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Effects of subjective sleep quality on the quality of life in
patients with chronic anorectal disorder
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Objective: The aim of the present study was to evaluate the subjective sleep quality in patients with anorectal
disorder, to determine the factors associated with subjective sleep quality, and to explore the relationship between
subjective sleep quality and quality of life.
Material and Methods: This descriptive study was conducted between April 8, 2015 and April 12, 2016. The research
population consisted of 284 patients who attended the general surgery outpatient clinics of Konya Military Hospital
and were subsequently diagnosed with one of the four most common anorectal disorders (hemorrhoidal disease,
anal fissure, anorectal abscess/fistula, and sacrococcygeal pilonidal disease). Data were collected from 114 patients
who volunteered to participate in the study. After establishment of the diagnosis based on proctological anamnesis
and physical examination, the Pittsburgh Sleep Quality Index, Short-Form Health Survey, Beck Anxiety Inventory,
and Beck Depression Inventory were administered to the patients, along with a questionnaire on sociodemographic
data, via a face-to-face interview technique.
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Results: Ninety-six (84.2%) patients had poor sleep quality, whereas 18 (15.8%) patients had good sleep quality.
Among the patients with poor sleep quality, 16 were diagnosed with anorectal abscess and fistula (100.0%), 40 with
hemorrhoidal disease (90.9%), 16 with sacrococcygeal pilonidal disease (80.0%), and 24 with anal fissure (70.6%).
Overall, all patients with poor sleep quality (n=96) had low scores in all subcomponents of the quality of life scale.
Conclusion: The sleep quality in patients with chronic anorectal disorder is significantly impaired, thus negatively
affecting quality of life. Therefore, improvement in quality of life by improving sleep quality should be one of the
main objectives in treating chronic anorectal disorders.
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INTRODUCTION
Sleep is a physiological need in humans. Humans spend approximately one-third of their lifetime sleeping. Sleep follows a regular pattern; provides energy; promotes growth, development, learning, and
relaxation; and is affected by many internal and external factors (1-3). Humans have physical, social,
intellectual, and emotional needs. Therefore, fulfillment of the basic physical and mental needs is essential to maintain well-being. Sleep, as a fundamental need, is an important parameter that affects the
quality of life (QOL) and well-being (4, 5). Some diseases may cause sleep disorder by inducing physical
and psychological stress. Moreover, other factors, such as dietary habits, lifestyle, medication use, smoking, alcohol consumption, and illicit drug use, along with psychological and environmental factors, may
affect sleep patterns (6).
Chronic diseases constitute one of the causes of sleep disorders. Chronic disease is a long-term medical
condition or disease that shows slow progression and requires regular and continuous treatment and
follow-up owing to its potential to cause irreversible structural or functional impairment or disability
(7). Acute phases or exacerbations of chronic diseases are treated in a hospital setting, whereas most
of the treatment and care is provided at home. There are many aspects that influence QOL in patients
with chronic diseases. Therefore, increasing a patient’s QOL is one of the fundamental objectives in the
treatment of chronic diseases (8).
Chronic anorectal disorders are conditions that require continuous treatment and care, along with
self-management to prevent acute complications and minimize long-term effects. Currently, chronic
anorectal disorders frequently encountered in the general population emerge as an important surgical
problem with a risk of recurrence and becoming chronic following both surgical and medical therapies. They also have the tendency to decrease QOL owing to poor prognosis and related complications.
Among the frequently diagnosed anorectal disorders, the prevalence of chronic anal fissure is 6%–7%,
chronic hemorrhoidal disease is 45%, chronic sacrococcygeal pilonidal disease is 3%–4%, and chronic
anal abscess/fistula is 4%–5% (9, 10). Sleep—a state in which the tissues in the body undergo regeneration—is one of the fundamental daily life activities that affect the individuals’ QOL and health. Chronic
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anorectal disorders may cause sleep problems by causing pain
and physical disorders, resulting in anxiety and depression in
the long term (11, 12). A review of the literature shows that
whereas the relationship between sleep disorders and various
other disorders is investigated, there is no sufficient research
on the effects of sleep quality on QOL in patients with chronic
anorectal disorders. The aim of the present study was to assess sleep quality in patients with chronic anorectal disorders,
to determine the factors that might be associated with sleep
quality, and to explore the relationship between sleep quality
and QOL.
MATERIAL AND METHODS
This descriptive study was conducted between April 8, 2015
and April 12, 2016. The research population was composed
of 284 patients who were admitted to the surgical outpatient
clinics of Konya Military Hospital and who were subsequently
diagnosed with one of the four most frequent anorectal disorders. Anorectal disorders comprised hemorrhoidal disease,
anal fissure, anorectal abscess/fistula, and sacrococcygeal pilonidal disease. Participants who were male and female, aged
≥18 years, and who had the level of education and the mental
status sufficient to complete the assessment scales and questionnaires were included in the study. Informed consent was
obtained from all of the patients. Data were collected from
114 patients who volunteered to participate in the study. The
ethics committee approved the study (approval date: April 7,
2015; decree no. 2015/01-9). Following the diagnosis based on
proctological anamnesis and physical examination conducted
in the surgical outpatient clinics, the Pittsburgh Sleep Quality
Index (PSQI), Short-Form Health Survey (SF-36), Beck Anxiety
Inventory, and Beck Depression Inventory were administered
to the patients, along with a questionnaire on their sociodemographic data, via face-to-face interviews.
Sociodemographic data included gender, age, income, marital
status, educational level, medical history, alcohol consumption, smoking, and possible physical complaints. The SF-36 is
used to assess QOL and was designed for use in clinical practice by the Rand Corporation in 1992 (13). It is a 36-item questionnaire with physical and mental components. The physical
component consists of general health perceptions, physical
functioning, role limitations because of physical health, and
bodily pain subscales, whereas the mental component consists of emotional well-being, role limitations because of personal or emotional problems, energy/fatigue, and social functioning subscales. Each subscale is scored on a scale from 0 to
100 points, where “0” indicates a poor health status. It contains
items on the perceived change in health during the past 4
weeks and past week. The validity and reliability of the Turkish
version of the SF-36 were assessed by Koçyigit et al. (14).
Pittsburgh Sleep Quality Index was used to evaluate the sleep
quality of patients. It was developed by Buysse et al. (15) consisting of 19 questions and 7 components to assess sleep quality during the past month. The total score is calculated using 18
items and 7 components. Each item is rated on a 0–3 scale, and
component scores are summarized to create a total PSQI score
with a range of 0–21, with higher scores indicating poor sleep
quality. A total PSQI score of <5 indicates good sleep quality,
whereas a total score of ≥5 indicates poor sleep quality (15).
Ağargün et al. (16) evaluated the validity and reliability of the

