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Abstract

Background: Coronary artery disease (CAD) is the most common chronic disease with marked effects on different health aspects,
which can affect the quality of life (QOL) of patients. Today, open heart surgery is one of the most common treatments for patients
with CAD.
Objectives: This study was conducted to determine the QOL of patients before coronary artery bypass graft (CABG).
Methods: This descriptive-analytical study was conducted in 2017 - 2018 on 104 candidates for CABG in the Golestan and Imam
Khomeini hospitals, affiliated to Jundishapur University of Medical Sciences in Ahvaz. The subjects were selected using the con-
venience sampling technique. Data collection instruments included a demographic questionnaire and the MacNew quality of life
questionnaire. Data was collected on the day before surgery and evaluated with mean, percentage, and frequency in SPSS 22.
Results: Findings showed that the overall QOL score was 87.3 ± 0.76. The score mean in the emotional dimension, physical dimen-
sion, and social dimension were respectively; 4.01 ± 0.72, 3.25 ± 0.78, and 3.45 ± 0.80.
Conclusions: Regarding the effect of CAD on QOL of patients, healthcare providers should plan to improve their QOL.
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1. Background

Coronary artery disease (CAD) is one of the most impor-
tant causes of death and disability in both rich and poor
countries (1). The number of deaths from CADs will rise
from 17 million in 2008 to 25 million in 2030 (2). Coronary
artery disease is treated routinely by non-pharmacological
methods such as surgery. Patients who do not respond to
pharmacotherapy are undergoing coronary artery bypass
graft (CABG) (3). CABG is the main treatment for patients
with CAD. In 2009, more than 416000 patients were treated
for open heart surgery in the United States (4). CABG is
a surgical revascularization procedure for patients with
coronary artery disease to improve symptoms and survival
(5).

Before the surgery, patients experience a lot of physi-
cal and psychological problems. The symptoms of disease
include chest pain, dyspnea, fatigue, inability to perform
exercise and physical activity, fear and anxiety on the out-
comes of the surgery, uncertainties, and depression. These
factors may exacerbate the symptoms of the current con-
dition and negatively affect the quality of life (QOL) of the
patients (1). Angina can reduce QOL in patients with CAD by

causing pain, poor health, dysfunction, and reduced abil-
ity in self-care (6). It is believed that in addition to disease
severity, concomitant diseases such as diabetes, hyperten-
sion, and obesity result in reduced QOL in this group of pa-
tients (7).

The health-related quality of life, along with therapeu-
tic interventions, gives the highest importance to the feel-
ing of wellbeing and satisfaction with life (8). The World
Health Organization (WHO) considers the following four
dimensions for QOL:

(A) Physical health that includes pain and discomfort,
sleep and rest, and ability to carry out activities of daily liv-
ing.

(B) Psychological aspect that includes appearance, pos-
itive and negative feelings, memory, concentration, and
self-esteem.

(C) Social relationships that include sexual activity, so-
cial support, and personal relationships.

(D) Social environment that include financial re-
sources, home environment, access to information, par-
ticipation in social activities, and transportation facilities
(3).

In addition, quality of life is a sense of wellbeing, which
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is due to satisfaction or dissatisfaction with different im-
portant aspects of an individual’s life. Quality of life is iden-
tified as an important outcome and response of a patient
to the treatment or a specific procedure. In chronic ill-
nesses quality of life provides valuable information regard-
ing the health status of patients and health care delivery
for the treatment team (9). Better knowledge regarding
changes in QOL may be particularly useful for patients who
are determining their long-term health goals (10). HRQoL
is a sense of well-being and reflects patient perception of
illness and its symptoms (8). Therefore, in order to prevent
complications, it is necessary for the healthcare providers
to try to improve the quality of life of patients undergo-
ing coronary artery bypass grafting (11). Research on mea-
sures of health-related quality-of-life outcomes of patients
before CABG surgery and other cardiovascular therapies is
growing among scientists (12). Recent studies have shown
a significant influence of health related quality of life on
long-term consequences. It has been shown that the poor
quality of life predicts death and disability in patients with
CHD (8). The important component of cost-effectiveness
studies and health-technology assessment is assessing the
quality of life. The main reason for health care delivery is
impairment in patients’ health condition and HRQoL (13).

The quality of life of patients before CABG surgery
has been reported in previous studies. The results of the
Bahramnezhad et al. (14), study, showed that the quality
of life in patients before CABG surgery was relatively favor-
able in 65% of patients and in 23% was unfavorable.

According to definition of World Health Organization,
QOL is an individual’s perception of their position in life
in the context of the culture and value systems in which
they live with the relation to their goals, expectations, stan-
dards, and concerns. Health care providers need to explain
QOL results cautiously for patient care due to the fact that
they have to prevent aggravations of disease and policy
making (15).

2. Objectives

Considering the broad concept of QOL and its variabil-
ity based on multiple physical, psychological, and social
factors, as well as climatic and cultural differences, this
study was conducted to determine the quality of life of pa-
tients before coronary artery bypass graft surgery.

