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ABSTRACT 

Incidences of inflammatory bowel diseases in general ASEAN was increasing in the past 

decade.  IBDs have severe effects on the patients’ health - related quality of life (HRQOL) by causing 

abdominal pain, diarrhea, bleeding anxiety and depression. However, the quality of life of Vietnamese 

patients with IBD is unknown. Therefore, this study aimed to explor the factors related to quality of life 

among patients with IBDs and Quality of Life Theory was used as aframe work of this study.  As a 

descriptive correlation study, this research was conducted using 115 out-patients with IBDs in the 

Gastrointestinal Department of Bach Mai hospital in Hanoi, Vietnam. The study collected data using the 

demographic data, 36- Item Short Form Health Survey (SF-36) instrument, the Hopkins Symptom 

Checklist-25 (HSCL-25), the Crohn's and Colitis Knowledge Score (CCKNOW). Spearman’s rho was 

employed to test the relationships among all variables. The results showed that patients with IBDs had 

low average mean of BMI (17.89 ± 2.02), poor knowledge about the disease (7.62 ± 5.03), moderate 

anxiety and depression (64.76 ± 10.03), and low quality of life (29.54 ± 13.91). Body mass index and 

knowledge about the disease had significantly positive correlation with the qualtity of life (r =.345, r 

=.565, p <.01). Moreover, anxiety and depression had significantly negative correlation with the quality 

of life among paitents with IBD (r = -.649,  p < .01). In conclusion, nurses should develop program to 

improve knowledge about disease and decrease anxiety and depression of the patients in order to 

promote quality of life. Further research is warranted for the developed program.  
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CHAPTER I 

INTRODUCTION 

 

 

1.1 Background and Significance of the study 

Inflammatory bowel diseases (IBD) are an unexplained type of disease 

arising from a deregulated immune response against host microflora found in the 

gastrointestinal tract. There are two significant forms of IBD which include ulcerative 

colitis (UC) found in the colon, as well as Crohn’s disease (CD) which attacks any 

section of the gastrointestinal tract, involves “skip lesions”, and is transmutable 

(Baumgart & Carding, 2007). Both of chronic diseases in the gastrointestinal system 

are repeatedly inflammatory with as yet undetermined pathogenesis. They are 

histologically unlike but have in common similar symptoms including diarrhea, rectal 

bleeding and abdominal pain. A genetic predisposition for IBD exists, and it is found 

that patients with this situation are more likely to emerge intestinal cancer. The highest 

incidence of both types of diseases are found in patients between 15 to 30 years in age.  

IBDs are common chronic conditions in Western countries, rate of 

occurrence for UC and CD in Europe and the USA. The prevalence of IBD, including 

both CD and UC, is known to be high in some geographic areas, such as Northern 

Europe (Busch & Munkholm, 2014). There were 1.4 million American which was 

affected by IBD (Loftus, 2014).  However, according to Jason and June (2015), it is 

becoming common for such diseases to expand around the world, as more people eat a 

low-fiber, high-fat Western diet (Jason & June, 2015). Moreover, there is a very clear-

cut correlation between when Western civilization started using the antibiotics and the 

growing prevalence of a lot of these autoimmune diseases (Jason, 2015). In China, the 

occurrence of IBD found is lower than in Western countries, but has speeded up in the 

past decade (Jiang & Cui, 2002). The latest review from China announced 140,113 

cases of UC and 3396 cases of CD in the previous 15 years, and a large increase in UC 

cases. The age-standardized proportion of UC in Japan in 2005 have been steadily 

increasing with time with 63.6 per 100,000 persons, and that of CD was 21.2 (Asakura 
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et al, 2009). In Vietnam, the UC and CD are serious issues in gastrointestinal diseases 

(Lingna, Qian, & Jianfeng, 2013). According to the Association of Digestive in 

Vietnam, there are about 20-25% of people with IBD by eating food which is not good 

for health and food with braided typhoid bacteria (bacillus dysentery, bacterial a- MIP) 

or by using too many antibiotics cause intestinal bacteria while 78% using antibiotics 

without prescription (Kinh, 2010). The statistics in the outpatient department of the 

internal digestive, Cho Ray Hospital, in 2014 shows that there are 5 % of IBD patients 

among patients with disease and men often are more severe disease than women (Cho 

Ray Hospital, 2014). 

Many studies have explored the quality of life in IBD, which appears to be 

impaired (Graff, Walker, & Lix, 2006). IBDs are chronic inflammatory conditions that 

significantly reduce the quality of life of over 1.5 million Americans (Lovasz, 2013). 

The WHO states that the quality of life is “an individual’s perception of their position 

in life in the condition of the culture and value systems in which they live and relation 

to their goals, expectations, standards and concern" (Skevington & Lotfy, 2004). The 

goals of therapy are to reduce and prevent relapse, decrease the risk of complications, 

and improve the quality of one’s life to better reflect the subjective experience of 

health. The measurement of quality of life is especially appropriate in IBD, due to it 

being a chronic disease (Peyrin-Biroulet, Loftus, & Sandborn, 2010) which is usually 

expressed in young adults and therefore effects to all spheres of patients’ life, 

including physical, psychological and social. The relapsing cause of IBD and its early 

onset have major psychology, social and financial consequences (Ross, Strachan, 

Russel, & Wilson, 2011).  Health related quality of life (HR_QOL) in IBD patients is 

lower compared with normal populations. The patients are suffered the fluctuating of 

periods of IBD with about the remission alternating and increased activity of disease. 

All symptoms (e.g., diarrhea, fecal incontinence, perianal symptoms, and especially 

abdominal pain) of this period can be particularly disruptive in their life. (Devlin & 

Daidone, 2014). HR_QOL studies can provide a knowledge about the effects of the 

IBD on patient’s ability and daily living, and the affect to their personal productivity.  
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HR_QOL theory is employed to use as a framework for this study. It 

covers concepts and variables within the study. HR_QOL is a broad, multidimensional 

concept applied to evaluate the effectiveness of health on physical, emotional, and 

social functioning (Van der Eijket et al, 2001). There are many studies in IBD patients, 

and prior studies have announced that the low QOL found among IBD patients, with 

disease activity, psychosocial factors, and some difference factors which represented 

some of its many potential predictors (Van der Have et al., 2014; Jaghult et al, 2011). 

Those studies base on components in HR_QOL theory including: symptoms, 

biological factors, functioning, health perception, and QOL.  

The IBD patients are very vulnerable related to their chronic symptoms 

with anxiety and experienced other psychosocial difficulties. In addition, concomitant 

anxiety and depression were confirmed to affect HR_QOL (Moser, 2009). So, the high 

level of anxiety and depression subsequently lead to impaired QOL (Walker, Ediger, 

& Graff, 2008). Although, the life expectancy of IBD patients is similar to that of 

general population, IBD significantly worsens patients’ HR_QOL (Haapamaki, 2011). 

Their status disease is chronicity and they will be associated hospitalizations, together 

with side effects of treatment and complications of disease, moreover someone need to 

the surgery process. Thus, the patients with severe IBD always experience a lower 

QOL relative than the patients with inactive disease. (Vidal, Gomez-Gil, & Sans, 

2008). The poor QOL is not limited only during active periods, but the negative effects 

of IBD will persist even while it is not active. When they compared anxiety or 

depression and worsening in QOL among patients with IBD and the normal 

population. The results showed that healthy population had QOL that was significantly 

higher than IBD patients (Cuntz, Welt, Rupert, & Zillesse, 1999). 

Moreover, nutritional status of IBD patients always is poor level. There are 

many studies shows that knowledge about nutrition is not only vital for the health care 

team treating IBD patients but for the patients themselves also, who have a large 

number of questions about how nutrition influences their quality of their lives and the 

disease progression (Prince, Whelan, Moosa, Lomer, & Reidlinger, 2011). There are 

undernourished about 20% - 85% of IBD patients, with the most common one being  
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low protein-energy (Lucendo & De-Rezende, 2009). Although CD is often 

related to malnutrition, however, CD shows the similar rates of malnutrition the same 

as UC patients (Nguyen, Munsell, & Harris, 2008). In addition, IBD patients with 

malnutrition are often associated with infection, mortality rates, the length of 

hospitalization, and financial costs (Ananthakrishnan & McGinley, 2013). However, 

there are some boundaries of BMI when used as and indicator for nutritional status 

(Valentini, et al., 2008). Although, there are lower BMI of CD patients than in UC 

patients in some studies (Teixeira, et al., 2011) and lower BMI was associated with poor 

health outcomes (Bryant et al, 2013) that also impact to their QOL (Kristina et al, 2006). 

In addition, the knowledge about disease is important factors which help 

the patient with IBD can understand their disease to reduce the symptoms, prevent 

complications, particularly increase coping strategies and reduce anxiety (Wardle & 

Mayberry, 2014). Indeed, it seems that there are not noticeable enhancement in 

patients (Limdi & Soteriadou, 2014). In fact, poor knowledge and the lack of 

perception may decrease the patient’s capability to participate actively in their disease 

control. In a tertiary care hospital, only 14% of UC patients were aware the 

endangering results from UC (Subasinghe, Wijekoon, Nawarathne, & Samarasekera, 

2010). Although, a validated patient understanding of disease base on scores for IBD 

has been expanded the Crohn’s and Colitis knowledge score (CCKNOW) but 

awareness of IBD in patients has not yet been evaluated in the patient population of 

the United States. The prior studies in the United Kingdom have proven that there are 

large gaps in patient’s knowledge especially in medication selective and complications 

(Eaden, Abrams, & Mayberry, 1999). Beside, knowledge of IBD could impact 

adherence to medication or with coping skills of the patients, and thus influence 

HR_QOL. Furthermore, there are a few studies in the relationship between knowledge 

and HR_QOL. Due to this, the patients really need IBD knowledge (Wardle & 

Mayberry, 2014) and prove the impact of knowledge to QOL. 

In conclusions, the IBD are the diseases which include the CD and UC. 

The symptoms of IBDs have influenced their activity. The optimal management of 

disease aims at achieving extenuate in IBD patients and it is essential to expect its  
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influence on their life. The numbers of patients who have IBDs are increasing in 

Vietnam. However, there is no research in Vietnam study the quality of life among 

patient with IBD. According to the literature review, the researcher is interested to 

study the relationship between BMI, anxiety & depression, illness knowledge, and 

quality of life (QOL) among patients with IBD in Vietnam. 

 

 

1.2 Research questions 

1. What is the quality of life of the patients with IBD? 

2. Are anxiety & depression, BMI, knowledge about disease factors 

correlated with the quality of life among patients with IBD? 

 

 

1.3 Purpose of the study 

1. To study the level quality of life among patient with IBD  

2.  To study the relationship between anxiety & depression, BMI, 

knowledge about disease, and quality of life among patients with IBD. 

 

 

1.4 Hypothesis 

1. Anxiety & depression is negatively correlated with quality of life among 

patient with IBD 

2. Knowledge about disease is positively correlated with quality of life 

among patient with IBD. 

3. BMI is positively correlated with quality of life among patient with IBD. 
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1.5 Conceptual framework 

 Patients with IBD are suffered many symptoms which influence to activity 

daily living of them reduce satisfaction of them with life. The aim of this study is to 

examine the relationship between depression and anxiety, BMI, knowledge about 

disease and QOL among patients with IBD in Vietnam. There are several models 

explaining the relationship among health variables and QOL (Wilson, & Cleary, 

1995). The conceptual models was proposed by Wilson and Cleary (2009) which is the 

most of conceptual famous which integrates biological, psychological and individual’s 

characteristic aspects of health status. The Health Related Quality of Life Theory 

(HR_QOL) (Wilson & Cleary, 2009) is a middle-range theory. The HR_QOL is a 

part of Quality Of Life which represents satisfaction in areas of life that are likely 

to be affected by health status. HR_QOL is both subjectively multidimensional and 

temporal. QOL has been classified as a middle-range theory (Meleis, 1997) and it 

were known a philosophical and sociopolitical and phenomenon. This theory has 

easy to application to practice. In the context of health care, it can be constructed 

to concentrate on areas of life that are most affected by one’s health.  

This HR_QOL theory provides outcome variables which are symptom 

status, general health and individual’s characteristic that affect the quality of life in a 

patient with IBD. Symptom status includes anxiety & depression; individual’s 

characteristic includes knowledge about the disease and general health includes BMI 

of patients. Researcher studies the relationship between QOL and anxiety & 

depression, BMI, knowledge about the disease. The study was illustrated in the 

following conceptual framework.  
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Personal Factor                                              Outcome Indicators  

         

 

 

 

 

 

                                                                              

 

 

 

 

 

 

 

 

 

 

 

Figure 1.1 The research framework modified from Health Related Quality of Life 

Theory (Wilson, 2009). 

