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Quality of life of diabetic patients of the land «Karaganda»
depending of social and demographic factors

Authors studied indicators of quality of life of patients with 2 type of diabetes depending on a risk of diabe-
tes, socialand demographic factors among population of the Karaganda region. The research carried out ac-
cording Sscientific program «Environmental Risks and Health of the Population». Screening included using
of elaborated by authors of questionnaire contained official consent of respondent (patient) as information
abouta sex, age, data on social factors (level of the income, family status (married or not), education, em-
ployment, nature of work), availability or absence of chronic diseases were specified. For determination of
risk groups of diabetes the questionnaire of FINDRISC (The Finnish Diabetes Risk Score) was used. For a
quality of life estimation the short version of questionnaire of WHO (WHOQOL-BREF) which consists of 26
questions. The analysis of results of a scale of FINDRISC showed that at 24.6 % of respondents in the next
10 years moderate, high and very high risk of SD took place (12 points and more).
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Actuality

Now epidemic of chronic noninfectious diseases among which one of significant positions are belong to
the diabetes mellitus (DM) is around the world observed. According prognosis of International Diabetes
Federation prevalence of diabetes will increase to of 8.8 % by 2035 worldwide [1]. According to WHO data
[2], prevalence of DM in Kazakhstan from 1980 to 2014 is increased from 72,000 registered patients (0.48 %
of population) to 208,000 (1.4 %). Due to the existence by the long-lived preclinical stage, number of not
diagnosed patients with DM cases of NIDDM fluctuate from 30 % to 90 % [3]. One of f way for to reduce
the risk of development of DM is identification of the risk groups based on application the of questionnaires.
The questionnaire developed by the Finnish diabetic association for assessment of ten-year risk of develop-
ment of NIDDM was widely adopted.

DM is associated with high risk of development of cardiovascular complications, nephropathy, decreas-
ing of working capacity and of quality of life (QL) [4]. Quality of life is one of important methods for as-
sessment of effectiveness of treatment and p of health in the future prognosis of state disease [5—8].

The research objective: to study quality of life depending on of risk of a diabetes mellitus and its social
and demographic determinants among the population of the Karaganda region.

Material and methods

The single-step transversal research in the form of screening among the population of the Karaganda
region is carried out according scientific program named as «Environmental Risks and State of Health of the
Population». Screening included questioning for which the questionnaire was elaborate. The questionnaire
contain information for the participant as a sex, age, data on social factors (level of the income, marital sta-
tus, education level, employment, the nature of work), existence or absence of chronic diseases were speci-
fied.

For definition of risk groups of DM the questionnaire of FINDRISC (The Finnish Diabetes Risk Score)
was used. FINDRISC questionnaire with success is used in many countries and is recommended by the
working group of the European society of cardiologists (European Society of Cardiology — ESC) and the
European association for studying of a diabetes mellitus (EASD). The questionnaire of FINDRISC contains
8 questions of an age, the body weight index (BWI), the waist circle (WC), the physical activity (PA), using
of fruit and vegetables in diet, anti-hypertensive therapy. Each answer is estimated on particular number of
points which sum corresponds to risk of SD 2 types (maximum 26 points). For to estimate test of QL the
short version of a questionnaire of WHO (WHOQOL-BREF) was used which consists of 26 questions. Ac-
cording to the recommended method number of points on scales of physical health, psychological percep-
tion, the social relations and a surrounding medium were counted; separately opinions of the respondent
about quality of life and the state of health were estimated. 3684 patients at the age 18—65, a permanent resi-
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dents of the Land KARAGANDA were examined. Patients gave the written consent for participation in ex-
amination.

