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Objectives: This study aims at assessing health-related quality of life
among Jordanians with chronic disorders and

Methods and sampling: A cross-sectional design using convenient
sampling technique was implemented and carried out face-to—face interviews
with 915 Jordanians. Respondents were invited to complete a questionnaire
assessing their quality of life using the SF-36 health survey. Details about their
clinical history were documented.

Results: Data was obtained from 915 Jordanian adults from the general
public with a mean age of 33.8 years (SD+ 28.2). Obesity was prevalent in
23.0% of the participants and approximately 35% suffered from muscle-skeletal
pain. The total SF-36 score for the whole population was 71.2 (Physical health
was dramatically affected by having different health problems including
rheumatoid arthritis, obesity and back pain (P<0.05).

Conclusion: Musculoskeletal pains, obesity and asthma are considered
major factors associated with decreased perception of general health and
impairment in both physical and mental domains of HRQoL in North Jordan.

Copyright © 2019, Laila M. Matalgah. This is an open access article distributed under the
creative commons attribution License, which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work is properly cited.
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INTRODUCTION

Musculoskeletal conditions are group of lifelong disorders including:
osteoarthritis, rheumatoid arthritis (RA), osteoporosis, and low back pain; linked
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anatomically, by their association with pain and
impaired physical function (1). Musculoskeletal
disorders are currently the most common cause of pain
and chronic disability (2). They are the most common
cause of chronic pain and significantly affect the
physical ability and psychosocial status of both patients
as well as their families (3). Previous literatures showed
that adults with arthritis reported significantly lower
quality of life compared to adults without arthritis (4).
Others reported a devastating impact of RA on a
patient's physical ability and their quality of life (QoL)
(4-6). Other conditions and chronic diseases have been
reported to impact quality of life scores including
bronchial asthma (BA) (7), and obesity (8,9).

Generic and disease specific QoL instruments
have been validated for assessing the impact of different
conditions or diseases on QoL. These instruments are
suitable to be used on a wide range of population and
patient groups. SF-36 is a widely used multidimensional
scale to assess HRQoL among healthy individuals and
patients (10, 11). The SF-36 measures eight health
domains. Its wvalidity and consistency has been
investigated among different communities (12, 13).

The aim of this study is to assess the impact of
musculoskeletal disorders, obesity and bronchial asthma
on Quality of Life in Northern Jordan. To the best of
researchers’ knowledge, no similar studies have been
conducted in Jordan.

METHODS

Design and sample

A cross-sectional design study was conducted at
three shopping centres in Northern Jordan between
August and October 2016. These public locations were
purposefully selected due to their crowded nature with
population of different age, gender, and socio-economic
groups. Then, participants were recruited by inviting
them to a free medical check-up event called (Take care
of your Health) where anthropometric measurements
including body weight, vision test, height, blood glucose
level and blood pressure  measurements were all
obtained by a group of medical students from Yarmouk
University under researchers’ observation. Additionally,
past medical history was obtained and asked about
certain health problems including diabetes, hypertension,
asthma, rheumatoid, and cardiovascular diseases.
Regarding blood pressure, the participant was
considered as hypertensive if he/she was diagnosed with
hypertension and taking medication. But, high blood
pressure is related to the value that was measured at the

time of interview for participants not known to be
hypertensive. After that, using face-to—face interviews,
respondents completed the validated Arabic version of
SF-36 quality of life questionnaire. Inclusion criteria for
participation were: being older than 18 years and being a
Jordanian citizen. Written consent for participation was
signed by each participant and ethical approval was
obtained from research committee, Faculty of medicine
at Yarmouk University.

Measures

A  36-ltem Short Form (SF-36) Survey
Instrument developed by the Medical Outcome Study
(MQOS) is a valid and reliable generic instrument used to
assess HRQoL (14). SF-36 is a multidimensional scale
used widely to assess HRQoL among both; healthy
individuals and patients (10,11). Its validity and
consistency have been investigated among different
communities and reflected high degrees of validity and
reliability (12, 15). The SF-36 was translated and
adapted in three Arabic countries; Lebanon, Morrocco,
and Tunis, based on International Quality of Life
Assessment (IQOLA) methodology and the internal
consistency reliabilities of the subscales ranged from
0.70 to 0.90 (16, 17).

