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ABSTRACT

Background: Hypertensive patients frequently reported poor quality
of life as a result of impaired general health. However, this study was
conducted to assess the quality of life of patients with hypertension and
identify possible factors for impaired quality of life among patients
with hypertension in Sabya city, Southwestern region of Saudi Arabia.
Methods: A cross-sectional quantitative study on Clinically stable out-
patients with hypertension (n = 420) were interviewed to assess their
quality of life using WHOQOL BREF. Personal, socio-demographic,
lifestyle habits and clinical factors were gathered through the interview
and by reviewing medical records. The data were analysed using SPSS
(statistical package for social science studies). Results: The results

show that 43.8% of the patients rated their quality of life as good, followed by 36.2% who

didn’t rated their quality of life as good. Additionally, there were 37% of participants were

not satisfied with their general health. There were significant relations between quality of life

domains and (age, education level, coexisting chronic illnesses, complications, duration of
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and uncontrolled blood pressure) among participants in this study. Conclusion: There were
many factors affecting quality of life of patients with hypertension including
sociodemographic, clinical, lifestyle factors. Primary healthcare physician should be trained
to evaluate quality of life and identify patients' problems to resolve it to improve treatment
outcomes and therefore quality of life among those patients. Word count (Abstract): 225

words.

KEYWORDS: Quality of life, Hypertension, Chronic Disease, Disease Burden, Saudi
Arabia.

1. INTRODUCTION

Hypertension is considered as a public health issue and one of the leading factors of
disability-adjusted life years™?, as a primary risk factors for developing heart disease and
stroke, and accounting for deaths due to heart disease, and stroke (45% and 51% respectively)
globally and particularly in developing countries.™ Nearly two-thirds of hypertensives live
in low- and middle-income countries, resulting in a huge economic burden.™ Saudi Arabia is
one of the developing countries; which facing a dramatic increase in prevalence of
hypertension."*! The prevalence of hypertension in adult age (30-70) in Saudi Arabia was
about 26.1% in crude term. For males was 28.6%, while for females was 23.9%.!! In Saudi
Health Interview Survey in 2013, found that the prevalence of hypertension in Saudi Arabia
was 15.2%."!

Quality of life is often considered to be equally, if not more important than quantity of life. It
is a multi-dimensional element of well-being affected by the physical, mental, emotional and
social status of patients, which is increasingly used to assess the health status of the general
public and patients, as well as the impact of health care interventions.”®’ The most widely
accepted model of HRQOL is based on the World Health Organization’s definition of quality
of life as a “complete state of physical, mental, and social well-being and not merely an
absence of disease in infirmity”. The importance of psychological, social and physical
functioning to perceived HRQOL is stressed by this model.[”? Hypertension, especially in
mild to moderate stages, is usually considered to be an asymptomatic condition. However,
whether hypertension is a condition associated with alterations in wellbeing and health-
related quality of life is still a controversial issue.®! A hypertension diagnosis may increase

an individual’s awareness of bodily symptoms and make an otherwise ‘healthy’ person i
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HRQOL studies among hypertensive individuals have given some conflicting results. Some
studies have found worse HRQOL among hypertensives when compared to the general
population,*®*? and others have found no impact of hypertension on HRQOL in some or all

domains.[*®!

A cross sectional study was conducted in UAE, to evaluate quality of life for hypertensive
patients using different types of antihypertensive medications the authors found that there
were a very high significance differences (p<0.001) in the eight scales of quality of life and in
physical and mental components summary scores among control group and disease group;
control group had higher scores than hypertensive patients.**! In Saudi Arabia, the mean
scores for the physical component summary scale were 39.3 and 50.8 for cases and controls
respectively. The mean scores for the mental component summary scale were 43.7 and 50.8
for cases and controls respectively.*® In one study conduct to explore if there is correlation
between adherence of medication and HRQOL. It found that Correlations between HRQOL
and adherence were positive but typically weak or negligible in magnitude.™®

Both hypertension and obesity deteriorate the health related quality-of-life (HRQOL) of
affected patients. Lower HRQOL scores occur in overweight and obese children,*”]
adolescents and adults.!*® In hypertensive patients, weight reduction and increased physical
activity improved HRQOL.1*%

HRQOL measurements are helpful as a guide to policymakers, health service researchers,
epidemiologists, program evaluators, and clinicians interested in the effects of interventions.
Patients themselves, their family members and employers can benefit too e.g.: from
information about which areas of life the patient is most comfortable with and which may

need more focused therapy.?”

2. METHODS AND MATERIALS

2.1 STUDY DESIGN: Descriptive cross-sectional design was used in the present study.

2.2 STUDY AREA: This study was conducted in Sabya City, which is located in south-
western part of Saudi Arabia. The study was conducted among patients with hypertension
who have been registered in the health records of all primary health care (PHC) centers in
Sabya city. There are four PHC centers in Sabya city. The total number of hypertensive

patients in all PHC centers were 38809.
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2.3 TARGET POPULATION: The study was conducted among patients with hypertension
who have been registered in the health records of all primary health care (PHC) centers in
Sabya city. There are four PHC centers in Sabya city. The total number of hypertensive
patients in all PHC centers in Sabya city during 2018 were 3889. Participants includes all
patients who have been diagnosed by Saudi Hypertension Management Guideline in Primary

Health Care.”! The diagnosis and classification of hypertension as follows:

Table 1: Diagnosis and classification of hypertension.

