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Abstract

Objectives The aim of this study was to examine the
relationship between hypertension and health-related
quality of life (HRQoL) adjusted by chronic pain, other
chronic diseases, and life habits in the general middle-aged
population in Japan.

Methods This study is a population-based cross-sectional
study. In this study, 1117 participants aged 40-65 years and
living in Shika Town completed a self-administered ques-
tionnaire including Short Form-36 (SF-36). The scores of
SF-36 among hypertensives were compared with those of
normotensives. The independent association of hypertension
with each SF-36 subscale was analyzed using a multiple
linear regression model adjusted by age, BMI, chronic pain,
chronic diseases, sleep, exercise, and occupational status.
We analyzed two groups; Group 1 which contained 846
participants completed the questionnaire without coronary
heart disease and cerebral vascular disease, Group 2 which
contained 686 participants without coronary heart disease,
cerebral vascular disease, or diseases accompanied by
chronic pain (gastroduodenal ulcer, fracture, osteoarthritis,
osteoporosis, theumatoid arthritis, and disc herniation).
Results In Group 2, hypertensive women had a lower
general health perception than normotensive women [un-
standardized coefficients; B = —8.84, 95 % confidence
interval (95 % CI) = —13.3 to —4.34, standardized
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coefficients; f = —0.200, p < 0.001], whereas hyperten-
sive men had higher social functioning than normotensive
men (B =15.66, 95% CI=130-10.0, = 0.149,
p < 0.05) after adjusting by chronic pain and life habits.
Conclusions These results may be due to the sex differ-
ence in the light of the perception for health.

Keywords Health-related quality of life - Hypertension -
Chronic pain - Sex difference

Introduction

Hypertension is one of the most common chronic diseases
and is a major risk factor for multiple conditions. For
example, the development of coronary heart disease (CHD)
and cerebral vascular disease (CVD) is a major problem
worldwide because around 54 % of strokes and 47 % of
CHD cases are attributable to high blood pressure [1].
Hypertension, especially in mild to moderate stages, is
usually considered as an asymptomatic condition. Despite
the association between hypertension and health-related
quality of life (HRQoL) having been focused on for the last
several decades and numerous studies having addressed the
impact of hypertension, this association is a still contro-
versial issue. The influences of high blood pressure and the
awareness of having hypertension require further investi-
gation [2]. Previous studies showed a lower quality of life
among subjects with hypertension [3]. By contrast, it has
been pointed out that impaired HRQoL in hypertensives
may be secondary to the awareness of hypertension and
comorbidities not due to hypertension per se [4-9]. The
inconsistent results on the association between hyperten-
sion and HRQoL might be due to differences in several
factors, such as participants, study design, measures of
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HRQoL, and other confounders, but it seems unlikely that
there is a simple explanation for it.

Chronic pain is also a common and highly prevalent
factor that lowers HRQoL [10-12], however, this is the first
study to adjust for chronic pain while studying the rela-
tionship between hypertension and HRQoL in the general
population.

Many previous studies demonstrated the relationships of
CHD [13, 14], CVD [15, 16], asthma or chronic obstructive
pulmonary disease [17, 18], several cancers [19, 20], col-
lagen disease [21], and allergic diseases [22, 23] with
HRQoL. In addition, there is strong evidence showing that
the onset of hypertension is related to bad habits, namely,
physical inactivity, bad dietary habits, smoking, and obe-
sity [24, 25]. Bad habits such as in terms of sleep [26, 27],
physical activity [28, 29], smoking [30], alcohol con-
sumption [31], and obesity [32-34] also cause lower
HRQoL.

To clarify the relationship between hypertension and
HRQoL, it is important to analyze subjects without any
complications that lower HRQoL apparently and are
mostly symptomatic, for example, CVD, CHD, and dis-
eases accompanied by chronic pain. Therefore, we per-
formed a complete survey on the general population in a
region in Japan using multidimensional analysis adjusted
by chronic pain, other chronic diseases [3, 35, 36] that
lower HRQoL, and life habits after excluding subjects with
some complications.

Materials and methods
Study design and participants

The study’s design was cross-sectional. It was performed in
Shika Town, Ishikawa Prefecture, a rural part of Japan, in
October to December 2012. The total population of Shika
Town is about 23,000 people, and the rate of the population
aged over 65 years is 34.5 % (2011), which is higher than
that for the whole of Japan (23.3 %, 2011). On September
1, 2005, Togi Town was merged into this town. Therefore,
we selected two model districts, Horimatsu District
[n = 2293 (2011)] and Higashimasuho District [n = 1411
(2011)]. These districts almost correspond to the neigh-
borhood association districts of the former Shika Town and
the former Togi Town, respectively. Neighborhood asso-
ciations are voluntary groups whose membership is drawn
from a small, geographically delimited, and exclusive
residential area (a neighborhood) and whose activities are
multiple (for example, waste management, and cultural,
sport, and funeral activities) and are centered on that same
area [37]. Moreover, the population demographics of these
two model districts are similar to that of the whole of Shika
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Town. A questionnaire was given to all inhabitants aged
40-65 years (n = 1291) who lived in these two model
districts, by trained interviewers.

Assessment instruments and definitions

We used a self-administered questionnaire that interview-
ers who were trained in the use of standardized procedures
handed to the participants when visiting them; they
explained this study and how to complete the question-
naire. A few days later, they visited them again to collect
the completed forms, which were put in a sealed envelope.

Demographics

We collected data on general demographic characteristics,
including age, sex, family members, occupational status,
type of health insurance, housing type, education, height,
and weight. Body mass index (BMI) was calculated from
the height and weight and categorized as follows: under-
weight as BMI <18.5 kg/m?, normal weight as BMI
18.5-24.9 kg/m?, and overweight or obese as BMI >25 kg/

m?.

Medical history

We asked the participants to circle all diseases that they
had suffered from until the present time by using the
disease checklist, including no disease history, hyperten-
sion, diabetes mellitus, cerebral infarction, cerebral hem-
orrthage, angina pectoris, cardiac infarction, cancer,
gastroduodenal ulcer, pollenosis, bronchial asthma, atopic
dermatitis, depression, insomnia, osteoporosis, rheumatoid
arthritis, and disc herniation. In addition, we asked about
the conditions of any treatment that they had received
[physician-diagnosed and taking medication 1, physician-
diagnosed and recovering 2, physician-diagnosed or
pointed out in a medical check and observation (including
diet and exercise therapy) 3, physician-diagnosed and
cessation of treatment 4].

