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Abstract. A comprehensive approach to the management of arterial hypertension and
abdominal obesity should include both pharmacological therapy and psychosocial support.
Educational programs aimed at informing patients about the severity of the disease and the
necessity of adhering to all medical recommendations play a crucial role. Improving quality of
life and enhancing patient adherence to treatment require comprehensive and individualized
interventions

Objective: To assess the influence of socio-demographic and behavioral factors on
health-related quality of life (HRQoL) in patients with coexisting arterial hypertension and
abdominal obesity.

Material and Methods: A cross-sectional study included 101 patients (mean age 54.5 *
1.02 years; 19 men, 82 women) registered at the Clinical-Diagnostic Center of Khoja Akhmet
Yassawi International Kazakh-Turkish University. Inclusion criteria were adults aged >18 years
with physician-diagnosed arterial hypertension (>140/90 mmHg) and abdominal obesity (waist
circumference >102 cm for men, >88 cm for women). Anthropometric measurements, blood
pressure, and HRQoL were assessed using the SF-36 questionnaire. Data were analyzed using
descriptive statistics, Mann—Whitney U, and Kruskal-Wallis tests in SPSS 29.0.

Results: Women had lower scores than men in Role Physical (RP) and Role Emotional
(RE) domains. Married participants showed reduced scores in General Health (GH), Vitality
(VT), Social Functioning (SF), and Mental Health (MH). No significant differences were
observed regarding educational level or occupation. Behavioral factors, including low physical
activity and smoking, were associated with lower HRQoL in specific domains.

Conclusion: Socio-demographic and behavioral factors significantly impact HRQoL in
patients with coexisting hypertension and abdominal obesity. Women and married individuals
demonstrated lower quality-of-life scores in several physical and mental health domains,
emphasizing the importance of targeted lifestyle and psychosocial interventions.

Keywords: Arterial hypertension, abdominal obesity, HRQoL, socio-demographic
factors, lifestyle, SF-36.

ApTepusAIbIK rUNepTeH3usACHI MeH a0JOMHHA/IB/ABI CeMi3/Iiri Kocap/iacKaH HayKacTapja
d/IeyMeTTiK-eMorpadusi/ibIK (hakTop/iap/blH 6Mip CYPy canacbIHbIH ieHreliHe
0aii/IaHBICTHI 0aFa/TaHybI
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AHjaTna. ApTepuUs/bIK TUTIEPTeH3UsT MeH a0ZioMUHAMbABI CeMi3/IiKTI eMey IiH KelleH i
TOCU/IL [9PU/IIK TepanusiHbl Jja, TICUX03/IeyMETTIK KOJiJayZbl Aa KaMmTybl Kepek. [laijueHtrepre
aypyZblH, aybIpJbIFbl KoHe AopirepsiH OapsblK YCHIHBICTAPbIH OPBIHJAY KaXKeTTiiri Typasibl
xabapgap Oosyra GarbITTanFaH OiiM Oepy OarjapiaManapbl MaHbI3AbI PeJ aTKapazbl. OMip
CYPY CaracblH >KakCapTy >KoHe HayKacCTap/blH eMJeyre YMTBUIbICHIH apTThIPy KelleH[i JKoHe
JKeKeJIeH/|ipi/iTeH 11apasap/bl KakeT eTef,.

MakcaTel: Kocapsiac apTepusiiblK THUTIEPTEH3Us >KoHe abJOMHHA/IbABI cemisfiri 6ap
HayKacTapZia o/ieyMeTTiK-AeMorpadusisiblK >KoHe MiHe3-KY/IBIKThIK (haKTop/ap/blH, emipre
KatbIcThl carackiHa (HRQoL) acepin 6aranay.

