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Abstract: Tuberculosis is one of the oldest known diseases. Despite of modern therapies against the disease, it is 

still one of the biggest health problems of the world. One-third of the world’s population are infected with 

tuberculosis mycobacterium which is the agent of tuberculosis. In some Asian and African countries, this rate is 

more than 50 percent. Therefore, tuberculosis is the cause of human beings’ death more than any other infectious 

disease. In the past, it was believed that by utilizing effective treatments and controlling the disease symptoms, the 

physician could provide the patient with desirable conditions. Evidence; however, has showed that is not just related 

to controlling the symptoms because the first step in improving tuberculosis patients is to figure out their life quality 

and its related factors. In this regard, the present study was aimed at determining life quality of pulmonary 

tuberculosis patients and its relation with individuals’ characteristics so that the results can be utilized in programs to 

enhance the life quality of patients suffering from tuberculosis. Method: The study is a descriptive-analytic 

research. Participants are consisted of all pulmonary tuberculosis patients who have referred to the study milieu, i.e. 

medical centers in Kurdistan province. To conduct the study, first based on census, purpose, and accessibility 

researchers selected research environments. Then researchers were explained about the research and they attended 

the assigned places. Afterwards, permission and consent were gained from the centers and necessary explanations 

were given and participants were chosen and require data were collected through a purpose-based questionnaire and 

interviewing with 122 individuals. Instruments like the standard questionnaire of QOL-SF 36 and a 12-question 

questionnaire of individual characteristics were utilized to collect the data. Collected data were analyzed using SPSS 

14.5 software. Results: Findings of the study showed that 44.3 percent of patients lived in the town, 61.5 percent 

were female, 38.5 percent aged 41-60, 70.5 percent were married, 50.8 percent were housekeeper, 71.3 percent were 

illiterate, 34.4 percent had only one child, 90.2 percent lived in the town, and 81.1 percent smoked. The results 

showed that there was a significant relation between mental health and education (P=0.034) so that individuals with 

higher education had higher level of mental health. In the table of correlation between age and physical performance 

criteria, it is presented that general health, energy, and liveliness have inverse correlation with age so that as age 

rises, these criteria drop. Comparing mean scores, it could be concluded there is a significant relation (P=0.008) 

between life quality and living in town. Discussion: Assessing life quality in clinical psychology can lead to a closer 

relationship between the physician, the patient, and the health practitioners. Access to information on life quality can 

enhance health plans, care programs, and rehabilitation; and increase the patients’ awareness about their disease and 

health status. The present study included 122 pulmonary tuberculosis patients. The results of the study showed that 

pulmonary tuberculosis can influence life quality indices. This finding has been reported by other scholars. Due to 

the significant difference between mean scores of life quality of pulmonary tuberculosis patients in rural and urban 

areas, the disease can affect various aspects of the individual’s life. Therefore, life quality as one of the effective 

factors of patients’ health care should be given special attention because it can be a key to efficient treatment and an 

important factor in improving supportive plans and rehabilitation undertakings. 
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1. Introduction 

Tuberculosis is one of the oldest known diseases 

[1]. Despite of modern therapies against the disease, 

it is still one of the biggest health problems of the 

world [2]. At the moment, about 8.4 million people 

get infected to pulmonary tuberculosis annually. 

Every year, 1.9 million deaths are caused by 

pulmonary tuberculosis. Ninety-eight percent of all 

pulmonary tuberculosis cases and 98 percent of 

deaths out of pulmonary tuberculosis are observed in 

poor countries [3]. Therefore, pulmonary tuberculosis 

more than any other infectious diseases causes human 

beings to die [4]. Pulmonary tuberculosis associate 

with atypical symptoms in older people. These 

symptoms include unusual behavior, change in 

mental state, fever, anorexia, and weight loss. Mental 

health is not an issue merely pertinent to individuals’ 

relationship; it is also their relation with the society 

and the community in which they find their social 

role. In addition, mental health is concerned with 

social centers that direct a part of human beings’ life, 

determines lifestyle, occupation, and the way of 

happiness, stability, and society [5]. In the past, it 

was believed that by utilizing effective treatments 

and controlling the disease symptoms, the physician 

could provide the patient with desirable conditions. 

