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INTRODUCTION 

Chronic illnesses are a burden for global health in terms of understanding and managing the symptoms and represent one 

of the main expenditures for healthcare organizations all over the world (WHO, 2010; European Observatory on Health 

Systems and Policies, 2010; ISTAT, 2008; CDC, 2005; Department of Health, 2005). Chronic health conditions are often 

associated with decreased affective well-being (Mehnert, Krauss, Nadler and Boyd, 1990).Several studies observed that 

chronically ill patients show low levels of self-care ability in recognizing and managing their symptoms, in taking drug 

therapies and performing recommended behaviors including diet or exercise. (Gallagher, 2010; Schnell and Hoehn,2009; 

Lerman, 2005; Department of Health, 2005; Artinian,2002; Carlson ,2001). 

With reference to the management of chronic illness, Choice responsibility, empowerment and participation are 

considered key principles in chronic illness management and available reports suggest that future health systems and 

sustainability will mainly depend on people’s ability to self-manage their chronic conditions(Regione and Lombardia, 

2014; Newman and Tonkens, 2011; Ministero and Salute, 2011; Department of Health, 2005; Wanless, 

2002).Chronically ill patients need to implement a range of specific behaviors in order to adhere to complex therapeutic 

regimes, to maintain well-being and quality of life over time, to control risks, to manage disease symptoms and to reduce 

the incidence of complications (World Health Organization, 2008 and 2005). 

People with chronic physical illness experience unpleasant and unpredictable symptoms, difficult treatment regimes, and 

drug side effects, and increasing levels of physical disability. Most Chronic diseases are common and often occur as 

comorbidities. Risk factors for chronic diseases are highly prevalent among the Indian population (Patel and Chatterji 

2011).They also face psychosocial consequences including disruptions to life goals, employment, income, relationships, 

leisure activities, and daily living activities. Psychological difficulties are extremely common in chronic physical illness 

(Rheumatoid Arthritis, Type II Diabetes Mellitus, Hypothyroidism) compared to both healthy populations and other 

chronic diseases. With the disease conscious mindset, the effective intervention of chronic diseases likes arthritis, 

diabetes and thyroid (taken in the present research paper). Subjects to the perceptions of the changes in health due to the 

disease by the patients. This became the base of the study. 

Abstract 

People with chronic physical illness live in a society that over a period of time becomes desensitized towards their problems. 

To make the situation worse, only few people understand that disease is a condition that cannot be simply controlled by 

medications and that the presence of chronic conditions markedly alters the lives of individuals and their families. The 

present research makes an attempt to review the perception of life quality on patients with chronic physical illness. We will 

be enlightening the importance of physical well-being and self-empowerment on this aspect of management, which is crucial 

for the improvement in the physical being of every patient suffering from this disease.  
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LITERATURE REVIEW  

With reference to mental health of arthritis patients reported pointed to the high levels of depression and anxiety in 

Rheumatoid arthritis patients .Therefore, it is clear that high level of anxiety and depression provide an important 

indicator of the psychological distress that Rheumatoid arthritis patients experience(Anderson ,1985).Cross-sectional 

research into arthritis and psychiatric disorders has documented significantly higher prevalence of psychiatric disorders 

among people diagnosed with arthritis compared with people diagnosed with other chronic conditions such as chronic 

obstructive pulmonary disease (Audrey, 1988). 

Pain remains the major concern for most patients with Rheumatoid arthritis .Its persistence is an important negative 

consequence of disease. (Pollard, Choy,  and Scott, 2005;Parker , Smarr , Walker, Hagglund and Anderson , 

1991;Polsky, Doshi, Marcus, Oslin,Rothbard and 2005 ).On similar note found that people with rheumatoid arthritis 

(RA) frequently suffer from compromised physical and psychological health, however, little is known about positive 

indicators of health, due to a lack of validated outcome measures (Duda, 2015).Helmick, (2008) found in research, 

Arthritis is a significant cause of disability, chronic pain and reduced quality of life, particularly for older adults. 

Prevalence rates are close to 50 % in the middle aged and older population. 

