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ABSTRACT

INTRODUCTION

Objective: the principal aim of the present study is to evaluate
the influence of socio-demographic and clinical variables on
health-related quality of life (HRQL) in patients with inflammatory
bowel disease.
Patients and method: this was a cross-sectional study.
health-related quality of life was measured with the Inflammatory
Bowel Disease Questionnaire (IBDQ). A total of 120 patients, 60
with ulcerative colitis and 60 with Crohn’s disease, participated in
the study.
Results: no significant differences were observed between ulcerative colitis and Crohn’s disease patients in IBDQ dimensions.
However, a multivariate analysis revealed that sex, type of treatment, extraintestinal symptoms, number of relapses in previous
year, satisfaction with surgery, and need for psychological support
were related to HRQL.
Conclusions: the identification of these variables associated
with HRQL in patients with inflammatory bowel disease shows
them to be basically non-disease factors. Knowledge of such elements can turn out to be very useful in order to guide future research and modify specific factors in further interventions.

Inflammatory bowel disease (IBD) consists of a
group of chronic bowel disorders, including Crohn’s
disease (CD) and ulcerative colitis (UC), both characterized by alternating periods of remission with relapses (1). Thus, IBD can be considered a chronic disease
highly associated with health-related quality of life
(HRQL).
Although the etiology of IBD is unknown (2), the most
widespread hypothesis suggests that it results from a
multifactorial etiopatogenic mechanism in which family
or genetic, infectious, immune, environmental, and psychological factors take part (3). The measurement of
HRQL provides important data to quantify the impact of
disease on the daily life of patients with IBD.
Although the influence of socio-demographic variables on the perception of HRQL seems to be limited in
minor diseases (4), in chronic diseases such as IBD selected socio-demographic and clinical factors directly
affect the development of the disease and the perception of HRQL. Some studies indicate that, in IBD, socio-demographic variables such as sex, age, or educational level directly affect HRQL (5-7). Clinical
variables such as type of treatment (medical treatment
or surgery), therapy effectiveness, the occurrence of
extraintestinal symptoms, annual rate of flare-ups, their
severity, or the need for hospitalization have an impact
on IBD patients’ HRQL (8). While there is some controversy in the field, it seems that patients with CD are
more affected by their disease in terms of HRQL than
are patients with UC (9-11). Identifying the factors associated with HRQL is relevant because, in the same
cases, it may allow us to modify some of them, improving patients’ health. Furthermore, the study of HRQL
offers other advantages, especially, and as other studies
(4,7) have indicated, because of its medical and social
implications, and the distribution of health resources.
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Despite the above-mentioned studies, there is some
controversy over which variables have more impact on
HRQL. The aim of the present study is to contribute to
the analysis of the influence of several socio-demographic and clinical variables in IBD patients by means of a
multivariate analysis in which the aforementioned variables are included.

cial functioning (5 items), and emotional functioning (12
items). Responses to each item are scored on a 7-point
Likert scale, where 7 correspond to the highest level of
function and 1 to the lowest. A 36-item version of the
IBDQ, with five dimensions, has subsequently been developed. This latter version has been adapted and validated with regard to the Spanish population (15).

METHODS

Statistical analysis

Patients

All analyses were carried out using the SPSS statistical
package, version 11.5. First, a descriptive analysis of
clinical and socio-demographic variables was conducted
using chi-square and Student’s t -test on categorical and
constant variables, respectively. To explore the relationship between HRQL and the patients’ socio-demographic
and clinical characteristics, Student’s t test was used for
dichotomic variables, an analysis of variance (ANOVA)
and Scheffé’s test for categorical variables, and Pearson’s
correlation coefficient for constant variables. Subsequently, a multivariate analysis (MANOVA) was performed using each of the HRQL dimensions as dependent variables, with the socio-demographic and clinical
variables that reached significance in the first univariate
analysis as independent variables. A level of 0.05 was
considered statistically significant.

A cross-sectional study was carried out in 120 patients
from two large centers for these diseases in the Community of Madrid. All participants were patients receiving
outpatient treatment, and were diagnosed with CD or UC
according to clinical, radiological, endoscopic, and
anatomopathological criteria. By means of the clinical
files, it was determined that none of the patients had any
psychiatric condition; patients who had depression as a
consequence of their disease were also excluded. All patients were under 75 years of age. In the initial design of
the study, we tried to obtain homogeneous groups by
matching our sample in terms of disease and type of
treatment. Thus, the total sample comprised 30 patients
with CD and medical treatment, 30 with CD and surgical
treatment, 30 with UC and medical treatment, and 30
with UC and surgical treatment. Once a physician had
confirmed the diagnosis and clinical history of IBD, the
patients were informed about the goal of the research and
asked to collaborate in the study, following the pertinent
ethical recommendations and after obtaining their informed consent. The assessment instruments used were
administered by a specialist trained in their use.
Study variables
Socio-demographic and clinical data were collected:
sex, age, educational level, marital status, diagnosis,
treatment, disease duration, number of relapses per year,
need for hospitalization, family history of disease, satisfaction with surgery, extraintestinal symptoms, amount of
information received from healthcare staff, and need for
psychological support.
Health-related quality of life
HRQL was assessed using the Inflammatory Bowel
Disease Questionnaire (IBDQ) (12), which is the most
extensively used instrument to assess HRQL in these diseases. This scale has been shown to have satisfactory
psychometric properties in former studies (13,14). It consists of 32 questions grouped into four dimensions: bowel
symptoms (10 items), systemic symptoms (5 items), so-

