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INTRODUCTION 

Quality of life is an imperative consideration in medical care. 

Some medical treatments can seriously impair quality of life 

without providing appreciable benefit, whereas others greatly 

enhance the quality of life. The involvement of OA to the 

impairment of quality of life (QOL) is unclear1. It’s a major cause 

of disability among older people around the world, particularly in 

developed countries. It covers around 15% proportions, among 

all musculoskeletal problems2. 

Osteoarthritis is a chronic disease characterized by erosion of 

cartilage and decrease in joint space, and finally, synovial fluid is 

decreased in patients, mostly this disease prevalence among 

older people above 45 years in male and female 

patients3. Osteoarthritis (OA) is the most common type of 

arthritis also called degenerative arthritis or degenerative joint 

disease4. Arthritis is a general term that means inflammation of 

joints. OA is the most common joint disease, and it is one of the 

most frequently occurring health problems for middle-aged and 

older people seen almost especially among older ages, affecting 

about 50% of those over 65 years of age and almost all 

individuals over age 75 years5. 

 

 

Osteoarthritis primarily affects the weight-bearing joints of the 

axial and peripheral skeleton, having pain, restriction of motion, 

deformity, progressive disability and diminished tone of 

liveliness6. It is characterized by progressive decline in quality 

and loss of articular cartilage and by reactive bone changes at the 

margins of joints and covers the ends of bones7. While 

osteoarthritis is at risk of damage to the knee, in a majority of the 

cases, knee problems are the most common results in loss of 

cartilage and remodeling of subarticular bone, osteophyte 

formation, ligament laxity, synovial inflammation and damage to 

particular bones is higher, the most common symptoms are joint 

pain, stiffness, limitation of movement, Grating sensation, Bone 

spurs, loss of flexibility, Tenderness8,9. 

The questionnaire form for quality of life was adopted from 

the short-form (SF-36) health survey website, with only 36 

questions used as a multi-purpose of the health survey10-12. The 

short- form (SF-36) the health survey was developed by Ware, 

Snow, Kosinski, &Gandek, in 1993. Version 2.0 Short form -

36 (SF-36v2, by Ware et al., 2000; Ware & Kosinski, 2001; Ware  
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Abstract  

Background: Osteoarthritis is the most common chronic inflammatory musculoskeletal condition in older people. It’s a major cause of 

disability in elderly populations around the world, particularly in developed countries. 

Objective: The objective study was to assess the quality of life in Osteoarthritis patients by using adaptive SF-36 questionnaire form 

based on their physical and mental status. 

Methods: A prospective observational study conducted in both the outpatient and inpatient department of orthopaedics at the primary 

care hospital, Rajahmundry, Andhra Pradesh. An adaptive SF-36 questionnaire form was used which consists of 36 questions of 8 sub-

scales in that, 4 sub-scales assess physical status and remaining 4 sub-scales assess the mental status of osteoarthritis patients to 

determine the quality of the life. 

Results: A total of 108 patients were screened for assessing QOL in OA. Among them, 55.6% of males are affected by OA more than 

44.4% of females. A total of 39 (51-60 years of patients) 53.97% women’s detect worse health than men, based on their PCS and MCS. 

Conclusion: We assessed QOL in osteoarthritis patients based on their physical and mental status questions (sub-scales) in adoptive 

SF-36 Questionnaire form. Our study concludes that women’s health is in worse condition at the age of 51-60 than men. 

 Keywords: Quality of life, Osteoarthritis, Physical Component System, Mental Component System. 
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et al., 2003) questionnaire was adopted to assess the quality of 

life in arthritis patients with treatment13,14. 

METHODS 

A prospective observational study was carried out for 6 months 

(May 2014 to October 2014) in outpatient and inpatient 

departments of orthopaedics at primary care hospital, 

Rajahmundry, Andhra Pradesh.Patients age >30 years either 

gender diagnosed in or outpatients without co-morbid 

conditions, and the physical and mental status of the patient is 

considered by using an adoptive SF-36Questionnaire form in the 

given study period were included. The exclusion criteria are set 

for patients age <30 years and > 30 with co-morbid conditions15. 