 

 

1.6 Scope of the study 

This study examines the relationship between anxiety & depression, BMI, 

knowledge about disease and QOL among 115 out-patients with IBD.  The patients are 

18 years old or over being treated as outpatients at the Gastrointestinal Department 

and Functional Examination Department of Bach Mai Hospital from August – 

October, 2016. 

 

 

 

Anxiety& 
Depression 

BMI 

Knowledge 
about disease 

 

Quality of life 
(HRQOL)  
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1.7 Expected outcomes and benefits 

1. Patients can use this knowledge to improve quality of life for them.  

2. Health care teams can use this knowledge to teach, evaluate quality of 

life and prevent relapse to the patients.   

3. This knowledge can be used for the researchers in the other areas of 

inflammatory bowel disease studies.  

4.  This concept will apply into the curriculum for nursing students to 

improve role of nurses in taking care the patients.  

 

 

1.8 Definition of terms 

The following expressions will be used in this study and are described for 

clarity:   

Health Related Quality of Life (HR_QOL): HR_QOL is a person’s 

overall satisfaction with life, general sense of personal well being, and physical and 

psychological health (Casellas et al., 2001; Love, Irvine, & Fedorak, 1992). HR_QOL 

reflects a medical care focus beyond physical symptom improvement or management 

and specific HR_QOL dimensions include: tension, anxiety or worry, depression, 

adjustment, anger, helplessness, physical symptoms, and daily operating (for example: 

sleep patterns, energy, movability, social isolation, housework, occupation) (Kennedy 

et al., 2001). For this study, the researcher assessment health related quality of life 

using the Short Form Health Survey Instrument which was developed by Ware (1993). 

These instrumental assesscment 8 sections of daily living which included 1) General 

health perceptions, 2) Physical functioning  3) Bodily pain  4) Vitality 5) Physical role 

functioning 6) Emotional role functioning 7) Social role functioning 8) Mental health. 

The score is from 36 to 149. The highest score of 149 indicates the best quality of life. 

Anxiety & Depression: Anxiety is a sensation characterized by feelings of 

stress, concerned thoughts and physical changes like raised blood pressure. (American 

Psychiatric Association, 2000). Patients are able to have physical symptoms such as 

fatigue, fear, dizziness or a rapid heartbeat. Anxiety is characterized by a variety 

of symptoms including anxious thoughts, unidentified physical sensations and 

vulnerability about future events.  
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Depression indicated that depressed mood or lack of interest in most 

activities. Depression also includes other possible indicators such as (a) changes in 

weight, appetite, sleep patterns, psychomotor activity, and/or energy levels; (b) 

feelings of guilt or worthlessness; (c) difficulty making decisions or concentrating; and 

(d) recurrent plans, or attempts of suicide or obsessive thoughts about death, 

(American Psychiatric Association, 2000). One, whose primary problem is depression, 

instead of anxiety, doesn’t generally show the same fear and insecurity that those with 

anxiety disorders do.  

Anxiety & Depression  were measured using the Hopkins Symptom 

Checklist-25 (HSCL-25). This scale was developed in 1950s by Parloff, Frank, and 

Kelman at Johns Hopkins University. The HSCL-25 is a symptom inventory which is 

used to measure symptoms of anxiety and depression. This scale consists of 25 items: 

Part I of the HSCL-25 included 10 items for measuring anxiety symptoms; Part II 

included 15 items for measuring depression symptoms. The scale for each question 

included four different categories of response rated 1 to 4 respectively: 1) not at all, 2) 

a little, 3) quite a bit, 4) extremely. Two domains are calculated: the total of all 25 

items and the min score from 25 to max score 100 scores. The higher scores indicate 

more severe anxiety & depression.  

BMI (Body Mass Index): BMI reflects nutritional status of the patients. 

BMI can be calculated by a person's weight (kilograms) divided by the square of 

height (meters). BMI can categorize between underweight, normal weight, 

overweight, and with obesity. BMI (kg/m2) was divided into five categories which are 

based on the World Health Organization’s classification in ASEAN (2013), BMI 

(kg/m2): <18.5 (underweight), 18.5–22.9 (normal), 23.0–24.9 (overweight), 25.0–29.9 

(obese class I) and ≥30.0 (obese class II+III).  

Knowledge about inflammatory bowel diseases: knowledge is defined as 

facts, information, and skills acquired through experience or education; the theoretical 

or practical understanding of a subject.  (Oxford Advanced Learner's Dictionary, 

2009). In this study, knowledge is information about IBD which the patients were read 

and understand about their disease (Eaden, Abrams, & Mayberry, 1999). Knowledge 

about disease was evaluated by the Crohn’s and Colitis Knowledge Score (CCKNOW) 

developed by Eaden Abrams and Mayberry (1999). This scale has 4 dimensions 
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include 1) General IBD knowledge, 2) IBD complication 3) Diet of IBD, 4) 

Medication or treatment IBD. There were 24 questions in this instrument each correct 

question have 1 score so total of this scale were 24 scores and higher scores mean the 

patient has more knowledge about disease.  



Fac. of Grad. Studies, Mahidol Univ.                                                               M.N.S.(Adult Nursing) / 11 

 

CHAPTER  

LITERATURE REVIEW 

 

 

This chapter provides a literature review of factors associated with quality 

of life among patients with inflammatory bowel disease. The contents enhance the 

understanding of phenomena of quality of life among patients with inflammatory 

bowel disease based on health related quality of life theory as following 4 issues 

including the conclusion part: 

2.1 Problems among patients inflammatory bowel disease 

2.1.1 Incidence of inflammatory bowel disease 

2.1.2 Pathophysiology of inflammatory bowel 

disease 

2.1.2.1The difference of between Ulcerative colitis 

and Crohn’s disease 

2.1.2.2 Clinical aspects 

2.1.2.3 Complications and manifestation in 

Ulcerative colitis and Crohn’s disease 

2.1.2.4 Treatment 

2.1.3 Impact of inflammatory bowel disease 

2.2 Integrate quality of life and health related quality of life theory among 

patients with inflammatory bowel disease  

2.2.1 The concept of quality of life 

2.2.2 Health related quality of life theory 

2.2.3 Quality of life among patients with inflammatory bowel 

disease 

2.2.4 Health relate quality of life theory and the patients with 

inflammatory bowel disease 

2.2.5. Measuring QOL 
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2.3. Factors associated with quality of life among patients with 

inflammatory bowel disease 

2.3.1 Anxiety/ depression and its relationship with quality of 

life among patients with inflammatory bowel disease 

2.3.2 Body Mass Index level and its relationship with quality 

of life among patients with inflammatory bowel disease 

2.3.3 Knowledge about disease and its relationship with quality 

of life among patients with inflammatory bowel disease 

2.4. Conclusion 

 

 

2.1 Problems among patients inflammatory bowel disease 

 

2.1.1 Incidence of inflammatory bowel disease 

IBD includes two major gastrointestinal disorders which are CD and UC, 

resulting from an integration of genetic, environmental exposure, and abnormal 

response to gut microbiota (Danes S, Fiocchi, 2006). The study of the cause of IBD is 

not well recognized. Both of diseases have an extreme impact on patient’s life for all 

ages. It is of chronic nature and follows an unpredictable pattern with outreach and 

alleviations. However, patients of 25%–50% experience relapse yearly. (Ebbe, 2010) 

Worldwide, the occurrence of UC and CD has increased over recent years. 

Although, there was a raised incidence, there still exist differences in UC and CD 

incidence and prevalence in different areas of the world. The highest common 

phenomenon of IBD is seen in the developed countries affecting approximately 0.5 per 

every 100,000 persons (Molodecky et al, 2014). Despite its low incidence in past, IBD 

has become more prevalent in Asia over the last twenty years (Nguyen, Tang, & 

Ching, et al, 2013) while America and Europe has experienced a leveling off, or even 

a decreasing rate of incidence (Molodecky et al, 2014). Today, IBD has become a 

global phenomenon. The incidence rate may range from 0.5 to 31.5 per every 100,000 

persons annually, depending on the population that is studied (Burisch & Munkholm, 

2013).  For example, the prevalence varies between 5.3 to 63.6 per every 100,000 

persons in Asian populations (Niriella et al., 2010) while in North America, it varies 
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between 37.5 to 238 per every 100,000 persons (Cosnes, Gower-Rousseau, Seksik & 

Cortot, 2011). There are a lot of factors can explain for the rising prevalence of IBD in 

Asia likely include changing environmental factors (including Westernization of 

lifestyle), industrialization of societies, changes in diet (which can be associated with 

changes in microbial exposure), improved sanitation, and, possibly, increasing use of 

antibiotics in childhood (Jason, Clatworthy, Robinson, & Horne, 2015).  Moreover, 

evidence suggests the existence of an interaction between environmental and genetic 

factors in the etiology of IBD (Bruno, Andre, Raquel & Genoile, 2014). All of these 

lead to the increased incidence in several parts of the world in recent years, most 

notably in developing countries. The incidence of IBD, including UC and CD, has 

increased rapidly in Asian countries over the last twenty years (Nguyen, Tang, & 

Ching, 2014).  

In Asia, the epidemiological data is one of the most important factors for 

examining the etiology of IBD. The rate of incidence differs widely with many 

countries in East Asia experiencing more than a double increase in the prevalence of 

IBD than in the past (Intes Res, 2016). More details, from the report of Japanese 

Ministry of Health (2014), the prevalence of CD and UC has increased significantly to 

30.1 and 121.9 per 100,000 persons respectively. The study of Kim and colleagues 

(2012) showed the latest incidence for UC and CD were 4.2 and 3.1, respectively, per 

every 100,000 persons. Hong Kong’s health care system reported the incidence of IBD 

patients has increased from 0.1 per 100,000 persons in 1985 to more than 3 per 

100,000 persons in 2014. Additionally, some countries like Singapore, India, and other 

Asian countries are closely related with urbanization factor. There are great 

geographic differences in the incidence of CD and UC among countries in Asia 

(Nguyen, Tang, & Ching, 2013) and inside a country even different areas (Yang, Li & 

Wu,  2014).  

Additionally, the information on IBD has not been common in Asia, and 

effective diagnosis and appropriate treatment is something that many IBD patients still 

do not receive. Such as, the prevalence of UC in Japan has risen from 7.85/ 100,000 to 

63.6/ 100,000 persons across 3 different studies between 1984 and 2005. In Korea, 

there has also been a substantial increase in the prevalence of UC—from 7.6/ 100,000 

persons in 1997 to 30.9/ 100,000 persons in 2005. In studies from Singapore, the 
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prevalence of UC has increased from 6/ 100,000 to 8.6/ 100,000 persons and the 

prevalence of CD has increased from 1.3/ 100,000 persons to 7.2/ 100,000 persons 

(Stephen & Hanauer, 2013). 

These data implicated the power of environmental on disease occurrence. 

Some studies in Asia have found the association between IBD and diet, hygiene, and 

childhood immunological factors that all of which are the results of Western 

civilization (Kanai, Matsuoka Naganuma, Hayashi, & Hisamatsu, 2014). The changes 

of the gastrointestinal micro biota were linked with the environmental factor from the 

study in Asia. (Prideaux, Kang, & Wagner, 2013). The foundational characteristics of 

the pathogenesis of IBD related to the immune response with antigenic stimulation 

from the intestinal micro biota being less important than environmental influence, 

along with genetic susceptibility. Because of fewer IBD-susceptible genes, the low 

prevalence of IBD in the Asian population could become higher in comparison to 

Westerners. In the Western population, IBD-susceptible genes associated with CD like 

NOD2, interleukin (IL)-23R, and ATG16L1 showed no positive correlation with CD 

in Korean, Japanese, and Chinese Han patients, except for the fact that IL-23R had a 

slight association in Korean CD patients (Cheon, 2013). In contrast, single nucleotide 

polymorphisms (rs3810936, rs6478108, and rs7848647) on TNFSF15 were identified 

to act similar associated with CD patients who were Asian than with CD patients who 

were Caucasian (Cheon, 2013).  

In Vietnam, the IBD seriously issue in gastrointestinal diseases (Lingna, 

2013). There are about 20-25% of people with this disease caused by inflammatory 

bowel disease by eating food which are not good for health and food with braided 

typhoid bacteria (bacillus dysentery , bacterial a- MIP) (Report of the Association of 

Digestive in Vietnam, 2014)  or by using too many antibiotics cause intestinal 

bacteria: 78% using antibiotics without prescription (Kinh, 2010). The statistics in the 

outpatient department of internal digestive, (Cho Ray Hospital, 2014) shows that there 

are 5 % of IBD patients in the department and men often are more severe disease than 

women. 
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2.1.2 Pathophysiology of inflammatory bowel disease 

There is difference in lifestyle between countries of the southern and 

northern hemisphere, so there is distinct prevalence about the patient who has IBD. 

