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Health-related quality of life
in Spanish women with
osteoporosis

ABSTRACT

OBJECTIVE: To analyze the health-related quality of life in patients with osteoporosis
and to compare it with the overall population.

METHODS: A cross-sectional descriptive study was carried out with 60 female
patients of the rheumatology service at a university hospital, in Spain, from April to
October 2003. The Short Form-36 (SF-36) questionnaire was applied in order to
obtain demographic data, clinical characteristics and data about lifestyles related to
health. Patients were classified in age groups. The statistics tests performed were
Chi-square, general linear model, Student’s t-test.

RESULTS: The interviewees’ average age was 65.57 years old (SD: £9.7 years),
and average time interval for diagnosis was 3.442.84 years. The best scores were in
social functioning (89), emotional aspects (72.2), mental health (63), and vitality
(53.7). The lowest scores were in general health (45.1), physical capacity (47.7), pain
(52.3) and physical aspects (59.9). The patients’ average scores were lower than the
general Spanish population’s scores in the following dimensions: functional capacity,
physical aspects, pain and overall health status. The greatest differences between the
average SF-36 scores for patients and for the overall Spanish population were in the
age group ranging from 55 to 64 years old. Scores were lower or similar to the
general Spanish population in all other dimensions of the questionnaire. No significant
associations were found between the dimensions of the SF-36 contemplated in this
study and the clinical, demographic and lifestyle data.

CONCLUSIONS: The patients presented bad quality of life, particularly with respect
to those dimensions that are most relevant with respect to osteoporosis, when compared
with the overall Spanish population. The physical dimensions were the ones most
affected.

KEYWORDS: Osteoporosis. Quality of life. Sickness impact profile.
Questionnaires. Spain.
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INTRODUCTION

The World Health Organization (WHO) considers
osteoporosis the second major public health prob-
lem in the world, being the first cardiovascular ill-
nesses.'? In Spain, it has been noted that approxi-
mately two million women have osteoporosis, which
is prevalent in 26.1% of the women over who are 50
years of age and older.°

Osteoporosis is a relevant clinical and social prob-
lem with serious clinical consequences. The most fre-
quent is lumbar or low back pain that may have an
important impact on the development of daily ac-
tivities, influencing well-being and health related
quality of life (HRQOL). Frequently patients present
limitations with respect to the normal exercise of their
professional, social and leisure activities, and present
an important emotional affliction.*

Evaluating sanitary assistance in terms of health does
not suffice. It is necessary to incorporate the HRQOL
to clinical decisions and public health planning.’

The measurement of HRQOL in patients with oste-
oporosis has been investigated during the past few
years. The objective of these studies has been to de-
termine what changes are necessary in order to ob-
tain patients’ well-being.>!'"!3

Evaluation of the HRQOL is undertaken, in the ma-
jority of cases, by means of either general or specific
questionnaires.!® The latter are multidimensional,
exploring diverse components of the HRQOL being
relevant as well in the evaluation of the consequences
of chronic diseases.*

The short form-36 questionnaire®®'* (SF-36) is a ge-
neric instrument that was developed in the United
States in order to measure eight of the most conspicu-
ous concepts related to health. It is aplicable both to
the general population and to specific patients, and
is also utilizad in descriptive studies.

The objective of the present study was to evaluate
the quality of life related to health of patients with
osteoporosis and compare it to the quality of life of
the general population.

METHODS

This is a descriptive cross-sectional study conducted
in consultations of an outpatient rheumatology serv-
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ice of a university hospital in the city of Salamanca,
Spain, between April and October 2003.

The patients, all of whom are women, were selected by
means of their medical records. All patients diagnosed
with osteoporosis and whose bone mineral density (T)
was inferior to -2.5 were included in this study.!

The T values considered were those of each patient’s
most recent bone densitometry. Information as to the
clinical history, laboratory exams and bone densito-
metry were obtained from all of the patients’ medical
records. All of them were undergoing pharmacologi-
cal treatment and were diagnosed at least six months
before the beginning of this study.

The patients’ consent to participate in this study was
obtained verbally when they came in for their sched-
uled appointments.

Among the 79 patients initially selected for the study,
six did not come to their scheduled appointments,
six did not want to participate in the study and seven
were attended by the doctor at a moment different
then the scheduled appointment and were therefore
not located for the interview. Thus, 60 patients were
interviewed for this study.

A questionnaire consisting of 49 items was applied.
It was subdivided in three modules: demographic data,
health related life styles and HRQOL. The interview
took place in the waiting room of the doctor’s office,
prior to the appointment so that the doctor’s opinion
as to the state of the patient’s health would not influ-
ence the responses.