Chronic pain, personal lifestyle, and behavior

Chronic pain was defined as pain that was experienced
continuously for more than 3 months, or was experienced
more than twice a week and had occurred within the last
1 month. We asked, “Do you have pain that has lasted
more than 3 months?”, and if participants answered yes,
we determined that they had chronic pain. In addition, we
asked about the site where they experienced chronic pain
(head, neck, shoulder, elbow, hand, back, lower back, hip
joint, knee, foot, chest, and abdomen). With regard to
exercise, we asked two questions: “How many times do
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you exercise a week?” and “How many times do you
walk for more than 30 min a day per week?” Participants
chose 1 option from 5 (every day, 5-6 times a week, 3—4
times a week, 1-2 times a week, and never). The par-
ticipants also answered questions about their sleep
(sleeping soundly, difficulty falling asleep, nocturnal
awakening, and sleeping poorly) in the present month and
their smoking history.

Short Form-36

MOS Short Form Health Survey (SF-36) is one of the
generic instruments for investigating HRQoL; it is a self-
administered questionnaire used all over the world [38]. It
was translated, adapted, and validated for use in Japan [39,
40]. The Japanese version of SF-36v2 is now available
[41]. The SF-36 was divided into eight domains, measuring
physical functioning (PF), role limitation due to physical
problems (RP), bodily pain (BP), general health percep-
tions (GH), vitality (VT), social functioning (SF), role
limitation due to emotional problems (RE), and mental
health (MH). Each domain was scored on a scale of 0-100,
where O represented the worst overall health status and 100
the best.

Statistical analysis

We used ¢ test and one-way analysis of variance (ANOVA)
for continuous variables, and Chi square analysis for cat-
egorical variables to analyze the difference between groups
of independent variables. Furthermore, we used one-way
analysis of covariance (ANCOVA), defining age as a
covariate. Multiple linear regression analysis was used to
estimate the independent impacts of each variable on the
eight SF-36 dimensions stratified by sex. We used inde-
pendent variables {age, BMI > 25 kg/m2 (no 1, yes 2),
hypertension (no 1, yes 2), diabetes mellitus (no 1, yes 2),
allergic diseases (no 1, yes 2), cancer (no 1, yes 2),
insomnia and depression (no 1, yes 2), chronic pain (no 1,
yes 2), occupational status (employed 1, unemployed 2),
sleep condition [good (including sleeping soundly) 1, not
good (others) 2], and frequency of exercise in a week (more
than 1-2 times a week 1, never 2)}. All hypothesis tests
were two-sided and p < 0.05 was considered significant.
All analyses were performed using SPSS ver. 19.0.

Ethics statement

This study was approved by the ethics committee of
Kanazawa University (examination number 1373). All
participants provided written informed consent for the
study.

Results
Participant characteristics

A flow chart of the participants in this study is shown in
Fig. 1. A total of 1117 participants (response rate: 86.5 %)
returned the questionnaire and agreed to participate, and
879 participants completed the questionnaire about dis-
eases, BMI, SF-36, and chronic pain. We defined 846
participants as “Group 1” after excluding 33 participants
with CVD or CHD. Then, we defined 686 participants as
“Group 2” after excluding 160 participants with diseases
accompanied by chronic pain (gastroduodenal ulcer, frac-
ture, osteoarthritis, osteoporosis, rheumatoid arthritis, and
disc herniation).

There were no significant differences in the general
characteristics and prevalence of disease between Group 1
and Group 2 (Table 1). In Group 2, mean age was
54.2 years old and 54.2 % were women. In addition,
25.2 % of the men and 20.4 % of the women reported
hypertension.

Relationship between participant characteristics,
diseases, and HRQoL adjusted by age

Table 2 displays the relationships between participant
characteristics and the scores of SF-36 in Group 2. Men
and women aged 60—65 had higher VT and MH than those
aged 40-49. After adjusting by age, men who were over-
weight or obese had significantly lower PF than those with
normal BMI. Although men who were underweight were
very few in number (n = 6), they had significantly lower
RP, GH, VT, SF, RE, and MH than those who had a normal
BMI or were overweight. Participants with chronic pain
and those who slept poorly had significantly lower scores
for almost all of SF-36. Men who had a habit of exercising
more than 1-2 times a week scored higher on PF, VT, SF,
and MH than those who did not exercise. Finally, the
unemployed had significantly lower RP, SF, and RE in
men, and lower PF, RP, and GH in women.

Participants with no disease showed significantly higher
HRQoL, whereas those with a disease showed lower
HRQoL in both Group 1 and Group 2 (Table 3). Hyper-
tensive women in Group 1 showed lower GH and VT than
normotensive women after adjusting by age. In addition,
hypertensive women showed lower PF and BP in Group 2.
An exception to this relationship was recognized in
hypertensive men in Group 2. In Group 1, there was no
difference in the scores of SF-36 subscales between
hypertensive men and normotensive men after adjusting by
age. In Group 2, however, hypertensive men were associ-
ated with higher SF.
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Fig. 1 Flow chart of
participants of Shika study in
2012

available for the study

Total of 1291 participants aged 40-65 years who lived in two model districts

174 excluded
(Hospitalized and institutionalized 11,

refused 111, not contactable 52 )

1117 participants returned questionnaire

and agree with participation

212 participants with missing data
(Disease 114, BMI 100, SF-36 54, chronic pain 65)

879 participants completed the questionnaire

33 participants with cerebrovascular disease (CVD) 10
or coronary heart disease (CHD) 23

Group 1

846 participants completed the questionnaire without CVD and CHD

160 participants with diseases accompanied chronic pain
(Gastroduodenal
osteoporosis 12, rheumatoid arthritis 6, and disc herniation 7)

ulcer 95, fracture 36, osteoarthritis 24,

Group 2
686 participants analyzed

Relationship between hypertension and HRQoL
by multiple regression analysis

We performed multiple regression analysis in Group 2
adjusting by age, BMI, chronic diseases, chronic pain,
occupational status, sleep condition, and exercise
(Tables 4, 5, 6, 7). The SF of hypertensive men was
significantly higher than that of normotensive men,
whereas the GH of hypertensive women was signifi-
cantly lower than that of normotensive women. Over-
weight was associated with lower PF, BP, SF, and RE
only among men. There were strong relationships
between chronic pain and lower HRQoL among men,
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while there were strong relationships between sleep
condition and lower HRQoL among women. Poor sleep
was associated with lower scores of all SF-36 subscales
in women, whereas it was related to lower BP, GH, VT,
and MH in men. In women with chronic pain, lower BP,
GH, and VT were prevalent. On the other hand, men
with chronic pain were associated with lower values for
almost all SF-36 subscales (PF, RP, BP, GH, VT, and
MH). Lower BP was more strongly related to chronic
pain (B= —0.148, 95% ClI=-250 to —14.2,
p = —0.385 in men, B = —22.6, 95 % CI = —27.2 to
—18.1, f = —0.469 in women) than the other SF-36
subscales.
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o 10 =40 o 2 0 = 0