A total 108 patients who met the inclusion criteria were 

recruited in the study. After that time, patient demographics, 

reasons for admission and medical history were collected in a 

specially designed data collection form and are asked to answer 

the adaptive SF-36 questionnaire. It consists of 8 sub-scales, 4 

scales come under physical status and the remaining 4 scales 

come under mental status. While the severity of the pain of the 

osteoarthritis and normal physical functioning of the patient is 

determined and in mental status, the patient's emotional levels 

and social functioning are noticed, the quality of life in patients is 

assessed by using the adoptive Questionnaire form and scoring 

has been given to  each patient. 

DATA ANALYSIS 

After collecting data from patients, the questionnaire was scored 

individually by using the algorithm provided by the developer. In 

the scoring system each item is scored in the 0 to 100 range so 

that the lowest and highest possible scores are 0 and 100, 

respectively based on the score the high score defines a more 

favourable health state15-17.Reliability or internal consistency of 

the eight subscales and two summary components which 

measure the degree of the same construct in every test 

item; measures have been estimated to be using Cronbach’s 

alpha coefficients18. 

RESULTS 

Data were examined as described earlier in the plan for work and 

methodology. The obtained data from patient data forms and 

questionnaire-based information on osteoarthritis was 

thoroughly analyzed. 

 AT-RISK POPULATION 

While many types of research are described as gender 

distribution in past conditions, females are more prone to 

osteoarthritis than males, as in our study, observation; we found 

that males are mostly affecting 55.6% than females 44.4%. The 

total number of patients included in the study was 108, We found 

the frequency of age distribution many people are affected by 
Osteoarthritis at the age of 51-60(36%) as shown in the fig.1 in 

this females(21.29%) are more porn than male(14.81%) as 

shown in the fig.2, in which 27% cases of age between 41-

50(males:17.59%; females 9.25%), 19% cases of age between 30-

40(males12%,females7.41%), 18% cases of age 61- 

 

 

 

70(male11.11%, females 6.48%). Details of the age and gender 

distribution are depicted below in the  Figure 1 

 

In an attempt to study, we noticed different types of occupational 

status, in which we were, categorized occupational status, such as 

Daily wage workers, House wife’s, Farmers, and Drivers. 

According to the study results, the effect of OA in the occupation 

are daily wage workers (41%), < housewife (36%) < farmers 

(14%) < drivers (9%). In an attempt at the study, daily wage 

workers are more affected with OA than other occupational 

distribution, as shown in Figure 2. 

 

Figure 1: AGE DISTRIBUTION IN GENDER 
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Figure 2 OCCUPATION DISTRIBUTION 
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Table 1: MEAN AND SD, CRONBACH ALPHA COEFFICIENTS FOR SF-36 SCALES OF THE EIGHT DIMENSIONS 

 
PF RP BP GH VT SF RE MH 

 
M SD α M SD α M SD α M SD α M SD α M SD α M SD α M SD α 

TOTAL  

POPULATION 
39.31 23.52 0.82 37.73 40.51 0.78 39.47 12.72 0.80 41.56 18.72 0.81 47.92 17.16 0.80 44.79 13.58 0.80 35.8 43.88 0.80 51.37 16.43 0.80 

GENDER 

MALE 37 24.03 0.79 45 44.03 0.74 40 12.94 0.77 44 19.87 0.78 48 16.87 0.76 46 13.24 0.77 44 47.01 0.76 53 17.17 0.77 

FEMALE 42.19 22.64 0.86 28.13 33.67 0.84 38.46 12.59 0.86 38.31 16.83 0.85 47.5 17.69 0.85 42.71 13.85 0.85 24.99 37.35 0.86 49.67 15.46 0.86 

AGE 

30-40 44.52 25.97 0.90 39.29 44.42 0.88 40.52 11.75 0.89 45.52 20.28 0.87 50.24 17.28 0.88 49.24 13.96 0.89 31.74 45.308 0.88 53.74 18.42 0.88 