Although there is not a final conclusion about the role of nutrition in IBD, the using of 

carbohydrate and the intake of polyunsaturated fats or oleomargainine have been 

related. It can be explained in study’s Jason (2015) that extreme sanitation could limit 

denouncement to environment antigens and damage the maturation of the muscosal 

immune system. These antigens could lead to unsuitable immune response in the 

future. Moreover, chronic depression, anxiety and stress may appear in patients with 

inactive disease. In spite of the fact that IBD is further common after the patient has 

gastrointestinal infection but there is no specific pathogens has so far been determined. 

All these confirm that the intestinal immune system of microbial antigens which 

deteriorated is the fundamental problem of IBD 

Normally, the epithelial barrier in the intestine consisting of polarised 

single layers covered with mucus containing secretions of IgA and glycocalyx. a 

transcellular route is the path that fluxes came through the intestinal epithelium. A 

group of toll-like receptors controls immune regulation and antigen recognition. The 

stimulation of antimicrobial responses by those receptors will activate the nuclear 

transcription factors and induce of the Inflammatory Cytokine Cascade. This could be 

the reason of the increased risk of IBD when patients use Non-Steroidal Anti-

Inflammatory Drugs (NSAID), but not aspirin, for a long time (Casellas, Rodrigo, 

Nino, Pantiga, Riestra, & Malagelada, 2007). The lamina propria which is mucosa in 

the gut contains lymphoid tissues which are B cells, T cells, granulocytes, mast cells, 

natural killer cells and natural killer T-cells. The epithelial barrier is the route for 

antigens and microbes to the lymphoid cells which will then encounter dendrite cells 

and macrophages. The whole range of toll-like receptors is the key for dendrite cells to 

differentiate the response between pathogens and normal intestinal cells. The improper 

response of common intestinal flora comes form the mucosal immune system 

imperfection in IBD 
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Based on experimental and clinical evidence, the inflammatory process is 

explained by the following mechanisms (Achleitner Ulrike, 2012): 

(1) The clinical expression IBD usually happened after T-cell is a 

mediation which broke the tight junction of protein and made dysfunction of the gut 

neuron. This leaded to increase the intestine permeability. Moreover, there is a relation 

with a CARDIS15 3020insC mutation. 

(2) There is different expression of toll as receptors in IBD patients. 

Patients with CD have TLR 3 is meaningfully down regulated but TLR4 is 

unregulated in both CD and UC.  

(3) Because of the dendritic cells, there is a disruption of antigen 

recognition. A proinflammatory immune reaction was wrongly stimulated because 

those cell cannot differentiate the normal intestinal bacteria, it usually targeted to 

pathogens. 

(4) IBD patients have irregular antigen-presenting cells which may 

transform potent T-cell activators. There are evidences showed the gut-epithelial cells 

might become functional antigen-presenting cells in patients with IBD.  

(5) The inflammatory process of CD patients is developed by the removal 

of over-reactive T-cell population.  

(6) The perpetuate inflammation occurred in CD patients is disorder the 

balance of regulatory and acts in response to a stimulus of cells. 

(7) Whereas the colonic paracellular permeability can increased by the 

activation of the sympathetic system in UC because of the vagus has an important 

inhibitory effect and reduce of the systemic inflammatory action. The stability of the 

autonomic nervous system will be transformed by the psychosocial stress in IBD 

patients leaded to reactive the inflammatory cascade. 

All these mechanisms have lead to the migration of inflammatory cells 

from the capillaries to the gut mucosa. IL 1, TNF alpha are proinflammatory cytokines 

which make rising alignment of the appearance of adhesion particle ligands on the 

vascular endothelium lining the mucosal blood vessels. This process promoted 

leukoyte adhesion and extravasation into the tissue (Coteur, Feagan, Keininger, & 

Kosinski, 2009), (Cross, Wilson, & Binion, 2005). By this way,the tissue that got 

injury contains many positive metabolites and conciliators assemble in the mucosa 
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resulting in. Moreover, a huge amount of mediators stimulate the rise of fibroblast, 

collagen excretion and restriction the arrangement. The specific approach can finish or 

protect the initiation and continuing of the inflammatory cascade. the common result 

of UC is inflammation of mucosal of the gut tract which cause ulceration, fluid and 

electrolytes loss, edema, and bleeding (Thoreson & Cullen, 2007).. Some studies 

showed that genetic factors can affect the risk of IBD. There are several studies 

showed that a disorder of epithelial border integrity and shortage in autophagy 

influenced genetic factors which is one of factors influenced the risk of IBD (Rioux et 

al., 2007). It also caused deficiencies in innate form recognition receptors, and issues 

with lymphocyte differentiation, special in Crohn disease (Tsianos, Katsanos, & 

Tsianos, 2012).  

A chronic inflammatory process is caused by the immune reaction disorder 

the intestinal (Lashner, 2009)  

2.1.2.1 The difference of between Ulcerative colitis and 

Crohn’s disease 

a. Ulcerative colitis 

Ulcerative colitis is located in the colon. It is usually begining 

from the rectum. The process inflammation of UC occurs in all layers of the gut wall 

and running stretch within the colon.  

b. Crohn disease 

Crohn's disease can influence on any part of the GI tract which 

including the mouth, esophagus, stomach, small and large intestines, rectum and anus. 

This disease has the inflammation process happening in all layers of the gut wall and 

that inflammation might disperse via the gastrointestinal tract.  

2.1.2.2 Clinical aspects 

Both CD and UC have the symptom quite similarly including: 

abdominal pain, diarrhea, vomiting, nausea, weight loss, loss of appetite, fatigue, and 

fever. However, there are some differences in symptoms in these diseases. 

a. Ulcerative colitis 

People living with UC suffered bleeding from the rectum are 

much more common. UC patients usually have discontinuous pain concurrently with 

bowel movements. 
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b. Crohn’s disease  

The patients with CD rectal bleeding is less common but they 

suffered continuous abdominal pain. Besides, they also have perianal troubles such 

as anal sores, fistulas, and skin tags.   

2.1.2.3 Complications and manifestations in Crohn’s disease 

and ulcerative colitis.  

The IBD complications are generally classified according to 

the areas included intestinal complications and extraintestinal complications. Many 

complications related with IBD can occur with UC or CD patients however, some 

patients are specific for each condition (Navaneethan & Shen, 2010). 

Intestinal Complications:  

Strictures (Atreja et al, 2013)  

Fistulae and Abscesses more common in CD than UC (Andres, 

& Friedman 1999) 

Perforation and Toxic Megacolon 

Infectious Colitis 

Malignancy 

Extraintestinal Complications: 

Arthritides (Salvarani, & Fries, 2009)  

Ophthalmologic Complications (Manganelli, Turco, & 

Balestrazzi, 2009) 

Dermatologic Complications 

Urinary Complications  

Other Complications 

Aphthous ulcers 

Pericholangitis and primary sclerosing cholangitis  

(Navaneethan, & Shen 2010) 

Cholelithiasis (Danese et al, 2005) 

Anemia 

Hypercoagulable state (Singh et al, 2013) 



Fac. of Grad. Studies, Mahidol Univ.                                                               M.N.S.(Adult Nursing) / 19 

Osteoporosis (van Staa, Leufkens, & Cooper, 2002) 

Moreover, there is an associated between IBD and a higher 

risk of developing cancer, major of the colon. The risen of colorectal cancer chance 

could rely on the severity of disease, the level of inflammation, duration of the disease, 

and the onset of IBD, beside the family history have bowel cancer (Van Assche, et al, 

2013)   

The patients with IBD have the risk of colorectal cancer when 

they are at 20, 30 and 40 years after the onset of illness may be as much 3, 8 and 11% 

respectively (Rutter, 2006) 

2.1.2.4. Treatment 

There is no specific treatment for IBD. The goal of IBD 

treatment are maintaining remission and mainstay of medical management for 

inducing by using aminosalicylates (5ASAs), corticosteroids, exclusive enteral 

nutrition and immunomodulating drugs. Although, they alter the natural course of this 

disease remains is not clear but it helps to prevent the symptomatic effects (Cosnes et 

al, 2005).  However, there are thirty percent of patients will fail to these medications 

or intolerances; instead, they may be using biological therapies or surgery. 

There are at least a half of CD patients will undergo surgery within ten 

years after having diagnosis, more than 70% patients need to surgery at rest of their 

life (Mowat et al. 2011). Whereas the number of patients with UC may require surgery 

are about 20-30%. There are 50% patients who have chronic relapsing need a 

colectomy. These rates depend on countries and regions (Goldacre et al, 2007). In CD 

patients, the extraction of the diseased bowel part which is the common surgical 

method could make patient permanent loss of a stoma. Patients with UC need to 

surgery by removing of the whole colon. The patients have a stoma in the short term. 

Although the ileal pouch anal anastomosis (IPAA) is commonly considered the 

standard sugery to treatment for UC patients (Fazio, 2013). This method surgery 

improved the functional outcomes and quality of life for patients, however 

complications is still existed. 
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2.1.3 Impact of inflammatory bowel disease 

The QOL of IBD on patients is considered to be the  ductive treatment, the 

patients have to not only have to cope with their disease but also its impact on their 

mental health, families and jobs. There are very many difficulties for the patient with 

IBD in their life. The biggest impact of IBD shown by surveys is persistent illness, 

psychological pressure, and interruption of daily life.  Patients with UC more clearly 

showed this than patients with migraine, asthma, or rheumatoid arthritis. It has been 

shown that many doctors tended to underestimate the effect that the disease had on the 

patient QOL. (Baker & Dudley-Brown, 2012) 

 

Physical impact  

IBD impacts patients by change their life with some foods they do not 

allow to eat. Their immune will be decrease, they can get diarrhea, lost of blood. 

Either pathogenic enteric or commensal microorganisms alongside increased mucosal 

adherence and with persistent activation, or invasion of T cells can cause 

inflammation. A genetic cause is found in the incidence and development of ulcerative 

colitis in studies carried out on identical twins. Most significant are the associated 

humoral and cellular immunological factors. 

 

Psychological impact: 

Ulcerative colitis and Crohn’s disease are both chronic inflammatory 

diseases (IBD) which affect colonic mucosa and are characterized by exacerbations 

and remissions. There are common symptoms include recurrent episodes of abdominal 

pain, diarrhea, rectal bleeding, and fatigue. Thus, a patients quality of life can be 

seriously affected by ulcerative colitis. is used to measure The effect of a chronic 

illness and its therapy on the functional daily life of a patient , from the patients’ own 

perspective, can be measured by using  Health-Related Quality of Life (Irvine, et al, 

2007), (Kalliopi, 2013). It is also used to measure care quality standards from the 

patient's point of view and is a vital outcome measure in ulcerative colitis patients 

clinical trials. (D'Haens, 2007). 

In the last century, influences of IBD (UC and CD) to the patient's 

psychology were known. In the 1930s, it was proposed that a correlation exists 
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between emotional experiences and the exacerbation of gastrointestinal symptoms 

(Keefer, Keshavarzian, & Mutlu, 2008).  

At that time, IBD was thought to be, and its association with was thought 

to be so strong that. During this time, it was believed that stress and psychological 

factors were thought to be the main causative factors associated with IBD and that it 

was, in fact, a psychosomatic disease. This belief was so strong that the researchers 

did not feel the need to use any control group while carrying out their research. 

 

Economic impact: 

There are many intermittent relapses and remissions with UC and CD 

disease so the patients need a lot of medicine to reduce systems which they take a lot 

of money and time to treatment. So, IBD has an increasingly deleterious effect on 

global financial resources and healthcare in both developed and developing countries. 

All patients who live in anywhere in the world always have been anxiety about the 

already strained health care now they have been another difficult is money. In Europe, 

currently approximately 2.5 million people suffer from IBD (Molodecky et al, 2012). 

A serious situation for IBD is found In North America too, as reported by the CDC of 

the USA (2011) that IBD is one of the five most prevalent gastrointestinal disease 

burdens with a cost of more than $1.7 billion. There are no medical cure and 

commonly required a lifetime of care with more than 700,000 physician visits, 

100,000 hospitalizations, and disability in 119,000 patients per year. Moreover, the 

patients with Crohn’s disease and ulcerative colitis needed for surgery up to 75% and 

25%, respectively. All of this places a very significant burden on financial systems.  

In Vietnam, there are many people in a family so one of them with IBD 

must change the types of food and the meals in their family because it is difficult for 

patients with IBD to eat a regular food. Accordingly, the patients with IBD for a long 

time, some diagnosis of the IBD can influence their life.  Specially, the patients who 

are the major source of family income. While a cure remains still unknown, IBD can 

be treated with medications that induce and maintain remission. People with long- 

term illnesses living at home and they often go to hospital to reexamine to take drugs 

from doctors. A lot of moving to hospital they are tired. Additional, there are a lot of 



Le Thi Thuy                                                                                                             Literature Review   / 22 

people in hospital so they take a lot of time to meet the doctor which is one of reasons 

workload hospital. 

