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1. Introduction

The increase observed in the survival of patients with ischemic cardiopathy, together with
the effect of the disease on the social, professional, and family life of those suffering from it,
have led researchers to consider that the traditional ways of measuring morbidity and
mortality are not adequate for assessing the potential benefits of health care interventions.
For this reason, there is common agreement on the need to use an indicator of subjective
assessment of health, and of health related quality of life (HRQL), as a complementary
criterion for monitoring the results of medical interventions in these patients.

The term "quality of life" (QoL) or health related quality of life (HRQL) came into use during
the 1970s as a multidimensional concept reflecting the overall subjective condition of the
physical and mental welfare of the individual, which is a consequence not only of the
disease but also of the family and social conditions forming the patient’s environment.

The assessment of these patients” HRQL has been tackled by several authors using both
disease-specific and generic instruments such as the Nottingham Health Profile, the Sickness
Impact Profile, the SF-36 or the SF-12 health questionnaire. Both types of instrument have
advantages and disadvantages, and they may provide additional information since they
quantify the patient’s overall health.

Using different multidimensional measures, poorer HRQL has been observed in patients
with Acute Myocardial Infarction (AMI) and angina pectoris than in other populations, and
these differences have been related to low social class, female sex, the presence of mental
disorders and the severity of the clinical condition.

Measuring changes in the HRQL of coronary patients is also important as a way of assessing
interventions and predicting needs for social care, because it has been shown that the focus
of attention in the immediate period following a cardiac attack is generally the physical
functioning, but following discharge from hospital and in the longer term, general health,
vitality, social and emotional functions could be at least as important.

In this chapter, we aim to provide an overview of the concept of HRQL and the usefulness
of this measure from the perspective of a coronary patient. Likewise, we intend to review
the main instruments used to assess HRQL and we analyse the factors that have been seen
to affect the quality of life of these patients.
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2. Quality of Life and heart disease
2.1 The concept of Quality of Life and Health-Related Quality of Life

Quality of Life has generated interest for many years, and as early as 384-322 BC Aristotle
noted "the good life" or "doing well" to be the same as "being happy". However, the advent
of this concept as it is known today, and concern for its systematic and scientific assessment,
is relatively recent. In the field of health sciences, one of the most important advances in
recent decades has been to recognise that patients' perspective of their illness is just as
legitimate and valid as that of healthcare professionals. This has led to the need to define the
concept of Health Related Quality of Life (HRQL) and to its assessment as a way of
subjectively measuring its effect on a disease. In addition, its treatment is considered with
growing frequency as an indicator of the advances and innovations in healthcare services
(Casas Anguita et al., 2001).

The most widely accepted definition of Quality of Life at the present time was proposed in
1994 by the World Health Organization (WHO); it is considered as an individual's
perception of their position in life in the context of the culture and value systems in which
they live and in relation to their goals, expectations, standards and concerns (Group, World
Health Organization Quality of Life (WHOQOL), 1993). The term Health-Related Quality of
Life (HRQL) emerged later to distinguish between QoL in its more general sense and the
requirements of clinical medicine and clinical trials, and thus remove ambiguity. Shumaker
et al. defined it as people’s subjective evaluations of the influences of their current health
status, health care, and health promoting activities on their ability to achieve and maintain a
level of overall functioning that allows them to pursue valued life goals and that is reflected
in their general well-being. Although there is disagreement about which dimensions should
be included in HRQL assessments, these authors have specified that the domains of
functioning that are critical to HRQL include: social, physical and cognitive functioning;
mobility and self-care; and emotional well-being (Shumaker & Berzon, 1995).

HRQL acts as a point of reference for measuring the effect of a disease on the individual,
and is described and characterized by the patients themselves as the result of their appraisal
of their health care (Urzaa M, 2010). One unifying and non-controversial theme throughout
all the approaches is that this concept can only be assessed by subjective measures. It is
precisely their subjective and multidisciplinary nature that has led to them being more
widely used to complement the traditional physiological and biological measures of health
status. However, their assessment requires instruments with suitable psychometric
properties, something which must be taken into consideration before their implementation.