Martepuan >xaHe apicrepi: 3eprrey 101 HaykacTsl KamThbIAbI (OpTa »ac 54,5 + 1,02; 19
ep, 82 aiten), onap Koxka Axmer flcayu artbiHfarbl XKTY KiHMHUKaNbIK-IUarHOCTUKABIK,
opTanbiFbiHAA TipkenreH. Katbicy KpuTepuiiiepi: 18 >kacTaH ackaH epecek ajamjap, A9pirep
TaralbIHAAFaH apTePUSUIBIK, TUTIepTeH3us (>140/90 MM CbIH. OaF.) >kaHe abJOMUHAJIBABI CEMi3/iK
(epnepme Gen abtHanmbiMbl >102 cMm, otiengepae >88 cm). HaykacTap/plH aHTPOIIOMETPUSLIBIK
KOPCEeTKIIlTepi, KaH KbIChIMbI ©JILIEeH/i >koHe eMip camacbkl SF-36 cayasHamachl apKbLIbl
OaramaHabl. MasliMeTTep curaTTaMasbl CTaTUCTUKA, MaHH—YutHu U >keHe Kpacken—Yommc
TecTTepi apkplIbl SPSS 29.0 GarmapiamMachiHaa OHEI.

Hatwxkenepi: Oliensepse epsiepre Kaparanaa Penjik ¢usukanbik KbismeT (RP) >kaHe
OMoloHanablK penik 1ekreynep (RE) cananapbiHla TOMeHIi KOpCeTKIllITep aHbIKTaJZbl.
Yiinenren kateicywbiiapaa Kanmbel geHcaynislk (GH), OwmipmeHgik, ceprektik (VT),
oOneyMmeTTiK yHKIMOHaNABLIBIK (SF) koHe INMcuxukanblk caynblk (MH) canmanapbiHzia TeMeH
Oaramap Tipkenzi. BinmiM geHrelii MeH KbI3MeT Typi OOWBIHIIIA CTAaTUCTHKAIbIK MOH/IIIIK
OaiikaMagpl. Temeki 1iery MeH TeMeH (U3UKaabK, OenceHimiK Kelbip ewmip camackl
casasapbiHbIH TOMeH/leyiHe bIKIIasl eTTi.

KOpBITBIH/BL: O/leyMeTTiK-eMorpadUs/IbIK KaHe MiHe3-KY/IbIKTHIK (pakTopsiap KocapJjac
apTepUsI/IbIK TUTePTeH3Uss MeH ab/oMUHa/IbJbl CeMi3firi 6ap HaykacTapJa ewip carmachiHa
efleyni acep erefi. OHengep MeH YH/IeHreH KaTbICyIlbiiap OipHellle (QU3MKaANBIK >KoHe
TICUXUKANbIK Cajafap/ia TeMeHTi KepceTKilmiTepre ue 0omgel, Oy1 eMip caaThl MeH
TICUX03/IeyMeTTIK  (pakTop/iapAbl eCKepeTiH MakCaTThl —apasacy/apJblH  MaHbI3/bUIbIFbIH
KepceTes.

Tyuin ce3aep: ApTepUs/IBbIK TUIepTeH3us, abgoMmuHambAbl ceMi3mik, HRQOoL,
dneyMeTTik-AeMorpadusibik GakTopaap, emMip cantei, SF-36.

OueHKa BJIUAHUSA COLlUAIbHO-/jeMorpaduuecknx ¢akTopoB Ha ypOBeHb KauecTBa XU3HH Y
MAI[HEeHTOB C COUETAHHON apTepua/IbHON rMNepTeH3ueld U a0JOMHUHA/TBHBIM 0)KHPeHHEM

Kypaiioepren H.A., Hycka6aeBa I'.O., Aiigap6ekoBa /I.H., Capyapos E.F.
Me)xayHapoHbIM Ka3axCKO-TYpeLKUM YHUBepCUTeT MMeHU Xo/pka Axmes flcaBu,
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AnHotanusa. KoMIIeKCHbIM MOAXOZA K JIEYeHHWIO apTepUaJbHOM THUIePTeH3UH |
abZloMMHa/BHOTO OKUPEHMsl [IOJDKeH BK/IIOUaTh KaK Me/IMKaMeHTO3HYH0 Teparuvio, TaK U
TICUXOCOLMA/IbHYI0  TIoA/epKKy. OOpa3oBaTenbHble  TIPOrpaMMbl,  HamnpaB/eHHble — Ha
uH(pOpMHUpPOBaHHe MAaleHTOB O TsHKecTH 3abosieBaHMsI U HeOOXOAMMOCTH COOMIO/eHHsT BCeX
peKOMeH/jaliiil Bpaya, WIrparT BaKHYIO poJib. [loBbIllIeHHMe KauyecTBa >KU3HU U YKpeIlJeHHe
NIPUBEP)KeHHOCTH TIAL{MEHTOB JIeYeHUI0 TPeOYIOT KOMILIEKCHBIX W MHIMBUJYa/JIN3UPOBAHHBIX
MepOIPUSTUH.
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Llenb: OLeHUTh BAWsSHUE COLMaIbHO-AeMorpaduueckrx 1 MmoBejileHYeckux (hakTopoB Ha
roKa3aTe/Jl KaueCTBa >KM3HH, CBg3aHHbIe co 370poBbeM (HRQoL), y maineHTOB € coueTaHHOU
apTepyasbHOU TUIepTeH3relt U ab/JOMUHATbHBIM O’KUPEHHEM.

