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HEALTH STATUS VS QUALITY OF LIFE

ABSTRACT

Goal: To understand if the health status affects the quality of life of employees and to
identify which variables influence the quality of life of the employees of the institution.
Methods: A descriptive-correlational study, quantitative. Sociodemographic questionnaire
and the Portuguese version of MOS SF-36. Sample of teaching staff and non-teaching staff
who agreed to participate in the study. Data processing made through the Software Sta-
tistical Package for Social Sciences version 20. Approved by the Commission of Ethics and
the Director of the institution; informed consent given by the participants. Results: Sta-
tistically significant differences between the quality of life and health status in the Physi-
cal Component. As the levels of the Mental Component increase also increase the levels of
self-perception of a better health condition. The higher the levels of each component, the
higher the self-perception of the health condition of the participants. The variables that
can influence the health status and quality of life of the participants are the presence of
chronic conditions, academic qualifications and marital status. Conclusions: The impor-
tance of health promotion, disease prevention, was highlighted in order to obtain gains
in quality of life, health gains, adding not only years to life, but also life to years. This is
because health problems are mostly related to bad habits and harmful lifestyles.

Descriptors: health status; quality of life; consciousness.

INTRODUCTION

The perception of health state (often also designated as self-assessment of health state
or self-appraisal of health state), while subjective indicator, complements more objective
health indicators such as mortality and morbidity. Thus, the perception of health state is
recognized as of great importance as an indicator of the state of people’s health because it
measures the subjective perception of physical and mental state, is independent of medi-
cal interpretations of symptoms, and is also an important predictor of mortality as well as

of use of health services" 234,

Knowing the state of health of a given population is fundamental to better planning in
health, not only due to its role as a determinant of health, but also due to its relation with
the adoption of behaviors that promote health. The World Health Organization has also

recommended this indicator for surveilling the health of populations.
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In the health care context, it is usually employed the term health-related quality of life/
subjective state of health, instead of using just the concept of quality of life. Interest in the
topic quality of life in the area of health relates essentially to the need to assess health
care in general and with the fact that diseases are no longer considered from a simple bio-
logical perspective and are now seen from a perspective that is more holistic, integrating

the individual®.

Thus, the subjective evaluation of events has now a decisive weight. Trying to be objec-
tive, we can say that quality of life is a set of individual, sociocultural, and environmental
parameters that characterize the conditions in which human beings live®. Now variables
as satisfaction, happiness, and well-being are considered as subjective dimensions of quali-
ty of life, in addition to the objective approach, which has indicators such as physical en-

vironment, resources, and health, which are observable and measurable?.

For health in general, well-being and quality of life assume a central position, at times
isolatedly, at times as synonyms, and at other times integrated, as these are concepts still
in development, allowing various approaches and interpretations. The current studies still
intend to demonstrate and to contribute to the consistency of the concepts, being a neces-
sary path in consolidation. In the last decade, interest in the subject, quality of life, has in-

tensified, with the consequent development of multiple instruments for measurement®.

It is important to assess quality of life, with reliable instruments that enable comparisons
of multiple contexts for greater understanding of the current societies, and that can be an

aid in decision-making for the health and well-being of populations.

In this early millennium, we live the era of lifestyles, since the major illnesses and causes
of death are primarily associated with the way we live. The answer is to change behaviors

to enjoy life more, and not to avoid death.

There are various fundamental concepts involved, health, well-being, quality of life, pro-
motion of health, habits, lifestyles, and physical activity'®, that also justify the investment
in research and also in standardization of criteria for analysis; however, there is still an ins-

trumental void in relation to measuring quality of life with reliability and consensus?.

Man, due to their development, have come to gain years of life, which has led to questio-
ning whether the quality of these additional years is positive. In recent years we ceased
thinking about disease and directed the thinking to health®. The concept of the World
Health Organization (WHO) in the last century (1946), declaring that health was more than
absence of disease, opened a way for research that focused not only on disease, but also
on the adaptive characteristics such as resilience, hope, wisdom, creativity, courage, and

spirituality, enabling the development of the concept “quality of life”?.
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The perception of health state extended the parameters beyond morbidity and mortality,
expanding the concepts of well-being and quality of life". Quality of life is a recent con-
cept that encompasses and transcends the concept of health®, that is, although it is con-
nected to the health state of an individual, it results from the influence of variables that
go beyond the biological condition of health, in which the interaction of cognition and
emotional states determine well-being. In this sense, choices and decisions in daily be-

havior are highly important for health and well-being®.