RESULTS
Sample description
The patients’ socio-demographic and clinical characteristics, as a function of type of disease, are summarized
in table I.
Of the total sample, 64 were men (53%) and 56 were
women (47%), with more women in the CD group of patients. Mean age was similar in both groups. Mean disease duration was also similar in both groups, with no
significant differences. As regards smoking, significant
differences were found: most of the patients with UC
were nonsmokers, whereas a high percentage (69%) of
CD patients were active smokers (p < 0.01). No significant differences in extraintestinal symptoms as suffered
by the groups were found, with both groups having a similar number of dermatological, ophthalmic, and osteoarthropathic symptoms. The number of relapses in the
previous year also showed a similar pattern: although patients with CD had a slightly higher mean, the difference
was not significant, regardless of the need for hospitalization. Educational level was similar for both groups, with
secondary education predominating among patients with
UC and primary education among patients with CD. Of
the patients who underwent surgery, those from the CD
group were more satisfied with the intervention than patients with UC (83 vs. 67%), albeit without reaching sig-

REV ESP ENFERM DIG 2005; 97(12): 887-898

LOPEZ BLANCO

30/1/06

Vol. 97. N.° 12, 2005

15:32

Página 889

889

RELATIONSHIP BETWEEN SOCIO-DEMOGRAPHIC AND CLINICAL VARIABLES, AND HEALTH-RELATED
QUALITY OF LIFE IN PATIENTS WITH INFLAMMATORY BOWEL DISEASE

Table I. Description of sociodemographic and clinical characteristics as a function of type of disease
Sociodemographic and clinical characteristics

Crohn’s disease
(n = 60)

Ulcerative colitis
(n = 60)

Total sample
(n = 120)

Sex: n (% females)
Mean age, ± SD (range)
Disease duration ± SD (range)
Smoker* n (%)
Extraintestinal symptoms n (%)
Mean number of relapses per year (range)
Satisfaction with surgery n (%)
Need for psychological support n (%)
Educational level:
Primary n (%)
Secondary n (%)
University n (%)

31 (52%)
42 ± 15 (18-75)
8.17 ± 8 (1-19)
41 (69%)
21 (35%)
1.02 (0-5)
25 (83%)
20 (33%)

25 (42%)
45 ± 11 (29-68)
8.78 ± 6 (2-29)
11 (31%)
25 (42%)
0.72 (0-3)
20 (67%)
23 (38%)

56 (47%)
43 ± 13 (18-75)
8.48 ± 6 (1-29)
55 (46%)
46 (38%)
0.87 (0-5)
45 (37%)
43 (36%)

27 (45%)
20 (33%)
13 (22%)

19 (28%)
34 (58%)
7 (14%)

46 (33%)
54 (49%)
20 (18%)

*p < 0.01

nificance. As regards the need for psychological support
as a result of the suffering from the disease, no significant
differences were observed (33 and 38% of the patients required such support in the CD and UC groups, respectively).

Variables affecting HRQL
The scores in each of the IBDQ dimensions as a function of socio-demographic and clinical characteristics can
be seen in table II.

Table II. Means of IBDQ dimensions as a function of sociodemographic and clinical characteristics in the univariate analysis

Gender
Male
Female
Diagnosis
UC
CD
Treatment
Medical
Surgical
Smoker
Yes
No
Extraintestinal manifestations
Yes
No
Medical information received
Nothing/some
Enough/a lot
Familiar history
Yes
No
Educational level
Primary
Secondary
Superiors
Satisfaction with surgical intervention
Yes
No
Need of psychological support
Yes
No

