.001 41.245.4 0.424
Yes 67.1+38.4 38.548.5 41.9+4.9
Medication
No 82+28.6 0.021 46.616 <0.001 41.315.4 0.464
Yes 68.1+38.7 38.348.4 41.9+4.8
Physical activity
Low 67.1+37.4 0.008 0.00% 41+9.9 0.074 41.245.2 0.297
Group of patients
Diabetes clinic 84.1£26 <0.001F 50.543.8" <0.001f  13.63+0.89"* 39 514 g 0.002F
Thalassaemia urfit g 3,93 43.92.1 7.86£1.04 426143
Renal dialysis unft g 4498 35.3:6.4 0.00% 42.845.1

F ANOVA. A, B, I' declare the significant difference between theigso
freference category
=| dependence coefficients + typical errors for thedes indicated as significant by the multivaritiear regression
analysis with the gradual stepwise procedure

*p<0.05, **p<0.01, **p<0.001
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Chart 1: Physical activity levels

Physical

activity levels Low

H
E Moderate
High
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losses they suffered so easily as young people can.
According to the SPF (Social Production Functions)
The objective of the present study was to explbee t theory, this restriction may affect negatively the
subjective evaluation of patients with some chronicquality of life (Sevastaki & Dilintas, 2005).
diseases (chronic renal failure, diabetes, BMoreover, if moving and activity restraints are add
thalassaemia) referring to the effect of physicalthen this hypotheses is stronger as it is shovattiar
activity in QoL and to find out which demographic o studies, as well (de Ridder & Schreurs, 2001). So,
other factors may be associated, as well. In Greecdimited social activities, home nursing due to dise
there is no similar study until today. symptoms and complications possibly lead to the
deterioration of good psychosocial conditions and a
low level of QoL.

Discussion

Results referring to demographics and their effect
chronic diseases and the influence of exerciseoin. Q
Sex, age, level of education and profession cdaela The low educational level as a socio-economical
with QoL and low levels of physical activity in factor is also connected to low values in several
patients with chronic diseases. The percentage witlaspects of the quality of life and the physicalvégt

low levels of physical activities is big and essaht in this study. The same conclusion was reached in
for women. Women with lower levels of activity have respective studies, where the low educational level
also lower levels of physical functionality and negatively affects the quality of life and the staf
additionally they have lower levels of quality inet  health (Saroglou, 1999). Education may be a
physical and mental health summary scales. Therivilege for the patient, providing them the
findings of respective researches in other couwstrie possibility to manage more effectively the conditio
demonstrate that the percentage of women whaf real life, thus leading to a more positive ewatilon
practise physical activity is higher than in thiady  of reality. Also, spiritual culture may be directly
(Johnson, 200%arid & Dabiran, 2012). In USA, for connected to mental health, since it affects the
example, the percentage of women that exercises isandling of stressful situations and, consequently,
twice higher than in this study (Schipper & Levitt, physical health.

1985). In Europe, studies have shown a higher
percentage of women that exercise themselves, blf
lower than that of USA (Siegrist & Junge, 1990).
Greece, at a similar research, the percentage

rofessional status, correlates negatively with @oL
is study. Low values in several aspects of Qotewe
qetected for people who work less than 6 hours; thi
S . 95 possibly connected to their state of health.liBub
women who do not take exercise is equal to thidystu P y d fessional iblv feel saf
(Filippidis et al., 2011). servants an frge professionals possibly feel safe
when their financial status will not be influendeygla
In Greece probably women have not been deeplypossible loss of employment, whereas, when a
informed about the benefits of exercise or have nopension, is secured, future financial problems and
realised the benefits of exercise in their QoL. #heo  stress in the family will be eliminated. It mussalbe
reason for which women probably do not practicenoted that Greek patients with renal failure and
concerns the priority they give to their other thalassaemia, visit and are being treated in public
obligations — work, income, family care — and rot t hospitals where they receive relative medicatiod an
their health, their quality of life and their ocaijpn  treatment, with a parallel allowance for this haagi
with themselves, while in other countries women and a possibility for early retirement.

enjoy a safer life and more time for themselves. Referring to the scoring of each dimension of QoL,