Evidence; however, has showed that is not just 

related to controlling the symptoms [6]. Life quality 

is defined as a group of characteristics which are 

valuable for the patient and resulted from feeling of 

comfort or wellbeing. It is aimed at developing 

logically keeping physical, exciting, and mental 

performance so that the individuals could save their 

ability in invaluable life activities [7]. Recently, 

scholars have focused on health-care plans that 

promote life quality of tuberculosis patients and 

improvement of these patients' life quality [8]. 

Because the first step in improving tuberculosis 

patients is to figure out their life quality and its 

related factors. In this regard, the present study was 

aimed at determining life quality of pulmonary 

tuberculosis patients and its relation with individuals’ 

characteristics so that the results can be utilized in 

programs to enhance the life quality of patients 

suffering from tuberculosis. 

 

2. Method 

The study is a descriptive-analytic research. 

Participants are consisted of all pulmonary 

tuberculosis patients who have referred to the 

medical centers affiliated to Kurdistan University of 

Medical Sciences. In order to conduct the 

investigation scholars of Kurdistan province were 

instructed over several sessions. Then they attended 

the assigned places, gained pulmonary tuberculosis 

patients' consent, and collected required data through 

a questionnaire and interviewing. The study was 

consisted of 122 patients. The questionnaire was 

composed of 2 sections. The first section contained 

12 questions about patients' demographic 

information. The second part included 36 items about 

life quality. QOL scale in form of SF_36 assesses life 

from 8 dimensions. Validity and reliability of the 

Persian version of this scale were proved in previous 

studies [9]. In this scale, each item is given a value 

from 1 to 100 and each criterion in measured by 

adding and computing mean of the individual scores. 

The more the score was close to 100, the more the 

quality of life would be [10]. Reliability of the 

instrument was confirmed through retesting ( آزمون

 The results of this test showed a reliability of .(مجدد

82%. Afterwards, collected data were inserted into 

SPSS software by the computer operator and analysis 

process was conducted. Then information gained 

from SPSS 14.5 software was recorded in a 

computer. After frequency distribution of variables 

was computed and distribution factors were 

measured. Pearson correlation coefficient, variance 

analysis tests, and کروسکال والیس test were utilized in 

order to compare means and standard deviation. 

Significance value was assigned at P < 0.05 for all of 

the tests. 

 

3. Results 

Results presented in this table(1) showed that 

there is an inverse correlation between age and 

physical performance. In other words, as age 

increases, physical performance drops. Moreover, 

there is correlation between age and criterion of 

energy and liveliness, so that as age increases, energy 

and liveliness decrease. Regarding the criterion of 

mental health, the results showed that there is a 

significant relation between age and mental health, so 

that as age grows, mental health of pulmonary 

tuberculosis patients decreases. 

 

Table 1. Correlation between Age and Life Quality 

in Pulmonary Tuberculosis Patients 
Life Quality Criterion r p 

Physical Performance 0.2 0.024 

Playing Physical Role 0.08 0.36 

Playing Emotional Role 0.13 0.14 

Energy and Liveliness .02 0.02 

Mental Health 0.11 0.2 

Social Performance 0.14 0.1 

Body Pain 0.11 0.2 

General Health - 0.18 0.038 
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Table 2. Comparing Mean Score of Life Quality in Patients Who Smoke and Those Who did not 
Smoking N Mean and SD Difference average on level 95% t p 

Yes 23 60±22.2 3.4 

(-6.1: 13) 
0.7 0.4 

No 99 56±20.5 

 

Table 3. Comparing Mean Score of Social Performance Criteria in Terms of the pulmonary tuberculosis patients' 

Gender 
Life Quality Criteria Gen N Mean and SD Difference average on level 95% t p 

Social Performance 
F 75 59±22.4 -5.8  

(-15: 3.3) 
1.2 0.2 

M 47 64.8±26 

 

4. Discussion 

Life quality is a fundamental index and since it 

included several dimensions like physiological 

aspects of performance, it should be given special 

attention [11]. Measuring life quality in clinical 

studies creates a closer relationship between patients, 

physicians, and health practitioners. Assessing life 

quality in clinical psychology can lead to a closer 

relationship between the physician, the patient, and 

the health practitioners. Access to information on life 

quality can be enhance health plans, care programs, 

and rehabilitation; and increase the patients’ 

awareness about their disease and health status [12]. 