2.2 Assessing Quality of Life in coronary patients

One area of health care that has taken particular interest in the concept and measurement of
Health-Related Quality of Life involves patients with coronary heart disease. This disease,
besides being the main cause of death worldwide, has significant physical, emotional and
social consequences for sufferers, so assessing their quality of life is not only necessary for
assessing the success of a treatment or operation, but also for highlighting certain problems
which are not assessed by traditional methods and that may be of use for modifying or
improving the treatment given, or for providing alternatives that improve patients' clinical
course (Fayers & Machin, 2007). Considering that the management of coronary artery
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disease mainly involves leading a healthy life style, instruments for measuring HRQL are
one of the best ways of providing an assessment of the experience of the patients themselves
with regard to their health problems in areas such a physical, emotional or social
functioning, role accomplishment, pain and fatigue (Asadi-Lari et al., 2003).

Despite the accepted interest in the assessment of HRQL in coronary patients, one of the
main problems posed in clinical practice is the choice of the right instrument. When
choosing a tool to assess HRQL, researchers or clinicians must first consider whether the
chosen instrument has really been developed and validated in a population with similar
characteristics, and if it covers all the aspects that it is important to assess in coronary
patients.

To be used with confidence, the tools must have a series of characteristics such as: validity,
or the degree to which it measures what it aims to measure; reliability, or the degree to
which a measure provides similar values for people with the same quality of life; and
sensitivity to change, or the degree to which a measure manages to detect significant
changes appropriate to clinical changes (Cepeda-Valery et al.,, 2011). Furthermore, these
tools must be complete; that is, they must include all the aspects that may be affected by the
disease and they should be easy to score and interpret. This last aspect is of utmost
importance in clinical settings as being quick and easy to use are necessary qualities under
these circumstances (McDowell & Newell, 1996).

The most widely-used tools for measuring the HRQL of coronary patients can be grouped in
two types: generic and specific (Table 1). Both kinds have pros and cons, and deciding
which to use depends on the type of intervention to be assessed and the aims to be reached.
In general, generic tools are able to detect the effects on the health of a broad range of
patients and diseases and so comparisons can be established between the effect of heart
disease and that of other chronic diseases such as diabetes or COPD on HRQL. However,
generic measures are less sensitive at detecting the effect that the specific symptoms of heart
disease have on a patient's life.

Dimensions| Items

-2 | SF-36 3 36
¢ | SF-12 12
3 [EroQol (EQ-5D) 5 16

Seattle Angina Questionnaire (SAQ) 5 19
« | The Angina Pectoris Quality of Life Questionnaire (APQLQ) 4 22
% Myocardial Infarction Dimensional Assessment Scale (MIDAS) 7 35
& | The MacNew Heart Disease Health-related Quality of Life
. 3 27

instrument (MacNew)

Cardiovascular Limitations and Symptoms Profile (CLASP) 9 37

Table 1. Health Related Quality of Life Instruments for Coronary Disease

The IQOLA project (International Quality of Life Assessment) (Alonso et al., 2004; Gandek
et al., 1998), which studied the general population in eight countries, is one of the few
projects to examine the impact of a series of chronic diseases, including coronary disease, on
HRQL. In this project, which used the SF-36 health questionnaire to assess HRQL, it is
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interesting to note how quality of life is affected in different ways depending on the chronic
disease analysed. At the present time, the Medical Outcomes Study 36-item Short-Form
Health Survey (SF-36) used in this project is the most valid instrument for measuring the
quality of life of patients with coronary disease and its use has been proven in the clinical
forms of both angina and myocardial infarction (Failde & Ramos, 2000). Likewise, it is an
appropriate tool for use in patients who undergo heart surgery and as an evaluative
measure in intervention programmes (Brown et al., 1999; Dougherty et al., 1998; Hawkes &
Mortensen, 2006; Yu et al., 2003).

There are two versions of the SF-36 health questionnaire. Version 1, developed by Ware et al
in the USA in 1992 (Ware et al., 1993) and version 2, revised and published by Ware himself
(Ware, 2000). The latter, an improved version of the original, is made up of 36 items grouped
into 8 dimensions: Physical Functioning (10 items), Social Functioning (2 items), Role-
Physical (4 items) , Role-Emotional (3 items), Mental Health (5 items), Vitality (4 items),
Bodily Pain (2 items), and General Health (6 items). For each of the 8 dimensions, the items
are coded, aggregated and transformed to a scale ranging from 0 (the worst state of health
for that dimension) to 100 (the best state of health). The instrument was not designed to
produce of global index. However, it is possible to calculate two summary scores by
combining the scores of each dimension: the physical and mental summary measures (PCS
and MCS).