With reference to mental health of diabetes, Beeney, Bakry and Dunn (1996), found patients were distressed at the time 

of diagnosis with emotions ranging from anxiety, shock, anger, or even went into denial of suffering diabetes. When 

social relationship with peer group among diabetic patients were examined, the results revealed that diabetes group 

reported fewer friendships overall and they experienced less trust and sense of intimate friendship in love relationships 

(Jacobson, Hauser, Cole, C., Willett, Wolfsdorf and Dvorak, (2004);Fitzgerald and Kivimaki ,2015 ). In another study it 

was found that Emotional and psychological needs of the patients with diabetes are compromised, when personal efforts 

to meet these challenges fail to succeed as anticipated, or when the complications of diabetes take their toll on physical 

and psychological health (NHS Diabetes, Diabetes Uk,2014). Negative psychological syndromes such as depression and 

anxiety have been consistently associated with poor outcomes in patients with diabetes. (Anderson, Funnell, Butler, and 

Arnold,1995; Anderson, Brackett, Ho, and Laffe, 1999; Freedland, Clouse and Lustman 2001;) 

Most of theresearches focus on exploring mental health of thyroid patients. The studies found that hypothyroidism when 

untreated poorer well-being of thyroid patients in comparisonto the general population .There also appears association 

between thyroid function and depression (Engum , Bjoro , Mykletun and Dahl ,2002);Jorde , Waterloo , Storhaug , 

Nyrnes , Sundsfjord andJenssen ,2006).on the same line Wu (2013) Investigated the prevalence of hypothyroidism in 

patients with major depression disorder. The results revealed that higher for the population. The annual incidence and 

prevalence of hypothyroidism was higher in patients with major depression. In another study Yu (2015) ; Almeida , 

Alfonso , Flicker , Hankey , Chubb and Yeap ,2011 ,Observed results of hypothyroidism/hyperthyroidism were highly 

compatible with behaviors of anxiety and depression. A number of studies observed that Hypothyroidism,observed that 

thyroid disorders have a long standing association with psychiatric disorders, especially mood disorders (Rao 2012; 

Roberts , Pattison , Roalfe , Franklyn, Wilson , Hobbs ,and Parle,2007; Escobar-Morreale , Rey , Obregon and 

Escobar,2002).Another study found that hypothyroidism when untreated diagnosed presented symptoms similar to 

anxiety and depression (Ittermann ,2015). 

 

PURPOSE 

 To Explore the Health Perception of Person. 

RESEARCH DESIGN 

Ex-post facto research with exploratory orientation was used. 

ASSUMPTIONS 

 Perception of health would be poor in patients with Chronic Physical Illness. 
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 The female patients with Chronic Physical Illness Perception of health would have poor in comparison to male 

patients with Chronic Physical Illness 

VARIABLES:    

Health Perception is major variables taken up across type of chronic physical illness (Rheumatoid Arthritis, Type II 

Diabetes, and Hypothyroidism) and Gender. 

Sample: Individuals who have been treated for Chronic Physical Illness (Rheumatoid Arthritis, Type II Diabetes 

Mellitus, and Hypothyroidism) from Uttar Pradesh. Thereafter on the basis of the inclusion criterion three District 

Hospitals, Faizabad District Hospital, Ambedkar Nagar and Sultanpur District Hospital were administered the tools to 

check the comprehensibility. The sample comprised of 120 outdoor patients diagnosed with Chronic Physical Illness the 

criterion of undergoing treatment for at least a minimum period of five year, between the ages 35-55.  

Inclusion Criteria: 

 Age 35-55 years 

 Medically diagnosed and undergoing treatment for minimum 5 years 

 Having the ability to comprehend 

 Single Diagnosis of Rheumatoid  Arthritis (Stage II), Type II Diabetes and Hypothyroidism 

Exclusion Criteria: 

 Below 35 year and above 55 years 

 Asymptomatic 

 Unable to comprehend 

 Co-morbidity of Arthritis, Diabetes and Thyroid 

 Stage I,III and IV excluded of Rheumatoid  Arthritis 

TOOLS USED: 

Perceived Health Schedule- This tool is developed by the researcher. After establishing rapport with the Chronic 

Physical Illness patients, each patient was individually contacted after seeking their consent. Perceived Health Schedule 

was individually administrated on each patient and the responses given were recorded verbatim. 