2012 Men Women Men Women

n % n % n % n %

Total 401 445 314 372
Age group
40-49 118 294 131 294 93 296 117 315
50-59 136 339 166 373 106 33.8 139 374
60-65 147  36.7 148 333 115 36.6 116 312
BMI
<185 1 27 40 9.0 6 19 33 89
18.5-24.9 270 673 321 721 209 666 273 734
25.0< 120 299 84 189 99 315 66 177
Education
Elementary and junior high school 85 214 80 18471 69 222 69  19.07"
High school 175 441 203  46.7 136 437 164 451
Junior college and vocational 57 14.4 124 285 43 13.8 106 29.1
University or higher 80  20.2 28 6.4 63 203 25 6.9
Occupational status
Employed 336 85.1 327 7417T 263 846 277 75171
Unemployed 59 149 114 259 48 154 92 249
Smoking status
Current smoker 175 440 46 103" 131 419 43 116
Ex-smoker 163 41.0 54 12.1 131 41.9 44 11.8
Non-smoker 60 151 345 775 51 16.3 285 76.6
Chronic pain more than 3 months
Not have 252 62.8 287 645 217 69.1 259  69.6
Have 149 372 158 355 97 309 113 304
Sleep condition
Good 183 464 217 515 148 479 188 533
Not good 211 53.6 204 485 161  52.1 165  46.7
Frequency of exercise (How many times do you exercise a week?)
Never 225  56.8 251 56.7 172 557 217 58.6
1-2 times a week 66  16.7 63 14.2 51 16.5 49 13.2
34 times a week 28 7.1 51 11.5 25 8.1 42 114
5-6 times a week 34 8.6 35 7.9 23 7.4 29 7.8
Every day 43 10.9 43 9.7 38 12.3 33 8.9
Prevalence of disease
No disease 124 309 134  30.1 124 395 134 36.0
Hypertension 101 252 90 202 79 252 76 204
Diabetes mellitus 44 110 19 437 32 102 16 43
Allergic diseases 48 12.0 67 15.1 30 9.6 48 12.9
Cancer 8 2.0 12 2.7 6 1.9 10 2.7
Insomnia and depression 11 2.7 17 3.8 7 2.2 10 2.7
Gastroduodenal ulcer 63 15.7 32 727
Fracture 19 4.7 17 3.8
Osteoarthritis 8 2.0 16 3.6
Osteoporosis 1 0.2 11 2.5%
Rheumatoid arthritis 1 0.2 5 1.1
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Table 1 continued

Group 1 (n = 846)

Group 2 (n = 686)

Men Women Men Women
n n % n % n %
Disc herniation 5 1.2 2 0.4

The value in participants with chronic pain was compared to that in participants without chronic pain
stratified by sex. Chi-square test:" p < 0.05, il p <0.01, i p < 0.001; Fisher’s exact test: i p < 0.05,

¥ p <001, ¥ p <0.001

Allergic diseases mean bronchial asthma, pollinosis, and atopic dermatitis. Cancer includes gastric, breast,

colon, prostate, and thyroid cancer

Discussion

Hypertension was found to be associated with lower gen-
eral health perceptions in women, whereas it was associ-
ated with higher social functioning in men. This study
seems to be the first to analyze the relationship between
hypertension and HRQoL adjusted by chronic pain.
Chronic pain was previously shown to be associated with
worse HRQoL [10-12, 42]. Since about 30 % of the par-
ticipants in this study had chronic pain, we could not ignore
its influence on the relationship between hypertension and
HRQoL, although hypertensives did not have a signifi-
cantly higher prevalence of chronic pain than normoten-
sives (data not shown). This study clarified the more
precise relationship between hypertension and HRQoL.

Many previous studies have shown that hypertension is
relevant not only to a worse general health perceptions but
also to worse scores of other subscales of SF-36 [5, 43].
Inconsistency between studies might have resulted from
differences in the study populations and the factors used to
adjust their relationships. Our results coincide with the
finding that women generally report worse health and
HRQoL than men do [43]. In addition, hypertensive
women perceive a lower health status than hypertensive
men do [44, 45]. We assume that, for middle-aged women,
hypertension is one of the first lifestyle-related diseases
that they experience, which is subsequently suffered for a
long time. These assumptions may account for our results
showing that hypertensive women had lower general health
perceptions than normotensive women.

This study indicated that hypertensive men showed
better social functioning than normotensive men. The
reason why hypertensive men showed better social func-
tioning than normotensive men was unclear. In contrast to
physical and mental health concepts that tend to “end at
the skin” [46], the social functioning scale extends mea-
surement beyond the individual to capture both the
quantity and the quality of social activities with others
[41]. Perhaps, personality is related to better social
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functioning. Some studies have shown the association
between hypertension and Type A personality because
such a personality is considered to be involved in
aggressive and competitive interpersonal interactions and
dominant behavior [47, 48]. Hozawa et al. reported that
sociable and cheerful subjects have higher home systolic
blood pressure [49]. This may explain our results showing
that hypertensive men had better social functioning than
normotensive men.

However, we had only subjective data about medical
history: participants who indicated, “I have high blood
pressure and am under medication” accounted for 83.7 %
of all hypertensive participants in this study. If their
hypertension control and adherence to hypertensive medi-
cation were good, the result that hypertension did not
prevent their involvement in social activities was consid-
ered to be valid. As we did not ask about the extent of
hypertension control and adherence to medication, we
could not draw inferences on these relationships.