In the past, it was believed that by utilizing effective 

treatments and controlling the disease symptoms, the 

physician could provide the patient with desirable 

conditions. Evidence; however, has showed that is 

not just related to controlling the symptoms [6]. 

The present study was conducted on 122 

pulmonary tuberculosis patients. The results showed 

that pulmonary tuberculosis could affect life quality 

indices. Other studies have also proved the same 

finding [13]. There has been a growing interest in 

studies of life quality since 20 years ago [14]. In the 

present study, the results showed that 61.5 percent of 

the patients were female and 38.5 percent were male. 

In Monjamed’s study, most participants were also 

female. This hypothesis can be derived that women 

are more prone to tuberculosis in the lower lung due 

to costal type breathing [15]. WHO has reported that 

higher chance of pulmonary tuberculosis in women 

compared to men has been observed only in some 

Eastern Mediterranean countries such as Iran, 

Afghanistan, and Pakistan. In other countries, men 

are more prone to the disease. This point is 

interesting and needs to be considered in future 

research [16]. Regarding the patients’ age, the results 

showed that 38.5 percent of the patients aged 41-60 

and 33.6 percent were over 61, so that standard 

deviation for participants’ age was 51.71±18.13 

years. In Mortazavi Moghadam’s study, mean age 

was 55.15±19.349 [17]. Moradi writes: mean age of 

pulmonary tuberculosis patients was reported to be 

47.1 and in Semnan the maximum age was 65. This 

figure was 39.6 in Shiraz. In the years 1997-1998, in 

Arak mean age of male and female patients were 

respectively 56.6 and 54 (64.6% in rural regions and 

47.6 % among urban residents.) and the maximum 

age was reported to be 50 [16]. In other studies, most 

cases of disease have been observed in age group of 

over 60 and then in 31-45 [18]. In Ayatollahi’s study, 

most cases of the disease were observed among age 

group of over 60 and then in 31-45 [19]. Other 

studies have also reported the same findings [20 & 

21]. In the past, tuberculosis among young 

individuals formed most cases of the disease. With 

improvement in health status, nowadays mean age of 

the patients is higher. The disease is observable 

among individuals with immunosuppression in some 

countries [22]. 

The study showed that 70.5 percent of the 

patients were married, 50.8 percent were 

housekeepers, 71.3 percent were illiterate, 34.4 

percent had one child, and 35.3 percent had 3-4 

members in their family. Some of the effective 

factors in tuberculosis occurrence in society are 

unawareness, illiteracy, and as a result indocility of 

the individuals [23]. Most pulmonary tuberculosis 

patients, i.e. 90.2 percent, lived in towns. In a study 

conducted in Shiraz in 1999-2000, rate of 

tuberculosis occurrence in rural and urban regions 

was reported to respectively be 11.1 and 5.6 

individuals per every 1000 people [24]. In his study, 

Moradi concluded that in most developed countries 

and some developing ones, tuberculosis occurrence 

has a higher rate in rural areas. High rate of 

tuberculosis in towns of Kurdistan province seems to 

be as a result of reasons such as active provision 

health care to rural residents, early diagnosis of 

tuberculosis cases in the past, relative improvement 

of rural people’s economic status compared to the 

past, unfavorable condition of the outskirts, density 

and heterogeneity of population in towns and higher 

possibility of contact with infected individuals. It can 

also be as a result of inefficiency of urban health 

systems in diagnosing new tuberculosis cases [16]. 

The present study showed that a maximum of 

81.1% of pulmonary tuberculosis patients did not 
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smoke. The results showed that the maximum 

duration of infection was less than 6 months and 

medicine consumption duration was less than 6 

months in 82.6% of the cases. In their study 

conducted on myocardial infarction patients, Bagheri 

et al. showed that there is a significant relation 

between infection duration and life quality, so that 

patients with longer infection duration had higher life 

quality [25]. 

The results showed that 15.6 percent of 

pulmonary tuberculosis patients’ family members are 

also infected with the disease. According to the 

statistical results and tables of comparison between 

mean scores of life quality in terms of the 

individuals’ education, it was concluded that there is 

a significant relation between mental health and 

education level. In other words, individuals with a 

higher education had more favorable mental health. 