41-50 38.79 28.08 0.66 37.93 44.63 0.56 37.69 11.71 0.65 40.48 19.64 0.64 47.93 17.65 0.66 43.37 13.62 0.64 36.78 46.59 0.58 49.93 16.27 0.77 

51-60 37.44 18.7 0.62 37.82 35.3 0.70 37.33 13.03 0.61 38.92 17.86 0.66 46.41 17.92 0.59 41.03 12.15 0.60 38.46 42.95 0.83 49.13 16.29 0.61 

61-70 38.16 23.05 0.82 35.53 42.75 0.82 45.42 13.76 0.82 44.26 17.61 0.83 48.42 15.64 0.82 48.68 14.37 0.83 33.33 43.03 0.82 56.21 14.57 0.82 

OCCUPATION 

DAILY WAGE 39.77 22.95 0.82 38.07 42.96 0.76 40.66 12.39 0.79 43.5 19.21 0.79 50 16.98 0.78 47.73 13.01 0.79 36.36 45.93 0.78 52.91 15.85 0.78 

HOUSE WIFE 40.9 23.95 0.84 31.41 34.28 0.82 39.05 13.17 0.85 39.51 17.14 0.84 49.1 17.62 0.85 41.67 13.55 0.84 27.34 38.14 0.85 50.26 15.07 0.85 

FORMER 35.33 29.12 0.75 35 45.12 0.71 39.47 13.13 0.73 38.67 19.02 0.77 39.67 15.86 0.73 44.17 13.25 0.73 33.33 45.43 0.70 46.93 21.67 0.75 

DRIVER 37 16.53 0.87 65 39.44 0.86 35.9 13.45 0.87 45.2 23.13 0.87 46.5 16.67 0.85 45 15.18 0.86 70 42.89 0.88 55.6 15.71 0.85 

 

M = mean, SD = Standard Deviation, α= CRONBACH ALPHA 

PF= Physical Function, RP = Role of Physical, BP = bodily pain, GH = General Health,  

VT= vitality, SF = Social Function, RE = Role Emotion, MH = Mental Health  
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ADOPTIVE SF-36 SCALE SCORES:  

Completed questionnaires were obtained from 108 people 

contacted, eight subscales of the adoptive SF-36 were calculated 

using algorithms recommended by the developers, and the 

scoring system is based upon the physical and mental status of 

the patients and the following sub-scales come under physical 

status PF, RP, BP, VT and   the following sub-scales come under 

mental status SF, RE, GH, MH. Descriptive statistics for the eight 

sub-scales of the adoptive SF-36 and internal reliability are 

reported for the sample as a whole in Table 1. All alpha statistics 

show good (α >.70) internal reliability. 
Table 2: MEAN AND STANDARD DEVIATION OF PCH AND 

MCH IN 

 
Table 1&2 provide normative data, in the form of mean, Standard 

deviation and alpha values overall, women reported poorer 

health on all subscales of the adoptive SF-36 than men, according 

to the gender, age, and occupation from the whole sample, in 

which, Item Internal consistency of gender, all item-hypothesized 

scale correlations were greater than 0.70 (male), 0.80 (female) 

and thus met the test of item internal consistency is acceptable 

and good.The developers claim that the newly configured role-

emotional and role-physical response formats would lead to the 

fewer floor and ceiling effects and this was borne out in this 

study. Fifty (46.29%) respondents scored zero in the role-

physical dimension and 23 (21.29%) scored 100. Similarly, the 

role-emotional Scores were 58 (53.70%) scoring zero and 31 

(29%) scoring 100 in this survey. The developers of the adoptive 

SF36 suggest that changes to the response categories of the role's 

emotional and role-physical subscale will increase their internal 

reliability consistency and reduce the floor and ceiling effects 

that have been reported in the literature.Table 1&2 provide 

normative data, in the form of mean, Standard deviation and 

alpha values overall, women reported poorer health on all 

subscales of the adoptive SF-36 than men, according to the  

 