Category SBP(mm Hg) DBP(mm Hg)
Normal <120 And <80
Pre-HTN 120 - 139 And/ or 80 -89
HTN Grade 1 140 — 159 And /or 90 -99
HTN Grade 2 160 — 179 And or 100 — 109
HTN Grade 3 > 180 And / or >110

211 Saudi Hypertension Management Guideline

All patients with hypertension who have been registered in PHC centers in Sabya city was
listed in a sampling frame and stratified according to their gender. The researcher followed a
stratified sampling technique with proportional allocation. The sample was distributed over
all centers proportional to the number of registered patients. Within each centres, the target

sample of patients was randomly selected.

2.4 SAMPLE SIZE AND SAMPLING TECHNIQUE
The minimum sample size for this study has been decided according to Dahiru et al. (2006)
221 as follows:
n=2>XPXQ

D2
where:
n: Calculated sample size
Z: The z-value for the selected level of confidence (1- o)) = 1.96.
P: Estimated prevalence in the population =50%, i.e., 0.50. (Assuming that 50% of the
patients with impaired Quality of life)
Q: (1 -P)=50%, i.e., 0.50
D: The maximum acceptable error = 0.05.

n=1.96> X 0.50 X 0.50 = 385

0.05°
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10 % of the sample size was added to guard non response. So that the total sample size was
420 patients.

All PHC centres in Sabya city was included in this study. All patients with hypertension who
have been registered in PHC centres in Sabya city was listed in a sampling frame and
stratified according to their gender. The researcher followed a stratified sampling technique
with proportional allocation. The sample was distributed over all centres proportional to the
number of registered patients. Within each centre, the target sample of patients was randomly

selected.

2.5 DATA COLLECTION TOOLS

The researcher interviewed each patient to complete the data collection sheet which was
divided into two parts as followed:

First part included:

- Socio-demographic data including age in years, sex (male versus female), level of education
(illiterate or low education or high education), occupation (employed versus not employed),
marital status (married, widowed, single and divorced), monthly income and residence place
(village vs city)

- Lifestyle habits: smoking, khat chewing, physical exercise

- Clinical data: disease duration, comorbidity and complications of hypertension, family
history, type of drug taken for hypertension. Patients height, weight and BMI was measured
by the researcher.

Second part included: validated questionnaires: Health Related Quality of Life Brief
(WHOQOL-BREF). Arabic version of World Health Organization Quality of Life — Brief
(WHOQOL-BREF): A pretested and organized survey was utilized to get the data on socio-
statistic profile, history of illness. The personal satisfaction was surveyed by WHOQOL-
BREF scale. The WHOQOL-BREF is an Arabic version of WHOQOL-BREF available, and
validated by WHO. The Arabic version of the WHOQOL-BREF was based in the first

instance on the original (English) version of the instrument.

2.7 STATISTICAL ANALYSIS PLAN

Personal, demographic variables and clinical characteristics of the participants was estimated
using descriptive statistics, including frequency counts and percentages for categorical
variables and means, standard deviations, medians and ranges for numerical variables (based

on their normality). Quality of life were assessed using validated scales (WHOQOL-BREF),
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and scores on this instruments were interpreted as continuous measurements. This was
summarized using descriptive statistics and confidence intervals for means. Association
between quality of life domains scores and personal, socio-demographic and clinical
variables was analysed using correlation between pairs of continuous variables. Differences
between groups: Based on domains score of WHOQOL-BREF differences between groups of
categorical variables was analysed using Independent t-test and One Way Analysis of
Variance. Domains score of WHOQOL-BREF were treated as dependent. Personal, socio
demographic and clinical) variable were interpreted as independent categorical variable to

explore differences among subcategories of these variable.

2.8 ETHICAL CONCIDERATIONS

Ethical Approval was obtained from Institutional Review Board at Jizan Hospital even before
conducting this study. Administrative Approval was taken by Directorate of primary health
care centers, for doing the study. Informed consent from each physician to participate in the

study was taken.

1. RESULTS

Background characteristic is illustrated in table 2

Table 2: Demographic details of participants.

(Values are number (percentage) unless otherwise stated) N=420
Variable N(%)
Age (years) Mean (SD) 53.3 (x12.2)
BMI Mean (SD) 28.3 (£5)
Gender

Male 210 (50%)
Female 210 (50%)
Nationality

Saudi 410 (97.6%)
Non Saudi 10 (2.4%)
Marital status

Married 317 (75.5%)
Unmarried 103 (24.5%)
Residency

Rural 280 (66.7%)
Urban 140 (33.3%)
Education

Illiterate 100 (23.8%)
Basic 106 (25.2%)
High 214 (51%)
Employment status

Unemployed 259 (61.7%)
Employed 161 (38.3%)
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There were about 25% of patients complaining of complications. The most common form of
complications came in the form of cardiac diseases (with about 14% of participants). In the
study, 39.3% of patients were on ACEI and 30.5% of patients were on calcium channel
blockers. More than half of patients reported suffering from at least one additional chronic
disease (52%). The most common comorbidities among patients were joint and back pain and
diabetes (31% and 26.7% respectively).

