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ABSTRACT

Study Objective: The objective of my study is assess the quality of life in coronary artery disease patients using WHO QoL
BREF and to identify the different variables and factors which are affecting the quality of life in CAD patients in our population in

general and the economic progress of the country in particular.

Material & Methods: The study design will be cross-sectional and purposive sampling technique will be used. The study
population will be the patients presenting in cardiology OPD of Shalamar hospital & Punjab Institute of Cardiology Lahore.
Inclusion criteria will be the patients of both sexes above 30 years and exclusion criteria will be the patients with ailments other

than coronary artery diseases.

Results: A total of 611 CAD patients includes in for the research. 305 from Public & 306 from private hospital. Mean age was 56
years out of which 377 (61.7%) were male patients and 234 (38.3%) were females. Out of 611 patients that were included in the
study 19 (3.1%) rated their quality of life very poor; 265 (43.4%) poor; 200 (32.7%) neither poor nor good & 127 (20.8%) good.
Conclusion: The study showed life’s quality and general wellbeing, with the majority of patients having a "poor" life’s quality .
The relationship among quality of life and patients' perceptions of health and age was statistically significant.

INTRODUCTION
Heart diseases affect millions of people worldwide.

Researchers always focus mainly on mortality and morbidity
as an outcome in patients with CAD. However, there has recently
been a surge in interest in assessing their quality of life, as there is
a growing realization that clinical decision-making based purely on
morbidity and mortality is insufficient. The health-related quality of
life (HrQoL) is regarded as a key indicator of the intervention's
success. HrQoL has been linked to increased severity of coronary
artery disease, depression and fatigue symptoms, and poorer
cognitive function.t- 246

Quiality of life is defined by the World Health Organization
(WHO) as an individual's self-perception of their place, position,
and status in the culture and society in which they live, as well as
how well their goals, standards, and demands fulfil their
expectations. It is a multi-faceted notion influenced by one's
physical and psychological well-being, personal views, level of
independence, and social interactions. * ® 7 Different studies has
tried to find out the relationship that what factors affect the quality
of life of CAD patients. Several investigations have attempted to
analyse QOL result to determine the effects of CAD on QOL.
Depression was defined as being as essential as heart function in
terms of QoL among individuals with coronary artery disease, and
as one of the most important predictors of poor mental and
physical health. Depressive symptoms have also been linked to
poor treatment adherence.®

Even when compared to patients in a higher New York Heart
Association class, patients with negative mood states report poorer
QoL and greater functional impairment than non-depressed
patients, implying that interpretations of function, rather than
clinical condition, drive QoL outcomes. Although depression is less
common than anxiety, it has a considerable cardiotoxic influence
on heart failure patients' prognosis, morbidity, and mortality. After
correcting for baseline cardiac function, neuroticism, gender, and
age, depressed people have a 36% increased risk of mortality (vs.
16%) and an 87 percent increased chance of hospital
readmissions (vs. 74%) compared to non-depressed people.
Furthermore, compared to their non-depressed colleagues,
depressed individuals with heart failure are twice as likely to die
prematurely, and they produce a mortality rate of 12%.°

Another study in Philadelphia, USA, found that the best
quality of life was inversely linked with long-term mortality, both

vascular and non-vascular, regardless of baseline primary vascular
risk factors, social support, cognition, depression, and functional
status. Non-fatal vascular events were not linked with QoL.*°

Patients in the panic disorder associated chest pain group
had a worse quality of life than those in the CAD and healthy
control groups, according to a study conducted in Delhi, India on
quality of life in patients with coronary artery disease and panic
disorders. This emphasises the importance of a thorough
diagnosis and quick treatment of panic disorder in these people in
order to improve their quality of life.*

Young women (55 years) who present with acute myocardial

infarction (AMI) are a distinct, high-risk phenotype with a much
higher risk of in-hospital death than men of the same age.
However, the disparities in men's and women's health state
(symptoms, functioning, and quality of life) from the time of their
AMI through the next year are poorly understood.*?
Study Rationale: Patients with CAD were included in the majority
of previous research worldwide, independent of their initial
diagnosis or surgical intervention. It's crucial to look at QOL
outcomes in a smaller cohort of CAD patients. Pakistan is a
Muslim-majority country, there is no study available which has tried
to determine the quality of life of CAD patients and factors which
affect the quality of life of the patients. There is no previous
research and it's a neglected area because most of the patients
have no idea and perception about the risk factors. This study will
assess the quality of life in CAD patients and identify the risk
factors affecting the quality of life.