One of the short forms of this questionnaire, the SF-12, has also been shown to possess suitable
psychometric properties for use in this field of medicine, and has been shown to have the
advantage of being quicker to carry out while achieving the same results as the SF-36 (Failde et
al., 2009). However, some studies carried out on patients after an acute myocardial infarction
have found that the results of the SF-12 may not detect significant differences between the
domains of QL affected by the disease, although this has been improved in version 2 of the
questionnaire, in which it is possible to assess the same 8 dimensions included in the SF-36,
and the summary dimensions (physical and mental). In patients with a recent myocardial
infarction, the SF-36 has also been shown to be more sensitive at detecting improvements in
HRQL after active intervention (Thompson & Yu, 2003).

Another of the most widely-used instruments for assessing HRQL is the EuroQol (EQ-5D).
Like the SF-36, this questionnaire can be applied to a wide range of diseases. It provides a
simple descriptive profile and a single index value for health status. The EQ-5D has three
parts. The first enables the respondent to define their health status in accordance with the
EQ-5D multi-attribute scale and is composed of 5 dimensions (mobility, self-care, usual
activities, pain/discomfort, and anxiety/depression). Each of these has 3 levels of severity,
where a higher score corresponds with a worse health status. The second part is a visual
analogical scale ranging from 0 (worst health status imaginable) to 100 (best health status
imaginable). The third part gathers other anonymous data to provide a demographic
characterization of the group studied (Williams, 1990). This questionnaire has been
validated among populations with heart disease and has been shown to possess good
psychometric characteristics when compared with other previously-validated generic tools
used with these populations (Ellis et al., 2005; Nowels et al., 2005).

In a recently published review it was revealed that the Stratification of EQ-5D index scores
by disease severity decreased from a mean of 0.78 (SD 0.18) to 0.51 (SD 0.21) for mild to
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severe disease in heart failure patients and from 0.80 (SD 0.05) to 0.45 (SD 0.22) for mild to
severe disease in angina patients (Dyer et al., 2010).

Unlike the generic tools mentioned previously, specific instruments which have been
developed for one particular disease assess the effect that the disease, in this case coronary
artery disease, has on the different dimensions of HRQL. This improves their sensitivity at
detecting the clinical changes in the symptoms that most frequently affect individuals. They
are also less likely to have a floor or ceiling effect, with high percentages of patients with
minimum or maximum scores in the survey not being observed. On the other hand, a
drawback with regard to generic tools is that they do not allow for comparisons between
groups of patients with different diseases (Thompson & Yu, 2003).

In the field of cardiology, several scales have been developed that are specifically designed
to assess the HRQL of patients with angina, myocardial infarction or heart failure. Among
the specific tools for assessing the HRQL of patients with angina, one of the most widely
used is the Seattle Angina Questionnaire (SAQ) (Spertus et al., 1995). This questionnaire
comprises 19 items that quantify 5 relevant clinical domains for coronary disease: physical
limitations of the patient due to angina; angina frequency (assessing the frequency of
symptoms and the use of medication); angina stability (measuring recent changes in
symptoms); treatment satisfaction (assessing general satisfaction, and satisfaction with the
treatment and the doctor's explanations); and disease perception (measures the effect of
angina on quality of life). All the items use 5 or 6 point descriptive scales. The global score is
calculated by adding the score of the items within each dimension and transforming them to
a scale of 0 to 100, where the highest scores show better functioning (less physical
limitations, less angina, and better quality of life). Regarding its psychometric properties, it
appears to have good validity characteristics (Dougherty et al., 1998) and each domain and
dimension of the SAQ has been independently validated, proving to be both reliable and
sensitive to clinical changes. Furthermore, several studies show that the questionnaire
correlates well with variables that influence the disease such as age and gender (Cepeda-
Valery et al., 2011).

The Angina Pectoris Quality of Life Questionnaire (APQLQ) (Marquis et al., 1995a)
developed in France is another specific instrument for use with coronary patients. It
comprises 22 items grouped into 4 domains: physical activity, somatic symptoms, emotional
distress, and life satisfaction. The correlations with the SF-36 dimensions were consistent
with what was expected. Its reliability, concurrent and clinical validity allowed its use in
clinical trials. The distribution of the scores of the APQLQ according to the clinical severity
of Angina Pectoris (AP) was as hypothesized: the more severe the AP, the more impaired
the Quality of Life (Marquis et al., 1995b).