The SF-36 measures eight health domains:
physical functioning, role limitation by physical health
problems, bodily pain, vitality for fatigue, general health
perceptions, social functioning, role limitation caused by
emotional problems, and mental health. Each domain
has scores range from 0 to 100, with higher scores
denoting better functioning. The eight domains can be
summarized by two main domains: ‘physical component
summary’ (PCS) and ‘mental component summary’
(MCS). PCS and MCS scores are represented on a
standardized scale (as a T score with a mean of 50 and
standard deviation of 10) and have better distributional
properties (continuous and symmetrical) than individual
SF-36 subscales.

Analytic Strategy

The Statistical Package for Social Sciences
(SPSS Inc, Chicago, IL) version 20.0 Microsoft program
was used for data analysis. Frequency distributions and
descriptive criteria were examined. Means) for
continuous variables and percentages and percentages
for categorical variables were computed. The t-test and
ANOVA test were used to compare differences between
groups for continuous variables wherever it applicable.
To score the responses in each dimension; first, it was
scored for each question in the questionnaire and then
the sample’s score summed up and ranged from zero
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(poor situation) to 100 (best situation). Significant level
was set up at less than 0.05.

RESULTS

Data was obtained from 1150 participants of
whom 915 questionnaires were valid for statistical
analysis. Other questionnaires were excluded due to the
incomplete questionnaire or not meeting the inclusion
criteria. The mean age of the respondents was 33.8

years (SDz 28.2), with more male participation (n= 605)
(66.1%). About 60% of participants had low
socioeconomic level (monthly income <JOD500), and
the majority of them lived in urban area (n=785; 85.8%).
Regarding the academic level, about two-thirds of
participants had diploma degree or higher, which
indicates high education level of participants. The
demographic characteristics of the participants are
shown in Table 1.

Table 1. Characteristics of study population (n=915).

Characteristics

n (%)

Age group (years)
18-29

30-39

40-49

50-59

above 60

Gender

Male

Female

Education

Secondary level or less
Diploma or Bachelor's degree
Postgraduate
Occupation
Unemployed/ student
Employed

Retired

Monthly income/JOD
<500

500-999

> 1000

Marital Status

Single

Married

Widow/ divorced

320 (35%)
305 (33.3%)
220 (24.0%)
40 (4.4%)
30 (3.3%)

605 (66.1%)
310 (33.9)

380 (41.5%)
445 (48.6%)
90 (9.9%)

370 (40.4%)
475 (51.9%)
70 (7.7%)

545 (59.6%)
230 (25.1%)
140 (15.3)

370 (40.4)
525 (57.4%)
20 (2.2%)

The Total SF-36 score for the whole population
was 71.2 (18.6), with the highest scores were reported
for the physical functioning domain (82.6) and the
lowest scores were for Role emotional (56.8). The total
SF-36 score for the two main domains were: ‘physical
component summary’ (PCS) = 72.8 and ‘mental
component summary’ (MCS) = 60.8. Lower reported
physical scores was among patients with rheumatoid
pain, back pain, obesity, (P<0.001).

The prevalence of some chronic diseases among
participants was reported. Surprisingly, about one-
quarter of them; (23.0%, n=210) were obese, and 155
(16.9%) suffered from back pain, while (18.6%, n=170)
had rheumatoid pain. The prevalence of musculoskeletal
disorders and obesity among participants are illustrated
in Table 2.
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Table 2. The prevalence of musculoskeletal disorders, asthma, and obesity among participants (n=915).

The mean scores of physical health domain of

Diagnosis n (%)
sfses'ty 210 (23.0%)
0,
No 705 (77.0%)
szhma 50 (5.5%)
0,
No 865 (94.5%)
Rheumatoid Pain (Joint
E)(aelsn / Gout/ Knee pain) 155 (16.9%)
0,
No 760 (83.1%)
Back pain
Yes 170 (18.6%)
No 745 (81.4%)
BMI 505 (55.3%
185 -24.99 200 (21'80/")
25-29.99 (21.8%)
>30 210 (22.9%)

SF-36 were significantly reduced (p<.0001) in
participants with obesity (67.7), rheumatoid (61.7) or
back pains (66.6) and asthma (59.2) compared with non-
obese (74.1), individuals free of rheumatoid pains (75),
individuals with no back pains (74.3) and asthma-free
participants (73.5) respectively. On the other hand, there

was a highly significant difference (p<.0001) between
the means of scores of emotional health domain in
asthmatic participants (47.6) and those of non-asthmatic
(61.6). However, there was no significant difference
with regard to means of scores of emotional health
domain as shown in Table (3).