In this study, an overweight or obese status was related
to worse physical functioning, bodily pain, social func-
tioning, and role limitation due to emotional problems in
men, but not in women. The results showed that physical
health (physical functioning, bodily pain) and mental
health (social functioning, role emotional) were affected.
Overweight or obese subjects were correlated with
impaired physical HRQoL but not with impaired mental
HRQoL [32, 33, 50, 51]. However, mental HRQoL was
most impaired at the extremes of BMI and this impairment
was comparable to the impairment due to certain chronic
conditions [52]. In this study, we decided to use BMI of
25 kg/m? as a threshold for two categories, although the
WHO definition of obesity is BMI >30 kg/m? in Western
countries. Since the extent of the influence of obesity on
health differs among ethnic groups, the WHO has proposed
alternative cut-offs for Asians (a BMI cut-off of 23 as
overweight and 25 as obese), and the Japan Society for the
Study of Obesity set BMI >25 as obesity in Japan. If the
number of severely obese participants were to increase, the



199

193-214

Environ Health Prev Med (2016) 21

(L9D) 0°€L #91) S06 (S91) 868 (9°00) €29 ©60) 1'19 (#'€0) 9°SL (8S1) 816 (€11 868 (L8'D) 6S  6€1 65—0S
#:(1°61) S'69 AT8D 06 6'61) 1°L8 xx4(8'81) €8S (€91) L'19 (T12) S°SL (I'ST) T'¢€6 (TTD S16 (6T €¥¥  LIT 670
dnoas a8y
(TLE = u) usWOp
Yoom
(8%1) ¥'9L (LT Sv6 (8°€1) 9°¢6 (991) 9°0L ($91) 1°19 (L'T0) S8L (L'T1) 8°¢6 (L'11) §°T6 OLL) oss LeT € sowmn -1 ueyy 210N
p(LLT) €TL (€81) L'16 (181 0068 |y 5x(TTD) V19 L1 T6S (6'€0) TYL OLD 916 | x(€PT) €88 (TtrL) 6¢s L1 ToAdN
({Y9M B ISPIIXd NoA op sdwn) Auewl MOH) ISIIXI Jo Aouanbaag
(SL1) LoL (9'81) T'16 (6'L1) 168 (0°02) 909 (L'ST) 9°6¢ (6'€0) T0L (1'81) S°06 (Ty1) T'88 vy Lvs 191 poo3 10N
(6P TLL 1#(L'TD) 676 (LY 6T6 s (LLD) VIL 1y poseses(TOD) LYYy 1o52(9°0T) 8T8 p(ITD 816 x(L'TT) 87C6 @Lovvs 8rl pooH
uonipuod dadyg
(991) 1°69 (6'81) 1°06 (T'L1) €68 002 9°LS #91) TYS 612 T19 (€'61) L'88 (T91) 68 (6v'L) TSS L6 9ACH
Lupx(T9T) L'SL YD VY6 (@91 916 1y #5x(9°8T) T69 |y ssex(€9T) ¥'TO 1y %x(8°00) 98 Lea(TED VY6 | (€TT) TT6 (6S°L) T¥S LIT QAR JON
ured Jruoay)
(€61 STL (I'L1) TT6 (#'91) €06 (9'81) S°€9 L1 L'6S 012 1°8L (6°€1) 96 (9°€1) L'68 (80°L) L'ES  1€T Ioyouws jusLmn)
L1 TSL (FeD) €16 ©O¥1) 96 #'12) €L9 (0'81) T09 (L'T0) S9L (6°€T) 8°€6 (0°€1) 906 (L) 198 1€1 Joyouws-Xg
(F'81) ¥'TL F61) L'16 (8°00) 0°88 (#'81) ¥'99 (9'81) S°6S (1'62) 889 (1'C2) 8°68 (F'€1) 806  #x(8€8) €TS IS Joyows-uoN
smje)s Supjowrs
(8'81) ¥'¥L (L'¥20) 698 (L'T0) L98 (L'T2) $°89 (T¥2) €65 ($'92) €°6L (TT0) 9°L8 (L'€1) 688 (L19) 009 8¥ pakordurauny
(To1) LeL (€D TY6 A1'SD 9’16 (T61) TS (0'ST) 0°09 (8'C0) €9L (6°€1) S°€6 (TED 906  =xx(6V'L) ¥'ES  €9T pakorduryg
snje)s [euonedndd
(€91) S¢L (82D 16 F'11) 626 (6'00) €9 (T8 119 O¥0) LvL (L'ET) L'€6 (S11 TI16 8'L) L'TS €9 Joy31y 0 AISIOATUN)
[BUOTIEO0A
(Ts1) 6°TL (0'61) 826 (T'02) 0°68 (L'€D) 119 (€91) 0°LS (I'T2) 8°6L 0TI T$6 Iz 016 O1rL91s ¥ pue 939[[0d Jo1UNf
(891) 8°¢L (#'ST) 826 O'L1) 806 (T'81) 659 (T'L1) 9°6S 0°€0) TIL (L'S1) L'16 (9°€T) €06 (ocL) 6¢S  9¢1 [00yos ySIH
[00Yds ysTg
LD vvL (€1 L'€6 (ST €16 0'61) €89 ©¥1) S°19 (9°€0) L'SL (8'%1) 8°¢€6 (I'ST) 888 #xx(659) L'8S 69 JTotun( pue Areyuoworg
uoneInpy
9°S1) €L (S'61) L'06 (S81) 688 (€020) TS9 (€°LT) 8'8S (6'€D) T'EL FLD) 016 @+ ¥'L8 8¥'L) ¥'€S 66 0°6T<
112 L'18 (9'%2) 8°0L (T'€E) L'99 ©91) 8+¥ 0'82) 9'1¥ (€%€) TT9 (T60) 0vL (L'61) 0°S8 (Lv'8) 8'SS 9 S 81>
W99 OFL  ypones(TED) 816y psnes(TH1) §T6 1#(€°61) 99 1+(8°SD) 609 (970 8'LL 1e(9°ED) 076 (1721 816 (95'L) 0SS 60T 6'vC—6'81
INg
(To1) +'LL (T91) £¢6 (L'L1) 806 ($'81) 8°1L L1 919 (9'20) T9L (I'L1) 126 F¥1) T68 09°1) €79 SIT 909
(L91) 0°CL LD +'16 #91) 906 (6'81) +'29 Ty €LS (8°€0) T9L #'S1) 8°16 11 €06 (T6D) 9vS 901 65-0S
#:(7'91) O'TL (€€1) 916 (I'sD +'16 #x4(S°07) 919 9sD L09 %2 9°SL (S€D) ¥'¥6 €D 916 (LT L'y €6 60
dnouas a3y
(P1€ = u) W
(@as) (@as) (@as) (@as) (@as) (@as) @as) (@as) (@as)
UBJIN UBIIN UBJIAl UBIIN UBJIAl UBJIAl UBJIAl UBIIN UBJIAl
(s189K)
HIN HA dS LA HO dd dd Ad o8y N

xas Aq paynens syuedonred Suowe 9¢-JS Jo s100s oY) pue syuedionied jo sonsuelovIRyYd UIMIq sdiysuone[al oy, g dqel

pringer

A



Environ Health Prev Med (2016) 21:193-214

200

1000>d |, ‘100> d | ‘60'0 > d | :(dno13 2duaIdJI ST W)l Yord JO dUT[ ISIY ‘(ST 159} 907
150d) VAODNYV Aem-ouo pasnlpe-o3e pue [00°0 > @ sxx ‘1070 > d 44 ‘G0°0 > d 4 :(dnoI3 90UaI0JI ST WA YOBD JO JUI] }sIY 7 Jauun(] :359) 901 3s0d) Y AQNYVY AeM-9UO PUE )$9) / PUTWEXI M