The only instrument utilized to measure HRQOL was
the SF-36 generic questionnaire, since it was vali-
dated in more than 15 countries, including Spain!
and Brazil.? It evaluates physical and mental health,
has psychometric robustness and its relative simplic-
ity were factors that influenced the option for this
instrument. The SF-36 contains 36 items, of which 35
are grouped into eight dimensions and a last item
evaluates changes in health through time. For each
dimension, the SF-36 items are codified, aggregated
and transformed into a scale that goes from zero (worst
health status) to 100 (best health status).**

Statistical analysis of the data was conducted by
means of the 11.0 version of the SPSS statistical pro-
gram. Initially, a descriptive study of the frequencies
of each quantitative and qualitative variable was

*Badia X, Salamero M, Alonso J. La Medida de la Salud. Guia de escalas de medicién en espanol.[The measure of health. A Spanish guide to

measuring scales] 3 ed. Barcelona: Fundacion Lilly; 2002.

**Institut Municipal d’Investigacién Meédica (IMIM). Manual de puntuacién de la versién espafiola del Cuestionario de Salud SF-36 [Scoring
Manual for the Spanish version of the SF-36 Health Questionnaire]. Barcelona; 2000.
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undertaken. The SF-36 scores were calculated for each
dimension of the total sample and for each age group.

General population data was obtained from a study?
on drug use, in which a personal interview, conducted
in the subject’s residence, included the SF-36 ques-
tionnaire as well as demographic data and data con-
cerning the consumption of drugs. A cross-sectional
study of a multiphase stratified random sample of the
population aged 15 years and older, residing in the
Spanish territory. The results presented were consid-
ered as norms or populational values of reference for
the Spanish version of the SF-36 health question-
naire. The measures of central tendency and disper-
sion of the questionnaire were calculated for each
dimension according to age and sex, as well as
Cronbach’s alpha coefficient of reliability.

Bivariate and multivariate analysis were undertaken
to test the associations between clinical and demo-
graphic variables, patients’ lifestyles and the SF-36
scores, with the following statistical tests: Chi-square,
general linear model, Student-t test. A 5% level of
significance was established (p<0.05).

RESULTS

The interviewees were aged from 32 to 88 years old,
with a mean of 65.57 years and a 9.7 standard devia-
tion (SD). The sociodemographic characteristics of
the patients are presented in Table 1. Only 1.7% of
the patients had university education. As to the cur-
rent occupational status, the majority of the women
were either retired (40%) or housewives (45%). Among
the economically active patients, manual work was
more frequent. Only 5% lived alone and without fam-
ily support, and the rest of the patients received sup-
port or lived with other people.

As to the patients’ lifestyles, 41.7% were inactive,
that is, they did not practice any kind of physical
activity. Almost all of them did not currently have
the habit of smoking (98%) and the majority (68.3%)
did not consume alcoholic beverages.

As to their clinical characteristics, the mean number
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Table 1 - Sociodemographic characteristics and lifestyles
associated to patients’ health. Salamanca, Spain, 2003.

Variable % (n)

Age (groups)
<54 years
55-64 years
65-74 years
>75 years
Schooling
None
Elementary and Junior High School
High School
University
Current occupational situation
Active manual work
Active intellectual work
Housewife
Retired
Living situation
Lives alone with the family’s support
Lives with someone else
Lives alone without family support
Physical activity
Inactive
Occasional
Regular
Cigarette smoking
Smokes
Former smoker
Does not smoke
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of years since the diagnosis of osteoporosis was
3.442.84 SD, the lowest value was six months since
the diagnosis and the highest value being 12 years.
The majority of the patients (63.3%) were
polymedicated, that is, besides their treatment for
osteoporosis, they took two or more other drugs. The
most frequently used medications are those for ar-
ticular ailments (40%), for depression or sleep distur-
bances (35%), for arterial hypertension (30%) and for
heart conditions (23.3%). As to diagnosed
comorbidities, the most frequent ailments were: other
articular ailments (53.3%), arterial hypertension
(21.7%), heart conditions (18.3%), depression or sleep
disturbances (13.3%) and gastric ailments (13.3%).

It was observed in the descriptive data that the means
and standard deviation for each of the dimensions of
the SF-36 fluctuated from 45.1£26.2 SD for the gen-
eral state of health, to 89+23.8 SD for the social as-
pects dimension. With the exception for the dimen-
sions of the emotional and physical aspects, the per-
centage of individuals with a minimum score (floor
effect) was less than 3.5%. As to the dimensions so-

Table 2 - Scores on the SF-36 questionnaire of the total sample studied according to age groups. Salamanca, Spain, 2003.