Table 3. SF-36 score reported by disease and non-disease group (n=915).

e Physical Emotional
n (%
Characteristics (%) Health Mean P value Health P value
Obesity
Yes 210 (23.0%) 67.7 61.17
0,
No 705 (77.0%) 74.1 <0001 63.3 0.223
Rheumatoid Pain
(Joint pain / Gout/
1 0,
Gemn - lmmen g
No ' 75.0 <.0001 63.0 0.08
Back pain
Yes 170 (18.6%) 66.6 64.0
. :
No 745 (81.4%) 74.3 0.000 60.0 0.129
Asthma

Yes 50 (5.5%) 59.2 47.6 <.0001

No 865 (94.5%) 735 <.0001 61.6
T-test test was applied

It was observed that, in asthmatic participants, score (58.4, p<.001) and scores of physical

there was a highly significant reduction of mean total SF

functioning(75.0, p<.0008), role physical(40.2, p<.001),
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vitality/ energy(57.0, p<.01), emotional wellbeing(53.6,
p<.001), social functioning(62.5, p<.001), pain(64.0,
p<0.02), general health(62.0, p<.001), physical (59.2,
p<.002) and mental components (58.4, p<.001)
compared with non-asthmatics. Regarding the impact of
rheumatoid pains on quality of life, mean total SF score
was significantly reduced compared to free individuals
(62.8, p<.001) in addition to significant reduction of
scores of physical functioning(72.9, p<.0001), role

physical(59.7, p<.02), vitality/ energy (51.8, p<.001),
emotional wellbeing(58.2, p<.01), pain(62.6, p<0.0001),
physical (61.7, p<.0001). Similarly, back pains caused
significant reduction of total SF score (67.0, p<0.0001)

and some of its components (i.e. physical
functioning(72.1, p<.0.0001), role physical(61.8,
p<.001), role emotional(64.6, p<.0001), pain(75.4,

p<.005), general health(59.2, p<.0001), physical (66.5,
p<.0001) components (Table 4).

Table 4. SF scores as classified by Disease (N=915).

Without *Pvalue Back With *P value
Rheumat Pain out
oid Pain N=17 back
N=760 0 pain
N=74
5
84.5 0.0001 72.1 84.9 0.0001
68.9 0.021 61.8 68.6 0.001
59.3 0.670 64.6 55.2 0.0001
63.3 0.001 56.8 62.3 0.674
65.4 0.010 60.5 65.1 0.202
77.9 0.094 75.2 75.1 0.158
84.0 0.0001 75.4 81.5 0.005
72.0 0.789 72.5 70.6 0.000
75.0 0.000 66.5 74.2 0.000
588 349
63.6 0.081 64.0 60.0 0.528
72.9 0.00 67.0 72.1 0.000

SF-36 Asthma Non- *p Rheu

subscales tic asthma value matoid
N=50 tic Pain

N=865 N=155

Physical 75.0 83.0 0.008 72.9

functioning

Role physical 40.02 68.9 0.001 59.7

Role 26.6 58.6 0.188 44.4

emotional

Vitality/ 57.0 61.5 0.01 51.8

Energy

Emotional 53.6 64.8 0.001 58.2

wellbeing

Social 62.5 75.8 0.001 60.8

functioning

Pain 64.0 81.3 0.02 62.6

GH 62.0 71.5 0.001 65.9

PCS 59.2 735 0.002 61.7

MCS 47.6 61.5 0.001 46.8

Total Rand 58.4 71.9 0.001 62.8

score

T-test was applied

Table 5 showed that obesity impacted quality of
life as evidenced by significant reduction (p < 0.01) of
mean total SF score in obese (66.9) and overweight
(71.3) individuals compared with those with normal
body weight (72.9). Some components of SF score are
also significantly reduced in obese and overweight
persons. Vitality/energy, emotional wellbeing, general
health, physical component and mental component
scores in obese participants were (51.2, p < 0.001),
(56.9, p < 0.001), (63.3, p < 0.0001), (69.6, p < 0.018)
and (55.4, p < 0.012) respectively. As demonstrated in
table (6), the present study revealed that physical
component of HRQoL was significantly reduced in