Monjamed’s study also proved a significant relation 

between life quality and education level; as education 

level increases, life quality enhances. This is due to 

awareness of the importance of the treatment 

methods, correct consumption of medicine, and 

control of other factors affecting the disease [26]. In 

other studies, statistical Kruskal-Wallis test was 

applied to show a significant difference between 

education level and physical performance, physical 

role play, body pains, energy and liveliness, and 

mental health [13]. The results of Taylor’s study also 

showed that literate people’s life quality is higher 

than that of the illiterate [27]. In addition, non-

parametric Kruskal-Wallis test showed no significant 

relation between marriage status and life quality 

indices. Monjamed’s study; however, showed that 

there is a significant relation between marriage and 

life quality since couples can affect each other’s 

health, diet, and treatment. In the present study, all 

divorced patients had unfavorable life quality and a 

significant relation between life quality and marriage 

was observed [26]. 

Moreover, the results presented in Table 1 

showed that there was an inversed relation between 

age and physical performance index. In other words, 

physical performance decreases with age. It also 

showed that there is correlation between age and 

energy and liveliness; i.e. energy and liveliness 

decreases with age. There was a significant relation 

between general health and age, i.e. general health 

drops with age, which is in agreement with 

Monjamed’s study. She has stated that age could 

influence life quality [26]. Therefore, life quality of 

Patients with chronic diseases drops with age. 

Moreover, in a study it was showed that older 

patients had lower life quality [28]. In Taylor’s study, 

a significant statistical relation was reported between 

age and life quality, so that as the patient is younger, 

his/her life quality is higher [27]. The results 

presented in Table 1 proved no significant relation 

between life quality and family traits. According to 

the results, there was no significant relation between 

gender and life quality. This finding is in line with 

that of Monjamed’s study [26]. 

In addition, according to Table 2 there was no 

significant relation between life quality and smoking. 

However, in another study, Kruskal-Wallis test 

proved a significant relation between smoking and 

physical performance, so that smoking patients had 

lower physical performance compared to those who 

smoked [13]. Smoking has harmful effects of the 

individuals’ health, especially their physical health in 

short and long runs and it leads to low life quality 

[29]. Lee et al. believe that smoking and alcohol 

consumption among older people are not because of 

health promoting plans in society. However, it is due 

to the fact that present health state is low [30]. 

According to the table of comparing mean scores of 

life quality, a significant relation (P=0.008) was 

observed between life quality of residents of rural 

and urban areas. Moreover, there was a significant 

relation between place of residence and life quality 

(P=0.031) and body pain (P=0.008). In Pourkakhaki’s 

study, statistical Mann-Whitney test proved a 

significant difference between pulmonary 

tuberculosis patients residing in rural and urban 

region in terms of all dimensions of life, so that 

pulmonary tuberculosis patients living in rural areas 

had lower scores of life quality [13]. Since there is a 

significant difference between mean scores of 

patients living in rural and urban regions, pulmonary 

tuberculosis can affect various aspects of the 

individual’s life. Therefore, life quality should be 

given special attention as one of the most effective 

factors in patients’ treatment because it is a key to 

effective treatment and an effective element to 

improve supportive plans and rehabilitation 

undertakings. 

 

5. Conclusion 

WHO considers life quality as a multi-

dimension concept and defines it as, “the individuals’ 

understands of their life status according to the 

culture, value systems, and their relation with 

purposes, expectations, interests, standards and life 

experiences.” This definition has various dimensions 

that affect physical health status, mental state, 

independence, social relationships, and individual 

believes [31]. Access to information on life quality 

can also be effective in health plans, care programs, 

and rehabilitation [12]. Pulmonary tuberculosis is one 

of the two known mycobacterium diseases. 

According to the statistics provided by WHO, there 

are 8 million new cases of pulmonary tuberculosis 
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every yea [32 & 33]. Rate of pulmonary tuberculosis 

occurrence has increased in developed countries in 

the last two decades; and in developing countries it 

has had a high occurrence [34]. Iran ranked the 17
th

 

country regarding infection to pulmonary 

tuberculosis in 1998. Due to importance of 

pulmonary tuberculosis, WHO has introduced it as a 

health emergency [35]. Since the first step in 

improving tuberculosis patients is to figure out their 

life quality and its related factors. In this regard, the 

present study was aimed at determining life quality of 

pulmonary tuberculosis patients and its relation with 

individuals’ characteristics so that the results can be 

utilized in programs to enhance the life quality of 

patients suffering from tuberculosis. 
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