U)[B9Y [BIUSW [fJy ‘[RUONIOWD 9[0I F¥ ‘Suruonouny [e1o0s 4§ ‘AIeia 74 ‘qiesy [eoudd go ‘ured Ajipoq gg ‘TedisAyd ofo1 gy ‘Suruonouny reorsAyd 74

Yoom

@LD TvL F91) $°06 (991) 688 (0°81) L'99 (0°81) 829 (T00) TLL (TS L'T6 (L'6) 06 (€8°L) S¥S €61 © sow g—[ uey) QIO
(0'81) S'TL (L91) 8°06 (0°81) 688 (0712 919 LD €19 (T€0) 09L 091 §'16 (6T T68 (8S'L) §°€S  LIT JOAIN
($M9M B ISIDIIXd nok op sduin) Auewt MOH) ISIIXI Jo Louanbaayg
(T'81) T'89 (S81) 098 0'61) LS8 (0°02) 0°6S ©'LD) €LS (§'T0) 0°¢L (8°L1) 688 1) 588 Lo 6vs <91 poo3 J0N
pns(9°ST) 88L ks (6T TGOy posss(6V1) 9T6 | owesen(S8T) 889 | 1sen(TOD) 0°LY [ se(8°00) TO8 1y ose(LT) 066 1 5(€'8) TT6 +(€5°L) €°€S 881 poon
uonpuod &vv—m
(LT L'69 ($91) 6'L8 (F'LT) 868 (6'61) €6S (I'L1) 098 9°61) 09 (I'S1) 968 O°11) $°88 (Se'L) L'eS €11 2ABH
(LD 8PL =9 616 Lx(€LD) €06 |y pwnn(881) S'LY |y punx(FLT) SH9 ) psen(T6D) €8 (8°61) 0°€6 w=6TD T16 (L8'L) O¥S 65T QABY 10N
ured Jruoay)
(T61) 0TL (9°LT) 668 (L'02) 948 120 T€9 (€LD) 619 (T92) 8L (Ten €€6 091) ¥'68 (L6'L) €05 € Joyouws JuaLn)
(6'81) $'89 (€°L1) €88 (L91) 8°L8 (6'81) S°09 (€91) 865 ©'L1) 9°¢L (€¥1) T16 (TI'T1) 906 Lz ocs v Ioyows-xyg
TLD) TYL (€91) T16 (691) 868 ©61) ¥'v9 (081) T29 (810 ¥'LL (T91) 616 (I'TT) §°06  #xx(SS°L) 8¥S S8 Joyouws-UuoN
smje)s supjowr
(TLD) SYL (€°LT) 168 (O°LT) 68 (€712) T99 (L61) 8'LS (970) T'SL (981) 588 ($°ST) 0°88 (€TL) 6'LS T6 pafojdwaun
(8LT) 8TL (191) §°16 (I'LT) T68 F'61) 679 (691 €€9 (8'12) 89L =Ty €€6 JI0D 116 wxs(SP'L) 9T LLT pakorduryg
snje)s —N-H;«&Q-—ouo
(T8 ¥'1L (S°ST) €06 (LST) S°L8 (€61) €T (I'LT) T€9 #02) T9L (9°6) S'¢6 69) 0°¢6 (89'9) 805 ST IoySy 10 AyisIoAtun)
JeuonedoA
(891) t'¢L 9L1) €06 (€'81) L'88 L1 1°€9 (8°S1) 1°€9 (8°07) 8°SL (Ts1) Te6 (€D 168 (F€'L) 805 901 pue 239[[0d Jotung
(881 0°1L (€91) $06 (€81) 088 (I'12) 29 61 819 (€€0) 6'SL (TsS1) 06 (S'11) 806 (8T'L) 6'TS 91 [ooyds ysiH
[ooyds ysiy
«(L'P1) 0'6L 091) 616 (I'€ED €66 (081 TTL 9LD) 919 #10) 06L (6L1) 006 (601) T06  #xx(16€) €19 69 Jorun{ pue Krejuowdry
uonenNpy
LD TSL (1'81) +'68 6+D) €16 ($°020) 9%9 (161) 985 (S61) ¥'SL (#81) T68 (T2 088 (81'L) 9SS 99 0'6c<
(S'00) 9°L9 eD ¥'16 (891) €88 (9°81) 0'%9 (9°LT) §29 (€L 8¥L (Isp €16 (1'6) ¥'26 ST'L) 91s €€ S8I>
(€°LD) SEL ($91) 6°06 (0°81) $°88 (0°02) $°€9 (F'LT) 929 (6'12) 89L ©¥1) L'T6 (811) L06 #(€8°L) 8¢S €LT 6'vC—S'81
INg
(991) €'LL 61 T16 (Ls1) 668 (18D 0'1L (9°L1) 1'€9 0°12) €8L (6°ST) 606 (L11) 668 (99'1) §T9 911 $9-09
@as (@as) (@as) (@as) (@as) @as) @as) (@as) @as)
UBIIN UBIIA UBIIA UBIIA UBIIAl UBIIA UBIIA UBIIA UBIIA
(s189K)
HIN a4 aS IA HD ddg dd ad BY N

penunuod g dqe],

pringer

A's



201

Environ Health Prev Med (2016) 21:193-214

©'11) 0vL (6'01) £7¢6 (9°2¢) S°L9 (L'ST) 8'8S (L'y) TS 960 v'1¥ (I'1y) S°TL (+'82) 0°€L (828) 09S¢ S +

LD L (I'81) €16 Ly ses (8'61) 8°€9 OL1) 0°6S 1(87€D) €VL oL s16 (0¥ L'68 6S°L)9vS 968 —
GOENJEHDQ omMQ