Marepuansl U Metofbl: Kpocc-cekijoHHOe wuccnefoBaHve BkKatouasio 101 manueHTa
(cpepuuii Bo3pact 54,5 + 1,02 roza; 19 mMyKuumH, 82 >KeHII[MHBI), 3aperMCTPUPOBAHHBIX B
KnvHuKo-iuarHocTuueckoM LieHTpe MeXXAyHapoJHOTO Ka3axCKO-TYPeLKOro yHUBepCUTeTa
vMeHu Xomku Axmera flcaBu. Kputepuu BKIrOueHUs: B3poc/ble >18 jieT C yCTaHOBIEHHOM
BpPAuOM apTepuasbHOW rurepreH3uei (>140/90 MM pT. CT.) U abAOMHUHAIBHBIM OXKUPEHHEM
(okpyxkHOCTH Tamuu >102 cM y MyXuuH, >88 M y IKeHIIUH). W3mepsuch
aHTPOIOMeTPUYeCKHe MoKasaTesiv, apTepuaabHOe [jaB/ieHue, a KaueCTBO XKU3HU OL|eHUBAJIOCh C
rnomoinbio aHkeTbl SF-36. [laHHble aHa/JIW3UPOBA/IMCh C MCIOJ/Ib30BaHUWEM OIUCaTe/IbHON
CTaTUCTUKHU, TecTOB MaHHa—YutHM U u Kpackesnia—Yosmca B SPSS 29.0.

PesynbTaThl: Y JKEHILUH T0 CPaBHEHWIO C MY)XUWHaMu Habmrogamuck Gosiee HU3KMe
nokasarenmu B JoMeHax PoneBbie ¢usnueckue ¢yHkiuu (RP) u PoseBbie 3MOlIMOHa/BHBIE
orpannuenusi (RE). JKeHaTble/3aMy>KHHe yUaCTHUKH UMeJId CHW>KeHHbIe TIoKa3aTesyd B JoMeHaX
O6ee 3mopoBbe (GH), JKusnennas sHeprust (VT), CouuansHoe dyHKIMoHUpoBaHue (SF) u
[Tcuxnueckoe 3a0poBbe (MH). CTaTHCTHUECKH 3HAUMMBIX Pa3/IMuKii TI0 YPOBHIO 00pa30BaHUs U
npoecCHOHANLHOM JIesTe/IbHOCTU He BbisiB/ieHO. KypeHue v HU3Kas (y3nueckas akTUBHOCTD
ObUTH CBsi3aHbI C YXy/IlIIeHHeM KaueCTBa KU3HH B OT/Ie/IbHBIX JOMeHax.

BreiBoz: CoruanbHo-AeMorpadyyeckie U ToBefieHUeCKre (aKTOpbl CYIeCTBEHHO
B/IMSIOT Ha KaueCTBO JKU3HU TIAlIMEHTOB C COUeTAHHOW apTepuasibHOW TuIepTeH3ueld u
abJOMUHa/TLHBIM OKUpeHHeM. JKeHIIUHBI U JKeHaThle YYaCTHHUKHU TIPO/IEMOHCTPHUpPOBau Oosee
HU3KMe T0Ka3aTelu B HEeCKOJIbKHUX (PU3MYeCKMX U TMCUXUYEeCKUX JOMeHax, YTO MoJ4YepKUBaeT
HE0OXOUMOCTh 1]e/IEBbIX BMeEIIATeNbCTB, YUUTHIBAIOLIUX 00pa3 >KU3HU U TICUXOCOI[HA/IbHBIE
(hakTopkI.