Pregnant women, persons with a mental, serious neurologic illness were criteria of an exception. Mate-
rial of 519 people (80.7 % men) were excluded as not completed. Among respondents women 2437 (77 %)
were prevailed. All patients were invited for examination in Policlinic

Results and discussion

The analysis of results of the scale of FINDRISC showed that at 24.6 % of respondents have in the next
10 years a moderate, high and very high risk of DM (12 points and more) comparatively with 37.5 % at
Moscow region (Russia) [9]. It was established that increasing of number of the points according a question-
naire the percent of patients with disturbances of carbohydrate metabolism were increased. In group the sum
less than 5 points a disturbances of carbohydrate metabolism was minimal (at 23 % of patients) and preva-
lence of NIDDM — only 0.8 %. Among the persons with more than 20 points disturbances of carbohydrate
metabolism was increased until 76.9 %, and prevalence of NIDD —until 23.1 %. Sensitivity of screening of
12 and more points made 73.5 %, and specificity — 66.7 %. By other authors it is showed that 31.7 % of
adult population of Novosibirsk have on average a high and very high risk of development of NIDDM in the
next 10 years [10].

In Greece 15 and more points were confirmed at 45 % of population and not diagnosed disturbances of
carbohydrate metabolism were revealed in 33.1 % of population [11]. Sensitivity of FINDRISC scale —
81.9 % and specificity of 59.7 %. It should be noted that in this research [11] female persons (56.7 %) also
prevailed with middle age 45.4+12.7 years in our work. In our research the highest risk (12 points and more
points) was revealed among persons of 55 years and more (table 1); existence of genetic factor is noted at
53.1 % in group with moderate and high risk of DM. It is expected as the age and the burdened heredity is
one of key not modified risk factor developing of 2 type DM. There are a tendency to increase in abundance
of 2 type of DM at persons more young than age as 30 years. M.A. Sayed, H.Mantab showed that in age
group of 20-29 years prevalence of DM 2 of type was 2.5 % among all population, in age group of 4049
years this indicator increased to 3.7 % [12]. The risk of DM in our research among persons of 18-25 years is
4.2 %.

Within the Global strategy of prophylaxis of chronic noninfectious diseases and activity against funda-
mental risk factors of DM, cardiovascular diseases the percent of abundance of the modified factors in group
with low risk of DM pays an attention. We showed that absence of daily 30th minute physical activity is con-
firmed at 61.6 % of respondents, absence of daily using of vegetables — at 74.9 %, an abdominal obesity —
at 62.5 %, body weight and an obesity — at 74.6 % and 49.3 % patients of the same group. Considering that
in group with absence and low risk of DM(0-11 points) persons of young and middle age prevailed, the op-
timization of a diet and of physical activity is extremely urgent and will promote strengthening of health of
individuals and all population in general. Interrelations between risk of 2 type DM and social and demo-
graphic indexes are presented on Table 1.

Table 1
Interrelations between risk of 2 type DM and social and demographic indexes are presented in (n=3165)

N (%) Risk of DM

Variable (12 and more) Risk of DM (0-11) X2 d.f. P
1 2 3 4 5 6
Age, years 486.1 0.001
18-34 32 (4.2) 728 (95.8)
35-44 77 (11.5) 593 (88.5
45-54 260 (30.1) 605 (69.9)
55+ 411 (47.2) 459 (52.8)
Gender 12.7 1 <0.001
Male 143 (19.6) 585 (80.4)
Female 637 (26.1) 1800 (73.9)
Ethnic background 25.9 2 <0.001
Kazakh 415 (21.5) 1513 (78.5)
Russian 239 (29.8) 564 (78.2)
Other 126 (29.0) 308 (71.0)
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1 2 3 4 5 6
Education 12.1 2 0.002
Secondary or less 299 (25.3) 882(74.7)
Vocational 296 (27.3) 790 (72.7)
Higher 185(20.6) 713 (79.4)
Occupation 64.2 1 0.001
At work/study 440 (20.4) 1713 (79.6)
Out of work 340 (33.2) 672 (66.4)
Month salary: 3.63 2 0.162
Low 131 (28.1) 336 (71.9)
Middle 249 (23.6) 807 (76.4)
Middle and over 400 (24.4) 1242 (75.6)
Marital status 1.05 1 0.31
Married 532 (21.1) 1673(75.9)
Unmarried 248 (25.8) 712 (74.2)

Percent of persons with moderate, high and very high risk of DM (12 and more points) was higher
among women in comparison with men. Results studies of prevalence of 2 type of DM in two Moscow’s
administrative districts showed a dominance of women in comparison with men by 2.3 times is re-
vealed [13]. The tendency to a moderate dominance of women among patients with 2 type of DM is ob-
served also in other countries [14]. However so the significant differences most likely are determined maybe
by more frequent requests of women for a medical care and also more high mortality and among men.