The way to increase the reliability and consensus is to continue to produce research and
discuss the results in a reflective manner, that is, continue to deepen the knowledge to

better identify relevant variables in the evaluation of quality of life.

This study aimed to understand if the health state is a prerequisite for the quality of life
of employees of the Sdo Jodo Deus Nursing School (ESESJD) and identify which variables
influence the quality of life of employees of ESESJD.

Given the importance of these issues for society and our personal interest on the subject
as health professionals, we developed this study to contribute to the production of know-

ledge related to understanding these phenomena.

METHODS

We conducted a descriptive-correlational study of quantitative approach. Data collection
used a questionnaire of sociodemographic characterization and the Portuguese version of
the measuring instrument MOS SF-36, which was used to measure the perception of health
state and quality of life of the Portuguese individuals. This “generic measuring instrument
contains 36 items covering eight dimensions of health state and detecting both positive

and negative health states”™ and refers to both physical and mental health.

The accessible population comprised professors and other employees of ESESJD, that is, a
population linked to the health area, but with different characteristics. The sample con-
sisted of all staff of that institution who agreed to participate in the study. The data were

collected in October/November of 2015.

For treatment of the data we used the Software IBM® SPSS® Statistic (Statistical Package

for Social Sciences) version 20.
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Data collection was carried out in accordance with the recommendations of the Declara-
tion of Helsinki, of the World Health Organization, and of the European Community re-
garding experimentation involving human beings. Initially we requested an opinion to the
Commission of Ethics of Health and Well-being of the University of Evora (no. 15021),
which was positive for conducting the work. Then we made an individual request to the
Director of ESESJD. For participation in the study, participants were asked to sign infor-
med consent, which contained information about the study, its objectives, and scope, al-
ways ensuring the anonymity, confidentiality, and the abandonment of study at any sta-
ge, with no repercussion to those involved. After these ethical an legal procedures, data

collection was performed.

In terms of the validity of the instrument used, this was ensured, as the MOS SF-36 (SF-36
V20© 1999 Quality Metric, Inc. Portuguese version © 1999 Center for Studies and Research
in Health of the University of Coimbra) was culturally adapted to Portuguese and valida-

ted to be applied on the Portuguese population™.

In this study we defined dependent variables, independent variables, and research issues,

as follows:

¢ Research issues
- Is health state a prerequisite for quality of life?
- Which variables are predictors for quality of life in terms of health state?
 Independent variables: sex, age, marital status, education, BMI, presence of chronic
disease, physical activity.
e Dependent variable: health state (physical function, physical performance, physical
pain, general health, vitality, social function, emotional performance, mental health,

and health change).

RESULTS

The sample consisted of 41 participants including professors and non-teaching staff. In
terms of sociodemographic characterization of the sample, it consists of 80.5% females and
19.5% males aged 30-60 years, and we observed that the majority (60.9%) of the sample is

is aged above 50 years. The majority (73.2%) of respondents were married.

We found that most respondents have higher education (68.3%) and income higher than
EUR 1,500 (56.1%). Still with regard to this indicator, we found that in general they ha-

ve healthy lifestyle habits, as most respondents have no smoking habits (82.9%), practice
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some physical activity (63.4%), undergo health monitoring (95.1%) about one or two times

a year (68.3%), and this monitoring is conducted by family doctor (63.4%).

Finally and regarding general health indicators, we observed that most reported having

no chronic diseases (68.3%); however, most presented pre-obesity BMI (56.1%).

The SF-36 scale, which enable the assessment the health state, is divided into eight dimen-
sions that can be grouped into two Components: the Physical Component (Physical func-
tion, Physical performance, Physical pain, and Overall health); and the Mental Component

(Mental health, Emotional performance, Social function, and Vitality).

Now we analyze the independent variables with the dependent variables to determine

whether the respondents’ health state is a prerequisite for their quality of life.

We analyzed the sociodemographic variables (age, sex, and marital status), in this group of
variables we found that the Physical Component has higher values for respondents aged
46-50 years (66.50), while regarding the Mental Component respondents aged 56-60 years
(52.90) are those with higher values. We also observed that the health state is self-percei-
ved as better by those aged 36-40 years and 56-60 years (Figure 1).

Regarding sex, we found that for the Physical Component females presented higher va-
lues; however, for the Mental Component males presented higher values. In the set of the
two components and considering the self-perceived health state, we observed that women

reported higher health state.