Age, in this study, is an important determinant for there was a statistically significant differenceocmm
QoL and lack of exercise. The increased age isala all of them, except “vitality”, “social role” and
— as expected — to the low levels of quality o if “mental health”. Referring to the dimensions of
various dimensions, while the associated healthphysical pain”, “general health” and in summary
problems and the medication are related with moskcales “physical and mental health”, patients with
dimensions of quality of life. Aged people are not renal failure had significant bad QoL (lower score)
able to easily adapt to the changes required by th&lore specifically, these patients had smaller score
disease diagnosis, neither are they able to cdwer t referring to “physical functionality”, “physical e,
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“physical pain”, “general health”, “sentimental @dl = Chronic disease correlates with QoL. Patients with
and in summary scales of “physical and mentalrenal failure share the lowest level of QoL thaosth
health”, comparing to patients with thalassaemiad an with diabetes or thalassaemia. They lack in physica
diabetes. Also, patients with an additional healthautonomy, control of movement, social behavior,
problem had significantly lower score in summary sentimental balance and range of daily activities,
scale of “physical health” comparing to patientshwi  which results to 5 from 6 categories that refethtee

no added health problem. The low score in thisdimensions: physical, social and mental health.
category shows a significant restraint in all atige, Finally, there was a significant positive relation
including self-care. This entails the existence ofbetween almost all dimensions of QoL. That means
problems with work or other activities due to bad that the more QoL rises up in one dimension, the
physical health. Patients with renal failure polssib better it gets for the rest of them as well.

have physical problems that influence physical theal
which is a requisite for any mental health- QoLisTh
hypotheses is enhanced from findings of previousAlthough financial development and evolution in
studies (Theofilou 2011Kourakos et al., 2012; technology and medicine have assisted in the
Burckhardt, Archenholtz & Bjelle, 1993, McKinley, decrease of infectious diseases, some aspects of
Ouellette & Winkel, 1995, Jacobson, de Groot & globalization contributed in the increase of untisal
Samson, 1997). way of life, which leads to an increase of non

Patients with diabetes and thalassaemia have a mo}gfectlous diseases and mental iliness.

satisfying range of daily activities, which probals Diagnosis of chronic disease, like renal failure,
due to lack of other problems and complicationsdiabetes and thalassaemia, brings people confront
cause to their medication (Tzinieris et al., 2003;with a number of challenges. Safe keeping of a
CDC, 1982). This good level of QoL has to do with satisfactory level of QoL is an important goal for
the lack of heavy symptoms and complication. Inpeople with chronic disease.

older studies, moving restraints and daily diffizd
were factors that had negative influence in QoL in
patients with diabetes and b-thalassaemia, whigk ha
been reduced or disappeared with improved
medication (Hickson & Frost, 2004, Saroglou, 1999,
CDC, 1982). Patients with diabetes have maintainecg
the social activities’ range at an acceptable level
which leads to good physical health and activities,

general. This is pr(_)bably dge to sufficient infotioa findings agree with the data of the international
they get an_d their compha_mce to the cure and aDibliography which show that the socio-
char_lge of lifestyle, which is also found In recent demographical factors may greatly contribute to the
studies as well (Barnes & Hong, 2012, Krepia e al explanation of the total QoL and can be used in
2012). engraving.

Patients with renal failure, scored low level im¢gl
behavior” and in” sentimental balance” probably due _
to the limitation of social activities or physicahd  Barnes MJ. & Hong J. (2012). Exercise as a non-

psycho-sentimental health problems and to feelifigs pharmaceutical treatment modality to prevent cormaitsb
depression or anxiety of type ii diabetes and major depressidnternational

Journal of Caring Sciences, $(203-214 (2012)

The fact that these patients have lower level of Qo Burckhardt CS. Archenholtz B. & Bjelle A. (1993)ulity of

“mental health”. which according to the theory of comparison with rheumatoid arthritis. The Jouroél
. L L .g . Lo Y Reumatology, 20: 967-981.

social production of functioning, is identified QoL

(Sevastaki & Dilintas 2005)

Conclusions

This study shows differences between three grofips o
patients with chronic disease, referring to three
dimensions of QoL. These results offer useful
information regarding the socio-demographical
rofile of the patient and the connection to their
uality of life. In this study, it is obvious thahe

older, the less educated patient, living without a
companion is connected to a lower quality of [iffae

References

www.internationaljournalofcaringsciences.org



International Journal of Caring Sciences Januay-April 2014 Vol 7 Issue 1

Centers for Disease Control (1982). Pneumonocystifii
among persons with hemophilia, MMWR, 31: 365-7.