The most low frequency of risk of DM is confirmed among respondents of Kazakh nationality. In the
research of A. Supiyevet al. [15] a dominance of abundance of 2 type of DM among of Russian persons, Be-
lorussian, Ukrainen in comparison with Kazakhs is also revealed.

There are existence of interrelation between risk of DM and level of education. Persons with higher ed-
ucation have low risk of DM that is determined by a larger knowledge, motivation to keeping of a healthy
lifestyle and nutrition. These data are confirmed by more high attention to treatment and self-control. The
income level at a tendency to low risk of DM in group with more high level of the income, has statistically
no significant influence on risk of DM (p<0.162). Increase number of persons who do not work and do not
study in group of high risk of DM is caused by a dominance among them of the elderly people who are on
pension.

The comparative analysis of quality of life (Table 2) showed that indexes of all scales, including the
common evaluation test of life and health, were lower in group with moderate and high risk of DM

(1 group).

Table 2
Indicators of quality of life (WHOQOL-BREF) in patients with different risk of diabetes
1 group (12 poits and more) 2 group (0—11 points)
Indicators of QL of WHO (n=780) (n=2385) t P
M+SD M+SD
Assessment of QL, % 66.5+15.9* 68.8+16.3 -3.49 0.001
Assessment of state of health, % 48.9+24.7 56.5+£23.5 —7.48 0.001
Physical health, % 55.8+£13.2 58.0£1.5 -3.80 0.001
Psychological health, % 58.7+£12.6 61.5+13.3 -5.17 0.001
Social relations, % 64.8+£16.5 69.3£16.5 —6.54 0.001
Environment, % 47.6+11.9 49.6+12.3 —3.87 0.001

Decrease in indexes carried small, but statistically significant character; the greatest distinctions de-
pending on degree of risk of DM were according to health (for 7.6 %) and to a scale «the social relations» —
are 4.5 % lower in 1 group on comparison with the second.

The quality of life (QL) at patients with DM is depend not only of DM but s of the presence of factors
as: satisfactions by treatment, complications, psychological adaptation of the patient as social and demo-
graphic factors (Table 3).
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Table 3
Interrelation between quality of life (QL) and social and demographic factors
Variable N (%) QL as «well» QL (%)as «not badly» X2 df P
and «more better» and «not well»
Age, years 26.2 3 0.001
18-34 594 (76.8) 179 (23.2)
35-44 491 (72.5) 186 (27.5)
45-54 587 (67.1) 288b (32.9)
55+ 590 (67.0) 290 (33.0)
Gender 3916 1 0.048
Male 546 (73.5) 197 (26.5)
Female 1717 (69.7) 746 (30.3)
Ethnic background 122.9 2 0.001
Kazakh 1512 (77.7) 434 (22.3)
Russian 474 (58.2) 341 (41.8)
Other 277 (62.2) 168 (37.8)
Education 21.9 2 0.001
Secondary or less 815 (67.9), 386 (32.1)
Vocational 754 (68.6) 345 (31.4)
Higher 693(76.6), 212 (23.4)
Occupation 10.2 1 0.001
At work 1576 (72.4) 602 (27.6)
Out of work 687 (66.8) 341 (33.2)
The monetary income of family: 140.9 2 0.001
Low 271 (57.4), 201 (42.6)
Lower than average 670 (62.3), 405 (37.7)
Average and above average 1322 (79.7), 337 (20.3)
Marital status 41.1 1 0.001
Married 1653 (74.0) 581 (26.0)
Unmarried 610 (62.8) 362 (37.2)
BMI, kg/m” 1.65 2 0.437
Till 24.9 859 (71.8) 338 (28.2)
25-29.9 738 (70.5) 309 (29.5)
30 and more 666 (69.2) 296 (30.8)

Interaction between social and demographic factors of life quality are a differ depending on the contin-
gent of the surveyed, social and economic level of society, psychological features of the person. QL is de-
creased after 45 years, is worse at women, at respondents among persons not having a good education which
is not working or with low level of the income and lonely (Table 3). The received results of general estima-
tion of QL depending on age correspond to regularities of the general population [16] (Table 4). More high
QL at respondents with the higher education can be explained by more good social adaptation, smaller fre-
quency of risk factors of DM as of developing of a chronic noninfectious diseases.