MATERIAL AND METHODOLOGY
Study Design: Cross sectional study,
Study Duration: 2 months after the approval of synopsis.
Study Population: Patients presenting in the Cardiology OPD of
Shalamar Hospital & PIC Lahore.
Inclusion Criteria: Both Sexes
Age above 30 years.
Exclusion Criteria: Patients with Cardiac ailments other than
Coronary Artery Diseases.
Sample Size: Sample size will be calculated by using formula
n= [DEF*Np(1-p)/[(d*/Z21-a/2*(N-1)+p*(1-p)]
n=611
Sampling Technique: Purposive Sampling.
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The sample size was calculated on the basis of proportion derived from the
following study:

Data Collection Procedure: A structured questionnaire
comprising of different variables to identify the factors affecting the
quality of life and WHO QoL BREF questionnaire for the
assessment of quality of life was used. The researcher himself sat
in the OPD of Shalimar hospital & PIC Lahore and conducted the
interviews of the CAD patients qualifying inclusion criteria using the
study instruments.

The study instrument has two parts;

Part | (Socio Demographic Profile): Required the patient to

provide information in terms of name, age, gender, education,
profession, family income, Place/location of residence and all other
identified factors.
Data Analysis: SPSS version 20.0 was used to enter, clean, and
analyse the data. For each possible variable, frequency tables will
be generated. For continuous data, means and other central
tendency characteristics will be determined. The Chi Square test
was used to determine the relationship between categorical
variables. When appropriate, the means were compared using the
student's t test or ANOVA. For categorical data, bar and pie
diagrams were employed, whereas for continuous data, line,
histogram, scatterplot, and boxplot were used.

RESULTS

A total of 611 Coronary Artery Disease (CAD patients were
included in the study from two teaching hospitals of Lahore (305
Public, 306 Private).

The mean age of the patients was 56 years. Out of which
there were 377 (61.7%) male patients and 234 (38.3%) were
females.

Patient’s presented at OPD were 319 (52.2) with ACS and
292 (47.8%)with CSA.

The LV function test was < 40% for 126 (20.7%) patients,
40-50% for 285 (46.8%) and > 50% for 198 (32.5%) patients.
(Table No. 1)

Out of 611 patients that were included in the study 19 (3.1%)
rated their quality of life very poor; 265 (43.4%) poor; 200 (32.7%)
neither poor nor good & 127 (20.8%) good. (Table 2)

As far as perception about health is concerned 1 (0.2%) was
very dissatisfied; 198 (32.4%) were dissatisfied; 281 (46.0%) were
neither satisfied nor dissatisfied & 131 (21.4%) were satisfied with
their health. (Table 3)

The extent to which physical pain prevents patients from
doing daily activities were reported as a little by 168 (27.5%); a
moderate amount by 285 (46.6%); very much by 156 (25.5%) & an
extreme amount by 02 (0.3%).The need of medical treatment to
function in daily life by patients were reported as a little by 187
(30.6%); a moderate amount by 307 (50.2%) & very much by 117
(19.1%).The extent to which patients feel their life to be meaningful
were reported as not at all by 2 (0.3%); a little by 149 (24.4%); a
moderate amount by 314 (51.4%) & very much by 146 (23.9%).
Regarding safety results were reported as not at all by 2 (0.3%); a

little by 189 (30.9%); a moderate amount by 320 (52.4%) & very
much by 100 (16.4%). In case of satisfaction with sleep, 8 (1.3%)
were very dissatisfied; 231 (37.8%) were dissatisfied; 221 (36.2%)
were neither satisfied nor dissatisfied & 151 (24.7%) were
satisfied.