Dimensions of the
SF-36 questionnaire

Total study sample
Mean  SD  Md

55 to 64 years
Mean SD

65 to 74 years

75 years and over
Md Mean SD Md

Mean SD Md

Functional capacity 47.7 248 450 53.6 27.7
Physical aspects 59.9 41.7 75.0 615  40.1
Pain 52.3 24.6 52.0 54.3 27.4
General health 45.1 26.2  40.0 45.0 25.5
Vitality 53.7 245 525 57.5 23.7
Social aspects 89.0 23.8 100 84.6 27.4
Emotional aspects 72.2 40.8 100 69.2 43.1
Mental healt 63.0 20.7  64.0 65.2 21.0

57.5 52.7 16.8 55.0 39.0 242 325
75.0 67.5 42.2 87.5 52.5 36.2 50.0
56.5 49.8 21.4 56.5 50.3 30.5 37.0
41.0 47.6 253 40.0 39.3 245 335
60.0 55.2 24.1 50.0 49.5 22.4 575
100 96.2 12.2 100 82.5 33.4 100
100 70.0 40.3 100 86.7 23.3 100
64.0 64.0 21.4 64.0 66.8 18.2  68.0

N=60; SD: Standard-deviation; Md: median
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DISCUSSION

The results of the present study revealed that
patients with osteoporosis attended in the
rheumatology have a bad quality of live,
being that the physical areas are the most
affected. These results are consistent with the
clinical aspects of the disease and the natu-
ral history of the osteoporotic ailment.

The lowest scores (worse state of health) were
observed in the domains of pain, functional
capacity and physical aspects and were
lower than those presented in another study
concerning osteoporosis:!' functional ca-
Vet pacity (47.7-73), pain (52.3-68) and gen-
pealin eral state of health (45.1-55.3). In like man-

Figure 1 - Comparison between the SF-36 values in the study population
and in the general population among women in the age group from 55 to

64 years old. Salamanca, Spain, 2003.

cial aspects and emotional aspects, the percentage of
individuals with a maximum score (ceiling effect)
was over 60%. The best scores were obtained in the
dimensions social aspects (89), emotional aspects
(72.2) and mental health (63). The lowest scores cor-
respond to the dimensions that are relevant in oste-
oporosis: general state of health (45.1), functional
capacity (47.7), pain (52.3) and physical aspects
(59.9). Table 2 presents the data and results accord-
ing to age group.

Figures 1, 2, and 3 present a comparison between
the mean scores of the SF-36 among the population
studied and populational values in Spain® accord-
ing to age groups. In general, patients’ mean scores
were lower than those of the general popu-

lation in the dimensions that are relevant 100

ner, the highest scores, in the domains of
the social and emotional aspects, were
higher than those of that other previously
mentioned study:!'' 89-78.6 and 72.2-65.6,
respectively. In the remaining dimensions, similar
scores were obtained.

Possible explanations for the differences in the re-
sults could be the due to the methods utilized and the
samples selected for the studies. For example, patients
with osteopenia were included in the sample of the
comparative study!'and the distinct associated
comorbidities in both studies.

The bivariate and multivariate analyses found no sig-
nificant statistical associations between the dimen-
sions of the SF-36 and the clinical and sociodemo-
graphic variables included in the study. However, in
some dimensions, the scores are not very far removed

to the pathology being investigated: func-
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tional capacity, physical aspects, pain and
general health. The greatest differences
correspond to the age group from 55 to 64 70
years of age and are observed in the di-
mensions functional capacity (19), physi-
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sions of the SF-36 are also inferior, but 30
there’s a smaller difference in the scores or 2

they are similar to the norms of the Span-
ish populations. The only dimensions that
did not obtain scores inferior or similar to 0
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the mean for the Spanish population are
the dimensions that refer to the social and
emotional aspects among women within
the 55 to 64 years age group.
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Figure 2 - Comparison between the SF-36 values in the study population
and in the general population among women in the age group from 65 to
74 years old. Salamanca, Spain, 2003
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from what would be considered clinically
relevant, as occurs with the dimensions func-
tional capacity and pain.

As expected, patients’ median scores in the
relevant dimensions of the disease (func-
tional capacity, physical aspects, pain and
general state of health) were inferior to scores
of the corresponding age groups?in the gen-
eral population. The scores in this study that
were superior or similar to those SF-36 refer-
ence values for the Spanish population, could
be explained by the inclusion of subjects
who had autonomous ambulatory capacity
or who came to the appointment accompa-
nied by another person. However, in Naves
Diaz et al’s study,'! the interviews were con-
ducted at the interviewee’s residence.

Generalizations of the results are justified in three
aspects: 1) The patients studied are representative of
the general population of Salamanca, and there are
no epidemiological reasons for not extrapolating the
results to the general Spanish population. 2) The Span-
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