(€L1) $T9 (TTo) €18 (S11) TT6 (991) ¢'s¥ (Ls1 091 (9°¢0) 1°8% (120 828 (191) T8L 68L)0LS 8 +

(691) 9TL 6L1) S16 @81 T68 | xx(9°61) 149 1x(8°91) 165 1(8°€D) YL LD 16 (TP L'68 (6S°L) S¥S €68 —
mﬁﬁsﬁmooumo

(€L1) 669 (0°L2) 078 (8°02) T8 (8'12) 6'8S (620) $°8S ($'90) T+9 (092 98 €0 LT8 (S9°L) TSS 61 +

L) STL (LD 8716 (6°L1) S'68 9'61) 049 (991) 6'8¢ (6€0) vvL HOYASNAT (L€ 668 09L) SvS 8¢ —
AL AR |

8D ¥'L9 (') 8°68 (9'12) 6'¢8 (TL1) 896 (Ly1) €66 (1°62) 889 (6'61) 188 (€¥1) $'88 Q9L 9vs ¢+

100D €L 1 x(691) €26 | H(TLD T06 | xx(661) 069 (TL1) S°6S (8°€0) 6vL (TL1) 616 v L'68 6S°L)9vs 8¢ —
.50—5 EE@@OS@OEW&O

(T'61) 6°09 (1°$2) 8°8L ($Te) LTL Lo 118 (0°$2) T0S (1°81) 8°SL ¥'61) T68 (6°€1) §°68 (tLv) 60S 11 +

1=(8°9D) L'TL ALLD 916 L(€LD L'68 (61 T'H9 (991) 1°6S (TYD) 6°¢L (L1 €16 (€1 968 «(€9°L) L'YS 068 —
:o_wmo.ao_v pue NEEOwGH

T11) 909 (8'61) 9°68 (9L1) TT6 (€LD) 8% (S91) 9Tv 12 0°L9 F¥20) 08 (091) 628 (Toe) 079 8 +

(0L 9TL (081 €16 (s zes 96D 09 1e(L791) T6S (I'v0) 1YL L) S'16 (€PD) L'68  +xx(8S'L) ¥'¥S €6 —
H@QCNU

(S'61) $°89 (6'81) T'88 (€L1) 888 (T02) 919 ($91) 0°8S 00 vEL (€1 126 (T11) 606 86'L) 8IS 8  +

991) 6TL 6L L16 (T81) ¢'68 (L61) 019 OL1) 0°6S (I'v0) 0vL 081 T16 Ly €68 «(LY'L) 0SS ¢ —
SASeIASIp o«w.5:<

Lsn oL ¥00) T'68 (861) 8°68 (€81) $°€9 (€91) 908 (070 8L (T'81) 906 %D 88 Lo Ls v+

(I'L1) STL (L'L1) S'16 (+'81) T'68 661 8€9 (LD 665 (€¥0) 8°¢L (SLD v'16 v L'68 #(0L'L) €¥S  LSE  —
m—aﬁ:o:\— muawﬂmﬂa

(L'ST) S¥vL 1) 1°€6 (0L1) S'16 (¥61) L'99 (L91) L9¢ (1'0) 6°¢L 81 0'16 (Tv1) €88 (6s9) ¢Ls 10T +

LD LIL (T'61) L06 (+'81) $'88 (861) L9 (691) 9°6S (8°€0) 6°€L (€L 16 FPD 668  wxx(IL°L) L'ES 00 —
uorsualddAH

(T'LD €1L (6'81) T'06 ($'81) 6'88 (9°61) 0°€9 (L91) 19 v0) 9°1L (9°81) T'06 (0sT) 8°L8 Sy’ ess L —

9D 8L +(9°6T) 8°¢6 (IL1) 1706 (6'61) 769 |y enx(L°ST) 1°69 Les(P'TT) T6L #(8F1) 8€6 | uenx(61D €66 #x(89°L) 6TS vl +
Ommowﬂb ON
(107 = u) W\

(9¥8 = u) T dnoxo
(@s) ueay (@s) ueay (@s) ueay (@s) ueay (@s) ueay (@s) ueay (@s) ueay (@s) ueay (as) ueay
HIN a4 ds LA HO dd dd dd (s134) 98y N

x3s pue dnoi3 £q pagnens syuedronied Juowe 9¢-JS JO SII00S Y} puB SISEISIP udamiaq sdiysuone[ar ayJ, € dqel,

pringer

A



Environ Health Prev Med (2016) 21:193-214

202

(681) 0°L9 (#'20) 0°S8 (#'22) 0706 (#'12) 0°SS (8T¥) 9IS (S°L2) 0°6S (1'62) 0°08 (#91) 0'6L @oncys ¢ +

(6°LT) STL (S'L1) 0°06 (1'81) 7’88 (L'61) 1°€9 +x(S'LT) 609 (LTo) LyL (S91) 116 (Len v'68 wyrovvs oy —
STILIY)IR PIOjewnayy

(0'T0) 00L (#'70) €08 (I'€D) 148 (T€D) 0'8S (L91) T°¢S ($°0¢) 8°09 (6'T2) 0°6L ($'81) €°6L (€T €09 11 +

(8°LT) STL (#'L1) T06 (0'81) £'88 (9'61) T'€9 (#'LT) 609 1x(STD) 6L 1x(S9D) €16 | wxn(STI) 968 wxen(TL'L) €4S ¥EY  —
s1s010dodsQ

(S°LT) L'69 (8'%1) 68 (+'91) 0'C8 (9°00) L'+S (1'91) 0°¢S (I'€0) ¥'LS ($'81) $'8L (8'00) 9'vL Ty 619 91 +

(6°LT) STL (L'L1) T'06 (T'81) ¥'88 [L61) €€9 (#'L1) 0'19 x0T TSL (SO ¥16 (171 868 #xx(99°L) TYS 6TV —
STILIYIIROAISO

O°LD) T'+9 (T97) 848 (6'L7) L'SL (€91) 9°6S (9°61) €7¢¢ (8'61) T'0L (6'ST) 798 (€€1) 968 (T€9) 89S LI +

S8LD LT (T'L1) 106 [(9°L1) 988 (6'61) T€9 #'L1) 019 (670 L'vL (€91) T'16 (8°21) ¥'68 (€LL)evs 8w —
ALt AR |