According digestive internal medicine Cho Ray Hospital, Ho Chi Minh 

City (2014), there are 70 percent of patients which have effectiveness of medical 

treatment. However, 50 percent of patients relapse after two years and 25 percent 

required surgery due to perforation of the colon, the colon aneurysm poisoning, 

serious bleeding or cancer does not respond to treatment. (Nguyen, 2013). 

Moreover, there are many symptoms which influence lifestyle. Thus, the 

patients with IBD need to control the symptoms and avoid the IBD by changing their 

knowledge and practice about IBD.  

 

 

2.2 Quality of life among patients with inflammatory bowel disease  

 

2.2.1 The concept of quality of life 

Greek Theorists showed that an individual’s personal satisfaction with 

their life and QOL is a related one. Aristotle, from who the initial notion of QOL came 

from, defined happiness as reaping the fruits resulting from the leading of a virtuous 

life (Morgan, 1992).  However, there is another understanding about the quality of life 

that appeared in the early 1950s. USA based researchers defined that quality of life 

meant ‘a good life’ in its consumer sense only i.e. denoted material status, and 

possession of goods and property such as a house, its furnishings, a car, etc. Thus, the 

concept quality of life is difficult issues which can exactly definition. The researcher 

Zalewska shows that the multi-dimensional character of human life and the uniqueness 

of each individual make defining ‘quality of life’ extremely difficult. As a result, each 

scientific discipline dealing with these issues introduces its own approaches, criteria 

and ways of measurement (Zalewska, 2003). 
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In its definition of health (1978), WHO indicated that everyone is entitled 

“to psychosocial care and adequate QOL in addition to physiological care” (Peterson, 

2013) This made QOL become more widely focused on by professionals in health 

care. Since quality of Life reflects emotional and social well being and functional 

status, as well as indicating general health it is thus a many-sided concept. Additional, 

there is a popular model of QOL is provided by Wilson and Cleary which conceptually 

links different six variables: physiological factors, functional health, disease 

symptoms, general health perceptions, and QOL (Wilson & Cleary, 1995). 

Discussion of QOL and well-being is currently the focus within current 

health-care academic literature focusing on physical and mental health disabilities. 

Many QOL forms found in the literature were psychological in nature. A large body of 

research exists about the relationship between QOL and well-being. QOL is a common 

research area to both sociologists and psychologists as economic theories also take 

QOL into consideration, particularly in studies on happiness. A PubMed search for 

study with QOL in the title retrieved only 0 to 1 articles/year in the 1960s but this 

number has grown to almost 44.027 references in nearly a year from January 1 2014 to 

October 31 2015 (search performed on October 31st, 2015). Most of the research 

considers the effects of intervention in the QOL by medical means, or studied the 

patient’s own sense of well-being. 

 

2.2.2 Health related quality of life theory 

HRQOL theory is a middle range theory.  HRQOL is subjective, 

multidimensional, and temporal. There are some conditions in middle range theory: 1) 

Narrow in scope 2) Concerned with less abstract. 3) Composed of fewer concepts and 

relationship among each concept. 4) Shows the reality of nursing impractically 5) 

Used for empirical testing more suitably. 6) Used for the guiding of practice more 

suitably (Peterson, 2013). Through being HRQOL is especially suited to nursing 

practice because it is an interdisciplinary-middle-range theory which assesses 

variables in a holistic approach to an individual’s actual or potential sickness. This is a 

important approach which is one of the foundations traditionally used in nursing care. 

Moreover, middle range theory models of the HRQOL, comprise three sections: Life 

domains, interventions, and perceived satisfactions.  
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Wilson and Cleary categorize the patients’ outcome using a conceptual 

working model of HRQOL which is in accordance with underlying health status. 

Certain causal relationships between these health concepts are given. This model 

organizes the measurement of health against an increasing complexity of social, 

biological, and psychological factors. This model moves from descriptions of health 

status to models of health status where it is easier to see the causal relationships 

among the different components of HRQOL. Additionally, HRQOL improvement can 

be targeted and not just monitored in clinical trials. For simplicity, the model of 

Wilson and Cleary represents data as a linear progression, without any linkage or 

reciprocal impacts between nonadjacent concepts. There are 5 components in this 

theory including both physiological and biological variables, functional status, 

symptom status, general health perception and overall quality of life. An individual’s 

characteristics and the environment will reciprocally influenced these components.  

This theory has significance with nursing because of the long-standing 

interest of nursing in QOL. The famous nurse, Florence Nightingale, practiced this 

theory when she took care for the wounded in the British military. She showed how 

nurses can use methods to increase a patient’s QOL. Since then, QOL has become an 

important field of research in nursing in order to improve the role of nurses to enhance 

patients’ quality of life. The components the model theory is based on are influenced 

by both individual traits and environmental factors on a “continuum of increasing 

biological, social, and psychological complexity” (Wilson & Cleary, 1995). The 

hypothetical interdimensional links are shown by the arrows depicted in the model 

(Figure 2). In this model, cells, organs, and organ systems form the assessment of 

physiological variables unlike the evaluation of symptom status assesses the whole 

body (Wilson, Cleary, 1995). Functional health has been described in this model as the 

an individual’s ability to respond to the environment, measured both objectively and 

subjectively during a certain time period.  

Perceptions of general health represent a combination of all the previous 

health concepts and are a discrepancy between a person’s present experience and their 

future aspirations. In this model, general health (HRQOL) is a determinant of overall 

QOL or subject well-being.  
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The model comprises five factors which are described on a “continuum of 

increasing biological, social, and psychological complexity”. These determinants of 

QOL are taxonomical in nature. They include biological factors, functioning, 

symptoms, general health perception and QOL overall. These are also influenced by 

individual traits and characteristics of the environment reciprocally.  

Wilson & Cleary clearly detailed the model of HRQOL to give a its users a 

good understanding of its concepts and components. This theory focuses on the 

patients and discusses the role of their choices and the influence of psychological or 

emotional factors that are involved in HRQOL. 

Health-related quality of life (HRQOL) is the most common index used to 

evaluation individuals’ well-being in relation to their health. HRQOL were defined by 

Shumaker and Naughton that “the subjective evaluation of how health status, health 

care and health promotion influence an individual’s capability to sustain a 

performance level to carry on their most important daily activities and that impact 

his/her general well-being”. This definition is based on the individual’s perception of  

their own health status and it is also a subjective and multidimensional concept 

(Bullinger, et al, 1993). In chronic cases, quality of life measurement offers additional 

information for making decisions in clinical practice and it is useful to detect 

situations which may go unseen with the traditional methods, thus allowing improving 

care and self-care or proposing alternative strategies so as to enhance knowledge about 

disease (Rajmil et al., 2012). So, this HRQOL Theory can provide frame work, 

concepts and many variables to measure quality of life of patient in this study. 

 

2.2.3 Quality of life and health relate quality of life theory and the 

patients with inflammatory bowel disease 

A life expectancy similar to normal is experienced by inflammatory bowel 

disease patients (IBD) (Ekbom, Helmick, Zack, Holmberg, & Adami, 1992); however, 

Major psychological, social and financial consequences can occur due to the 

occurrence of relapses and the early onset of disease (Ross, Strachan, Russell, & 

Wilson, 2011). There is variation found in the clinical manifestation of inflammatory 

bowel disease which largely depends on the disease’s activeness and type. Evaluations 

of QOL in IBD make not only comparisons with healthy peoples’ quality of life, but 
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also in the relationships between QOL and other factors related to disease, with 

disease activity and duration, the patient’s gender and age, and strategies for treatment, 

being studied. Love et al (2012) reported a decrease in the quality of life in 

inflammatory bowel disease outpatients compared with a healthy control group of 

matched age and gender. Ultimately, the level of QOL depends on the effective 

satisfaction of one’s needs. According the concept of QOL, it includes understanding 

physical, psychological and social well-being. All of that affects the quality of life of 

persons with IBD. 

 Health-Related Quality of Life (HRQoL) is important in the evaluation, 

management and follow up of patients and which is a quantitative measure of 

subjective perception of the state of emotional and social health (Mouzas, Pallis, 

2000). Many researchers have found impairments in the HRQOL when used in IBD, 

(Graff, Walker, & Lix, 2006). In comparison with patients who are in remission, 

patients with active disease are seen to have significantly impaired HRQoL (Zhou, 

Ren, Irvin, & Yang, 2010) (Romberg-Camps, Bol, & Dagnelie, et al, 2010) (Mnif, 

Mzid, Amouri, Chtourou, & Tahri, 2010). Moreover, HRQoL seems be effected by 

depression and concomitant anxiety (Moser, 2009). (Jaghult, Saboonchi, Johansson, 

Wredling, & Kapraali, 2011) found lower HRQoL scores in patients with short 

duration of disease compared to patients with longer durations. This finding, however, 

was not supported by others. (Mnif, Mzid, Amouri, Chtourou, & Tahri, 2010) found a 

lower HR-QOL in patients with IBD when compared with normal populations. 

Scandinavian studies show a significantly worse QOL for patients with ulcerative 

colitis, as measured by SF-36, than when compared to the population in general 

(Bernklev, Jahnsen, & Lygren, 2005b). Some other research findings also conflict on 

how the different kinds of IBD treatment effects HRQOL. It has been reported for 

instance that a negative effect can be caused by immunosuppressives (Hoivik, Moum 

& Solberg, et al. 2012), though their findings couldn’t be supported by other 

subsequent studies  (Romberg-Camps, Bol, & Dagnelie, 2010).  

Health-related quality of life (HR-QOL) measures the functional impact on 

the daily life of a patient that a chronic illness has, as seen from the patient's point of 

view (Irvine, 2007). The surveys showed that UC and CD is significantly associated 

with frequent manifestation of disease, psychological stress, and an upheaval to daily 
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life. Moreover, non-adherence to prescribed medication in UC patients was seen by 

both patients and physicians to be an important problem. The problems of non-

adherence and poor health-related quality of life found in UC patients need to be 

addressed by both an improvement in education and communication. Advanced 

Practice Registered Nurses may also use their influence to guide other health care 

workers and patients in order to improve adherence to medication and long-term 

disease outcomes, both of which are related to the patients health and quality of life. 

The nurse through working with both IBD patients and physicians is in a optimal 

position to play an important role in improving QOL. 

In conclusion, this study is to investigate the role of demographic, 

knowledge of disease, anxiety and depress on HRQOL of IBD patients with Crohn’s 

disease (CD) or ulcerative colitis (UC) in a Vietnamese reference center for IBD 

patients. 

 

2.2.4. Measuring QOL 

The aim of any health care system is, through maintaining a good health 

status, to bolster the quality of life. Quality of life (QOL) is a subjective concept that 

incorporates functional status, emotional and general health as well as social 

wellbeing. The patients’ own perception of their state of wellbeing is measured. 

Nowadays, QOL has become a clinically relevant outcome parameter used in the 

evaluation of a patients’ condition or in the measurement of new strategies of 

treatment effectiveness (Ruo et  al, 2003). Since QOL is a major factor, the 

measurement of it ought to be integrated into a single intervention goal in cases where 

complete recovery from disease is not always achievable, such as in chronic disease.  

Researching about QOL has rapidly grown over the past three decades, 

and is now actively supported worldwide to record and compare changes in QOL in 

communities of all sizes up to the national scale. Major studies of QOL have been 

conducted by UNESCO, OECD and WHO, (Delhey, & Jan et al, 2002). Many other 

researchers have also shown a growing interest in the evaluation of HR-QOL 

(Jenkinson, 1994), especially concerning incurable chronic conditions. Therefore, one 

of the most important aims of therapeutic intervention should be to increase patients’ 

QOL. In order to evaluate the outcomes of such interventions, this guideline should be 
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the one that is used. An accurate health status assessment, at either individual level or 

at population level can be gained, in order to consider the outcomes of care more 

effectively. Some activity indexes used in chronic IBD do not match patients’ 

perception of their own status particularly well (Buxton, Lacey& Feagan, 2007). 

Furthermore, author Drossman showed that (Drossman, Patrick, Mitchell, et al, 1989) 

QOL indexes related more significantly with reduced reliance on health care and 

general well-being than with clinical evaluation.  

The SF-36 instrument was used to assess HR_QOL which is a widely used 

self-report questionnaire in patients with disease (RAND Corporation, 2005). It is a 

valid and reliable scale with Cronbach’s alpha level of 0.9 and high readability (Mc 

Horney et al., 1994; Ware et al., 1995). The scale has 8 scores which are the sums of 

the questions from each part with scores ranging from 0 to 100 (Lower scores mean 

more disability, higher scores mean less disability). There are 8 Sections: vitality, 

physical function, bodily pain, general health perceptions, physical role function, 

emotional role function, social role functioning and mental health. Each SF-36 item 

response is given a score and summed up using a protocol for scoring which is 

standardized (Ware et al 1995) scoring the eight concepts of health on a 0 to 100 scale. 