3. Methods

In this descriptive-analytical study, all patients older
than 18 years who were candidates for CABG in the Golestan
and Imam Khomeini hospitals, affiliated to Jundishapur
University of Medical Sciences in Ahvaz, between the first

of December 2017 and the first of July 2018 were eligible
for inclusion. The subjects were selected using the con-
venience sampling technique. The inclusion criteria in-
cluded willingness to participate in the study, candidate
for CABG, and awareness of time, place, and self. The exclu-
sion criteria included speech and hearing problems, drug
abuse, and use of psychotropic drugs, diagnosis of mental
disorders such as depression, and concomitant surgeries
such as heart valve repair surgery etc.

3.1. Data Collection Instruments

Data collection instruments included a demographic
questionnaire and translated version of MacNew quality
of life questionnaire, which were completed by the pa-
tients on the day before surgery. This questionnaire has a
two week time frame and contains 27 items with a global
scale and three subscales, emotional performance, phys-
ical performance, and social performance. In this ques-
tionnaire, the domains of emotional, social, and physical
performance are assessed by 14, 13, and 5 items, respec-
tively. The items were divided in a way that each one could
cover one, two, or all three domains. In this way, the scores
for each patient in physical, emotional, and social perfor-
mance were the means of the scores given to the items in
each domain. Each item is answered via a 7-point Likert
scale and the subject’s answer to each of the seven propo-
sitions indicates his/her stance on a continuum from “al-
ways” to “never”. The highest and lowest scores in each do-
main are seven and zero indicating high and low QOL, re-
spectively. Moreover, to present the QOL of the patients
qualitatively, the mean scores of 5 - 7, 3 - 5, and 1 - 3 were
considered good, moderate, and poor, respectively (16).

The MacNew quality of life questionnaire is a standard
questionnaire whose validity and reliability have been pre-
viously evaluated (17). In Iran, the validity and reliability of
this tool was evaluated by Asadi-Lari et al. (18), and Rahimi
et al. (9).

3.2. Statistical Analysis

The collected data was analyzed in SPSS 22, in which the
quantitative variables were reported by means and stan-
dard deviations and the qualitative variables by percent-
ages.

3.3. Ethical Considerations

This study is a part of a thesis project. The study
was registered in the Ethics Committee of Ahvaz Jundisha-
pur University of Medical Sciences under the ethical code
IR.AJUMS.REC.1396.548. Before completing the question-
naire, informed consent was obtained from the patients
and they were assured that the information related to
them would remain confidential.

2 Jundishapur J Chronic Dis Care. 2019; 8(1):e84713.

http://jjchronic.com


Limoee K et al.

4. Results

Results suggested that the mean (standard deviation)
age of the participants was 56.95 ± 8.18 (age range 35 - 70
years). According to the data, 66.3% of the participants
were male, 33.7% female, 87.5% were married, 75% were il-
literate, and 25% literate. Among the participants, 97.1%
had one, two, and/or all three of the underlying diseases
(diabetes, hypertension, and hyperlipidemia). The most
prevalent underlying diseases were hyperlipidemia (74%),
hypertension (68.2%), and diabetes (42.3%). Family history
of heart disease was observed in 72.1% of the participants,
and 44.2% of them had a history of smoking (Table 1).

Research findings regarding the QOL and its three sub-
scales among the participants showed that most of them
scored moderately in these indices. Table 2 presents the
mean overall score of QOL and its three subscales received
by the participants.

5. Discussion

Research findings showed that the QOL of the partici-
pants was at a moderate level. In this research, results indi-
cated the age of the patients was between 33 and 70 years,
thus, it can reinforce the fact that aging plays a role in the
increasing incidence of heart disease, and it is also aligned
with the study results of Balistreri et al. (19), Asadi-Lari et al.
(18), Bahrami-Eyvanekey and Ramezani-Badr (20), and Ima-
nipor et al. (21). Results of this study suggest that CAD and
its underlying factors should be considered more carefully
when providing this age group with healthcare services to
avoid high costs and irreparable complications in future
caused by CAD progression.

In the current study, the majority of participants were
males. In other studies conducted on patients with CAD,
most of the patients were males (11, 22, 23). Hormonal is-
sues that protect women against cardiovascular disease
during childbearing years - for example the possible role
of estrogens - could explain their lower incidence the stud-
ied sample. Cardiovascular disease in women is generally
manifested 10 years later than in men. It is associated with
multiple concomitant risk factors (24).