KrwueBblie c/ioBa: AprepuarnbHasi TUNepTeH3us, abzoMuHamibHoe oxxupenre, HRQoL,
colanbHO-AeMorpaduueckre dhakTopbl, 00pa3 xusHu, SF-36.

Introduction

Arterial hypertension and abdominal obesity are interrelated pathological conditions that
significantly increase the risk of cardiovascular diseases. The combination of these two factors
substantially affects patients’ quality of life and their adherence to treatment [1]. These
conditions require long-term therapy and strict compliance with treatment regimens, which often
pose challenges for patients [2]. Treatment adherence encompasses consistent follow-up with
medical recommendations, timely medication intake, and maintaining prescribed diet and
physical activity levels [3]. In patients with hypertension and obesity, quality of life is frequently
compromised due to the chronic nature of therapy, medication side effects, psychological
barriers, and economic constraints. Moreover, low motivation and lack of support from family or
healthcare providers can negatively influence adherence [4]. Several factors influence both
treatment adherence and quality of life in these patients:

- Social and economic factors — financial accessibility of medications and healthcare
services, support from family and friends.

- Psychological factors — low motivation, stress, and depression may reduce adherence.

- Physical factors — obesity and related limitations may hinder the ability to follow
lifestyle and physical activity recommendations.

A comprehensive approach to treating arterial hypertension and abdominal obesity should
include both pharmacotherapy and psychosocial support [5]. Educational programs that raise
patient awareness about disease severity and the importance of following medical
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recommendations play a crucial role. Improving quality of life and enhancing treatment
adherence require comprehensive and individualized interventions [6]. Therefore, the objective
of this study is to determine the level of quality of life in patients with arterial hypertension and
abdominal obesity in relation to socio-demographic factors.

Material and methods. The study employed a single-stage cross-sectional design and
was conducted among 101 residents of Turkistan city (mean age: 54.5 + 1.02 years), including
19 men and 82 women. Each participant provided written informed consent prior to enrollment.

The primary population consisted of individuals registered at the Clinical-Diagnostic
Center of the International Kazakh-Turkish University named after Khoja Akhmet Yassawi who
participated in the study between 2012 and 2014. Out of 938 patients during that period, 56 had
deceased, 130 had relocated to other cities or countries, and 200 declined participation. The
remaining 552 individuals were contacted via telephone with the assistance of their primary care
physicians using the electronic health records database. Clinical and laboratory assessments were
conducted at the university’s research and diagnostic laboratories, as well as at the “KDL
Olymp” clinical diagnostic laboratory, and participants completed questionnaires. All collected
data were subsequently processed statistically.

Inclusion criteria were: adults aged 18 years or older; physician-diagnosed arterial
hypertension (>140/90 mmHg); abdominal obesity (waist circumference >102 cm for men, >88
cm for women); and voluntary agreement to participate.

Exclusion criteria included: secondary hypertension; severe chronic conditions
(oncological diseases, kidney failure, class IV heart failure); psychiatric or cognitive disorders;
and pregnancy or lactation.

From the 552 eligible respondents, 101 participants meeting the inclusion criteria for
arterial hypertension and abdominal obesity were selected for the final study sample.
Anthropometric measurements (height, weight, waist and hip circumferences), blood pressure
readings, socio-demographic characteristics, and health-related quality of life (assessed using the
SF-36 questionnaire) were collected. All data were entered into an electronic database (Excel) to
create a unified dataset.

As shown in Table 1, the participants’ mean age was 54.5 + 1.02 years. The sample
comprised predominantly women (81.2%), individuals with higher or incomplete higher
education (65.3%), civil servants (59.4%), and married respondents (93.1%). Among the
participants, overweight and obesity were observed in 26.7% and 57.4%, respectively, and
94.1% exhibited elevated waist circumference.