As far as satisfaction with yourself is concerned, 02 (0.3%)
were very dissatisfied, 166 (27.2%) were dissatisfied; 282 (46.2%)
were neither satisfied nor dissatisfied & 161 (26.4%) were
satisfied. Regarding satisfaction with personal relationships results
were reported as 113 (18.5%) were dissatisfied; 322 (52.7%) were
neither satisfied nor dissatisfied & 176 (28.8%) were satisfied.
Satisfaction regarding access to health services were reported as
2 (0.3%) were very dissatisfied; 95 (15.5%) were dissatisfied; 286
(46.8%) were neither satisfied nor dissatisfied & 227 (37.2%) were
satisfied & 1 (0.2%) was very satisfied. In case of negative feelings
experienced results were reported as never by 3 (0.5%); seldom
by 86 (14.1%); quite often by 333 (54.5%) & very often by 189
(30.9%). (Table No. 4)

In Correlation of QOL Domains Score with Age: Domain 1
the mean + SD is 11.4+1.683, correlation is -0.127 & p-value is
0.002 (significant). Domain 2 the mean + SD is 17.7+2.649,
correlation is -0.137 & p-value is 0.001 (significant). Domain 3 the
mean + SD is 9.3+1.690, correlation is -0.133 & p-value is 0.001
(significant). Domain 4 the mean + SD is 24.1+3.679, correlation is
-0.135 & p-value is 0.001 (significant). Total QOL the mean + SD is
56.3+10.971, correlation is -0.156 & p-value is 0.000 (significant).
(Table No. 15)

In association between categories of QOL & perception
about health 284 (46.5%) reported poor, 200 (32.7%) reported
average & 127 (20.8%) reported good perception about health.
(Table No. 16)

Table 1: Frequency Distribution of Demographic Variables (n-611)

Variables Number (n) Percentage (%)
Age Mean: 56
Gender [ Male 377 61.7%

| Female: 234 38.3%

Table 2: Distribution of the CAD Patients by overall quality of life.

Level of Quality of Life Frequency Percentage (%)
V Poor 19 3.1%

Poor 265 43.4%

Neither Poor nor Good 200 32.7%

Good 127 20.8%

V Good 0 0

Total 611 100%

Table 3: Distribution of the CAD Patients by Perception about Health.

Perception of Health Frequency Percentage (%)
V Dissatisfied 1 0.2%
Dissatisfied 191 32.4%

Neither satisfied nor Dissatisfied 288 46%

Satisfied 131 21.4%

V Satisfied 0 0

Total 611 100%

Table 4: Frequency Distribution of Different Variables of QOL-BREF.

Variables Number (n) Percentage
(%)
Extent to which physical A little: 168 27.5

pain prevents you from

A moderate amount : 285 46.6

doing daily activities. Very Much: 156 25.5
An extreme amount: 02 0.3
How much do you need A little: 187 30.6

any medical treatment to

A moderate amount: 307 50.2

function in your daily life? Very Much: 117 19.1
To what extent do you feel Not at all: 2 0.3
your life to be meaningful? | A little: 149 24.4

A Moderate amount: 314 51.4

Very Much: 146 23.9
How safe do you feel? Not at all: 2 0.3
A little: 189 30.9

A moderate amount: 320 52.4
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Very Much: 100 16.4

How satisfied are you with Very dissatisfied: 8 1.3

your sleep? Dissatisfied: 231 37.8
Neither satisfied Nor 36.2
dissatisfied: 221 )
Satisfied:151 24.7

How satisfied are you with Very dissatisfied: 02 0.3

yourself? Dissatisfied: 166 27.2
Neither satisfied Nor 46.2
dissatisfied: 282 )
Satisfied: 161 26.4

How satisfied are you with Dissatisfied: 113 18.5

your personal Neither satisfied Nor 527

relationships? dissatisfied: 322 )
Satisfied: 176 28.8

How satisfied are you with Very dissatisfied: 2 0.3

your access to health Dissatisfied: 95 15.5

services. Neither satisfied Nor 168
dissatisfied: 286 )
Satisfied: 227 37.2
Very satisfied: 1 0.2

How often do you have Never: 3 0.5

negative feelings? Seldom: 86 14.1
Quite Often: 333 54.5
Very often: 189 30.9

Table 5: Correlation of QOL Domains Score with Age (h= 611).