 

gender, age, and occupation from the whole sample, in which, 

Item Internal consistency of gender, all item-hypothesized scale 

correlations were greater than 0.70 (male), 0.80 (female) and 

thus met the test of item internal consistency is acceptable and 

good. 
The developers claim that the newly configured role-emotional 

and role-physical response formats would lead to the fewer floor 

and ceiling effects and this was borne out in this study. Fifty 

(46.29%) respondents scored zero in the role-physical 

dimension and 23 (21.29%) scored 100. Similarly, the role-

emotional Scores were 58 (53.70%) scoring zero and 31 (29%) 

scoring 100 in this survey. The developers of the adoptive SF36 

suggest that changes to the response categories of the role's 

emotional and role-physical subscale will increase their internal 

reliability consistency and reduce the floor and ceiling effects 

that have been reported in the literature. 

DISCUSSION 

The people who are doing work like lifting heavy objects, walking 

several hundred yards example occupations like daily wage 

workers, drivers, farmers, and other workers etc. these people 

having a higher risk of getting of Osteoarthritis, so to know about 

the quality of life in Osteoarthritis patients, we used an adoptive 

SF-36 Questionnaire to assess the quality of life (QOL) in 

osteoarthritis patients. The aim of our study was to assess QOL in 

osteoarthritis patients in the study population. Our study simply 

provides an overall picture of the way in which QOL has been 

assessed at Osteoarthritis patients. 

In our project we recruited 108 patients with osteoarthritis, male 

and female of age between 30-70 years, those are from different 

occupations.  In our study, we found that the male (55.6%) 

patients are more prone to osteoarthritis than the female 

(44.4%) patients. Many studies showed that the prevalence 

of Osteoarthritis increases in old age, in our projectwe observed 

that the age group of 51-60 years, in these females (21.29%) is 

more prone to Osteoarthritis than males (14.81%), and age of 61-

70 (11.11%)male patients are more prone to Osteoarthritis,  than 

female (6.48%), and age of 30-40 (12%) male patients are more 

prone to Osteoarthritis,  than female (7.41%), 41-50 (17.59%) 

male patients are more prone to Osteoarthritis,  than female 

(9.25%). 

In an attempt to study, we noticed that different types of 

occupational status, in which we were categories of occupational 

status, such as daily wage workers, house wife’s, farmers, and 

drivers, most of the workers who are exposed to repetitive stress 

of hands or lower limbs, are at higher risk of getting 

Osteoarthritis due to increased stress in joints. As per our study, 

we observed that daily wage workers (41%) are more prone to 

Osteoarthritis, and daily housewife (36%) is the next place, 

farmers are 14% and drivers 9%. 

Based on our study we fully fill the aim of our study that is 

assessment of QOL, as our study we noticed the worst health in 

age of 51-60 year age group female (21.29%) patients and 

occupation of farmers (9%) based on the lesser score of mean 

and standard deviation of PCS and MCS that is shown in Table 2. 

 

 

 

PCS MCS 

M SD M SD 

TOTAL  
POPULATION 

39.52 17.82 44.97 18.13 

GENDER 

MALE 42 17.92 48 18.64 

FEMALE 36.77 17.49 41.22 16.99 

AGE 

30-40 42.46 21.65 46.13 21.06 

41-50 38.72 18.87 44.56 18.17 

51-60 37.88 14.41 43.76 17.26 

61-70 40.84 18.86 46.66 17.81 

OCCUPATION 

DAILY WAGE 40.51 17.57 46.75 18.62 

HOUAE WIFE 37.72 18.03 42.09 16.74 

FARMER 37.12 18.35 41.03 18.13 

DRIVER 45.78 18.24 54.28 19.89 
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CONCLUSION 

Finally we are here with results which are our aim, which is an 

assessment of the quality of life in osteoarthritis patients based 

on physical and mental status by using adoptive SF-36 

questionnaire. Our study assesses that age and occupation status 

which are etiological factors for OA; affects the quality of life in 

patients with osteoarthritis patients in the study population. 
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