index and found that it is applicable to the Turkish population.
The sensitivity of the test is 89.6%, and the specificity is 86.5%.
Statistical Analysis
Frequency distribution, descriptive statistics, and cross-tabulations were created using the Statistical Package for the Social
Sciences (SPSS) version 15.0 software (SPSS Inc., Chicago, IL,
USA). Demographic data, descriptive findings related to disease, and PSQI and QOL scores were expressed in frequency
and percentages. The chi-square test was used to assess the
relationship between diagnosis and sleep quality. The independent sample t-test was used to compare different subscales of the QOL scale and sleep quality in groups. A level of
0.05 was statistically significant.
RESULTS
Table 1 shows the sociodemographic data of the participants
in the study and descriptive findings related to the disease.
With regard to patient demographics, 89.5% of the participants were males, 52.6% were in the 22–30-year age group,
82.5% had moderate income, and 49.5% had undergraduate
degrees. Of the patients, 38.6% were diagnosed with chronic
hemorrhoidal disease, 29.8% with chronic anal fissure, 17.5%
with chronic sacrococcygeal pilonidal disease, and 14.0% with
chronic anorectal abscess and fistula. Of the 58 patients, 28
complained of bleeding, whereas 30 had constipation and
diarrhea. With regard to treatment, 47.4% of the patients had
previously undergone surgery, and 71.9% had received medical therapy (Table 1). The relationship between sleep quality
and sociodemographic and descriptive variables (smoking, alcohol consumption, surgical history, and medical therapy) was
evaluated using the chi-square test. There was no statistically
significant relationship between sleep quality and sociodemographic and descriptive characteristics (p>0.05). The findings
show that among the patients with poor sleep quality, 45.8%
suffered from pain, 29.2% from constipation, and 25% from
bleeding.
The findings show that 96 (84.2%) patients had poor sleep
quality, whereas 18 (15.8%) had good sleep quality. Among
the participants of the study, 24 out of 34 patients diagnosed
with chronic anal fissure (70.6%), 40 out of 44 with chronic
hemorrhoidal disease (90.9%), 16 out of 20 with chronic sacrococcygeal pilonidal disease (80.0%), and 16 with chronic
anorectal abscess and fistula (100.0%) had poor sleep quality.
There was a statistically significant difference between patients with poor sleep quality and patients with good sleep
quality (p<0.05; Table 2).
The findings also show that 59.65% of the patients had no anxiety, whereas 24.56% had mild, 8.77% had moderate, and 7.02%
had severe anxiety. In addition, 57.9% of the patients had no
depression, whereas 33.33% had mild, 7.02% had moderate,
and 1.75% had severe depression. The chi-square test showed
that chronic anorectal disorders, such as chronic anal fissure,
chronic hemorrhoidal disease, chronic sacrococcygeal pilonidal
disease, and chronic anorectal abscess and fistula, did not show
a significant relationship with anxiety and depression (p>0.05).
Moreover, 77.8% of the patients with good sleep quality based
on the PSQI scores had no depression, whereas 22.2% had
moderate depression. On the other hand, 43.8% of the patients
with poor sleep quality had no depression, whereas 29.2% had
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good sleep quality according to the PSQI scores had no anxiety, whereas 33.3% had mild, and 11.1% had moderate anxiety.
Moreover, 33.3% of the patients with poor sleep quality had
no anxiety, whereas 20.8% had mild, 25.0% had moderate, and
20.8% had severe anxiety (χ2=0.044, p<0.05).