(9'81) 6°S9 (8'97) T'S8 (8'C0) 9'¢8 ($'81) T'8S (0'91) 8¢ (L'ST) ¥'59 (S'¥2) L'S8 (L'T1) $'88 8¥'L) 8vS  T¢ +

(L) 6TL (9'91) €06 (L'L1) 88 (8'61) €9 px(SLD TT9 1=(P'T0) €SL ©'SD ¥'16 (6'C1) €68 Ly vvs €y —
132|n [eusponporisen)

(€42 1°6S (TTe) S'LL (1'60) TLL (0'92) 9°6¥ (€'81) 0°0S (L'ST) 659 (I'¢€e) SvL (¢'81) T'18 (0£'8) ¥'€S LI +

LD 6°TL 10991) 06 (S°L1) 988 | wx(€°61) 9°€9 wes(€LD) TT9 T 6vL =S 916 Lz 968 (LoL)svs 8ty —
:Oﬁmmo.HmuU Uc.m NMCEOmCH

(#'ST) €9L (T'81) 6'88 (621 9°68 (€61) €69 (€°S1) €09 (9'L1) 6'SL (8'61) 9°68 (€12 948 (99°¢) 065 TI +

6°LT) €TL (9°L1) 0°06 (€'81) 1'88 (L'61) 629 (S'LT1) 8°09 (670 SvL (991) 0’16 ($2I) ¥'68 «(ILL) €%S €€ —
Jddue)

(I'L1) T'OL (8'81) T'88 (T61) 9°68 (L) v'6S (#'81) 0'8S (TT0) €L (S91) €16 6'11) T'68 SLoris L9 +

(0'81) 8°CL F'L1) €06 (6°L1) 9°88 (0°02) L'€9 (TL T19 (6T0) 9vL (8'91) 606 (O€D €68  #xx(PS'L) 0SS 8LE —
S9SeasIp JIZIA[Y

(T'€1) €9L (#'€1) 0°¢6 (TO'L) L'96 (L1 0TL (8'2I) €¢S (8'91) T6L (TED L'16 (68°S) 9°¢6 96%) 65 61 +

0'81) TTL (L'LT) 868  xxx(¥'81) 8°L8 #x(6'61) 9°79 (SL1) T'T9 0€D) V'L (6'91) 8°06 +x(0€1) 168 sxx(TLLTYPS 9T —
smIfaw sajeqel(J

(8°LT) 8'1L (€°L1) 8°68 (€L1) 6'L8 (T61) L'09 (L'8T) 6°¢S (8°€7) 6°0L (L¥1) ¥'06 (T'ST) 98 (SS°9) 1'8S 06 +

6°LT) 9TL (L'L1) 006 (¢'81) 7’88 [661)9€9 | sexs(L9T) ST9 (§'70) S'SL (TLD 116 0T 006  ##x(68°L) €S §S¢  —
uorsudradAYg

LD SIL (0'81) €68 (L'81) €18 ($'81) ¥'19 (991) ¥'LS (r'€0) 1L (I'L1) €06 (9°¢1) 6'L8 Os'L) ¥'ss  T11€ —

(T8D SvL #91) ¥'16 99D T06 1 ;+(0TD L9y wx(891) 989 | x(0°0T) 6°08 6SD ¥T6 | wxx(T66) STO  #xx(8S°L) €TS  ¥EI  +
Ommoﬁ—u ON
(St = u) udWOA

(as) ueay (@s) uesy (@s) uesy (@s) uesy (@s) uesy (@s) uesy (@s) ueay (@s) uesy (@s) uesy
HIN ER dS IA HO dg ad Ad (s194) 98y N

penunuod ¢ dqe],

pringer

A's



203

Environ Health Prev Med (2016) 21:193-214

(8°S1) 9TL (€91) €06 (961) 8°L8 (#91) €19 (8'91) S°09 (1'00) TLL 0TI 6°¢6 (I'1D) T06 (€1'8) S0 8y  +
0'81) €€L (9'91) 8°06 (L'L1) T68 #00) T'+9 (6'L1) 129 (€70 €9L (I91) L'16 (8'11) ¥'06 «(ESL) ¥PS  vTe  —
mvmmumwﬁ oﬂwho:<
(€21 99L (€¥1) L'16 (F0°'S) L'L6 (ST S'1L (S€1) L'¢S (091) €°6L (€¥1) 8°¢6 (#1°9) 0°¢6 (SL'y) S6S 91 +
6°LT) T'EL (991) L'06  sxx(L'LT) 9'88 «(1°00) ¥'€9 A(8L1) €79 (TT0) €9L (L'ST) 6'16 (6'T1) TO6  sxx(€EL°L) L'ES  9S¢ —
smIew sajqeIq
('L €Tl €rD 016 (L gLs 061 +'19 (T'61) 6°€S o) veL (T¥) 0’16 F¥1) 698 (S9°6) L'LS 9L +
6'L1) SEL (T'L1) 906 (€L1) €68 A0 ¥ Y9y ax(8791) 6°€9 8T V'LL (091) T'T6 (80D TI6  #4x(88°L) 0°€S 96T —
uorsualradAH
(LT) STL (9'91) €06 (8'L1) €88 ($'81) 1°29 (TL1) 1'8S (L'T0) 6°¢L (SS1) L'16 (S2D) T'68 9L 6¥S 8T —
(T81) SvL #91) ¥'16 (9'91) T'06 x0T L99 | xxx(879T) 989 11#x#(0°0T) 6708 (6'ST) ¥'26 1#x(26'6) $°T6 #(86°L) €S vEl  +
JSBIASIP ON
(TLE = u) UWOAN
#'02) 069 (€°02) 698 (+'9¢€) 8°9L (8'1¢) S¥¢ (6'97) ¥'S¥ (S00) t'LL (L'61) €68 (S91) 128 (8LE) ¥TS L +
(S91) 6°¢€L [(6S1) TEo6 wsneie (¥'61) 8°59 (€91 T09 (#'€0) 0'9L (#°S1) 8°26 (T€1) S06 @@L svs Lo —
uorssaxdop pue eruwiosuy
(121 $°29 (TT0) 198 (0°02) 9'68 (9'L1) 6'9% (T8 TI¥ (€61) L09 (L'ST) 0'9L (€91) €8L 61€)TT9 9 +
1(991) 6°€L (6'ST) T¢€6 (#'91) 606 11%(9°61) 099 11#x(S79T) T09 (€€ €9L A(1°SD) 0°€6 1=(I'€1) §°06 «(SS°L) ¥PS 80 —
H@UENU
(T'81) TTL (I'¥1) €¢6 (L11) 8°€6 (6'61) TS9 (S°ST) ¥'6S (672 0vL (S'€T) 8°¢6 (T€D) L'06 (88'L) OIS  O¢ +
#91) €L (T91) 0°¢6 (6'91) 9°06 (8'61) 9°S9 (6'91) 6'6S (T€D) TIL (L'ST) 926 (€°€1) T06 «(SP'L) 6%S ¥8CT —
S9SeasIp JIZIA[Y
091) 8°€L (072 968 (F'L1) €88 (8'81) 999 0'L1) €08 (I'€) L'LL (€61) 006 (S¥1) 888 (ace) L'Ls € +
(L91) L'EL (TS ¥'¢6 F91) T'16 (6'61) SS9 1#x(€91) 0'T9 (#'€0) 8°SL (0'ST) 0°¢6 (T'€D) ¥'06 (1L T¥S 78T —
m_\zﬁ:oa mouvnwﬂﬂ
(8°€T) 8°9L (121 €56 (Ien sv6 (L'LT) 9°69 (L'ST) 0'8S (I'€0) T'LL (9°€1) TH6 (0°€T) L'68 (L99) T'LS 6L +
(€L 9TL (T'LD €26 #x(9°LD) L'68 (€00 €9 (0°LT) S'09 ($'€0) 9°SL (I'91) T'26 (F'€1) S06  #x+(99°L) 96§ S€T  —
uorsuddAyg
(L'91) 6'TL (€91) §°T6 (191 t'16 (L'61) LS9 ($'91) §°9¢ (8°€0) OvL (091) 026 (8°¢I) €88 (Te'L) sss o061 —
91 8¥L (9°61) 8°€6 (I°L1) 1°06 (661 ¥'S9 |y sus(LSD) 1769 (r'co) 1'6L 81 8°¢€6 (61D €66 «x(89'L) 6TS vl +
ASBISIP ON
(1€ = u) WY
(989 = u) 7 dnox9
(as) ueay (@s) uesy (@s) uesy (@s) uesy (@s) uesy (@s) uesy (@s) ueay (@s) ueay (@s) uesy
HIN ER dS IA HO dg ad Ad (s194) 98y N