Better self perception of health is represented by higher scores. Five of the scales; 

Physical Functioning, Role Physical, Bodily Pain, Social Functioning, and Role 

Emotional are classified as being ‘unipolar’ in that they call the absence of disability 

as being the definition of health status. In the absence of disability, the maximum 

score of 100 will be achieved. The SF-36 will be piloted to assess HR_QOL of 30 

patients with IBD at Gastrointestinal Department in Bach Mai Hospital. 
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2.3 Factors associated with quality of life among patients with 

inflammatory bowel disease 

 

2.3.1 Anxiety& depression and its relationship with quality of life 

among patients with inflammatory bowel disease 

Both anxiety and depression are symptoms commonly found in IBD 

patients. Feelings of unease, excessive worry, and fear that patients may be unable to 

control and are common to the condition of anxiety disorder and can vary in severity 

and duration (World Health Organization, 2014) Since IBD is a chronic disease, when 

compared to the general population, patients will be expected to have suffer from 

higher rates of anxiety (Scott, Bruffaerts, & Tsang, 2007). People with chronic illness 

frequently develop problems with depression and anxiety due to the pain, physical 

changes, loss of personal control, and uncertainty about the future (Roberts et al., 

2002). Some researchers have clearly shown that both depression and anxiety are 

common problems for people diagnosis with IBD (Freitas, et al, 2015; Magalhaxes et 

al, 2014).   

In the case of CD patients, anxiety and depression disorder occurs 

statistically more frequently than expected. (Scott, Bruffaerts, & Tsang, 2007) Higher 

rates of anxiety disorder were also found in UC patients than in either groups of 

patients with other kinds of chronic illnesses or in the general population (Addolorato 

et al, 1997). In addition, the most effective ways to measure HRQOL is through 

symptoms of anxiety and depression among patients with IBD (Freitas et al, 2015). 

The researchers indicate that there are significance correlations between 

QOL among patient with IBD and depression and anxiety with proportion: depression 

symptoms (r = –.56, p <.05), anxiety symptoms (r = –.50, p <.05) (Faust, Halpern, 

Danoff-Burg, & Cross, 2012). A significant difference was found between HRQOL 

groups in the prevalence of anxiety and depression (anxiety, 48.1% vs. 16.3%; 

depression, 49.4% vs. 25.2%, p < 0.01) (Kim, 2013).   

Psychological comorbidities are often associated with IBD causes due to 

serious disabling physical symptoms. IBD patients often suffer from adverse 

psychological effects resulting from IBD and IBD medications. Anxiety, in particular, 
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can adversely affect both their ability to work as well as negatively affect their family 

life and thus have a dramatic impact on a person’s overall quality of life. Over 40% of 

patients with IBD showed higher than normal anxiety levels (Ayman, Bannaga, 

Christian, & Selinger, 2015). Anxiety symptoms are usually related to the burst of IBD 

and can reduce to an extended remission.  If anxiety disorder is not accurately 

diagnosed in IBD patients, it can be difficult to improve their quality of life. So, 

symptoms associated with functional gastrointestinal disorders can also be found in 

patients with anxiety. 

 

2.3.2 Body Mass Index level and its relationship with quality of life 

among patients with inflammatory bowel disease 

A medical condition commonly found in chronic gastrointestinal disease 

patients which affects both their morbidity and mortality is malnutrition. Nutrient 

intake in IBD patients is affected by many factors. Malnutrition may be caused by 

decreased food intake to poor nutrient absorption, medications or intestinal losses. The 

body mass index (BMI) can be used to assess nutritional risk. According to the theory, 

a lower BMI means the patient has more metabolically active tissue and less adipose 

tissue, and is therefore leaner. Regular muscular function also helps to decrease the 

degree of impairment to nutritional status (Norman, 2005) and, thereby, lead to 

improved functional status. The nutritional status in patients with IBD is of paramount 

clinical importance. It is well established that nutritional deficits are closely related 

with the degree of activity, location, and with the extent of disease duration (John, 

Triantafillidis,  & Apostolos,  2015). When compared with other patients, IBD patients 

were found to have lower BMIs. Moreover, IBD patients also had lower quality of life 

values than patients with liver cirrhosis in terms of quality of life. There were low in 

the general health, mental health and social functioning but more bodily pain (Kristina, 

Henriette, Herber, & Matthias, 2006). 

It is clear that more than just disease severity or nutritional status can 

determine a subjective perception of quality of life. The research shows that in benign 

gastrointestinal disease cases, QOL can be impaired and that malnutrition can be a 

contributing factor also (Kristina, Henriette, Herber, & Matthias, 2006). So that, 

improving the status nutritional is the first step for successful in enhancing QOL in 
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these patients. To measurement BMI [weight (kg)/height (m2)], at baseline, 

participants were asked to report their current height and body weight, which were 

used in the calculation of body mass index (BMI) at baseline. We grouped subjects 

according to five BMI categories: (kg/m2) was divided into five categories based on 

the World Health Organization’s classification in ASEAN (2013), BMI (kg/m2): <18.5 

(thin), 18.5–22.9 (normal), 23.0–24.9 (overweight), 25.0–29.9 (obese class I) and 

≥30.0 (obese class II+III).  

 

2.3.3 Knowledge about disease and its relationship with quality of life 

among patients with inflammatory bowel disease 

In spite of many advances in pharmacology and surgical technique, most 

patients’ understanding and knowledge of their disease is still lacking (Wolfen & 

Sirois, 2008). The level of knowledge of IBD and QOL are strongly interrelated, and a 

lower level of disease-related knowledge leads to more severe decline of the QOL 

(Moskovitz, Maunder, Cohen, McLeod, & MacRae,  2000). No significant 

improvements in IBD patients’ understanding of their disease have been seen to have 

occurred (Limdi & Soteriadou 2014). Insufficient knowledge and understanding about 

IBD will impair a patient’s ability to manage and cope with their condition by 

themselves. For example, a study carried out at a tertiary care hospital found that only 

14% of ulcerative colitis (UC) patients had any awareness that UC was associated with 

an increased risk of colorectal cancer (CRC) (Subasinghe, Wijekoon, Nawarathne, & 

Samarasekera,  2010). Additional, there is some supports that the higher the level of 

disease-related information, the better the HRQOL in IBD (Husain & 

Triadafilopoulos, 2004; Van der Eijk I, Vlachonikolis IG, Munkholm P, et al., 2004). 

Thus, IBD patients need to have a clear knowledge of their symptoms and 

management for optimal recovery (Eaden, Abrams, & Mayberry, 1999).  

The Crohn’s and colitis knowledge score (CCKNOW), a well-proven 

knowledge score for IBD patients, can be used to assess IBD patients’ knowledge. 

Although it has not yet been widely studied in relationship to HRQOL, some studies in 

the UK have shown that, particularly in respect to medication and in IBD-related 

complications, there are large gaps in patients’ disease-related knowledge (Eaden, 

Abrams, & Mayberry, 1999). Hou and colleges (2015) showed that patients with 



Le Thi Thuy                                                                                                             Literature Review   / 32 

higher education level were higher CCKNOW score and knowledge about diet was 

significantly correlated to HRQOL. However, the results from other studies had 

contrast with this finding (Jackson, Clatworthy, Robinson, & Horne, 2010; Selinger, 

2011). Finally, suitable education could help IBD patients to use of more adaptive 

coping strategies (Moradkhani, 2011) and to improve a patients’ disease treatment and 

reduction anxiety (Blumenstein et al., 2013; Moradkhani et al, 2011) which in turn, 

should affect to the patients’ HRQOL.  

 

 

2.4 Conclusion 

In conclusion, it is clear that UC and CD, have a significant impact on a 

patient’s HRQOL. On the one hand, disease symptoms can be used to predict levels of 

anxiety and depression found among patients. However, on the other hand, anxiety, 

depression, may be an accommodating risk factor in relapse. HRQOL in patient with 

IBD was measured by the SF-36. According to the literature review, there are a lot of 

factors have a negative correlation with HRQOL. In this study, the research 

determined the factors which can improve their QOL by the easy method. The patient 

can enhanced their knowledge about disease by reading such as the medicine paper, 

leaf information, discussion with the nurse, the doctor, their friend who have IBD. 

These lead to change habit about their food, exercise, life style and then they were 

improved their BMI and decrease anxiety/depress. All of these can improve their 

QOL.  

Few studies on HRQOL in IBD patients have been carried out In Vietnam, 

particularly for CD patients and it is urgently important to try to increase patients’ 

quality of life in Vietnam. Therefore, the systematic study of a large-sized sample 

group of Vietnamese UC and CD patients would help to clearly understand these 

phenomena and will assist the researcher to conduct research to confirm the 

relationship among these variables. Life quality in patients with chronic disease and 

could also be assessed and it would be possible to compare differences between CD 

and UC patients. Also beneficial would be studies on patients’ ability to cope with 

their disease symptoms, as would studies on their personal perception of 

anxiety/depression and level of dependence on the health care system. The aim of this 
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thesis is therefore to contribute new knowledge and insights about IBD conditions in 

patients in view of improving their QOL. Relationships between the factors involved 

in living with a chronic disease are identified by using this theoretical framework.  
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CHAPTER  

METHODOLOGY 

 

 

3.1 Research design:  

The study was descriptive correlation research in order to study the 

relationship between anxiety, BMI, knowledge about disease and quality of life among 

patients with inflammatory bowel disease. 

 

 

3.2 Population and sample of the study 

 

3.2.1 The population of this study 

Population of this study included the patients’ age being 18 years or over 

and diagnosed inflammatory bowel disease. They come to receive medical treatment 

or follow up at the out-patient gastrointestinal department, Bach Mai Hospital, Hanoi, 

Vietnam.   

 

3.2.2 The sample of the study  

Sample was selected from the population according to the following 

criteria:  

The inclusion criteria were as follow:  Patients able to communicate with 

researcher in Vietnamese language. 

The exclusion criteria 

1.  Inability to adequately complete the questionnaires 

2.  Temperature > 39 0C or pain score > 5. 

3.  Incomplete fill out questionnaire 

Criteria to terminate the participation were: 

T> 39°C or stomachache with pain score> 5 , the researcher will stop to 

assess the patient. 
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Sample size: The researcher tested the relationship between anxiety & 

depression, BMI, knowledge and quality of life among patient with IBD. Four 

parameters require including 1) the level of significance α= 0.05, 2) the power of the 

statistical test (Power 1- β= 0.8), 3), There are three independence variables in this 

study and 4) effect size for this study (f2=.099). The sample size in this study will be 

calculated by using G*power version 3.1.9.2 program to determine the minimum 

number of participants needed for correlational design (Faul, Erdfelder, Buchner, & 

Lang, 2009).  Based on G*power, sample size should be 115 patients with IBD.  

 

 

3.3 Setting 

The study was performed at the Gastrointestinal department at Bach Mai 

hospital in Hanoi city, Vietnam. 

The data collection was took place in the Gastrointestinal department and 

Colon endoscopy department in Bach Mai hospital in Hanoi, Vietnam. Bach Mai 

hospital is the famous hospital in Hanoi where has doctors, nurses and medical 

equipment modernization. The Gastrointestinal department has 70 beds, 27 doctors, 23 

nurses, and 4 assistants, though; there were 150 patients/ day. There are 2 re-

examination rooms in gastrointestinal department and 6 endoscope machines in colon 

endoscopy. There were approximate 5% patients with IBD must hospitalizes. 

However, the numbers of patients with IBD go to examination and re-examination 

from examination rooms and center gastrointestinal are 150 patients/month (Report of 

the Gastrointestinal department, 20 I4). According to the Colon endoscopy 

department, there are more than 70 patients per month who have ulcer in their colon. 

Moreover, there were many the patients with IBD from other province in Vietnam (not 

only Hanoi city) go to Bach mai hospital for examination and treatment, that reason 

why the research collected the patient from Bach Mai hospital. 

All of medical equipments used in the Colon endoscopy department were 

approved basing on the same standard from the Ministry of Health in Vietnam. The 

assessors from manufactures would evaluate the reliability, efficiency, and safety of 

medical equipment once or twice per year. Then they were calibrated by the control of 
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medical equipment unit from each hospital before using as a standard of laboratory 

instrument regularly.  

Therefore, the researcher had plans to collect data from Monday to Friday, 

9.00 am - 5 pm. 

 

 

3.4 Instruments 

In this study, researcher uses four questionnaires to collect data, including: 

Demographic data questionnaire, 2) Short Form Health Survey (SF-36), 3) the 

Hopkins Symptom Checklist-25 (HSCL-25 and 4) Cronh's & Colitis Knowledge 

(CCKNOW). 