In the scores of quality of life domains, the lowest rating domain was for physical health with
a mean of 59.3 (£17.4). While the psychological domain got an average of 67.2 (£17.4). The
mean score for social domain were 64.9 (£21.4) and 65.9 (¥17.8) for environmental domains.
The perception of patients’ quality of life was assessed using a single question that asked the

patients to rate their life in general table 3.

Table 3: Perceived quality of life as rated by participants. N= 420
Rating scale of quality of life N %
Very poor 2 0.5
Poor 19 4.5
Neither poor nor good 131 31.2
Good 184 43.8
Very good 84 20

There was a significant negative correlation between age of participants and all domains
scores (r = 0.44 for physical health, 0.27 for psychological health, 0.33 for social relationship
and 0.24 for environmental health, p < 0.001 for all).

WHOQOL-BREF domains scores were examined in the context of education levels and
revealed a significant difference in all domains scores across three different groups of

educational level (p< 0.001).

Patients who have no complications recorded a higher mean scores than that for patients with
complications in all domains with a significant association as follows; in the physical health
domains patients with complications got a mean score of 50.3(x15.3) while those who had no
complications got a mean score of 62.3(x17.2) t(418) = 6.4, p < 0.001). In comparing
between them according to psychological health score we found that also complicated
patients got a lower mean score than that for non-complicated (62(+£16.3) versus 69(£17))
t(418) = 3.7, p < 0.001).
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Patients who have had many comorbidities recorded a lower mean score in all domains if
compared with patients had no comorbidities. This variation was particularly clear in physical
health domain (66.2(x17.9) for patents with no comorbidities against 54.6(x15.7) for patients
with comorbidities; t(418) = 5.8, p < 0.001). Number of medications where found to be
significantly correlated with only physical domain, it have a negative quite small relationship
(r = -0.119, p = 0.01). Negative relationships was found between blood pressure and all
domains of quality of life. This relationship was clearly noticed between physical health and
blood pressure reading with r=0.3 (p < 0.001).

2. DISCUSSION

Most of Patients participated in this study ratings their overall QOL and health satisfaction as
neutral to good or poor, indicating relative impaired QOL in hypertensive patients. This was
indicated in many studies in Saudi Arabia and around the world in which the authors argued
that, a significant reduction in quality of life of hypertensive patients were noticed if
compared to healthy populations and normotensive patients.™ 2% These impairments may

be due to changes of physical and psychological functions among hypertensive patients.

In comparing with other studies that used the same tool, among Saudi hypertensive patients
in Jeddah city; the highest score were for physical health (61.30£16.79) and psychological
health (61.16+16.59) while social relationships and environment got (56.94+22.04) and
(55.45+16.35).1%°]

There was a significant negative correlation between age of participants and all domains
scores. There was a significant difference of all domains score across patients age groups;
patients older than 65 got a lowest score in all domains when compared with other age group
(p < 0.001). Similar studies concluded that elder population had a reduced quality of life.[?>?®]
In the same way; physical and psychological domains were the most affected domains by age
as showed among hypertensive patients in Saudi Arabia, Vietnam and Israel.[?>*"?8 During
the aging process, health hazards may arise as a result of physiological and functional

changes, making the individual more vulnerable to chronic diseases.

WHOQoL-BREF domains scores were examined in the context of education levels and
revealed a significant difference in all domains scores across three different groups of
educational level. illiterates got lower scores in all domains than that who obtained a higher

education. This result were noticed in many studies around the world.!*>223% this may be
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due to the lack of knowledge about healthy behaviors and about the disease conditions itself
among illiterates which reflects on their quality of life. In our study, it seems that
uncontrolled blood pressure affects all domains of quality of life. Many studies around the

world argued the same result.[*>2%26:31:32

Number of medications where found to be significantly correlated with only physical domain.
Another study revealed that number of medications were only associated with social
domains.®¥ Furthermore, one study stated that number of medications were associated with
all domains.[*>#? |n Poland a study stated that duration of antihypertensive treatment were
associated with lower score of HRQoL.B# This can be related to the patients feeling about
their condition seriousness, dissatisfactions or the side effect of medications.

3. CONCLUSION

Quality of life domains score were found to be lower among older participants, illiterate or
participants with low educational level, participants who had many complications and
comorbidities, participants with uncontrolled blood pressure and more number of
medications. Thus, early recognition and resolving of problems contributing to impaired
quality of life can be achieved through training programs addressing physicians and nurses
working in PHCs clinics. Better management of the problems will improve the quality of life

of hypertension patients leading to better clinical outcome.
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