Concerning marital status, we observed that the marital status divorced presented higher
values for the Physical Component, while for the Mental Component the marital status
married presented the higher values. In comparison we observed that the health state is

self-perceived as better in respondents with the marital status married (Figure 2).
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Figure 1 - Age vs. Physical
Component and Mental
Component vs. Health State.
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Figure 2 - Marital Status vs.
Physical Component and Mental
Component vs. Health State.
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We also analyzed the socioeconomic variables (education and physical activity). Regarding
education, we observed that for the Physical Component respondents with the 12th gra-
de presented higher values, while for the Mental Component respondents with a teaching
degree presented higher self-perception of mental health. However, regarding health sta-

te, we observed that respondents with Master’s degree presented higher self-perception of

health state.

Concerning physical activity, we observed that the practice of physical activity led our res-

pondents to present higher values in both components, as well as in the self-perception of

health they presented (Table 1).

Table 1 - Physical Activity vs. Health State

Health Condition Physical Activity N Mean Std. Deviation
Physical activity No 15 64,5333 3,96172
Yes 26 65,1923 3,58909
Total 41 64,9512 3,69426
Mental component No 15 48,4000 471775
Yes 26 50,5385 7,83954
Total 41 49,7561 6,87670
Health Condition No 15 112,9333 7,01495
Yes 26 115,7308 8,24892
Total 41 114,7073 7,84934

Finally we observed the overall health variables (BMI and chronic disease). Regarding the
existence of chronic diseases, we found that when there are no chronic diseases in res-

pondents the values in both components are higher, as well as in the self-perception of a

higher health state (Table 2).
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Table 2 - Chronic Diseases vs. Health State

Health Condition Chronic Diseases N Mean Std. Deviation
Physical activity No 28 65,5714 2,87297
Yes 12 63,1667 4,83986
Total 40 64,8500 3,68330
Mental component No 28 50,5714 797416
Yes 12 48,4167 2,84312
Total 40 49,9250 6,87764
Health Condition No 28 116,1429 8,31649
Yes 12 111,5833 6,14164
Total 40 114,7750 7.93721

Concerning BMI, we observed that respondents with pre-obesity BMI (25-29.9) presen-
ted higher values for both components (Physical and Mental), so their self-perception of

health state is also higher.

In summary we found that there are statistically significant differences (p=0.046) between
quality of life and health state, with regard to the Physical Component. For the Mental
component we found that as values increase, so increase the values of self-perception of
a higher health state, that is, the higher the values for each of the components the higher

the respondents’ self-perception of health state.

In the analysis of relation between the dependent variable (health state) and the indepen-
dent variables or predictors, we predict the behavior of the dependent variable (and its
components) based on the independent variables, informing about the margin of error of
these predictions. To this end, we used the multiple Linear regression model (MLRM)12),
This model consists in a “statistical, descriptive, and inferential technique that enables the
analysis of the relation between the dependent variable and a set of independent varia-
bles”™. Thus we intend to establish a predictive model for the health state vs. quality of
life of respondents and of the independent variables (sex, age, marital status, education,

BMI, presence of chronic disease, physical activity).

In this stage of the study we conduct the the standard linear regression analysis, for
which we use all variables (Method: Enter). According to the summary of the model, the
adjusted correlation coefficient (R2a=0.058) we can say that 5.8% of the total variability of
the health state is explained by the independent variables present in the adjusted linear

regression model.
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With the Durbin-Watson statistic (d) we can determine the independence of the residues,
in our study we can assume that the residues are independent, that is, there is no self-

correlation (dependency) of the residues, as we have the statistical value d=2.651 close to 2.

According to the plot of the standardized residual regression, we can say that the residues
present normal distribution, since most points are more or less above the main diagonal
line without substantial deviations, hence the residues are considered representative of
approximately a normal distribution. The statistical variable of regression satisfies the hy-

pothesis of normality®.

By examining the scatter chart, we can see how the residues are distributed more or less
randomly around the zero and we can observe the presence of outliers. However, we can
obtain more information about these outliers through the standardized residues and the
student’s t-tested residues, which in this case take very similar values. But it is in the stu-
dent’s t-tested residues that is pondered the influence of each observation in the model"?.
Thus, it is evident the presence of outliers, the excluded standardized residual point close

to 6 and with adjusted predicted value close to 115.

