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ABSTRACT

Social class is a significant modifier of quality of life in diabetic patients which we sought to measure
in this study. A hospital based, cross sectional descriptive was conducted in diabetic patients using a
semi structured questionnaire. A total of 103 diabetic patients consented and participated in the
study. The sample consisted of 58 males and 45 females and most respondents had a duration of
onset of diabetes between 1-5 yrs (47%). 68 (66%) of the respondents belonged to lower class, 27 (26%)
to the middle class and 8 (8%) to the upper class. 92 (89.32%) of the respondents were using oral
hypoglycemic agents and 11 (10.68%) used injectable insulin. Socioeconomic status was significant for
the number of missed doses (P < 0.04). The mean scores for upper, middle and lower class on the
items of financial burden were 3.99 + 0.906, 3.37 + 1.079, 3.00 £ 0.756, for general health were 3.49 *
0.837,2.96 £ 0.706, 2.63 + 0.744 and for psychological distress were 3.56 + 0.835, 2.70 £ 0.609 and 2.75 +
0.707 respectively. Social class has a significant impact on quality of life and therapy compliance and
measures to address this must be undertaken while providing comprehensive healthcare in diabetes
for an optimal outcome.
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INTRODUCTION The rising prevalence of chronic diseases in low
and middle income nations has been attributed
largely to components of social class, namely
literacy, family income and occupation.

Available evidence from developed countries

According to the World Health Organization
there is “an apparent epidemic of diabetes,
which strongly related to lifestyle and economic

change”. The International Diabetes Federation
estimates the total number of diabetic subjects
to be around 40.9 million in India and this is
further estimated to rise to 69.9 million by the
year 2025. [1]

With the advancement in management and
prolonging of life in chronic diseases, the
quality of life and the healthcare costs in the
daily management of such disease takes
precedence. While compliance and good quality
of life are an ideal for therapeutic end point,
several factors belie its achievement.

indicates that the burden of chronic diseases
and their risk factors are predominantly
concentrated among the economically poor. [ 3l
The poor appear to be disproportionately
burdened with the risk factors associated with
these diseases. People of lower social class are
also at a greatest risk for non compliance, lack of
adequate access to healthcare and preventive
care. [4

Quality of life is defined by World Health
Organization as “Individuals' perceptions of
their position in life in the context of the culture
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and value systems in which they live and in
relation to their goals, expectations, standards
and concerns”. [l The concept of health related
quality of life and its determinants have evolved
since the 1980s to encompass those aspects of
overall quality of life that can be clearly shown
to affect health either physical or mental. [6 8] In
addition, health related quality of life
assessment has gained recognition as an
important research tool for evaluating the
impact of new medical treatments and health
care services for people with diabetes. [%10]

This study explores the impact factors like
literacy, family income and education on the
quality of life of diabetics thereby enabling a
measure of comparison of the effectiveness of
healthcare provided.

MATERIALS AND METHODS

A cross sectional descriptive study was
conducted among diabetic patients attending
outpatient department in hospital of Prathima
Institute of Medical Sciences, Karimnagar. The
study was conducted over a period of three
months. A semi structured questionnaire was
administered via a face to face interview and
responses were recorded by the interviewer.
Informed consent was obtained from the
participants and confidentiality was assured.

The questionnaire consisted of five parts, 1)
Socio-demographic information 2) Diabetes
specific information including duration since
initial diagnosis and nature of therapy 3)
Compliance with diabetic therapy 4) Quality of
life

Socio-demographic  information  collected
included the age and gender of the respondents.
Socio-economic classification was done based
the Kuppuswamy classification [l based on
education, occupation and total family monthly
income. Respondents were then classified into
three classes of socio-economic status, upper
class, middle class which included upper and
lower middle class and lower class which
included upper lower and lower class.

Diabetes  specific  information including
duration since initial diagnosis and nature of
therapy, whether the respondents were using
oral hypoglycemic drugs or injectable insulin
was obtained. Compliance with therapy was
evaluated; a patient was considered non
complaint with therapy if the patient missed

more than three doses of medication in a week.
[12]

Quality of life was measured using a 8 item
questionnaire which included questions relating
to general health, activity limitation, financial
burden, pain and discomfort, energy and
vitality, emotional functioning, psychological
distress and social functioning. Responses
graded from 0 to 4 on a Likert scale with higher
scores indicating poor quality of life.

Data entry and statistical analysis was done in
PASW (SPSS) software, version 18. Statistical
methods used included means, measure of
dispersion, proportions, confidence intervals,
chi square test.

RESULTS

A total of 103 respondents consented and
participated in the study. The sample consisted
of 58 (56.31%) men and 45 (43.69%) women. 47
(45.63%) of the respondents were aged between
45 - 55 years, followed by 33 (32.03%) in the age
group of 55 - 65 years, 15 (14.57%) in the age
group of 35 - 45 years and 8 (7.77%) aged above
65 years. 68 (66.01%) belonged to the lower
socio-economic class, 27 (26.21%) to the middle
class and 8 (7.77%) belonged to the upper socio-
economic class. These socio-demographic
characteristics are depicted in table 1.

Table 1: Sociodemographic characteristics of
Study Population

Characteristic Number  Percentage
Agein 35-45 15 14.57
years 45-55 47 45.63

55-65 33 32.03

>65 08 7.77
Gender Male 58 56.31

Female 45 43.69
Socio - Upper 08 7.77
economic Middle 27 26.21
Status Lower 68 66.01
Total 103 100

Diabetes specific information was collected. The
duration since initial diagnosis was 1 - 5 years
for 49 (47.57%) of the respondents, 5 - 10 years
for 35 (33.99%) of the respondents while it was
less than one year for 11 (10.68%) and more than
ten years for 8 (7.77%) of the respondents. 92
(89.32%) of the respondents were using oral
hypoglycemic agents and 11 (10.68%) used
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injectable insulin. The clinical characteristics of
respondents are reported in table 2.

association between compliance and socio-
economic status in presented in table 3.