Bowel
symptoms

Systemic
symptoms

Emotional
functioning

Social
functioning

Global IDBQ
score

58.67 (0.022)
53.75

29.23 (0.002)
25.46

68.60 (0.005)
61.61

31.17 (0.020)
28.23

189.78 (0.010)
169.05

56.47
56.28

28.43
26.52

68.35
64.57

29.88
29.72

183.13
177.09

60.63 (0.000)
52.12

29.35 (0.002)
25.60

68.83
64.08

31.48 (0.008)
28.12

190.30 (0.001)
169.91

53.00 (0.044)
57.76

25.40 (0.030)
28.33

63.29
67.76

29.51
29.92

171.20
183.77

54.18 (0.009)
59.91

25.74 (0.000)
30.26

63.03 (0.001)
67.87

29.22
28.92

172.17 (0.010)
186.96

56.18
56.45

27.30
27.54

63.94
67.41

29.55
29.90

176.96
181.30

58.13
56.25

26.88
27.52

70.38
66.18

27.50
29.96

182.88
179.91

54.33
54.71
61.08

26.78
27.11
26.83

65.10
66.49
64.92

29.78
28.37
29.42

175.99
176.68
182.25

53.53
47.87

26.60
22.60

66.27
57.53

29.56 (0.011)
23.80

175.95 (0.035)
151.80

57.79
58.94

26.88
28.92

58.30 (0.000)
65.01

27.05 (0.010)
31.34

170.02 (0.030)
184.21

Note. Variables with statistically significant differences appear with significance level (p) in brackets.
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In the univariate analysis, men had higher HRQL
scores than did women in all the dimensions of the questionnaire, with especially significant differences in the
emotional dimension (p = 0.005). Another variable that,
in the initial analysis, turned out to be significant was the
type of treatment received by the patient. Patients undergoing surgery had lower HRQL scores in all dimensions,
reaching statistical significance in bowel symptoms (p =
0.000), systemic symptoms (p = 0.002), and social functioning (p = 0.008). Among smokers, lower scores in
bowel (p = 0.044) and systemic symptoms (p = 0.030)
were observed. Patients with extraintestinal symptoms
had lower HRQL scores in the dimensions of bowel
symptoms (p = 0.009), systemic symptoms (p = 0.000),
and emotional functioning (p = 0.001). Regarding satisfaction with surgery, patients who were satisfied with the
result of the intervention obtained significantly higher
scores in social functioning (p = 0.011) and overall IBDQ
score (p = 0.035). Conversely, patients who expressed the
need for psychological support obtained lower scores in
the emotional (p = 0.000) and social dimensions (p =
0.010), and in the overall IBDQ score (p = 0.030).
As can be seen in table III, the results of the multivariate analysis showed that only type of treatment (medical
vs. surgical) remained significant in all dimensions, except for emotional functioning, where patients who had
undergone surgery obtained lower HRQL scores (Fig.
1A). In contrast, sex had significant effects on systemic
symptoms (p = 0.048) and emotional functioning (p =
0.009). Scores in these dimensions were significantly
lower in women (Fig. 1B). Similarly, extraintestinal
symptoms had a significant effect on systemic symptoms
(p = 0.016) and emotional functioning (p = 0.043). Satisfaction with surgery had a significant effect on the IBDQ
dimension of social functioning (p = 0.018). The need for
psychological support also maintained its significance in
the dimensions of emotional (p = 0.002) and social functioning (p = 0.025) (Fig. 1C).

Table III. F values and significance of sociodemographic and
clinical variables for IDBQ dimensions in the multivariate
analysis
F

p

Sex
Bowel symptoms
Systemic symptoms
Emotional functioning
Social functioning
Global IBDQ score

1.388
2.609
3.733
1.618
2.106

0.224
0.048*
0.009**
0.193
0.150

Treatment
Bowel symptoms
Systemic symptoms
Emotional functioning
Social functioning
Global IBDQ score

4.117
2.981
1.089
2.126
3.924

0.007**
0.018*
0.135
0.035*
0.050*
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Table III. F values and significance of sociodemographic and
clinical variables for IDBQ dimensions in the multivariate
analysis (continuation)
F

p

Extraintestinal symptoms
Bowel symptoms
Systemic symptoms
Emotional functioning
Social functioning
Global IBDQ score

2.770
5.648
4.587
1.525
1.238

0.102
0.016*
0.043*
0.272
0.150

Smoker
Bowel symptoms
Systemic symptoms
Emotional functioning
Social functioning
Global IBDQ score

1.704
2.364
0.375
0.407
1.954

0.197
0.112
0.543
0.521
0.175

Satisfaction with surgery
Bowel symptoms
Systemic symptoms
Emotional functioning
Social functioning
Global IBDQ score

2.049
2.769
2.604
5 .920
2.256

0.158
0.102
0.089
0.018*
0.105

Need for psychological support
Bowel symptoms
Systemic symptoms
Emotional functioning
Social functioning
Global IBDQ score

1.677
1.081
6.494
4.189
2.124

0.189
0.215
0.002**
0.025*
0.110

*p < 0.05; **p < 0.01.