Part I:  Demographic data, including the following: gender, ethnicity, age, 

body weight and height with BMI,  annual income, state of residence, employment 

status (employed, unemployed), highest level of education completed (high school, 

college, graduate school), marital status, years with IBO, IBD care through a 

gastroenterologist (yes or no), seeing a gastroenterologist as often as recommended 

(yes or no), ability to keep scheduled appointments (yes/no), having attended an 

educational session on IBD, interest in an online educational course on IBD, number 

of hospitalizations due to ulcerative colitis in the past 2 years, number of surgeries for 

IBD, and number of ulcerative colitis relapses (i.e., flares) within the past 2 years. 

Part II: The 36- Item Short Form Health Survey (SF-36) instrument was 

used to assess HR_QOL which is a widely used self-report questionnaire in patients 

with disease (RAND Corporation, 2005). It is a valid and reliable scale with 

Cronbach's alpha level of 0.9 and high readability (Mc Horney et aI., 1994; Ware et 

aI., 1993). There are 8 parts, 36 items, such as vitality, physical functioning, pain, 

general health perceptions, physical role, emotional role, social role and mental health. 

The sores of each item are summed into total scores with range from 36 - 149 and the 

higher scores indicate the better QOL. (Ware & Sherbourne, 1993).  

Part III: the Hopkins Symptom Checklist-25 (HSCL-25) developed in the 

1950s by Parioff, Kelman, and Frank (1950) to assess anxiety and depression symptoms. It 

comprises 25 items: In part I of HSCL-25 there are 10 items for measuring symptoms of 

anxiety; In part II there are 15 items for measuring symptoms of depression. Each question 
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includes categories of response assessed according to a scale of 1-4 "not at all," "a little," 

"quite a lot" and "Extremely". Two scores need to be calculated and the total score will be 

the average of all of the 25 items added together. The score for depression will be the 

average of all of the 15 items to measure depression. It has been shown in several different 

populations that there is a high correlation between the total score and the level of emotional 

distress. The score for depression correlates well with symptoms of depression as has been 

defined by the Diagnostic and Statistical Manual of the American Psychiatric Association 

IV Version (DSM-IV) (American Psychiatric Association, 1994).  

Part IV: The Crohn's and Colitis Knowledge Score (CCKNOW) is a 30 

item multiple-choice questionnaire developed by Eaden and colleges (1999) used to 

measure IBD-related knowledge. It is a valid and reliable measure, with a Cronbach's 

alpha level of 0.95. Scores range from 0 to 30, with higher scores indicating higher 

levels of IBD-related knowledge (Eaden, Abrams & Mayberry, 1999). 

 

 

3.5 Instrument Reliability and Validity 

 

3.5.1 Instrument Validity  

In this study, the Short Form Heath Survey (SF-36), the Hopkins Symptom 

Checklist-25 (HSCL-25) and Cronh's & Colitis Knowledge (CCKNOW) were verified 

by 5 experts. Their content validity was inspected and suggestions were made. 

Linguistic changes were made to them before being tested on 30 samples to assure 

their understanding of the contents. 

3.5.2 Instrument Reliability 

Vietnamese versions of the Short Form Heath Survey (SF-36), the 

Hopkins Symptom Checklist-25 (HSCL-25) scale, and the Crohn's and Colitis 

Knowledge Score (CCKNOW) will be tested for internal consistency reliability before 

conducting the actual data collection. These questions were pilot test on 30 patients 

who had the qualifications like the samples, and then the scores were taken to find the 

reliability of each questionnaire. 

 

 



Le Thi Thuy                                                                                                                      Methodology / 38 

Table 3.1 Reliability of scales 

Scale n of items Cronbach's Alpha

(n=30) 

The 36- Item Short Form Health Survey 

(SF-36) instrument ) 

36 092 

Hopkins Symptom Checklist-25 (HSCL-25  25 0.91 

The Crohn’s and Colitis Knowledge Score 

(CCKNOW)  

30 0.73 

 

 

3.6 Data collection process 

1) Preparation research assistant 

A Research assistant in this project had two years experienced nurse in the 

gastrointestinal at Bach Mai hospital. Researcher trainned her/him about objective and 

details of project focusing on her/his role for  approach voluntary subject, how to 

include and exclude by inclusion and exclusion criteria, describing to participant with 

simple word for understanding also process of signing consent form. 

2) After research assistant introduced researcher to voluntary subjects. To 

collect data, researcher will meet the patient at his/her bed, introduce herself, and 

established a relationship with the patient also verbally explain the objective of study, 

data collection procedure, participant's role and rights 

3) The researcher organized private room to interview the patients or do 

questionnaire by themselves. Then, researcher uses four questionnaires for data 

collection. Questionnaires are I) demographic data questionnaire have 15 items, 2) 

Short Form Health Survey have I I items, 3) the Hopkins Symptom Checklist-25 

(HSCL-25 has 25 items) and 4) Cronh's & Colitis Knowledge (CCKNOW) have 30 

items. Total questionnaires have 107 items and time is about 45-60 minutes. 
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3.7 Protection of human rights 

This study was conducted based on the protection of human rights. The 

participants were asked to participate in the study The researcher explained the 

purpose of the study, the research procedure, benefits, risks, types of questionnaire, 

length of time for completing questionnaire, and the right to refuse participation in the 

study anytime. The participants who agreed to participate were informed and assured 

that the data would be kept confidentially and would be reported only as a group data. 

Informed consent was signed by all participants. 

In this research, the researcher was strictly concern on human rights and 

ethical issues throughout the research process by; 

3.7.1 The researcher collected the data after receiving approval from Hanoi 

National University, Mahidol University and the Ethical Committee of Research with 

Human Subjects of Gastrointestinal ward. 

3.7.2 The researcher introduced herself to the participants at 

Gastrointestinal ward, inform the patients about the research objective and all data 

collection process. The patients was informed that they have right to refuse to join in 

the research process. During anytime throughout the research process, patients have 

their own right to withdraw from the research project and will not influence on their 

treatment or caring process. If patients agreed to join in the research process, they 

were invited to sign their name in the consent form.   

3.7.3 This research was caused any risk to the patients’ physical health. 

The data collection process might take time about 45-60 minutes. Although the 

patients will not get any benefit from this research but the results will be benefit for 

other patients who have the same health care problem as the sample. 

3.7.4 All contents were kept confidential, only the researcher and the 

research team were been to get access to the data. Any content related to data that will 

be presented in the thesis or any publication will be anonymous. In case of ones who 

with drawn themselves from the research, all data will be deleted from the database 

and will be not used as any part of the research. 

3.7.5 If the participants have further questions or require more explanation 

in regard to the research, they will be informed to feel free to ask the researcher at 

anytime throughout the research process. 
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3.7.6 After the participants are clearly understand the research process and 

agree to join in the research, they will be invited to sign their name in the consent 

form. 

 

 

3.8 Data analysis  

As the data form 115 patients with IBD were collected. The researcher 

verified the completion of data and performed statistical analysis using SPSS 20.0 

software package as follows:  

1. The data with all continuous data which analyzed using statistical 

analysis in term of frequency, percentage, mean and standard deviation  

2. The determine which nominal and ordinal data was reported with 

frequency and percentage.  

3. The relationships between quality of life and anxiety and depression, 

BMI, know about disease by using Spearman Rho’ product moment correlation.  

Statistical analyses will be conducted using SPSS 20.0 software. Tests of 

significance will be two-tailed, with an alpha level of 0.05. 
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CHAPTER IV 

RESULTS 

 

 

The purpose of this research is to study the factors related to quality of life 

among patients with inflammatory bowel disease including BMI, knowledge about 

disease, anxiety and depression. The sample was 115 patients recruited from out-

patient of Gastrointestinal Department and Functional Examination Department in 

Bach Mai hospital, Vietnam from August to October, 2016. The findings were 

presented in descriptive statistics as follows: 

1) General characteristics of patients with inflammatory bowel disease.  

2) Characteristics of illness and quality of life of patient with 

inflammatory bowel disease. 

3) BMI, anxiety and depression, knowledge about disease. 

4) The correlation between the BMI, anxiety and depression, knowledge 

about disease and quality of life among patients with inflammatory bowel disease. 

  

 

4.1 General characteristics of patients with inflammatory bowel 

disease. 

The sample included 115 patients with inflammatory bowel disease. The 

demographic data included gender, age, BMI, marital status, educational level, 

occupation and income. It can be seen from Table 4.1, the findings illustrated that the 

percentage of female (61.7%) were higher than those of male (38.3%). The age of 

patients with IBD ranged from 18 to 76 years. The mean age was 46.5 

(SD±13.5years). The patient - age was more than 40 years old was the highest 

percentage of 34.8% in this shample, while the patient age of 18 – 29 years old was 

the least percentage of 11.3%. Most of the patients live in rural (62.5%) lifved in rural 

areas. The major of patients (92.2%) were married. The education level at secondary 

made up the greatest proportion (46.1%). The common occupation of patients was 
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farmers and others (freelance/ they worked freedomly) with the percentage of 27.8% 

and 37.4% respectively. There were 66 patients (57.4%) who earned monthly incomes 

from 200 to 500 USD. The majority of IBD patients (84.3%) had to pay for treatment 

by themselves (table 4.1) 

 

Table 4.1 General characteristics of patients with inflammatory bowel disease  

Characteristics  Number (n = 115) Percentage (%) 

Gender 

Male 44 38.3 

Female 71 61.7 

Age (years) 

18- 29 13 11.3 

30-39 34 29.6 

40-49 28 24.3 

≥50 40 34.8 

Min: 19 

Max: 76 

Mean ± SD: 46.5 ± 13.5 

Marrital status 

Married 106 92.2 

Divorced 1 0.9 

Separated 1 50.9 

Single 5 4.3 

Widowed 2 1.7 

Educational Level 

Elementary school 4 3.5 

Secondary school 53 46.1 

High school 23 20.0 

Two-years certificate 11 9.6 

Bachelor degree 22 19.1 

Post - graduated 2 1.7 
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Table 4.1 General characteristics of patients with inflammatory bowel disease (cont.) 

Characteristics  Number (n = 115) Percentage (%) 

Occupation 

Farmer 32 27.8 

House wife 1 0.9 

Civil seran staff government 17 14.8 

Retired 22 19.1 

Other job 43 37.4 
Location of residence 

Urban 40 34.8 

Rural 75 65.2 
Income (USD) 

No income 5 4.30 
1 - 100 USD 7 6.10 
> 100 - 200 USD 22 19.10 
>200 - 500 USD 66 57.40 
> 500 USD 15 13.00 
Min: 0 
Max: 869.57 USD 
Mean  ± SD: 313.61± 197.91   

Insurance 

Company  1 0.9 
Government 17 14.8 
Pay by themselves 97 84.3 

Smoking 

   Yes 30 26.1 
   No 85 73.9 

Drinking alcohol 

   Yes 31 27.0 
   No 84 73.0 

Doing exercise 

   Yes 11 9.6 
   No 104 90.4 
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4.2 The information related to illness and treatment  

Regarding the table 4.2, it can be clearly that patients had IBD from 1 to 5 

years were the largest percentage with 62.6% and those from 6 to 10 years were the 

lowest one with 8.7%. The average of disease duration was 3 years (SD ± 4.2). Most 

patients were treated by Western medicines with 92.2%. Moreover, there were the 

highest percentage of patients who were treated by two methods (traditional medicines 

and western medicines) with (77.4%) and only one patient who was not treated by any 

method (0.9%). Besides, there was no patient who was treated by combination three 

methods. 

 

Table 4.2. Characteristic of illness and treatment  

Characteristics  Number (n = 115) Percentage (%) 

Duration of IBD (years)   

< 1 12 10.4 

1 – 5 72 62.6 

6 – 10 10 8.7 

>10 21 18.3 

Min: 0.25   

Max: 20 years 
Mean  ± SD: 3  ± 4.2  

Treatment by traditional 

medicines 
  

No 18 15.7 

Yes 97 84.3 

Treatment by western 

medicines 
  

No 9 7.8 

Yes 106 92.2 

Treatment by surgery   

No 113 98.3 

Yes 2 1.7 
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Table 4.2. Characteristic of illness and treatment (cont.) 

Characteristics  Number (n = 115) Percentage (%) 

Combination of treatment 

methods 
  

No treatment 1 0.90 

Traditional medicines and 

Western medicines  
89 77.40 

Traditional medicines and 

surgery 
2 1.70 

Western medicines and 

surgery 
0 0.00 

Three methods 0 0.00 

 

 

4.3 BMI, anxiety and depression, knowledge about disease and 

quality of life in patients with IBD 

 

4.3.1 BMI 

The table 4.3 reports level of BMI among 115 patients with IBD, the mean 

of BMI was 17.89 (SD = 2.02). The largest proportion of patients with abnormal BMI 

(thin) was 60.9% wheres the relatively small percentages of patients with overweight 

was 3.5%. Especially, no patients had BMI above 25 (obese).  