Table 4
Quality of life (QL) as «lower than «well» depending of social and demographic factors
| Variable | cOR | 95%CI | p | aOR | a | P |
1 2 3 4 5 6 7
Age, years 0.001 0.001
18-34 0.613 0.49-0.76 0.828 0.63—1.08*
3544 0.771 0.61-0.96 1.150 0.89-1.18*
45-54 0.996 0.81-1.22* 1.380 1.10-1.73*
55+ 1 Reference 1 Reference
Gender 0.048 ,042
Male 1 Reference 1 Reference
Female 1.48 1.20-1.81 1.25 1.0-1.56

«Biology. Medicine. Geography» Series. No. 4(84)/2016 21



L.G. Turgunova, A.A. Turmuchambetova et al.

1 2 3 4 5 6 7
Ethnic background 0.001 0.001
Kazakh 0.67 0.53-0.85 0.69 0.54-0.88
Russian 1.03 0.79-1.33* 0.98 0.75-1.28*
Other 1 Reference 1 Reference
Education 0.002 0.169
Secondary or less 0.91 0.75-1.09* 0.95 0.77-1.16
Vocational 1 Reference 1 Reference
Higher 0.69 0.56-0.85 0.81 0.64-1.01
Occupation 0.001 0.001
At work 0.51 0.43-0.60 0.58 0.48-0.69
Out of work 1 Reference 1 Reference
Marital status 0.33 0.68
Married 0.92 0.77-1.09 0.96 0.79-1.16
Unmarried 1 Reference 1 Reference
Self-reported material deprivation 0.22 0.03
Low 1.18 0.93-1.48 0.86 0.67-1.10
Below the average 0.95 0.79-1.13 0.77 0.63-0.94
Average or higher 1 Reference 1 Reference

For studying of possible communication of aggravation of QL with social and demographic factors the
logistic regression analysis was carried out which showed that here are a relations with social, demographic
factors, with age, a female, employment, level of the income and an ethnic origin remains (mentality, life
style, nutrition). A low parameters of QL were showed at the respondents have low level of education, the
financial position and in unemployed [16, 17].

Thus, results of our research showed that 24.6 % of respondents have an essential risk of development
of DM which is followed by deterioration in all indexes of quality of life. Abundance of risk factors among
persons with low risk of DM testifies to relevance of continuation of realization of the long-term priority ac-
tivity on prevention of incidence of DM. The level of quality of life of patients with risk of development of
DM assume need realization of preventive actions, first of all, among unemployed persons in age group 45
years are more senior.
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Kaparanabl 00J1bIChI TYPFBIHIAPBIHBIH CycaMbIp (11adeT)
TIyeKeJl AeHreiline 0ailJIAaHBICTBHI 6MIP CYPY CANACHIH KIHE OHBIH
dJIeyMeTTIK-1eMorpausJibIK J1eTePMUHAHTTAPBIH 0aFajay