Doing the exact tests for occurrence of outliers and for the assumption of normal distribu-
tion, we made the excluded residual student’s t-test, in the Kolmogorov-Smirnov test whose

p-value is 0.487, therefore the non-standard residues variable follows normal distribution.

To obtain the degree of multicollinearity, that is, the association between the independent
variables®® and its effect on the results, we used the process in which we make compari-
sons through the conclusions obtained from the values of the variance inflation factor
(VIF) and of the variable tolerance (T). Through VIF we made the diagnosis of multicol-
linearity between the independent variables. As the VIF values are less than 5 there is no
multicollinearity between the variables and as the T values are mostly close to 1, we can

then conclude that the collinearity between the variables is low.

To find out if the adjusted model is significant, we calculated the ANOVA of regression,
which enable saying that the independent variables have no significant effect on the va-
riation of the dependent variable. We can also say that the model is not significant, be-
cause we have associated a value of F=1.342 with 7 to 32 degrees of freedom, having as-

sociated a p-value=0.263.

The results obtained show that the analysis of the absolute values of the Beta standar-
dized coefficients allow to affirm that the variable chronic diseases presents the greatest
relative contributions to explain the health state. For a significance p<0.05, we can con-

clude that only the variable chronic disease affects significantly the dependent variable.
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We also performed the regression using the Automatic Linear Modeling, “whose objective
is the visualization and optimization of linear regression model for predictive purposes”?.
The selection method was the Forward Stepwise, and classification accuracy in this model

was only 12%.

The predicting variables are presented by level of importance and we observed that in this
analysis model we have marital status and educational qualifications, the most important
being the marital status. In the coefficients of the model (Figure 3) are illustrated the values

of the coefficient, their significance, and their relative importance in relation to the model.

Health Condition

Marital Status

Educational
Qualifications

Least important Most important

Figure 3 - Importance of the predictors.

We emphasize that the variables that can somehow influence the health state and conse-
quently the quality of life of the respondents are the presence of chronic conditions, edu-

cation, and marital status.
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DISCUSSION

Determination of the individuals’ health state has focused on objective methods, based on
the development and implementation of measurements such as biochemical, physiologi-
cal, and anatomical markers or simply employ epidemiological indicators (rates) to cha-
racterize a population. However, there is a void of instruments to measure the individual
quality of life and health state based on the definition of health proposed by the World
Health Organization. Despite the use of epidemiological measures of morbidity and mor-
tality, only in the 1980s the rates for quality of life reach their highest development, when
different sciences pondered contributing with their perspectives and allowed a multidi-

mensional approach®.

The concept of quality of life dates back to several centuries; however, its use in the health
area is relatively recent, since the 1990s. The term “quality of life” is increasingly used as
an indicator or a result of health care. The World Health Organization uses it as the indi-
vidual's perception about position in life, to take into account the sociocultural context in
which this individual lives. As the indicator of health state, which despite being subjec-
tive, is also currently used by the Organization for Economic Cooperation and Develop-
ment (OECD) to monitor the quality of life of the population and evaluate the economic

impact of health policies on the well-being of societies.

The health-related quality of life refers to the subjective evaluation of the influence of
current health state on an individual’s ability to achieve and maintain a global level of
functioning that allows carrying out important activities that affect well-being. The basic
dimensions for measurement are: the social, physical, and cognitive functioning; mobility

and personal care; and emotional well-being®.

The great difficulty in the analysis of the results is the low rate of publications in this area
of knowledge, and of the few studies found these use different criteria to investigate the
same, that is, quality of life and health, hence it is not possible to make comparison with

accuracy, just curious references about patterns of results.

Our sample is mainly composed of individuals with healthy behavior/lifestyle, with a high
percentage of health monitoring (95.1%), physical exercise (63.4%), no smoking habits
(82.9%), and mostly with no chronic disease (68.3%), having in general a good self-percep-
tion of health state, which corroborates, in line with the healthy behaviors, the findings in
Ireland®™ which identify in healthy niches as former smokers, with healthy lifestyles and
without excesses, reports of high levels of energy, vitality, lower levels of distress, better

self-perception of health and better quality of life.

R I AS E ONLINE 2016. APRIL. 2(1): 435 - 452 446



HEALTH STATUS VS QUALITY OF LIFE

Our study does presents no particular sensitivity to functional behavior, but taking into
account the regular practice of physical exercise and the direct relation found between
quality of life and health, it is predictable that to find that individuals with a better func-
tional capacity have better perception of health-related quality of life, and in line with

another author who studied workers of a university institution®.