Table 1. Socio-demographic characteristics of study participants (n=101)

. abs. val. o
Variables n=101 %o

Gender Men 19 18,8
Women 82 81,2
up to 40 years old 10 9,9
Ace between 40-49 years old 18 17,8
8 between 50-59 years old 27 26,7
between 60-69 years old 46 455
. high/unfinished high 66 65,3
Education level average/below average 35 34,7
civil servant/educator 60 59,4

Occupation type unemployed (able to work or unable to
. : 41 40,6

work)/housewife/retired
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. Married 94 93,1
Marital status unmarried/divorced/single 7 6,9
Waist circumference Normal 6 5.9

High 95 94,1
Body mass index normal weight 16 15,8
Overweight 27 26,7
obesity (I, II, III degrees) 58 57,4

The distribution of the collected data was assessed using descriptive statistics, quantile
plots, histograms, and tested with the Kolmogorov—Smirnov and Shapiro-Wilk tests. For
normally distributed variables, values are presented as mean (M) + standard deviation (SD).
When comparison groups deviated from a normal distribution, central tendency was expressed as
the median (Me) with 25th and 75th percentiles. Non-parametric methods were applied for
statistical analysis: the Mann—Whitney U test was used to compare two independent groups,
while the Kruskal-Wallis test was employed for three or more groups.

Statistical analyses were performed using the licensed version of SPSS 29.0. Statistical
significance was set at p < 0.05 for all hypothesis testing.

Results. In accordance with the third objective of our study, the analysis examined the
impact of socio-demographic characteristics—such as age, sex, educational level, occupation,
and marital status—alongside key behavioral risk factors, including smoking, alcohol
consumption, and low physical activity, on the quality of life of respondents with coexisting
arterial hypertension and abdominal obesity.

For non-normally distributed variables involving three or more groups, the Kruskal—
Wallis test was applied, and no statistically significant associations were found between these
variables and the quality-of-life scales (Table 2).

Table 2. Comparison of age and SF-36 questionnaire scales

SF-36 scales p-value related on Age
Physical Functioning (PF) 0,621
Role Physical (RP) 0,743
Bodily Pain (BP) 0,857
General Health (GH) 0,946
Vitality (VT) 0,753
Social Functioning (SF) 0,853
Role Emotiona (RE) 0,475
Mental Health (MH) 0,965

During the study, the Mann—Whitney U test was initially applied to compare two
independent variables due to the non-normal distribution of the data. Based on Table 3, the
results indicated that, relative to men, women demonstrated statistically significant differences in
quality-of-life domains assessed by the SF-36 questionnaire, specifically in Role Physical (RP)
(p = 0.049) and Role Emotional (RE) (p = 0.034).

Table 3. Comparison of gender and SF-36 questionnaire scales
38
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SF-36 scales p-value related on Gender
Physical Functioning (PF) 0,089
Role Physical (RP) 0,049
Bodily Pain (BP) 0,359
General Health (GH) 0,724
Vitality (VT) 0,318
Social Functioning (SF) 0,560
Role Emotiona (RE) 0,034
Mental Health (MH) 0,692

As presented in Table 4, marital status was significantly associated with several SF-36
quality-of-life domains among respondents. Married participants exhibited statistically
significant differences in General Health (GH) (p = 0.028), Vitality (VT) (p = 0.014), Social
Functioning (SF) (p = 0.005), and Mental Health (MH) (p = 0.026). This finding indicates that,
within the group of respondents with arterial hypertension and abdominal obesity, married
individuals displayed lower scores in mental health-related domains compared to physical health
components.

Table 4. Comparison of marital status and SF-36 questionnaire scales

SF-36 scales p-value related on Martial status
Physical Functioning (PF) 0,814
Role Physical (RP) 0,721
Bodily Pain (BP) 0,941
General Health (GH) 0,028
Vitality (VT) 0,014
Social Functioning (SF) 0,005
Role Emotiona (RE) 0,851
Mental Health (MH) 0,026

No statistically significant associations were observed between educational level and
quality-of-life scores among participants with arterial hypertension and abdominal obesity (Table
5).