Astopmap Kaparanisl 0O0JbICEI TYPFBIHIAPHIHBIH JHa0eTKe MANIBIFy JCHTeiliHe >KoHE OHBIH JeTepMH-
HaHTTapblHa OaiaHbICTBl qUabeTTiH 2-TypiMeH aybIpaTblH HAyKacTapAblH TIPIIUTIK €Ty cama Kepcer-
KilTepin 3eprreai. 3eprrey «DKOJNOTHSUIIBIK KAyiNTiNIK JKOHE TYPFBIHAAp ACHCAYNBIFBI» aTThl FBUIBIMH-
TEXHUKAJIBIK Oarmapnama meHOepinge oTkizingi. CKpUHUHITIK 3epTTeyliep YILIIH apHaiibl cayanHama
sxacanael. OHZa 3epTTeNylIire Kepek akmapar jKoHe PeCHOHICHTTIH Kemicimi mierrymr Gomnapl. COHbIMEH
KaTap XKBIHBICHI, XKAacChl, AICYMETTIK (hakTopiap (TabbIC AeHreHi, 0TOACBUIBIK JKaFAaibl, O1TiM IeHTeli, dKyMbIC
TYpi), aCKBIHFaH, CO3BIIMAIIBI aypynap 0ap, >KOKTHIFEI Kepcerinmi. Kayin ToObH anbikray ymin FINDRISC
(The Finnish Diabetes Risk Score) cypakHamackl KomnaHsuabl. Tipmiinik camacsiHa Oara Oepy MaKcaThIMEH
26 cypakran typarsiH JJJIC cypaknamachIHBIH KbicKama Typi kenripinmi. FINDRISC cypakHamachbIHBEIH
HOTIDKECI pecroHIeHTTepIiH 24.6 Y%-Fa xybiFbl Kenep 10 *Kblima KalblOThL, )KOFapbl XaHe oTe xorapsl (12
6aI1 )KOHE 0J1aH KOFapbl) KaHT 1uabeTi Kayimi 60aThIHBIH pacTaibl.

JLT. TyprynoBa, A.A. TypmyxambetoBa, /[.T. AmupxanoBa, A.P. Anuna

Onenka Ka4ecTBa KU3HH B 3aBHCHMOCTH OT CTEIICHH PHCKA
CaxapHOro Auadera M ero CONMAJbHO-IeMorpaguyecKkue 1eTePpMHHAHTHI
y :xkuteeii Kaparanannckoii ods1actu

ABTOpaMu M3y4eHBI ITOKa3aTely KauecTBa JKU3HU OOJBHBIX CaXapHBIM AuMa0eToM 2 Tula B 3aBUCUMOCTH OT
CTEIEeHH PHCKa M colHanbHO-aeMorpaduueckux $paxropos cpenu Hacenenus: Kaparanaunckoi obnactu. Hc-
ClIeOBaHUE MIPOBOIMIOCH B PAMKAX BBIIOJIHEHHUS] HAYYHO-TEXHUYIECKON MPOTrpaMMbl « IKOJOTUUECKUE PUCKH
U 3/10pOBbe HaceneHus». CKPUHUHT BKIIIOYAT aHKETUPOBAHUE, TS POBEICHHUS KOTOPOro Oblia pazpaborana
aHKeTa Ui yYaCTHHKAa CKPUHHHTOBOTO HCCIICAOBAHHUS, KOTOpAas cojaepkaiia WH(GpOPMAIHIO sl yYaCTHHKA
HCCIIeIOBaHNs, THQOPMUPOBAHHOE COTJIACHE PECIIOHICHTA. BhUIM yKa3aHBI MOJ, BO3PACT, CBEICHHS O COIH-
TbHBIX (akTopax (YpOBEHb TOXOJOB, CEMEHHOE IOJIOKEHHE, YPOBEHb 00pa30BaHUs, 3aHATOCTh, XapaKTep
TpyZa), HAJMYUE WK OTCYTCTBHE XPOHUYCCKHX 3a0oJeBaHuil. J{J1s ompeneneHus TpyImil pucka quabera mc-
nosb3oBaiicst onpocHuk FINDRISC (The Finnish Diabetes Risk Score). C 1enbio OleHKH KauecTBa JKH3HH
Obuta B3siTa Kpatkas Bepcus onpocHuka BO3 (WHOQOL-BREF), kotopslit cocrout u3 26 Bonpocos. AHa-
mu3 pesynpTaroB mkansl FINDRISC nokasan, uto y 24.6 % pecrionaenToB B Ommxaiimue 10 jgeT Bo3MOXeH
YMEpEHHBIH, BEICOKHI U 04eHb BbIcokui puck CJI (12 6ansoB u 6o:ee).
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