Craig CL. Marshall AL. Sjostrom M. Bauman AE. Booth
ML. Ainsworth BE. Pratt M. Ekelund U. Yngve A.
Sallis JF. & Oja P. (2003) International physical
activity questionnaire: 12-country reliability and
validity. Med Sci Sports Exerc, 35(8):1381-95

de Ridder D. & Schreurs K. (2001). Developingteimention
for chronically ill patients: is coping a helpfubrecept?
Clinical Psychology Review, 21(2):205-240.

Farid M. Dabiran S. (2012). Health-related quabfylife
in Iranian women with different levels of physical
activity. Asian J Sports Med, 3(3):203-7.

Fayers PM. & Machin D. (2000). Quality of Life—
Assessment, Analysis and Interpretation. John W&ey
Sons Ltd, West Sussex England, 3-5.

Filippidis FT, Tzavara Ch, Dimitrakaki C, Tountas. Y
(2011). Compliance with a healthy lifestyle in a
representative sample of the Greek population:
preliminary results of the Hellas Health | studyubkc
Health, 125(7):436-41.

Hickson M. & Frost G. (2004). An investigation intbe
relationship between quality of life, nutritionahsis and
physical function. Clinical Nutrition, 23: 213-221

Holmes S. (2005). Assessing the quality of lifeeality or
impossible dream? A discussion paper.
Journal of Nursing Studies, 42: 493-501

Ifantopoulous J (2004). Research of Quality in l#ed in
health care. Ed Papazisi. Thessaloniki, Greece

Jacobson AM. de Groot M. & Samson JA. (1997). The
effects of psychiatric disorders and symptoms oalityu
of life in patients with Type | and Type Il diabste
mellitus. Quality of life Research, 6: 11-20

Johnson NA. Lim LL. & Bowe SJ. (2009). Multicenter
randomized controlled trial of a home walking
intervention after outpatient cardiac rehabilitation
health-related quality of life in women. Eur
Cardiovasc Prev Rehabil, 16(5):633-7.

Kourakos M. Toska A. Rekleiti M. & Saridi M. (2012Jhe
importance of the early sending to the nephrolagpnt
within the health promotion, International Journaf
Caring Sciences, 5, (3): 233-238

J

www.internationaljournalofcaringsciences.org

International

293

Krepia V. Tzenalis A. Lavdaniti M. Beneka A. Psygimu M.
Serpanou |. & Sapountzi-Krepia D. (2011). Diabetic
patients' compliance to the recommended treatm@nt:
qualitative study in Greecelnternational Journal of
Caring Sciences, 4,3126-132.

McKinley PS. Ouellette S. & Winkel GH.( 1995). The
contributions of disease activity, sleep patternyd a
depression to fatigue in systemic lupus erythemstos
Arthritis and Rheumatism. 38: 826-834

Nakou S. (2001). Assessment of quality of life lie field of
health. Hellenic Medicine Records 18(3): 255-25

Saroglou G. (1999). AIDS/HIV: Diagnosis and treatme
Athens, Paschalidis, 50-110

Schipper H. & Levitt M. (1985). Measuring quality tife:
risks and benefits. Cancer Treat Rep. 69(10):18L.5-2

SevastakiE. & Dilintas, A. (2005). Quality of life and health
services quality: the way of interaction, Epithsori
Ygeias, 97: 50-53.

Siegrist J. & Junge A. (1990) Measuring the Social
Dimension of Subjective Health in Chronic lliness.
Psychother Psychosom, 54:90-98

Theofilou P. (2011) The role of sociodemographictdes in
health - related quality of life of patients witinde stage
renal disease, International Journal of Caring 18es, 4
(1): 40-50

Tzinieris Grit M. Triantafyllou E. Antonopoulos B.omar
B. & Christodoulou CN. (2003). Manual quality ofei
With axle the questionnaire WHOQoI-100. Roller
Versions, Beta, Athens

Valassi - AdamE. (2001). Clinical estimation of quality of
life. Hellenic Medicine Records, 18(3):216-217.

Van Der Wilk EA. & Jansen J. (2005). Lifestyle teld risks:
are trends in Europe converging? Public Health,: 559
66

WHO (2004). Obesity and overweight. Global strategy
diet, physical activity and healthSBN 92 4 159222 2
(LC/NLM classification: QT 180). France

Yfantopoulos Y. & Sarris, M. (2001) Health-relat€iality
of Life (measurement methodology). Ancient Hellenic
Medicine, 18 (3):218-229 (in modern Greek).