Table 5. Comparison of educational level and SF-36 questionnaire scales

SF-36 scales p-value related on Educational level
Physical Functioning (PF) 0,799
Role Physical (RP) 0,477
Bodily Pain (BP) 0,373
General Health (GH) 0,783
Vitality (VT) 0,600
Social Functioning (SF) 0,365
Role Emotiona (RE) 0,750
Mental Health (MH) 0,903

A similar pattern was observed for occupation, with no statistically significant association
between occupational status and quality-of-life scores (Table 6).
Table 6. Comparison of occupational status and SF-36 questionnaire scales
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SF-36 scales p-value related on Occupational status
Physical Functioning (PF) 0,244
Role Physical (RP) 0,779
Bodily Pain (BP) 0,260
General Health (GH) 0,687
Vitality (VT) 0,389
Social Functioning (SF) 0,833
Role Emotiona (RE) 0,776
Mental Health (MH) 0,617

Discussion. The analysis of coexisting arterial hypertension and abdominal obesity is of
increasing importance due to the rising global prevalence of these conditions. Arterial
hypertension represents a significant public health challenge, with prevalence increasing with
age: approximately 7% of individuals under 30 years and 53% of those over 70 years are
affected [7]. Non-communicable diseases (NCDs), including cardiovascular diseases and
diabetes, account for 41 million deaths annually, representing 74% of all deaths worldwide [8].
Abdominal obesity is closely associated with these conditions, contributing to various metabolic
disorders such as hypertension, diabetes, and cardiovascular disease, and adversely affecting
health outcomes [8].

Abdominal obesity is characterized by excessive fat accumulation in the abdominal
region and is a more accurate predictor of cardiovascular risk than general obesity determined by
body mass index (BMI) [8]. Waist circumference, assessed according to sex-specific thresholds,
is a standard measure for evaluating abdominal obesity [8]. Socio-demographic factors,
including educational level and socioeconomic status, are critical for understanding the
prevalence and management of these conditions. Research indicates that lower education levels
and socioeconomic disadvantages are associated with higher risk factors for hypertension and
obesity [9,10].

Previous studies have demonstrated that hypertension and hyperlipidemia significantly
affect health-related quality of life (HRQoL), leading to impaired physical functioning and
reduced overall well-being [11,12]. Lifestyle factors, such as low physical activity, smoking, and
dietary habits, also contribute to the prevalence of abdominal obesity and hypertension,
highlighting the need for targeted public health interventions [11,13]. Understanding these
associations is essential for developing effective strategies to improve quality of life in
populations with coexisting conditions.

Socio-demographic factors, including age, sex, educational attainment, marital status,
family income, and employment, significantly influence HRQoL in patients with coexisting
arterial hypertension and abdominal obesity. These variables substantially affect behavioral risk
factors and overall health outcomes [9,10,14]. Age is one of the most important socio-
demographic determinants of health. Studies analyzing patients with hypertension and obesity
report that the most common age group is 50-60 years, comprising approximately 59.7% of
participants [15]. This demographic group is at heightened health risk, making an understanding
of age-related health trends critical for targeted interventions.

Sex-based differences in HRQoL are observed, with women typically reporting lower
scores across multiple domains compared to men. These differences are influenced by factors
such as mental health and social relationships. Men generally exhibit higher scores in physical
and psychological health domains, while notable disparities exist in social functioning [12,16].
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These findings suggest that sex influences not only health outcomes but also social dynamics
within healthcare settings.

Educational level and socioeconomic status are associated with health outcomes and
health-related behaviors. Individuals with higher education are more likely to adopt healthy
lifestyles and exhibit lower prevalence of chronic diseases, including hypertension [17].
Economic factors, such as family income, affect access to medical resources, dietary habits, and
health management strategies [10]. Community health workers (CHWs) play a key role in
addressing these gaps by providing education and resources tailored to socio-demographic
characteristics, particularly in low-resource communities [14].

Marital status and family structure represent additional socio-demographic factors
influencing HRQoL. Single individuals or those from larger families may experience different
stressors compared to married participants. Support systems inherent to marital and family
structures significantly influence health behaviors and overall well-being [18,19].

The interplay between hypertension, abdominal obesity, and quality of life is complex
and influenced by various socio-demographic and clinical factors. Evidence indicates that
HRQoL is significantly reduced in individuals with coexisting hypertension and obesity [10,19].
These populations often report lower quality-of-life scores, underscoring the need for targeted
health interventions.

Socio-demographic characteristics such as sex, income, and lifestyle are key determinants
of HRQoL in patients with hypertension and abdominal obesity. For instance, higher family
income is sometimes associated with higher levels of abdominal obesity, suggesting that
economic status does not always predict health outcomes [20]. Age and education also play
crucial roles in shaping health-related behaviors and access to medical resources, thereby
affecting quality of life [21].