 

Table 4.3 Level of BMI  

Characteristics*  Number (n = 115) Percentage (%) 

BMI   

< 18.5 70 60.9 

18.5-22.9 41 35.7 

23-24.9 4 3.5 

≥ 25 0 0 

     Min: 12.89 

     Max: 24.79 

    Mean  ± SD: 17.89 ± 2.02 

  

*Base on the WHO classification in ASEAN ( 2013) 



Le Thi Thuy                                                                                                                                Results / 46 

 

4.3.2 Anxiety and depression 

Table 4.4 showed the classification of anxiety and depression in IBD 

patients.  

 

Table 4.4.  Classification of anxiety and depression among patients with IBD follows 

scores  

Classification of anxiety 

& depression 

n % 

No (25 - 44)  3 2.6 

A little (45 – 64) 52 45.2 

Quite a bit (65 – 84) 56 48.7 

Extremely (85 – 100) 4 3.5 

Total 115 100 

 

The level of anxiety and depression was calculated by the HSCL- 25 scale. 

There were two domains in this scale namely anxiety and depression. As shown in 

Table 4.5, the mean of anxiety score was 24.44 (SD= 5.26) and the mean of depression 

score was 36.32 (SD=5.40). Finally, the mean of anxiety and depression was 64.76 

(SD=10.03). 

 

Table 4.5 The mean of anxiety and depression scores in patients with IBD 

Domain of Anxiety & 

depression 

Reference 

Range 
Observed range Mean Std. Deviation

Anxiety 10 – 40 14– 38 28.44 5.26 

Depression 15 – 60 23 – 51 36.31 5.40 

Total score of HSCL 25 25-100 37- 87 64.76 10.03 

 

4.3.3 Knowledge about inflammatory bowel disease 

The knowledge about disease in patients with IBD was calculated by the 

CCKNOW scale. Table 4.6 shows that the patients with IBD ranged from 0 to 18 for 

CCKNOW. Of these patients, 65 patients (56.5%) had poor knowledge (CCPKNOW 

0–7), 11 patients (9.6%) with adequate knowledge (CCPKNOW 8–10), 20 patients 
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(17.4%) with good knowlege (CCPKNOW 11–13), and 19 patients (16.5%) with very 

good knowledge of patients-related issues in IBD (CCPKNOW ≥14). 

 

Table 4.6 Levels of knowledge of the patients with IBD presented by number and 

percentage 

Level of knowledge* n % 

Poor (0 – 7) 65 56.5 

Adequate (8 – 10) 11 9.6 

Good (11 – 13) 20 17.4 

Very good (≥ 14) 19 16.5 

  Min: 0 

  Max: 18 

  Mean  ± SD: 7.62 ± 5.03 

 

 

*Based on Selinger and colleges ( 2012) 

 

The CCCKNOW includes four domains. Follow table 4.7, the mean total 

CCKNOW-24 score was 7.62 (SD=5.03) while the mean general IBD knowledge 

score was 3.27 (SD=2.29). The mean diet of IBD score was 0.2 (SD=0.43). 

 

Table 4.7 The mean – score of knowledge about disease in patients with IBD 

Domain of CCKNOW  Reference 

Range 

Observed       

Range 
Mean SD 

General IBD knowledge 0 – 11 0 – 9 3.27 2.29 

Diet of IBD 0 – 2 0 – 2 0.20 0.43 

Medication or Treatment 

IBD 
0 – 5 0 – 5 1.77 1.34 

IBD complication 0 – 6 0 – 6 2.38 1.78 

CCKNOW-24 

(knowledge about disease) 
0 – 24 0 – 18 7.62 5.03 
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4.3.4 Quality of life among patients with IBD 

Based on quality of life score, the researcher divided it into four groups of 

quality of life, including poor, average, rather average and quite/well. Table 4.8 

presents the majority of patients had average and rather average level of quality of life 

(51.30% and 41.70% respectively).  Patients with quite/wll level of  quality of life 

accounted for the lowest percentage of 0.9% 

 

Table 4.8 Classification of quality of life among patients with IBD follows scores  

Classification of QOL n % 

Poor (0 - 25)  48 41.7 

Average (>25 – 49) 59 51.3 

Rather average (>49 – 75) 7 6.1 

Quite/Well (>75 – 100) 1 0.9 

Total 115 100 

 

The table 4.9 provided the means of quality of life score with all 

dimensions. The mean total SF-36 score was 29.54 (SD=13.91) and ranged from 2.92 

to 77.08. There were eight domains of quality, base on the average, physical 

functioning domain had the highest mean score with 48.83 (SD=18.47), while the 

general health domain had the lowest mean score with 14.22 (SD=12.71), ranged from 

0 to  65.  
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Table 4.9 The mean scores of quality of life in IBD patients 

Domain of QOL Reference 

Range 
Observed Range Mean SD 

General Health 1 – 100 0 – 65 14.22 12.71 

Physical functioning 1 – 100 0 – 90 48.83 18.47 

Physical health 1 – 100 0 – 100 21.96 29.08 

Emotional problems 1 – 100 0 – 100 15.65 23.50 

Energy- Fatigue 1 – 100 0 – 70 21.87 12.94 

Emotional well-being 1 – 100 4 – 76 28.52 12.58 

Social Functioning 1 – 100 0 – 75 40.65 17.03 

Pain 1 – 100 0 – 45 22.03 14.87 

Total scores SF-36: 

   Quality of life 

1 – 100 2.92 - 77.08 29.54 13.91 

 

 

4.4 The correlation between BMI, anxiety and depression, knowledge 

about disease and total quality of life among patients with IBD 

Before analysis the correlation between variables, the assumption was 

tested for their normal distribution. The results showed that only the data for QOL 

variable were normally distributed, whilst the data for three variables including BMI, 

anxiety and depression, knowledge about inflammatory bowel disease have skewed 

distribution. Therefore, Spearmen’rho was employed to examine the correlation of 

BMI, anxiety & depression and knowledge about disease with QOL.  

The result illustrated that BMI has positively low correlation with QOL (r 

=.345, p =.000). Anxiety and depression had negatively medium correlation with QOL 

(r=-.649, p=0.000). Knowledge about IBD was positively medium correlation with 

QOL (r=.565, p=0.000). Moreover, anxiety & depression had negatively low 

correlation with knowledge about IBD (r=-.365, p=0.000)  

Table 4.10 described that BMI, knowledge about disease, anxiety 

&depression correlated with most domains in the quality of life (p < 0.01). Only the 

general health domain was not significant correlation with BMI (p = .142). The item 

diet of IBD belonged to the CCKNOW assessed knowledge of IBD patients was not 



Le Thi Thuy                                                                                                                                Results / 50 

 

significantly correlate with vitality (energy- fatigue) and emotional well-being 

domains, which were evaluated QOL among patients with IBD. 

 

Table 4.10 Correlation between anxiety and depression, knowledge about disease, 

BMI and quality of life  

 Anxiety & 

depression 

Knowledge about 

IBD 24 items 

BMI 

Anxiety & 

depression 
1   

Knowledge about  

IBD (24 items) 
-.365**                1  

BMI -.058 .314**                 1 

QOL  -.649** .565** .345** 
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CHAPTER V 

DISCUSSION 

 

 

This descriptive correlational study was conducted to examine the 

relationship between BMI, anxiety and depression, knowledge about disease and 

quality of life among patient with inflammatory bowel disease. The chapter will 

provide a discussion of the sample demographic characteristics and the correlation of 

variables, such as BMI, anxiety and depression and knowledge about disease with 

quality of life. During this discussion the hypothesis of this study will be examined.  

.  

 

5.1. Quality of life among patient with inflammatory bowel disease 

 There were many studies researches examining health related in IBD 

patients worldwide. However, research on this topic conducted in the Asian population 

is limited. In addition, the development of a systematic educational resource or 

program management for IBD patients has remained insufficient. This study was the 

first attempt to determine how the quality of life of IBD patients correlated with BMI, 

anxiety & depression specialize knowledge about disease. Findings from this research 

were expected to use as baseline data for the development of knowledge for the 

follow-up management of IBD patients in Vietnam and further research on this topic. 

 The sample of 115 patients with inflammatory bowel disease at Bach Mai 

Hospital participated in this study.  During research period, no adverse events occurred 

and, therefore, all of 115 patients were available for data collection. 

 Considering IBD, it is necessary to limit the “quality of life” (QOL) to 

health. HRQOL was defined as the subjective assessment of a patient’s physical, 

mental and social state concerning his or her own experience of health and diseases. 

Moreover, quality of life was an important domain for measuring the impact of 

chronic diseases. Specially, the treatment goal of the IBD was to provide patients with 

high the quality of life. Health-related quality of life (HRQOL) was more specific and 
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was related to the part of the QOL that is determined by health. Measurement of the 

QOL in this study was conducted to assess QOL among patients with the SF-36 

questionnaire (Medical Outcomes Study 36 items Short-Form General Health Survey). 

It consists of 36 items that assess the impact on social, physical, and general daily 

activities that is caused by health problems such as bodily pain, general mental and 

physical health, and vitality (Ware, & Sherbourne, 1992). 

 In this study, the QOL dimension from the SF-36 questionnaire indicated 

that the mean scores of the HRQOL was 29.54 (SD±13.91). There was 41% patients 

that had the mean of score less than 25 points and more than half of patients (51.3%) 

had mid-ranged level on QOL. It can be assumed that patients with IBD had a poor 

level of HRQOL. A possible explanation is that patients with IBD suffered troubles 

from the disease such as abdominal pain, fatigue, weight loss and special loss of 

appetite (Loftus Jr, 2004). Such troubles negatively impacted on their level of 

HRQOL. In other study, Norman et al carried out QOL in two hundreds patients with 

beginning disease of the gastrointestinal and the impact of malnutrition on QOL. The 

results indicated that the QOL of IBD patients was lower when compared with patients 

suffering from liver cirrhosis. In addition, research carried out by Love et al., 

explained the poor of QOL in out-patients with IBD because the old patients had lower 

QOL than young ones (Love et al, 1992) 

 Moreover, in comparison with results form other researches, Habib (2015) 

illustrated that the mean score of QoL (57.53±23.27) was higher than this study. This 

issue was explained that there was a significant association between QOL and age (r = 

0.34, p < 0.001) (Yoo et al., 2015). In this study, the mean score of age (46.5±13.5), 

which was higher than that of Yoo el al‘s (36.4±10.90). Similarly, the results in this 

study revealed the negative relationship between age and QOL among patients with 

IBD (r = 0.448 (p < 0.01), which was higher than the result of Yoo.  

 In addition, there were more a half of patients (62.6%) had the length of 

illness from one to five years in this study. It can be explained that the duration of IBD 

influences patients’ quality of life. Finding from this study were supported by 

Japanese authors that revealed that the disease duration was the main factor 

influencing on QOL in group of 331 patients with IBD (Kuriyama et al, 2008). 
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Specifically, in the patient group with duration of disease < 5 years, the clinical 

activity index score was the most important factor affecting HRQOL.  

 On the other hand, the SF-36 scale had eight domains, each domain was 

used to assess the different problems in the life quality of patients. The result of this 

study was similar to results from the research of Mart et al (2014), which indicated the 

lowest mean score of general health and the highest one belong to physical 

functioning.  

  

 

5.2 The relationship between BMI and quality of life 

 Body mass index (BMI) was an effective parameters to assess the 

nutritional status of the patients that could result in quality of life and outcomes with 

the IBD therapies (Naik & Venu, 2012). However, the majority of BMI in this study 

was underweight (60.9%) as same as other studies (Ghoshal et al, 2008; Mijac  et al, 

2010; Mohamed-Hussein et al, 2007) that could resulted to the complication, the stage of 

disease, medical therapy (Mijac et al, 2010).  For this study, there was a significant 

correlation between BMI and QOL of the IBD patients (r = .345, p = .000), and 

domain as physical functioning (r = .351, p = .000), which was the same as research of 

Yoo and colleges (2015) (r = .25, p = .008). In addition, both of the findings from 

Capriso and colleges (1998) and Bryant colleges (2013) showed that decreased BMI was 

associated with negative health outcomes in patients with UC that also impact to their 

QOL (Kristina et al, 2006). According to the results from path analyses, explained 

31 % of psychological QoL and 41 % of physical QoL, showed that BMI and 

symptomatology’s could affect on physical and psychological QoL (Trindade, 

Ferreira, & Pinto-Gouveia, 2017). 