Table 1. Mean and Standard Deviation of Demographic Quantitative Variables

Variable Mean ± SD

Age 56.95 ± 8.18

Height 168.29 ± 9.06

Weight 79.68 ± 13.91

BMI 28.14 ± 4.44

EF 47.88 ± 6.60

Table 2. Mean and Standard Deviation of Demographic Qualitative Variables

Variable No. (%)

Gender

Female 35 (33.7)

Male 69 (66.3)

Ethnicity

Persian 66 (63.5)

Arabian 38 (36.5)

Marital status

Single 13 (12.5)

Married 91 (87.5)

Educational attainment

Illiterate 78 (75)

Literate 26 (25)

Family history of heart disease

Yes 75 (72.1)

No 29 (27.9)

History of disease

Diabetes 3 (2.82)

Hypertension 5 (4.8)

Hyperlipidemia 22 (21.15)

Hypertension, hyperlipidemia, diabetes 30 (28.84)

Hypertension and diabetes 6 (5.76)

Hypertension, hyperlipidemia 20 (19.23)

Hyperlipidemia, diabetes 5 (4.8)

No history 13 (12.6)

In the present research, most of the participants were
illiterate (75%). In the study conducted by Durmaz, the ma-
jority of participants had a primary school education (25).
In the research that Bahrami-Eyvanekey and Ramezani-
Badr carried out, 56.2% of the participants were illiterate
(20). It seems that chronic diseases such as CAD are more
prevalent among people with a low level of literacy. The
literature states that often low literacy level people do not
adhere to health recommendations (11). Through making
fundamental changes in awareness and attitude, educa-
tional attainment has always been effective in health and
illness and also in other aspects of life and, in many studies,
has received attention as a factor affecting QOL (26). Stud-
ies have shown that people with a low level of literacy suffer
from a higher degree of anxiety before CABG (27); in addi-
tion, anxiety is an important factor in determining the QOL
of patients undergoing this surgery (28). In comparison,
the predominance of male elderly subjects of low socioe-
conomic class was similar to that reported by other studies
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carried out in Brazil. This may be representative of the so-
cioeconomic pattern and profile of patients treated in pub-
lic hospitals insured by the Unified Health System (24).

In the current study, the majority of participants had
one, two, or all three of the underlying diseases of CAD
(diabetes, hypertension, and hyperlipidemia). Hyperlipi-
demia, hypertension, and diabetes accounted for 74%, 68%,
and 42% of the underlying diseases, respectively. It seems
that the patients with hypertension and diabetes received
adequate treatment for their underlying diseases and had
adjusted themselves to them. However, the participants
with hyperlipidemia were not aware of their illness and/or
did not receive treatment. Najafi et al. (29), reported that
there were no significant relationships between any of the
risk factors and QOL. Simpson and Pilote compared the
QOL of diabetic and non-diabetic patients after acute my-
ocardial infarction and showed that diabetes was not in-
volved as an independent determining factor for QOL and
functional status in these patients (30).

Results showed that the participants obtained an over-
all QOL score of 3.87 ± 0.76, mean emotional performance
score of 4.01 ± 0.72, mean physical performance score of
3.25 ± 0.78, and mean social performance score of 3.45 ±
0.80. Results also indicated that the overall QOL score and
its three subscale scores were at a moderate level, which in-
dicated the effect of CAD on QOL of the participants Table
3. Findings of this study are in consistent with the findings
of the study of Bahramnezhad et al.

The results showed that the quality of life in patients
before CABG surgery was relatively favorable in 65% of
patients and in 23% was unfavorable (14). The results of
Rahimi et al. showed that the mean score in the emotional
dimension physical dimension and social dimension were
respectively; 7.66 ± 10.5, 7.76 ± 76.2, and 7.65 ± 72.5 (9).
The results of Dal Boni et al. showed that the mean score
in the emotional dimension physical dimension, social di-
mension, and global QOL were respectively; 5.66 ± 0.92,
4.90 ± 1.35, 3.03 ± 1.91, and 4.6 ± 0.12 (24).

Before coronary artery bypass surgery, assessment of
Quality of Life in the physical domain aspect of the generic
instrument showed the worst score. This domain assesses
mainly daily activities, revealing the major limitation of
the patient in these activities as a result of the aging pro-
cess and its comorbidities and thus, a worse quality of life.
A previous study, translated by reports of seniors on lim-

Table 3. Mean (Standard Deviation) of Overall QOL Score and Its Three Subscales for
Research Participants

Overall
Score

Emotional
Activity

Physical
Activity

Social
Activity

Mean ± SD 3.87 ± 0.76 4.01 ± 0.72 3.25 ± 0.78 3.45 ± 0.80

itations in daily activities, inability to work, and to estab-
lish social relationships, as well as loss of independence, re-
ported that heart failure is related to impairment of phys-
ical functioning performance (11). CAD affects all aspects
of health, and patients with this illness have lower QOL
compared to people not suffering from it. A large num-
ber of factors such as age, gender, educational attainment,
underlying disease, history of smoking, family history of
heart disease, and many others can affect the QOL of these
people. In general, patients with CAD have a moderate level
of QOL.

5.1. Conclusion

In medical research as well as in studies on public
health, QOL is considered a valuable index for measuring
health status. Therefore, provision of appropriate and nec-
essary education for these patients must be emphasized to
prevent recurrence of this disease in them and to upgrade
their health level and QOL. Paying attention to their QOL by
nurses directs planning for caregiving, nursing measures,
and discharge can be carried out in such a way as to im-
prove the QOA of these patients if nurses pay attention to
the QOL of this group of patients.

The limitations of this study were a small number of
samples. Therefore, it is suggested that more studies be
done with larger sample sizes so that the generalizability
of the findings increases.
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