relation to sociodemographic factors such as monthly
income (57.7 in participants with less than 500 JOD
versus 63.7 in those with more than 1000 JOD, p <
0.0001) and some diseases e.g. asthma (59.2 vs 73.5 , p
< 0.0001), obesity (67.7 vs 74.1, p < 0.0001) ,
cardiovascular diseases (41.0 vs 73.1, p < 0.0001),
musculoskeletal disorders as in rheumatic (61.7 vs 75.0,
p < 0.0001) and back pains (66.6 vs 74.3 , p < 0.0001).
Emotional health component also was reduced
significantly ( p<.0001) in persons with less than 500 JD
(69.2) vs , 79.1 in those with more than 1000 JOD,
asthmatics (47.6 vs 61.6 ), diabetics (47.8 vs 61.6) and
cardiac individuals (44.2 vs 61.4).
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Table 5. SF scores as classified by BMI (N-=915).

SF-36 subscales Normal BW  Overweight Obesity *P value
BMI 18-25 BMI 25-30 BMI >30
N= 505 N= 205 N=205
Physical 83.4158 82.9512 80.1220 0.153
functioning
Role physical 68.8 63.4 67.6 0.252
Role emotional  56.3 61.6 53.3 0.154
Vitality/ Energy  64.9 62.3 51.2 <0.001
Emotional 67.9 62.3 56.9 <0.001
wellbeing
Social 74.7 78.2 73.2 0.181
functioning
Pain 81.3 79.2 79.2 0.514
GH 74.4 70.1 63.3 0.000
PCS 74.4 72.0 69.6 0.018
MCS 61.5 64.2 55.4 0.012
Total Rand 729 71.3 66.9 0.01
score

BMI: Body Mass Index as classified by WHO
*Significant using ANOVA

Table 6. Relationship between socio-demographic and disease factors with HRQoL (n=915).

Characteristics Physical P value Emotional Health P value
N (%) Health
Mean
Monthly income <.0001 69.2 <.0001
<JOD 500 545(59.6%) 57.7 77.9
JOD500-1000 230(25.1%) 66.7 79.1
>JOD 1000 140(15.3) 63.7
Asthma 50 (5.5%) <.0001 47.6 <.0001
Yes 865 (94.5%) 59.2 61.6
No 73.5
Obesity 210 (23.0%) <.0001 0.223
Yes 705 (77.0%) 67.7 61.17
No 74.1 63.3
Rheumatoid Pain (Joint pain <.0001 0.08
/ Gout) 155 (16.9%)
Yes 760 (83.1%) 61.7 56.0
No 75.0 63.0
Back pain 170 (18.6%) 66.6 0.000 64.0 0.129
Yes 745 (81.4%) 74.3 60.0
No

T-test and ANOVA tests were applied wherever applicable

The present study , by using conditional logistic ~ are as follow: Income < 500 JOD, Age>60 years old,
regression statistical test, showed that the factors  Asthma, Rheumatoid arthritis, Back Pain and BMI >30
associated with decreased perception of general health (see table 7).
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Table 7. Factor associated with decreased perception of general health.

Variable B

BMI >30 -0.369
Income < 500 JOD -1.504
Age>60 years old -1.450
Back Pain -0.831
Rheumatoid arthritis -1.040
Asthma -1.798

OR 959%ClI P-value
0.691 0.417-0.989 0.03
0.222 0.115-0.430 <0.001
0.235 0.087-0.639 0.005
0.436 0.271-0.700 0.001
0.353 0.221-0.566 <0.001
0.341 0.085-0.323 <0.001

A Conditional logistic regression was applied for all variables
Odd ratio: OR, odd ratios; CI, confidence interval

DISCUSSION

The concept of HRQoL is complex and reflects

to how much the individual is satisfied and enjoys life
(18). With the presence of chronic noxious illnesses, the
perception of satisfaction in life ultimately varies among
unhealthy or diseased persons. As the studies on HRQoL
are lacking in Northern Jordan, the present study
analysed the impact of some chronic illnesses as back
pain, rheumatic pain, bronchial asthma and obesity on
HRQoL among Jordanian adults. The present study used
The Medical Outcomes Study 36-item Short-Form
Health Survey (SF-36) to compare HRQoL of
individuals suffering from asthma, low back pain,
rheumatic pain and obesity with healthy persons. SF-36
assesses the extent of effect of physical health on
individual’'s functional ability, mental and social
wellbeing (19-21).
It was found that there is an overall significant reduction
of the total SF-36 scores among patients with asthma ,
rheumatoid pain, back pain and obesity and. “’Physical
component summary’’ domain was significantly reduced
compared with healthy participants. These results are in
agreement with many previous studies with regard to the
aforementioned health problems.