RESULTS AND CONCLUSION 

I-Perceived Change in Health-In the present schedule health beliefs explore the sub dimensions of  

1. Perceived change in life due to sickness 2. Perceived Effect on Work  Efficiency 3. Perceived Effect on Energy 

I--i -Perceived change in life due to sickness- This sub-dimension tries to analyze the perception  of changes in life due 

to sickness .The question was asked  D;k vkidks yxrk gS bl  chekjh ds otg ls vki ds thou esa ifjoZru vk;k gS?  gk¡@ 

ugha , ;fn gk¡ rks dSlk\” 

TABLE 1.1 PERCEIVED CHANGES IN LIFE DUE TO SICKNESS ACCORDING TO TYPE OF ILLNESS 

AND GENDER 

Response  

Categories 

A1 (Rheumatoid) A2 (Type II 

Diabetes) 

A3 (Hypothyroidism) B1 

(Mal

e) 

B2 

(Femal

e) 

Total 

B1 

(%) 

B2 

(%) 

Total 

(%) 

  Total 

(%) 

B1 

(%) 

B2 

(%) 

Total 

(%) 

Neither Good 

nor Bad 

40 25 32.5 30 15 22.5 35 30 32.5 35 23.4 29.1 
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Negative 

Emotions 

60 75 67.5 70 85 77.5 65 70 67.5 65 76.6 70.9 

 

When the details of the change were analyzed it brought forth two categories viz. Neither Good nor Bad and Negative 

Emotions (Table 1.1). Data taken as whole reflects that almost 29.1 % of the patients with chronic physical illness (A1-

32.5%,A2-22.5% andA3-32.5%) were not able to describes the change in their life and hence speak for  the dominance 

of response category  Neither Good nor Bad. 70.9 % patients perceived Negative Emotions due to disease viz.“ijs'kkuh 

c< xbZ gS cgqr ruko gSAß as is evident in table 1.2 Female Rheumatoid patients (A1B2)  and Female diabetic patients 

(A2B2) show most dominant response on Negative Emotions (75% and 85 % respectively)”.Gender differences were 

not marked. 

I-ii Perceived Effect on Work  Efficiency– Harreveled (2007), in their study found that psychological wellbeing 

(depression and psychological wellbeing ) is related to physical wellbeing, a finding that is very much in accordance with 

the  clinical  literature on general emotional states (viz. depression ,anxiety) and health. This sub section deals with the 

effect of Illness. The question was asked bl chekjh ds dkj.k dkSu &dkSu ls dk;Z ugha dj ik jgs gS\” 

TABLE 1.2 PERCEIVED EFFECT ON WORK ACCORDING TO TYPE OF ILLNESS AND GENDER 

Response 

Categories 

A1 (Rheumatoid) A2 (Type II 

Diabetes) 

A3 (Hypothyroidism) B1 

(Male

) 

B2 

(Female

) 

Total 

B1 

(%) 

B2 

(%) 

Total 

(%) 

B1 

(%) 

B2 

(%

) 

Total 

(%) 

B1 

(%) 

B2 

(%

) 

Total 

(%) 

Not able to 

do Heavy 

Work Load 

and routine 

work 

40 60 50 50 25 37.5 40 50 45 43.3 45 44.1 

Early onset 

of old age  

40 30 35 15 40 27.5 20 35 27.5 25 35 30 

Poor 

Quality of  

work 

20 10 15 35 35 35 40 15 27.5 31.7 20 25.9 

 

The content analysis of the obtained responses brought forth three responses categories. Table 1.2 highlights the most 

dominant response categories viz.: 1.Not able to do Heavy Work Load and routine work, 2.Early onset of old age and 

3.Poor Quality of work. It is onset of old age (30%),Þbl chekjh dh otg cw<+sa gksrs tk jgs gS] detksjh jgrh gSAß 

followed by Poor Quality of work (25.9%), Þigys ftruh QqrhZ ls dke ugha dj ikrs Aßwhich emerged predominantly, 

whereas more of A3 (Thyroid Patients) respondents reported inability to do routine work,ÞjkstejkZ dk dke djus esa 

rdyhQ gksrh gSAß, early onset of old age and poor quality of work. A2 predominantly report poor quality of work,“?kj 

ds dke igys dh rjg ugha dj ikrs gSAß and early onset of old age. On the other hand A1 report early onset of old age an 

inability to do heavy work load . 