To analyze the relationship between continuous variables and IBDQ dimensions, a Pearson correlation analysis was carried out. The results are displayed in table IV.
The number of relapses suffered by the patients during
the previous year is related to the dimensions in IBDQ.
The need for hospitalization seems important, as it shows
significant correlations with all IBDQ dimensions and
with its global score.
DISCUSSION
In spite of several studies carried out, there are still
doubts about which variables have more influence on
HRQL in patients with IBD. The results of the present
study, in accordance with previous researches (4,16),
confirm that several socio-demographic (sex) and clinical
characteristics (type of treatment, extraintestinal symptoms, number of relapses per year, satisfaction with
surgery, and need for psychological support) significantly
affect HRQL in IBD patients. There is some controversy
about whether there are HRQL differences in UC and CD
patients. In our study, HRQL was not influenced by diagnosis, as significant differences between UC and CD patients in IBDQ dimensions were not found. The present
results are in line with findings of the study by Casellas et
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Fig. 1.- A: HRQL as a function of sex. B: HRQL as a function of type of treatment. C: HRQL as a function of need for psychological support.
A: CVRS en función del sexo. B: CVRS en función del tipo de tratamiento. C: CVRS en función de la necesidad de apoyo psicológico.

Table IV. Correlations between demographic and clinical variables, and IBDQ dimensions

Age
Disease duration
No. of relapses requiring hospitalization
No. of relapses not requiring hospitalization

Bowel
symptoms

Systemic
symptoms

Emotional
functioning

Social
functioning

Global IDBQ
score

0.058
-0.051
-0.256**
-0.266**

0.156
-0.045
-0.354**
-201*

0.149
0.015
-0.351**
-0.133

0.120
-0.053
-0.374**
-0.218*

0.125
-0.044
-0.369**
-0.238**

*p < 0.05; **p < 0.01.

al. (17), in which IBDQ scores were similar for both diseases. In one of the studies of HRQL in IBD patients, it
was found that diagnosis did not influence any of the
IBDQ dimensions (18), although other studies show that
CD patients have a poorer HRQL when compared to UC
patients.
As in the study by Casellas et al. (4), factors associated
with disease severity, such as number of relapses or type
of treatment, were strongly related to HRQL. In the present study, patients who had undergone surgery had a
poorer HRQL versus those who had received medical
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treatment exclusively. These data are in contrast with the
findings by Casellas et al. (8), who, in a sample of IBDQ
patients, found that HRQL was not affected by type of
treatment. One of the variables associated with treatment,
satisfaction with surgery, has been shown to affect patient
emotional functioning. In contrast to previous research
(19), another factor that has been identified to influence
HRQL is the number of relapses during the previous year.
Number of relapses correlated negatively with IBDQ
scores. Although the present sample consisted of outpatients, we were also interested in observing the impact of
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the need for hospitalization, as it affects HRQL negatively (4). Thus, a differentiation between relapses with or
without the need for hospitalization was made. In this
sense, results indicate that if a relapse entailed the need
for hospitalization, it had significantly more impact on
HRQL. In contrast to previous studies (20), smoking did
not affect HRQL (4). While in the univariate analysis
smokers showed a poorer HRQL, this effect disappeared
in the multivariate analysis.
Regarding the need for psychological support, this
variable seems to influence HRQL in IBD patients,
specifically in the emotional and social aspects. This
finding is consistent with previous studies that indicate
the relevance of some psychological variables, such as
the expression of emotions (21,22) or coping strategies
(23) in the development of IBD.
Furthermore, results showed that some socio-demographic variables, such as sex, influence the perception of
HRQL. Few studies have shown the effect of sex on the
perception of HRQL in IBD patients, although our results
tend to confirm that women obtain lower scores than men
(24,25). In our study, the results of the multivariate analysis showed that men scored higher in all IBDQ dimensions, with significant values in systemic symptoms and
emotional functioning. This reverse relationship between
women and HRQL has been found in other diseases such
as rectum cancer (26). In the present study, the influence
of other socio-demographic factors (age, educational level, and marital status) on the perception of HRQL was not
significant. Traditionally, educational level was one of
the factors associated with perception of HRQL in these
patients (6,27). In a study with a Spanish sample, patients
with university-level education showed better HRQL
scores than did patients with a primary educational level
(28). Nevertheless, these data were not confirmed in our
study.
To sum it all up, our results lead us to conclude that
type of treatment, sex, extraintestinal symptoms, satisfaction with surgery, need for psychological support, and
number of relapses during the previous year (with or
without hospitalization) are associated with HRQL in the
patients studied. The knowledge and identification of
variables related to HRQL in IBD patients may prove
very useful in the guidance of future research and the
modification of specific factors in future interventions.
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