 

 

5.3 The relationship between anxiety& depression and quality of life 

 The findings from this study showed how anxiety and depression 

symptoms impactes on HRQOL. As expected, anxiety and depression of the patients 

with IBD resulted in moderate negative correlation with emotion well being domain 



Le Thi Thuy                                                                                                                          Discussion / 54 

 

scores in HRQOL (r=-.541, p<.01). It is also worth noting that symptoms of anxiety 

and depression, either independently or together contribute to moderate negative 

correlation with the perception of physical function(r = -.581, p<.01), physical health 

(r = -.519, p<.01). Specially, these symptoms had a strong negative correlation with 

vitality (Energy-Fatigue) domain. Despite of the differences in scale for measuring 

anxiety and depression, Freitas and colleges (2012) also showed that there was 

significant correlation between anxiety (r = -.191, p < .01) and depression (r = -.172, p 

< .01) and QOL in their study.  

Patients with chronic illnesses as IBD can experience emotional problems. 

Symptoms of IBD can emit without warning and might make such patients fell pain, 

discomfort, inconvenience, and oppressiveness. IBD patients might experience a wide 

range of different and conflicting emotions as a result of suffering from these 

conditions. Many previous studies (Faust et al, 2012; Freitas et al, 2015; Yoo et al, 

2015; Guanwei et al, 2016) showed that anxiety and depression had correlated with 

QOL among patients with IBD. The researchers have described the contribution of 

anxiety and depression variable to its deterioration, similar this study had identified 

the significant impact of IBD on HRQOL of patients.  

 On the other hand, in the study of Bessisson and colleges (2013) further 

evaluated the relationship between anxiety and depression by using various 

psychological assessment and disease activity. The researcher emphasized that the 

HRQOL correlated with anxiety (r=.51, p < .05). This result confirmed by the opinion 

of Mitchell and colleges (1998), The authors showed that IBD had a significant 

psychological effect on patients on account of fluctuating symptoms and the difficulty 

in predicting flares or exacerbations, the stigma and embarrassment of IBD symptoms 

as well as fears concerning the long term effects of progression and treatment of 

disease which can lead to anxiety and depression and other emotional problems. This 

previous study was explained the result of this study. Similarly, the research of 

Iglesias – Rey and colleges (2014) added that anxiety and depression were important 

determinants of HRQOL so that nurses should be aware of these problems in making 

nursing care plans for such patients.  
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5.4 The relationship between Knowledge about disease and quality 

of life 

An important finding of this study is that IBD patients that have more 

knowledge about disease may have better quality of life (r = .312, p < 0.01). There has 

been a rapid increase in the incidence of IBD in Asia and the developing countries 

(Ng, 2014). However, there is little data on the level of patients’ knowledge. 

Moreover, an effective program management for IBD patients and a systematic 

educational resource are still insufficiently developed. Previous studies used the 

Crohn’s disease and Colitis Knowledge Scale (CCKNOW) to evaluate the knowledge 

of IBD patients based on 4 categories: general knowledge, diet, medication, and 

complications related to IBD. By using the CCKNOW with 24 items, the study 

indicated that mean of total the CCKNOW score was (7.62) range from 0 to 18. This 

result was lower than the result of Yoo and colleges (2015) with 10.0 for UC and 8.8 

for CD. This compares well with the results from Sri-Lanka which the score of 8.0 for 

CD and 6.6 for UC (Subasinghe, Wijekoon, Nawarathne, & Samarasekera, 2010). 

 On the other hand, Hou and colleges (2015) showed that having a younger 

age at the time of diagnosis and having a university or post-graduate degree were 

higher CCKNOW score; however, there were significantly correlated between of the 

CCKNOW sub-domains, only diet knowledge and HRQOL. Moreover, the result of 

Yoo and colleges (2015) showed that information about medication, daily life were 

deemed significant in IBD patients, and from previous studies, suitable education 

could help IBD patients to use of more adaptive coping strategies (Moradkhani, 2011) 

and to improve a patients’ disease treatment and reduction anxiety (Blumenstein et al., 

2013; Moradkhani et al, 2011) that should effect to QOL. However, many patients 

with IBD lacked of knowledge in many aspects of their disease and better 

understanding of the patients’ concerns should be examined to improve adherence to 

treatment and quality of life of IBD patients (Pittetet al, 2016). So, the development of 

a systematic education can help the patients with IBD manage and cope with their 

disease throughout their longevity. Moreover, health care teams should assess the 

information needs of patients with specific groups to increase their knowledge and 

understanding the overall effects of disease on QOL.     

 



Le Thi Thuy                                                                                                                          Discussion / 56 

 

5.5 Conclusion 

 In conclusion, it could be stated that the results of this study complied with 

the concept of quality of life theory. When patients with IBD had normal BMI, well being 

psychological, and special knowledge about disease they would perceive a good QOL. 

The results of this study showed that BMI, anxiety and depression, knowledge about 

disease were correlated with QoL among patients with IBD (r = .345, p < .01; r = -.649, p 

< .01; r =.312, p < 0.01, respectively). Consequently, to improve the QOL among patients 

with IBD as well as self-management of their disease with diet, adherence medication and 

treatment, physician and nurse should provide the information about the inflammatory 

bowel disease. For the optimum goals of treatment, The IBD patients could be absent of 

symptoms, prolonged remission with better QOL.  
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CHAPTER VI 

CONCLUSION 

 

 

6.1 Conclusion of the study 

This descriptive correlation study aimed to examine the relationship 

between BMI, anxiety and depression, knowledge about disease and quality of life 

among patients with inflammatory bowel disease (IBD) who aged 19 – 76 years old in 

Gastrointestinal Department and Functional Examination Department from August to 

October, 2016. Quality of life theory was utilized as a conceptual framework of this 

study. The sample size in this study was calculated by using G*power version 3.1.9.2 

program to determine the minimum number of participants needed for co-relational 

design. The sample calculation yielded 115 patients .The research site was in the 

Gastrointestinal Department and Functional Examination Department in Bach Mai 

Hospital, Hanoi, Vietnam. 

After obtaining the ethical approval from the Institutional Review Board of 

Nursing faculty, Mahidol University and Institutional of Review Board of SMP, 

Vietnam National University, Hanoi, Vietnam. The researcher used four instruments 

including; the demographic data questionnaire, the Hopkins Symptom Checklist-25 

(HSCL-25), the Crohn’s and Colitis Knowledge Score (CCKNOW) and the SF-36 

derived from the Inflammatory Bowel Disease Questionnaire to collect data. All 

instruments were tested for their validity and reliability as clearly explained in chapter 

3.Cronbach’s alpha coefficient of the Hopkins Symptom Checklist-25 Questionnaire, 

the Crohn’s and Colitis Knowledge Score, and the SF-36: .89, .93, and .94 

respectively. The sample of 115 patients was selected according to the inclusion 

criteria. The researcher collected data by herself from 8.00 am to 5.30 pm every day 

until the sample reached the target of sample size. For each participant the researcher 

spent 30 to 45 minutes on interviewing and collecting some data from their patients’ 

medical records. During data collection, there were no adverse events among the 
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sample. All sample recruited in the study remained throughout the study process with 

no attrition. 

Data analysis was conducted by using SPSS computer program. The 

descriptive statistics were used to describe general information and study variables, 

including BMI, the knowledge about disease, anxiety and depression and quality of 

life. The assumption of Speaman’s rho Product Moment Correlation was tested and it 

was found the distribution of data for all variables was non-parametric. Accordingly, 

Spearman’s rho was used to examine correlation between BMI, the knowledge about 

disease, anxiety and depression, and quality of life among patients with IBD. 

The findings are summarized as follows:  

In the sample of 115 patients, there were 61.7 % of female 38.3 % of male 

with the ages ranged from 19 to 76 years. The mean age was 46.50 (SD = 13.50 

years). The most prominent age group was more than 50 years old with 34.80%. Most 

of the patients lived in rural areas (65.20%), were married (92.20%) and paid 

treatment by themselves (84.30%). 

The percentage of 62.60% patients suffered from IBD from 1 to 5 years 

and 8.7% had IBD from 6 to 10 years. More than half of total patients (60.9%) had 

BMI less than 18.5 and the mean of BMI was 17.89 (SD = 2.20), which was less than 

normal index of BMI. The majority of patients experienced a little and quite a bit 

anxiety and depression (45.20% and 48.70%, respectively).  The mean scores of 

anxiety and depression were 64.76 (SD ± 10.03). Most of the patients had knowledge 

about inflammatory disease was low with the correct question about disease less than 

8 score (60%).  

Regarding quality of life among patient with IBD, more than half of 

patients had average level of quality of life (51.30%) and there was only one patient 

that had quite level of quality of life (0.9%). 

BMI had low positive correlation with quality of life (r = .345, p = .000), 

anxiety & depression had medium negative correlation with quality of life (r = -.649, p 

=.000). Knowledge about disease had medium positive correlation with quality of life 

(r = .603, p =.000). Moreover, anxiety and depression had low negative correlation 

with knowledge about disease (r = -.381, p = .0.00). 
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 The results of this study complied with the concepts of quality of life 

theory, which argued that patients with IBD might have poor QOL. Internal factors, 

such as BMI, anxiety & depression had a relationghip with poor QOL among IBD 

patients, while the externa factor, good knowledge, positively correlated with the 

quality of life.  

 

 

6.2 Implications of Research Findings 

 

6.2.1 Implications for nursing practice 

 In order to enhance patients with IBD to optimize their quality of life, the 

following measures should be performed by nurses; 

1) Assessment patients’ quality of life by using the Short Form Health 

Survey (SF-36) during patients’ follows up visit to monitor the patients’ progress in 

their quality of life. Identify and manage the patients who have problems with quality 

of life while maintain ones who show good progress. 

 2) Assess patient’s knowledge in order to develop education strategies, and 

evaluate the impact of these in the compliance of IBD management and quality of life 

of IBD.  

 3) Improve patients’ knowledge about disease by providing them with 

knowledge  about inflammatory bowel disease to enhancing the quality of life for 

patients due to the patients manage their disease and make decisions in the improves 

patients’ disease treatment and coping methods. Knowledge about IBD is absolutely 

necessary to have advantage of daily life. 

 4) It is necessary to prepare more effective the training media methods, 

involving multidisciplinary teams and specialized nurses’ training. Develop guidelines 

to increase the skills of disease management for patients with IBD. 

 5) Provide regular assessment on patients’ anxiety and depression by using 

Hopkins Symptom Checklist -25 (HSCL -25) during patients’ follow up visit to detect 

level of anxiety and depression. Patients whose scores show that they experience 

anxiety or depression have to be referred to the specialist for holistic management. 



Le Thi Thuy                                                                                                                         Conclusion / 60 

 

 6)  For patients with low BMI, nurses should improve nutritional status of 

the patients. Moreover, programes that facilitate the improvement of the nutritional 

status for such IBD patients should be developed. 

 

 6.2.2 Implications for further study 

 1) Guidelines for clinical practice to reduce anxiety & depression via 

music, singing, and joining the IBD club should be produced based on research-based 

evidence from further research on this topic.  

 2) Clinical practice guidelines to improve quality of life among patients 

with IBD should be developed and tested for its effectiveness by using quasi 

experimental research. 

 3) The the Short Form Health Survey (SF-36) in the Vietnamese version 

should be tested in its psychometric property by using adequate numbers of patients. 

In addition, advanced statistic-factor analysis should be employed to test the 

psychometric property of SF-36 in Vietnamese context. 
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APPENDIX G 

ADDITIONAL STATISTICAL ANALYSIS 

 

 

Tests of Normality 

 Kolmogorov-Smirnova Shapiro-Wilk 

Statistic Df Sig. Statistic df Sig. 

BMI .122 30 .200* .938 30 .083 

Knowledge about 

disease 24 items 
.170 30 .027 .924 30 .035 

sum ANXIETY and 

DEPRESSION 
.072 30 .200* .975 30 .696 

Quality Of Life .187 30 .009 .800 30 .000 

*. This is a lower bound of the true significance. 

a. Lilliefors Significance Correction 
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APPENDIX H 

 

 

The correlation between BMI, anxiety and depression, knowledge about disease 

and eight domains of SF-36 scale 

Domains 

of SF- 36 scale 
BMI 

Anxiety 

and 

Depression 

Knowledge of IBD 

IBD 

complication 

General 

IBD 

knowledge 

Diet 

of 

IBD 

Medication 

or 

Treatment 

IBD 

Physical functioning .351** -.519** .421** .471** .341** .264** 

Physical health .282** -.518** .556** .605** .388** .441** 

Emotional problems .295** -.500** .536** .593** .403** .417** 

Vitality (Energy- 

Fatigue) 

.253** -.581** 
.343** .310** .074 .197* 

Emotional well-

being 

.253** -.541** 
.332** .341** .004 .235* 

Social Functioning .324** -.501** .493** .493** .301** .313** 

Pain .262** -.437** .482** .450** .221* .338** 

General Health 

 

.138 

 

 

-.581** .370** .414** .314** .262** 

*P < .05, **p <.01         
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