Our results also show that pre-obese individuals have a higher perception of health sta-
te, on the other hand, in another study, it was identified that overweight people perceived
themselves as four times more affected in their quality of life compared to those with nor-
mal weight, and that the weight was the determinant that most affected students®”. While
comparison is not possible due to different analysis criteria, we point out the difference as

a variable with the potential to influence the quality of life.

The regular practice of physical activity is associated with the absence or decrease of de-
pressive symptoms and/or anxiety, in opposition, inactivity and sedentary lifestyle are re-
lated to risk factors for some medical conditions, including cardiovascular diseases®, which
might explain somehow the results of our investigation, in which there is a significant
percentage of individuals who practice some physical activity (63.4%) and also a signifi-

cant percentage of individuals with no chronic disease (68.3%).

Our investigation showed predominance of the female sex as that which has better self-
perception of health state and consequently better quality of life, situation that is opposite
to that found in another study?” in which the index of quality of life was less favorable to

women.

We identified as variables that can influence the health state and therefore quality of life
the existence of chronic disease, education, and marital status. With regard to education
level, we found that being a variable that can influence the perception of health state, in
studies consulted we can observe that according to the education level the perception is
different. In a study"”, it was observed that the lower the health level, the higher the edu-
cation level; however, other authors(18) found that in elderly individuals with low educa-
tion level the health state was perceived as weak. It was also observed that individuals
with lower education level tend to perceive their quality of life in a more negative way
than those with higher education level. On the other hand, having higher education level
increases, with the exception of physical and social functions, their perception of their
health state®™”.

Similarly, marital status may also have some influence on self-perception of health state of
the population studied. In our study we found that the self-perception of health state was

higher in respondents with the marital status married. Furthermore, in another study®”
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the findings also corroborate these results, to the extent that in studying dimensions such
as well-being, physical symptoms, daily life, and social life they concluded that married in-

dividuals presented better quality of life.

With regard to the variable chronic disease, we found that its absence in respondents in-
creased their self-perception of health state and consequently of quality of life. Similar-ly
to a study consulted®, chronic diseases interfered negatively on quality of life of indivi-
duals due to altering especially their physical capacity (67.6%), their work/study/activi-
ties/household (64.8%), and their self-esteem (53.5%). Other authors® also state that de-
pressive symptoms and socioeconomic level can be relevant interfering factors between

the presence of chronic disease and its association with quality of life.

In summary, the data demonstrate the importance of evaluation of quality of life in rela-
tion to the self-perception of health state of respondents, characterizing as a strategy that
could be used in defining health policies. However, given some weaknesses in the studies
consulted, concerning the instruments used and the results presented, we believe it is ne-
cessary to measure these situations, in order to facilitate the comparison of results in the

various populations.

CONCLUSIONS

In a world in constant evolution, in which the social communication media and informa-
tion technologies united countries and continents, turning them into a great global villa-
ge and in which the reality of the Economic and Monetary Union and the participation
of Portugal in the Euro zone indicate the continuation of the meeting of the economic
and social convergence criteria, it is increasingly important measuring the health-related

quality of life®¥.

Measuring the health state corresponds to a description and quantification of the indivi-
dual’'s health at a given moment. The subjective perception or self-assessment of health

describes how a person perceives his or her own health®.

The instruments for evaluation of quality of life are important to guide programs for pro-
motion of quality of life and compare the quality of life of individuals, of the same culture

or different cultures®.

In the literature, we observed that there are several factors that can simultaneously influ-
ence the individual's perception of health state, including sex, age, marital status, educa-

tion level, BMI, existence of chronic disease, and physical activity. Among the main factors
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we highlight the marital status, the education and the chronic diseases, which in our stu-
dy were characterized as predictors that may influence the health state and quality of life

of employees of ESESJD.

The results highlight the importance of health promotion, disease prevention, in order to
obtain gains in quality of life, health gains, adding not only more years to life but above
all more life to years. Because health problems are mostly related to lifestyles and habits
harmful to health. These benefits include direct gains related to lower use of health ser-
vices and smaller expenses; and indirect gains related to better preservation of the quality

of life and social functions of users.

Thus, with this study we conclude that the perception of quality of life should be consid-
ered an indicator of excellence in terms of health care service especially with regard to de-
cision-making. Only by asking the main beneficiaries of this context it is possible to assess

the quality of care, which reinforces its systematical use in the practice of health care.
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