Mean+SD Correlation P-Value

Domainl -0.127 0.002

Physical Health 11.4+1.683

Domain2 -0.137 0.001

Psychological Health 17.7+2.649

Domain3 -0.133 0.001

Social Health 9:3+1.690

Domain4 -0.135 0.001

Environmental Health 24.1+3.679

Total QOL 56.3+10.971 -0.156 0.000

Table 6: Association between categories of QOL and Perception about
Health.

Health Perception
QOL Dissatisfied Average Satisfied
Cat Poor 119 164 284
(59.8%) 58.4%) | 108 | 4650
Average 111 200
80 (40.2%) (39.5%) 9 (6.9%) (32.7%)
Good 121 127
0 (0%) 6(2.1%) | (97 496) (20.8%)
Total 611
199 281 131 (100%)
Chi Square: 520.4
P value: 0.000
DISCUSSION

A total of 611 Coronary Artery Disease (CAD patients were
included in the study from two teaching hospitals of Lahore (305
Public, 306 Private).

The mean age of the patients was 56 years. Out of which
there were 377 (61.7%) male patients and 234 (38.3%) were
females. Regarding history of Diabetes, Hypertension and Ml, the
number of patients were 350 (57.3%), 373 (61%) and 374 (61.2%)
respectively.

WHO QOL BREFF consists of 4 domains Physical health,
Psychological Health, Social relationships & Environmental Health.

In our study the comparison of means with number of
attacks of chronic stable angina in all the domains was not
significant which showed that number of attacks didn’t affect
quality of life much in CAD patients. The majority (43.4%) of the
CAD patients had poor quality of life which is opposite to a study
conducted by Mandal et al who reported that majority of patients
have an average quality of life65.

In a 2013 Swedish study, Baumeister et al. demonstrated
that coronary heart disease patients were significantly low
physical health value.13 Other publication, Lee et al. find strong

relation an among HRQOL and physical health, with good HRQOL
outcomes in physically active individuals.1, In our study, gender
was also strongly correlated because of the quality of life in women
are inferior to men. Hayes et al. describe a study in which coronary
heart disease was more common in men (56%) than in women (
%) because it was well known and said that coronary heart
disease affected men more than women, prior to 60 years of age.
15,

In one study, Ho et al. reveal that age & education level are
significantly associated with HRLQ, with men with HRLV having
better self-perception than women, younger patients scoring higher
in physical n “health and happincr5cf To fight et al. showed that a
study in an Iranian hospital showed that coronary heart disease
quality of life disruption increased with age, decreased with higher
education and income, and increased in women compared with
men.17 percent compared to men. 18,

Skovoda et al. Reported HRQOL was higher in patients with
active coronary artery disease or with regular exercise, compared
with sedentary patients.19, In our study, the majority of patients (5
.5%) had episodes negative feelings, i.e. pallor, hopelessness,
anxiety and depression.

Our study shows that age is a major determinant of the
quality of life of patients with coronary artery disease because the
quality of life decreases with age and vice versa. In one study, Ho
et al. found that age and education were significantly associated
with HRQuality, with men with HRLQ having better self-perceptions
than women, younger patients scoring higher in physical health
and well-being benefits-generally, and people with lower education
have a lower quality of life than those with higher
education.32Tofighi et al. showed that a study conducted in an
Iranian hospital showed that the disordered HRHL of coronary
heart disease increased with age, decreased with higher education
and income, higher in women than in men.2% 2122

CONCLUSION

Studies have shown that in terms of overall quality of life and
overall health, the quality of life of most patients is "poor." The
correlation between overall quality of life and health perception &
patient age is statistically significant. Eventually, we can deduce
that adverse socio-economic status, female gender, higher
psychological distress, history of other diseases, type of
intervention, smoking, deceased physical activity and cost of
treatment CAD patients more prone to decreased QOL. Thus,
these factors should be addressed in planning of tailored
interventions for improvement of QOL in patients with CAD. Most
of the patients included in the study had poor quality of life.
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