Comorbid conditions, including blood pressure, BMI, and diabetes, substantially impact
HRQoL. Individuals with coexisting hypertension and abdominal obesity are at higher risk for
cardiovascular complications, further reducing quality of life [22]. The presence of multiple
comorbidities increases physical limitations and psychological stress [8]. Understanding these
clinical conditions and their relationship with HRQoL is essential for effective management and
intervention strategies.

Lifestyle factors, such as physical activity and dietary habits, play a critical role in
managing hypertension and obesity. Sedentary behavior and poor nutrition contribute to
abdominal obesity, adversely affecting cardiovascular health and quality of life [21].
Interventions aimed at promoting healthy dietary habits and physical activity have been shown to
improve HRQoL [21-23]. Therefore, considering modifiable lifestyle factors is crucial for
enhancing health outcomes and overall quality of life in populations with these interrelated
conditions.

Studying HRQoL in patients with coexisting hypertension and abdominal obesity
provides insight into the interplay of socio-demographic, clinical, and lifestyle factors. The study
included 332 participants and assessed physical, psychological, social, and environmental
domains using the WHO Quality of Life questionnaire to evaluate HRQoL [12,19].

Analysis revealed significant sex differences in HRQoL scores, with men generally
scoring higher across all domains, particularly in social functioning, consistent with trends
observed in studies from Greece, Italy, the USA, and Oman. These differences are often linked
to women’s lower social status in male-dominated settings and societal norms [12,16,21,24].
Women in the study reported lower quality-of-life scores, potentially reflecting sociocultural
influences on mental health, self-esteem, and overall well-being [12,16].

Another notable finding was the relationship between educational level and quality of
life. Participants with lower education had higher prevalence of hypertension, which correlated
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with reduced HRQoL [25,26]. Specifically, 56% of hypertensive participants had primary or
lower education, substantially higher than in previous studies conducted in Chinese populations
[25]. This underscores the role of education in managing health conditions and improving quality
of life, highlighting the need for targeted educational interventions [25,26].

The study also examined the impact of lifestyle factors, such as dietary habits and
physical activity, on HRQoL. While sex differences in dietary quality were minimal, prior
studies have shown that female healthcare workers in Riyadh consume more fruits and
vegetables than males [12,24]. Nonetheless, overall lifestyle practices among participants raised
concerns, as poor dietary habits were prevalent and could negatively impact health in the context
of hypertension and abdominal obesity [18,21].

The primary aim of this analysis was to investigate the importance of socio-demographic
and behavioral factors related to dietary habits influencing blood pressure control. A
comprehensive model incorporating 72 variables from questionnaires, dietary recalls, and
medical records allowed for an in-depth examination of these relationships [14].

Socio-demographic and behavioral factors were self-reported via questionnaires,
including age, sex, race/ethnicity, marital status, household size, income, educational attainment,
and employment. Due to small sample sizes in certain categories, variables such as sex, race,
education, marital status, and occupation were combined to ensure statistical reliability.
Participants’ insurance status was verified through medical records [14]. Incorporating these
factors enables a deeper understanding of the effects of individual socio-behavioral
characteristics on health outcomes, particularly in populations with hypertension and obesity.

The analysis aligns with broader studies examining education and health, especially in
socioeconomically disadvantaged communities such as Richmond, Virginia. Engaging local
residents helps uncover systemic health disparities, while community members emphasize the
importance of visible role models and environmental factors in shaping health goals and
outcomes. Limited access to green spaces and healthcare resources constrains physical activity
and overall health [17].

Future research should extend these findings longitudinally to clarify causal relationships
between socio-demographic and behavioral factors and health outcomes. Such studies can
provide valuable evidence to guide policies aimed at improving HRQoL, particularly in
resource-limited regions [24]. As this study was cross-sectional, it is limited in establishing
causality, highlighting the need for further longitudinal research [27].

Conclusion: The study identified decreased health-related quality of life in specific
demographic groups and among individuals with certain lifestyle characteristics. Educational
level and occupation showed no meaningful association with overall well-being. These findings
emphasize the role of demographic and behavioral factors in shaping quality-of-life outcomes.
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