Table 2: Clinical characteristics of Study Table 3: SES v/s drug compliance
Population Characteristics Compliant Non compliant
Characteristic Number Percentage Lower class 40 28
Drugs OHA 92 89.32 Middle class 22 05
Insulin 11 10.68 Upper class 07 01
Duration in <1 11 10.68 Total 69 34
years 1-5 49 47.57 Yates corrected X2 = 6.137 p value < 0.04
5-10 35 33.99
>10 8 7.77 Quality of life was measured on a 8 item
Total 103 100 questionnaire and the most affected domains

In the lower class, 40 respondents were
complaint with therapy whereas 28 were not. In
the middle class, 22 and 5 were complaint and
non complaint respectively. In the upper class, 7
and one respondents were complaint and non
complaint respectively. Socioeconomic status
was significant for the number of missed doses
(Yates corrected X2 = 6.137, P < 0.04). The

Table 4: SES versus quality of life

when compared across socioeconomic status
were financial burden, general health and
psychosocial burden. The mean scores for
upper, middle and lower class on the items of
financial burden were 3.99 + 0.906, 3.37 + 1.079,
3.00 £ 0.756, for general health were 3.49 + 0.837,
2.96 £ 0.706, 2.63 * 0.744 and for psychological
distress were 3.56 + 0.835, 2.70 + 0.609 and 2.75
* 0.707 respectively. The quality of life scores
are depicted in table 4.

Range Lower class Middle class Upper class
General Health 0-4 3.49 £ 0.837 2.96 £ 0.706 2.63 £ 0.744
Activity limitation 0-4 3.51 +£0.743 3.07 £ 0.675 2.87 £0.641
Financial burden 0-4 3.99 £ 0.906 3.37 £1.079 3+0.756
Pain and discomfort 0-4 3.43 £0.759 2.85+0.77 2.87 £0.641
Energy and vitality 0-4 3.35+0.768 3.04 £0.759 2.75+£0.707
Emotional functioning 0-4 3.26 £0.725 3+0.877 2.75+£0.707
Psychological distress 0-4 3.56 = 0.835 2.70 £ 0.609 2.75£0.707
Social functioning 0-4 2.38 £0.519 2.15£0.362 2.63 £0.744

DISCUSSION

Quality of life is a direct measure of the impact
of healthcare services and provision of
treatment which is more relevant with increased
life expectancy in diabetic people due to newer
methods of management. It helps us assess the
overall impact of the disease and enables a
comparison of the ability to cope with disease.
The measurement of quality of life is multi-
factorial and factors affecting disease also affect
quality of life. Social class is a strong
determinant of both occurrence of disease and
quality of life in diabetes. In comparable
methods of treatment, the impact of social class
on the disease and the burden on quality of life
can be measured.

In our current study, most respondents
belonged to the age group of 45 - 55 years
which is the peak age for the onset of
complications of diabetes, had an equitable

distribution of gender and predominantly
belonged to lower socio-economic class. Most
respondents had duration since initial diagnosis
of 5 to 10 years. This socio-demographic
distribution reflects the occurrence of disease in
India and has been seen in larger studies such as
the study by Mohan et al [l who measured the
prevalence of diabetes and metabolic syndrome
in South India.

The study measured the nature of therapy,
whether oral hypoglycemic drugs or injectable
insulin and compliance with therapy. People in
the lower socio-economic strata are more likely
to be non complaint towards treatment as
evidenced in the study. These finding are
similar to the findings by Kalyango et al, [’
Oladele et al 4l and Piette et al ¥l who also
studied diabetes and the impact of social class
differentiation on the disease.
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Elaboration into the causal mechanism of this
and an explanation of the numerous variables
involved requires further study with a larger
sample size in the non complaint group.

The study measured quality of life over eight
domains and the most significantly affected
domains were financial burden, general health
and psychological distress. In addition, quality
of life across all eight domains had a lower
mean in the lower socio-economic class when
compared to the middle and upper Cclass.
Similar impact on quality of life in diabetes
varying by the socio-economic status has been
seen in other studies. Larsson et al [ obtained
lower scorings for physical functioning, general
health, vitality and mental health on the
domains for quality of life using SF-36 and they
also observed more disability and higher
complications in patients with lower social class
and educational level. Hassan et al ¢l studied
the role of socioeconomic status, quality of life,
and glycemic control in diabetic patients and
found that quality of life deteriorated with
socioeconomic status and non- compliance and
poorer diabetic control. Chronic diseases such
as diabetes have a varying effect on quality of
life which is dependent on the social class of the
patient which needs to be addressed in primary
intervention for the disease.

CONCLUSION

Social class has a significant impact on quality
of life and therapy compliance and measures to
address this must be undertaken while
providing comprehensive healthcare in diabetes
for an optimal outcome.

LIMITATIONS

Quality of life measures were obtained through
an oral questionnaire and only the subjective
perception of the sample respondents was
sought.

Cost analysis of the prescriptions in the diabetic
regimens which would have added to the
strength of the study with comparisons of the
social class, average drug expenditure and
compliance, was not performed due to
incomplete availability of prescriptions and lack
of manpower.
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