penunuod ¢ dqe],

pringer

A



204

Environ Health Prev Med (2016) 21:193-214

Mean (SD)

MH

Mean (SD)

RE

Mean (SD)

SF

Mean (SD)

VT

Mean (SD)

GH

Mean (SD)

BP

Mean (SD)

RP

Mean (SD)

PF

Age (years)
Mean (SD)

Table 3 continued
N

@ Springer

Cancer

73.2 (17.8)
76.0 (16.0)

90.8 (16.5)
88.3 (19.7)

88.9 (17.5)
91.3 (13.2)

63.7 (19.9)
68.1 (20.3)

62.0 (17.8)
59.4 (16.7)

76.5 (22.1)
74.3 (19.0)

92.1 (15.5)
875 (21.2)

90.6 (11.2)"
82.5 (22.8)

53.8 (7.72)%%%
60.3 (3.43)

362

10
Insomnia and depression

73.8 (17.2)*= 1T
54.5 (24.7)

91.1 (15.9)"
77.5 (30.7)

89.2 (17.0)
82.5 (27.8)

64.3 (19.5)%= T
45.6 (27.8)

62.3 (17.6)*"
47.8 (17.5)

76.7 (21.7)
66.5 (31.6)

92.5 (14.6)"1"
72.3 (33.4)

90.8 (11.1)*Ttf
75.0 (20.4)

53.9 (7.67)
53.4 (9.52)

362

10

Diseases which had less than 5 participants were not written

PF physical functioning, RP role physical, BP bodily pain, GH general health, VT vitality, SF social functioning, RE role emotional, MH mental health

We examined ¢ test and one-way ANOVA (post hoc test: Dunnett, first line of each item is reference group): * p < 0.05, ** p < 0.01, *** p < 0.001 and age-adjusted one-way ANCOVA (post

hoc test: LSD, first line of each item is reference group): i p <0.05, t p <0.01, T p < 0.001

result may become similar to those in previous studies on
obesity and HRQoL.

Chronic pain and poor sleep were associated with worse
physical and mental HRQoL. In particular, chronic pain
seemed to have a strong influence on HRQoL in men,
whereas sleep condition was associated with lower HRQoL
in women.

Other studies indicated that poor sleepers complained
of worse QoL than good sleepers [26, 27, 53]. These
results are consistent with this study. With regard to sex
differences in sleep, women had better sleep quality than
men, whereas women had more sleep-related complaints
than men, and menstrual cycles, pregnancy, and meno-
pause were considered to alter the sleep architecture
[54]. Since this study was based on subjective data and
women were found to be more sensitive to poor sleep,
our results suggest stronger associations between
HRQoL and sleep condition among women than among
men.

In recent years, sex differences in pain have been a topic
attracting increased interest. Women were found to be at
increased risk of chronic pain and they seemed to experi-
ence more severe clinical pain. Multiple biopsychosocial
mechanisms contribute to these sex differences in pain,
including sex hormones, endogenous opioid function,
genetic factors, pain coping and catastrophizing, as well as
gender roles [55]. On the basis of these considerations, we
suppose that our results reflect that men reported their pain
less than women and the influence of pain on their HRQoL
seemed to be greater than for women when men reported
their pain.

A main strength of our study is that we obtained a high
response rate in this survey from a community-based
sample in the Japanese population. In addition, we con-
ducted the study in the entirety of the survey areas,
depending on address. Therefore, we could minimize
selection bias, along with CVD, CHD, and diseases
accompanied by chronic pain being excluded, followed by
sex stratification. This seems to be the first study to
analyze the relationship between hypertension and
HRQoL adjusted by chronic pain as an important
confounder.

However, our study had some limitations. Since it had
a cross-sectional design, we cannot directly infer causal
relationships. Second, our data were based only on self-
reports, not objective data like medical records and
blood tests. Third, we summarized the presence of
chronic pain as a yes/no variable, and did not consider
the intensity of the chronic pain or its location. To
demonstrate causal relationships, we have to perform
longitudinal research with data based on objective
diagnoses.
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Conclusion

After adjusting by chronic pain and life habits, hyperten-
sion itself was associated with lower HRQoL, especially
general health perceptions, in women, whereas hyperten-
sion was associated with higher social functioning in men.
These results may be due to the sex difference in the light
of the perception for health.
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