mild, 22.9% had moderate, and 4.2% had severe depression
(χ2=0.023, p<0.05). Additionally, 55.6% of the patients with
Table 1. Sociodemographic and descriptive data of participants
Gender

n

%

Table 3 shows the distribution of the patients’ PSQI scores
according to their diagnoses. When all patients with chronic
anorectal disorders are evaluated based on their total PSQI
Age(years)		
scores, it was found that the average PSQI scores of patients
18–21
30
26.3
in all the diagnosis groups were >5 points. The mean PSQI
scores were 9.82±4.8 points in patients diagnosed with chron22–30
60
52.6
ic anal fissure, 11.27±3.37 points in patients diagnosed with
31–45
22
19.3
chronic hemorrhoidal disease, 10.15±3.80 points in patients
≥45
2
1.7
diagnosed with chronic sacrococcygeal pilonidal disease, and
Income level		
14.00±2.78 points in patients diagnosed with chronic anorectal abscess and fistula (Table 3).
Low
10
8.8

Female

12

10.5

Male

102

89.5

Moderate

94

82.5

High

10

8.8

Pain

56

49.1

Constipation/diarrhea

30

26.4

Bleeding

28

24.6

Table 4 shows the distribution of the patients’ QOL scores
based on their diagnoses. Various subscale scores that comEducational level		
prise the QOL scale are as follows: physical functioning subscale with 25.6±4.20, role limitations because of physical
Primary school
24
21.1
health problems subscale with 6.33±1.44, bodily pain subscale
High school
22
19.3
with 7.33±2.34, perceived change in health subscale with
Undergraduate
56
49.1
19.59±5.05, energy/fatigue subscale with 14.82±4.71, social
Postgraduate
12
10.5
functioning subscale with 7.12±2.08, role limitations because
of personal or emotional problems subscale with 4.57±1.27,
Duration of disease
Min/max
Mean±SD
and emotional well-being subscale with 18.91±5.06. In terms
1/5
2.74±1.48
of QOL, all groups of patients with anorectal disorders suffered
Diagnosis
n
%
from bodily pain, energy/fatigue, impaired social functioning,
and poor emotional well-being. Among these subgroups, paChronic hemorrhoidal disease
44
38.6
tients with chronic sacrococcygeal pilonidal disease particuChronic anal fissure
34
29.8
larly suffered from bodily pain, whereas patients diagnosed
Chronic sacrococcygeal pilonidal disease 20
17.5
with anorectal abscess and fistula particularly suffered from
Chronic anorectal abscess and fistula
16
14.0
energy/fatigue, impaired social functioning, and poor emotional well-being (Table 4).
Complaints		
The mean QOL scores in patients with poor sleep quality
(n=96) were below average in all subscales of the QOL scale.
There was a significant relationship between sleep quality
and scores in physical functioning, role limitations because
of physical health problems, bodily pain, perceived general
health, and emotional well-being subscales (p<0.005, p<0.05,
p<0.05, p<0.05, and p<0.001, respectively; Table 5).