Asthma is a common worldwide chronic disease
that leads to restrictions in physical, emotional and
social aspects of patient’s quality of life. Recently,
Geraldo et al. reported that asthmatics have worse QoL,
even though the symptoms of asthma are under clinical
control (22). The current study revealed significant
impairment in physical domain of QoL among
asthmatics  patients compared to non-asthmatic
individuals In our study, most of participants are middle
aged ( mean age of 33.8 years), having higher academic
degrees with controlled asthma. In agreement, another
study reported that there was greater impairment of
quality of life among middle aged asthmatic patients
(23).

Previous recent works reported that different
characteristics and magnitude of impact of asthma on
QoL is expected to occur depending on several patient
factors including age and severity of asthma. Contrarily,
a study by Francisco-Javier and his colleagues
mentioned that advanced age, lower education level, and
poor control of the asthma are the most important factors
affecting QoL (24). The most important clinical
parameter causing significant impairment in QOL of
asthmatic patients are poor asthmatic control (25) and
disease severity (26-28). However, Stucky et al. have
found that social roles and activities are the strongest
predictors of asthma-specific QOL (29).

On the other hand, the present study showed that
the psychological domain of SF-36 for asthmatic
patients is significantly reduced. A recent study
recommended that the psychosocial well-being should
be assessed for asthmatic patients during clinic visits for
effective improvement of outcome (30). The bad
implication of asthma on QoL may be secondary to
symptoms the patients suffer, amount of medications
required, the fear of exposure to triggers or events (31),
in addition to the fear of life-threatening attacks and
increased comorbidity burden (32).

The present work illustrated significant
reduction of physical domain of SF-36 score with the
consequence of impairment of QoL. On the contrary, the
mental component is insignificantly changed compared
with healthy participants. Rheumatoid arthritis (33) and
low back pain (34) affected the physical component of
SF-36 negatively. On the other side, a study by Rahman
and his colleagues reported that low back pain could
have an effect not only on students' physical aspects of
quality of life but also on psychological and social
aspects of QoL (35). Similarly, Baykara et al. reported
that the association of rheumatic pain with low back pain
leads to a significant decrease in the functional capacity
and QoL as well as increase in depression risk (36).
However, it was observed that QOL was good in patients
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with low back pain regardless of their moderate
disability (8).

A significant reduction of physical, mental,
general health, emotional wellbeing and vitality domains
in addition to total scores of SF-36 was observed among
the study participants. Obese participants having BMI
>30 kg/m? reported the lowest HRQoL scores comparing
with normal BMI or even the overweight persons with
BMI 25-30 kg/m?. Previous studies by some
investigators have shown lower SF-36 scores for general
health perceptions and vitality in patients seeking
treatment for obesity with mean BMI, 38.1 kg/m? (37).
In another study, it was reported that severe obesity,
unlike being overweight, was associated with significant
deterioration in all domains of HRQL(38). Physical
domain includes the ability of performance of daily
activities which was highly affected by weight gain (39).
Similarly, a wide cross-sectional study reported that
higher BMI was found to negatively affect the physical
domain of HRQoL(40). On the other hand,
psychological aspects such as self-esteem, body image,
and emotional state were impaired and ultimately lead to
declining of QoL with an increase in weight (41-43).
However, higher BMI patients report lower scores in
physical, but not mental domains of HRQoL (44).

CONCLUSION

In conclusion, this study highlighted some
health related problems that have bad impaction on
quality of life in north Jordanian people. It revealed that,
in addition to advanced age and low income; obesity,
back and rheumatic pains and asthma are considered
major factors associated with decreased perception of
general health and impairment in both physical and
mental domains of HRQoL. We recommend that heath
care system should pay great attention to reinforce heath
education about importance of weight loss to avoid
obesity complications. Periodic assessment of patients
with rheumatic and back pains is highly advised. It is a
fundamental role for clinicians to control asthmatic
patients for acute exacerbations and deterioration of
severity. Further researches are needed in North Jordan
to investigate other health related problems that interfere
with good quality of life.
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