As is evident table 1.2 male arthritis patients (A1,B1) and female diabetic patients (A2, B2)  show most dominant 

response  on Early onset to old age (40% for both). When the overall data is seen according to gender no major gender 

difference are seen across three types of chronic physical illness. 

Miguel & Cachia (2007) found in their research, that diabetes can affect physical health in various ways. The most 

notorious is the development of long-term complications and their consequences. The patients are less able to participate 

in pleasurable activities and his ability to function independently may be impaired as well. 

Gregg (2000) evidenced that diabetes is a major burden of physical disability in adults and that the disabilities may 

substantially impair their quality of life. 



Vol-7 Issue-1 2021               IJARIIE-ISSN(O)-2395-4396 
   

13391 www.ijariie.com 36 

Pollard, Choy, and Scot (2005)found that Rheumatoid arthritis patients face, combination of pain and disability which 

results in poor quality of work and life. 

I-iii Perceived Effect on Energy -This sub-dimension tries to analyze the effect of energy for two points of time,that is 

,before and after the Illness. The question was asked chekjh ls igys o vkt dh rkjh[k esa dke djus dh rkdr ,ao ÅtkZ 

0&100 ds chp esa crk;s \” 

Figure  1.1 Perceived Effect on Energy (prior to Illness and after Illness) according to type of Illness 

 

 

The responses of here and now can be better understood with the yardstick of the past ( prior to the onset of Illness).The 

content analysis of the obtained responses brought five responses categories viz.(1)10-20% (2) 20-40% (3) 40-60% (4) 

60-80 % (5) 80-100 % .As evident from the Figure 1.1 57.5% of all patients (A1-52.5%, A2-67.5% and A3-52.5%) 

reported 80-100 % energy level prior to Illness.  On the other hand 16.7% (A1,A2 and A3 reported 17.5%, 12.5 and 

47.5%,repectively).  

When the data is analyzed in terms of Perceived Effect of Energy on Health (Present) according to type of illness and 

Gender(Table 3.6) ,clearly shows that the 20-40 % is most dominant category for all three type of illness (A1-47.5, 45 

a5 and 35 %, respectively). The next major response category is 40-60% in which 35 %, 42.5 % and 45 % for A1 ,A2 

and A3, respectively,Þvc rks tYnh Fkdku gks tkrh gSA 

Figure 1.1 reflects all chronic patients (both B1 and B2) reported 50% and 60% in 80-100% category in terms of 

energy level of prior to illness, with response like Þchekjh ls igys cgqr LQwfrZ jgrh FkhAß.  

Physical Well-being primary addresal changes in well-being as a result of the chronic sickness, which taps Perceived 

Changes in Life due to Sickness, Perceived Effect on Work Efficiency and Perceived Effect on Energy (Prior to Illness 

and After Illness).Figure (3.3) clearly shows that Perceived Changes in Life due to Sickness increased tension and stress 

by A1(27.5%) and A2 (30%). Besides all three categories of patients (A1-35%, A2 and A3-27.5% ) perceived yearly 

onset of old age due to illness and feel weak. However it is the diabetic patients (35%) and hypothyroidism patients 

(31.7%) who have reported fall in quality of work. 
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Lastly change from prior to illness and after illness in terms of energy, there is definite decrease in the case of A1 and A2 

whereas the patients of hypothyroidism maintain the same levels of energy. Thus whole physical well-being has been 

negatively influenced sickness low by the perceived heath schedule. 

SUGGESTIONS: Need of the hour is also to spread awareness about the relation of hygiene, lifestyle and health 

workout. At a primary prevention level, people also need to be educated about the illness effect of unhealthy lifestyle. 

More so when the most prevalent form of chronic physical patients in India are lifestyle related. Cross cultural research 

in the same direction can also bring out meaning full findings. Although the researcher made sincere efforts to make the 

present study a comprehensive piece of research, yet a humble admission of the limitations of the present study is made 

here. Due to paucity of time ethical constraints and exhaustive nature of the data a full fledged action programme could 

not be implemented. Another study could focus exclusively on intervention for the benefit of the patient. 
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