Surgical history		
Yes

54

47.4

No

60

52.6

Yes

82

71.9

No

32

28.1

Total

114

100

Medical therapy

DISCUSSION
The present study found that 84.2% of the participants had
poor sleep quality. Sleep quality was considerably impaired
in all diagnosis groups, patients in all diagnosis groups scored

Table 2. Sleep quality of patients based on their diagnoses
Diagnosis
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Good sleep quality
n
%

Poor sleep quality
n
%

Total
n

p

Chronic anal fissure

10

29.4

24

70.6

34

0.023

Chronic hemorrhoidal disease

4

9.1

40

90.9

44

<0.05*

Chronic sacrococcygeal pilonidal disease

4

20.0

16

80.0

20

Chronic anorectal abscess and fistula

0

–

16

100.0

16

Total

18

15.8

96

84.2

114

*Chi-square test
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Table 3. Distribution of the PSQI scores of patients based on their diagnoses
			 Chronic
Chronic
Chronic
sacrococcygeal
anal
hemorrhoidal
pilonidal
fissure
disease
disease
(n=34)
(n=44)
(n=20)

Chronic
anorectal
abscess and
fistula
(n=16)

PSQI*

Mean±SD

Mean±SD

Mean±SD

Mean±SD

Min/max

Mean±SD

Sleep efficiency

1.00±1.15

1.00±1.09

0.70±1.12

1.00±1.15

0/3

0.95±1.12

Sleep disturbance

1.97±0.90

2.31±0.70

2.40±0.68

2.87±0.34

0/3

2.31±0.77

Use of sleep medication

1.03±0.67

1.02±0.50

1.15±0.81

1.25±0.68

0/3

1.08±0.64

Daytime dysfunction

1.79±0.77

2.36±0.65

1.95±0.94

2.75±0.44

0/3

2.18±0.78

Sleep onset latency

1.32±0.87

1.54±0.72

1.50±0.82

2.12±0.61

0/3

1.55±0.81

Duration of sleep

0.97±1.05

1.11±0.99

0.70±0.92

1.50±1.26

0/3

1.05±1.05

Subjective sleep quality

1.73±0.86

1.90±0.86

1.80±1.00

2.50±0.73

0/3

1.92±0.89

Total PSQI score

9.82±4.83

11.27±3.37

10.15±3.80

14.00±2.78

0/19

11.03±4.05

PSQI*: Pittsburgh Sleep Quality Index

Table 4. Distribution of the quality of life scores of patients based on their diagnoses
			 Chronic
Chronic
Chronic
sacrococcygeal
anal
hemorrhoidal
pilonidal
fissure
disease
disease
(n=34)
(n=44)
(n=20)

Chronic
anorectal
abscess and
fistula
(n=16)

Total score

SF-36 Health Survey*

Mean±SD

Mean±SD

Mean±SD

Mean±SD

Min/max

Mean±SD

Physical functioning

26.06±3.04

25.73±4.77

25.3±5.33

24.38±2.73

12/30

25.6±4.20

Role limitations because of
physical health problems

6.59±1.26

6.41±1.61

6.20±1.58

5.75±1.00

4/8

6.33±1.44

Bodily pain

7.78±2.56

7.44±2.34

6.59±2.17

7.04±1.92

2/12

7.33±2.34

General health perceptions

21.55±3.87

19.33±5.21

19.44±6.00

16.35±3.93

9/30

19.59±5.05

Energy/fatigue

15.30±3.82

15.60±5.33

14.80±5.16

11.75±2.72

4/24

14.82±4.71

Social functioning

7.41±2.11

7.27±2.00

7.00±2.15

6.25±2.11

2/10

7.12±2.08

Role limitations because of
personal or emotional problems

4.64±1.34

4.77±1.32

4.50±1.05

4.00±1.15

3/6

4.57±1.27

Emotional well-being

19.23±4.14

20.09±5.31

18.10±6.48

16.00±2.73

5/30

18.91±5.06

*Short-Form Health Survey

Table 5. Comparison of sleep quality and various subscales of the quality of life scale
Good sleep
quality (n=18)

Poor sleep
quality (n=96)

