
www.iachlive.cme-congresses.com

(—THIS SIDEBAR DOES NOT PRINT—)

DESIGN GUIDE

This PowerPoint template produces a standard A0 format 

(84,1cm x 118,9cm) research poster. You can use it to create 

your poster that will be displayed for CoGEN congress. This 

template will save valuable time placing titles, subtitles, 

text, and graphics, and it will allow homogeneity throughout 

the various posters.

QUICK START

Select desired layout
When designing your poster, you will be able to choose

between the two proposed layouts - the single or the double

column.

Simply click right on the slide>layout: office theme, single

column or double column

Title, Authors, and Affiliations
Start designing your poster by adding the abstract title, the

names of the authors, and the affiliated institutions. This

information is mandatory.

Photographs / Graphics
You can add images by dragging and dropping from your

desktop, copy and paste, or by going to INSERT > PICTURES.

Resize images proportionally by holding down the SHIFT key

and dragging one of the corner handles. For a professional-

looking poster, do not distort your images by enlarging them

disproportionally.

The image and/or graphic captions should be written in Arial

20 and centered.

Zoom in and look at your images at 100% magnification. If

they look good they will print well.

Text size
Adjust the size of your text based on how much content you

have to present.

The default template text offers a good starting point.

How to remove this info bar
You can delete the info bars by going to VIEW > SLIDE

MASTER.

Health-Related Quality of Life (HRQoL) in Sickle Cell Disease Patients of 

Maharashtra, India: A Cross-Sectional Analysis Using WHO-QOL BREF and SF-36

Akash Dixit1 • Uday Yanamandra2 • Harikrishnan Premdeep³ • Morigadi Chandrashekhar1 • Kruti Agrawal1 • Manisha Khatri⁴ • Jayaraman Muthukrishnan⁵ • Giriraj Singh⁶ • Narendra Kotwal⁷

1Senior Resident (Internal Medicine); 2Prof (Medicine) & Haematologist; ³Asst Prof (Internal Medicine); ⁴IAS; ⁵Consultant (Medicine) & Endocrinologist; ⁶Consultant (Radiology), Dean & Dy 

Comdt; ⁷Consultant (Medicine) & Endocrinologist, Comdt — AFMC, Pune

n = 240
CONFIRMED SCD PATIENTS

24.2 ± 9.4 y
MEAN AGE
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PROPHYLAXIS COVERAGE

BACKGROUND & OBJECTIVE

Sickle cell disease (SCD) is a lifelong, multisystem haemoglobinopathy in which clinical 

indices alone do not fully capture the patient's lived burden. This study characterized 

HRQoL across physical, psychological, social and environmental dimensions and 

identified demographic, socioeconomic and clinical determinants in 240 confirmed SCD 

patients from Maharashtra.

METHODS

• Design: Cross-sectional observational study over 18 months across government

medical institutions, PHCs and NGO-supported specialist sickle cell clinics in

Maharashtra.

• Participants: Any-age patients with confirmed SS, SC or S-thalassaemia variants by

HPLC or molecular genotyping; acute crisis/illness and inability to self-report were

exclusion criteria.

• HRQoL instruments: WHO-QOL BREF (4 domains; 0–100) and SF-36 (8 subscales;

0–100).

• Clinical assessment: transfusion history, crisis frequency, medications and healthcare

utilization.

• Statistics: JMP Pro 16.0.0; mean ± SD, median/IQR; Shapiro–Wilk and Anderson–

Darling; t-test/ANOVA; Pearson and non-parametric sensitivity analyses; two-tailed p <

0.05 significant.

COHORT PROFILE & CLINICAL MANAGEMENT

• Male predominance: 53.1%; median age 23 years (range 6–65).

• 43.6% of families earned < Rs. 5,000/month; 63.1% of parents were functionally 

illiterate.

• 35.8% were students; 21.8% were skilled agricultural labourers.

• Mean age at diagnosis: 14.4 ± 9.6 years — substantial diagnostic delay.

• Mean PRBC transfusion rate: 0.65 ± 1.37 units/year; median 0.

• Mean crises in preceding year: 1.2 ± 2.45; median 0.5 (range 0–20).

• >94% received pharmacological therapy; folic acid and hydroxyurea were predominant; 

self-reported compliance >90%.

• 71.5% received primary SCD care through NGO-supported specialist clinics; 20.1% 

attended private hospitals.

KEY HRQOL FINDINGS

WHO-QOL BREF mean domain scores (0–100)
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SF-36: selected subscale findings

Physical Functioning 74.48 ± 18.27 Highest continuous domain

General Health 49.53 ± 21.22 Lowest continuous domain

Role—Physical 31.46; median 0; IQR 100 Marked bimodality

Role—Emotional 43.15; median 0; IQR 100 Marked bimodality

DETERMINANTS OF HRQOL

Crisis frequency was inversely associated with Social Relationships (r = −0.151, p =

0.048) and Environment (r = −0.183, p = 0.016). Negative trends for Physical Health (r =

−0.133, p = 0.081) and Psychological Health (r = −0.132, p = 0.084) did not reach

significance.

Occupation showed a clinically meaningful gradient in Physical Health: unskilled manual

labourers 45.6 vs students 57.0 and semi-skilled agricultural workers 63.0 (ANOVA p =

0.111).

Gender was not associated with Physical Health (males 57.1 vs females 57.7; p = 0.815).

Parental literacy was significantly associated with Physical Health (p = 0.037).

THE PREVENTION GAP

100% of patients with documented preventive-care data (179/179) reported no 

prophylactic antibiotics, no pneumococcal vaccination and no other SCD-

specific preventive care.

INTERPRETATION

• Social Relationships was the highest WHO-QOL domain (68.17), suggesting

community/family resilience despite socioeconomic vulnerability.

• SF-36 Role Limitation scores showed an “all-or-nothing” functional pattern: median 0

and IQR 100 for both physical- and emotional-role domains.

• The combination of high medication compliance (>90%) and zero documented

prophylaxis coverage points to a systemic care-delivery gap rather than simple patient

non-adherence.

• The relatively high Environment score (62.96) may reflect access to NGO-supported

specialist clinics; this remains a hypothesis in a cross-sectional study.

POLICY IMPLICATIONS

1. Universal newborn screening with district-level HPLC infrastructure.

2. Integrate penicillin prophylaxis and pneumococcal vaccination into routine SCD

preventive care.

3. Scale up hydroxyurea availability and prescribing capacity across government and

NGO-supported services.

4. Provide vocational transition/skills programs for patients in physically demanding

occupations.

5. Embed psychosocial support, peer groups and social-worker services within SCD care

teams.

LIMITATIONS & CONCLUSION

Limitations: Cross-sectional design limits causal inference; self-reported crisis counts

may introduce recall bias; NGO-clinic over-representation may limit generalizability; no

healthy control group was included.

CONCLUSION: This 240-patient Maharashtra cohort demonstrates moderate overall

HRQoL with three defining features—social resilience, marked functional dichotomy

during illness episodes, and a complete documented gap in prophylactic preventive care.

Improving outcomes requires a shift from treating the haemoglobinopathy alone to

integrated prevention, clinical care, vocational support, health literacy and psychosocial

care.
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