SF-36 Health Survey

Mean±SD

Mean±SD

F

p*

Physical functioning

28.00±1.82

25.10±4.33

11.485

0.001

Role limitations because of physical health problems

6.55±1.19

6.29±1.48

5.790

0.018

Bodily pain

8.22±3.18

7.17±2.12

6.619

0.011

General health perceptions

21.67±6.69

19.21±4.63

5.565

0.020

Energy/fatigue

15.56±6.29

14.68±4.38

3.694

0.057

Social functioning

7.88±2.54

6.98±1.97

1.049

3.694

Role limitations because of personal or emotional problems

5.00±1.45

4.50±1.23

2.781

0.098

Emotional well-being

20.33±8.33

18.65±4.20

19.049

0.000

*Independent sample t-test

>5 points in PSQI, and their scores in all components of the
QOL scale were below average (Tables 2-4). The mean scores
of the patients with poor sleep quality were below average

in all subscales of the QOL scale compared with those of patients with good sleep quality (Table 5). Sleep quality is one
of the most important factors that affect QOL (17). According
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to the study by Griffin et al. (24), nonsurgical therapies have a
positive effect on QOL in patients diagnosed with anal fissure
(18). Another study found that treatment of chronic anal fissure with topical diltiazem improves patients’ QOL (19). Ortiz
et al. (20) reported significant improvement in QOL in patients
with chronic anal fissure following internal lateral sphincterotomy. In the present study, the findings suggested that impairment in sleep quality negatively affected QOL in patients
with chronic anorectal disorders.
Age, gender, smoking, and alcohol consumption are among
the many factors that affect sleep quality (21-23). However,
sociodemographic characteristics and descriptive features
(smoking, alcohol consumption, surgical history, and medical
therapy) do not significantly affect sleep quality in patients
with chronic anorectal disorders. In other words, sociodemographic characteristics and descriptive features are not among
the factors that affect sleep quality in patients who participated in the present study.
Another factor that affects sleep quality is the presence of comorbid psychopathology in patients with chronic anorectal
disorders. A study conducted among the patients with chronic
anal fissure found high rates of comorbid psychopathological
disorders. The same study also reported that QOL is negatively
affected by the severity of depression and anxiety, and that
stress acts as both triggering and aggravating factors in patients with chronic anal fissure (18). One of the most frequent
complaints in patients with psychiatric disorders is the changes
in sleep quality and quantity. In addition to the concurrence of
various sleep problems with psychiatric disorders, sleep problems may emerge as a characteristic symptom of psychiatric
disorders. Furthermore, sleep problems are among the diagnostic features of depressive and anxiety disorders. Previous
studies have indicated that 80%–85% of the patients with depressive disorder suffer from insomnia, whereas 15%–20% suffer from hypersomnia. Patients with anxiety disorder may experience problems in sleep onset latency and duration of sleep
(22). In the present study, 84.21% of the participants had no
or mild anxiety, and 91.23% had poor mild depression. These
rates suggest that the majority of the participants had no comorbid psychiatric disorder. Therefore, it would be reasonable
to argue that anxiety and depression were not among the factors that affect sleep quality in the participants of the study.
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Complaints, such as pain, constipation/diarrhea, and bleeding, that result from chronic inflammatory disease in patients
with chronic anorectal disorders are distressful symptoms that
impair sleep quality and considerably decrease QOL (24). One
study on patients with chronic anal fissure evaluated the SF36 QOL scale and demonstrated that the intensity of pain and
bleeding has a negative effect on bodily pain and role limitations because of personal or emotional problems (18). Another study on patients with chronic anal fissure reported pain in
96.7% and bleeding in 83.3% of the patients (18). A study conducted by Griffin et al. (24) on the effects of nonsurgical treatment on the QOL of patients with anal fissure demonstrated
that in patients who had nonsurgical treatment, there is a significant reduction in pain, bleeding, and irritation symptoms.
Another study found that symptoms, such as pain and irritation
in patients with anal fissure, negatively affect the SF-36 scores
before treatment, whereas successful treatment of anal fissure

decreases pain and improves QOL (19). In the present study,
49.12% of the patients had complaints of pain, 24.56% had
bleeding, and 26.3% had constipation and diarrhea (Table 1).
Therefore, we suggest that the effects of chronic diseases on
QOL must be evaluated along with their effects on individuals in treatment planning, and the treatment approach must
also incorporate interventions toward increasing the patients’
QOL (25). In the present study, the fact that pain was the main
complaint among the patients (45.8%) with poor sleep quality
suggests that sleep quality is directly associated with patients’
complaints.
CONCLUSION
The current findings demonstrate that impairment in sleep
quality negatively affects QOL in patients with chronic anorectal disorder. Therefore, improvement in sleep quality must be
one of the main objectives in treating patients with chronic
anorectal disorder to improve their QOL. Future research on
the subject should conduct randomized, controlled studies on
larger samples using polysomnography as an objective measure to assess sleep quality.
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