As with patients with Angina Pectoris, it is important to assess the HRQL of patients who
have suffered a myocardial infarction as it provides a holistic examination of the results of
treatment and does not only focus on the physical component. A few years ago, a group
from the UK developed and validated a specific instrument for this kind of patients
(Thompson & Roebuck, 2001) which is commonly used nowadays. Known as the
Myocardial Infarction Dimensional Assessment Scale (MIDAS), this tool comprises a 35-item
self-administered questionnaire covering seven dimensions related to health status (physical
activity, insecurity, emotional reaction, dependency, diet, concerns over medications and
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side effects). The MIDAS showed excellent content validity, good criterion validity with
good internal consistency, and sensitivity to change. Compared with other already validated
questionnaires such as the SF-36, this tool showed a good correlation in most of the
variables.

The MacNew Heart Disease Health-related Quality of Life instrument (MacNew) is a self-
administered scale, a modified version of the original Quality of life after Myocardial
Infarction Questionnaire (QLMI) (Oldridge et al., 1991). It is designed to assess the effect of
coronary heart disease and its treatment (initially myocardial infarction, then extended to
include angina pectoris) on everyday activities, and physical, emotional and social
functioning. It comprises 27 items grouped into 3 dimensions: physical limitations,
emotional functioning and social functioning. This new version of the instrument has good
psychometric properties of validity, reliability and sensitivity to change, and is of proven
use with patients after myocardial infarction. (Hofer et al., 2004).

Finally, it should be noted that it is sometimes difficult to establish an accurate diagnosis of
coronary disease. It could begin with angina and proceed to a myocardial infarctus or heart
failure. In these cases the Cardiovascular Limitations and Symptoms Profile (CLASP) can be
extremely useful for assessing HRQL. The main advantage of this instrument is that it
makes it possible to assess HRQL through different clinical situations, and is especially
useful to check whether symptoms worsen or new ones develop. The CLASP, with 37 items
grouped into 9 different dimensions (4 related to symptomatology and 5 with physical
limations), can identify where there are difficulties for a patient, their importance, and the
best treatment in each case. This instrument has been shown to be a reliable, valid and
sensitive measure of health-related quality of life in patients with chronic stable angina
(Lewin et al., 2002). However, further research is required before it can be recommended for
routine use in clinical practice.

2.3 Factors related to Health Related Quality of Life in coronary patients

As mentioned above, quality of life measures have gained increasing attention as outcome
variables in studies of cardiovascular disease in addition to the objective measures of
cardiovascular status (Kaplan, 1988). Also, one main goal of coronary artery by-pass grafting
(CABQG) after a coronary event is to relieve angina and thereby to improve physical activity.
This has consequences for work, leisure, mood, social, sexual activities, and also over quality
of life (Duits et al., 1997).

Several studies carried out in coronary patients after CABG have shown some
improvements in physical, social and sexual functioning (Stanton et al., 1984) as well as
working status (Folks et al., 1986) 6 months after the intervention; and decreased anxiety,
depression, fatigue, and sleep problems have been also reported at this time in this patients
(Jenkins et al., 1983). On the other hand, some authors have found improvements in
performance of everyday activities, mental state, and family life one year post-surgery
(Mayou & Bryant, 1987) with general health status becoming very similar with those from a
normal population (Caine et al., 1991).

Cross-sectional studies carried out in patients with angina and myocardial infarctus have
shown that the SF-36 health questionnaire is a valid and reliable instrument for detecting
differences between groups of coronary patients defined by age, gender, socio-economic
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status, and clinical condition (Hemingway et al., 1997a, 1997b), and that it is a useful tool in
patients with stable angina (Charlier et al., 1997; Permanyer-Miralda et al., 1991). Likewise,
it has been demonstrated using this tool that coronary patients have worse HRQL than
general population (Figure 1) (Soto Torres et al., 2004); also being female, being older, not
being married, having a history of the disease and having a mental illness are factors
affecting the QoL of these patients. Moreover, patients with unstable angina have been
found to have a worse QoL than those who suffered an AMI (Soto et al., 2005).
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Fig. 1. Percentage of coronary patients below the 25th percentile of the general population,
with the corresponding 95% confidence intervals. PF: Physical Functioning. RP: Role
Physical . BP: Bodily Pain. GH: General Health. VT: Vitality. SF: Social Functioning. RE: Role
Emotional. MH: Mental Health.

Despite this, and the fact that HRQL is a useful indicator of results in coronary patients who
undergo revascularization, there are not many follow-up studies that analyse the evolution
of HRQL and assess the effect of clinical and socio-demographic variables on the different
clinical forms of the disease (angina vs myocardial infarction), even though it would be
advisable to identify predictive factors to improve the development of interventions for
subjects at risk (Bryant & Mayou, 1989).

Failde et al., in a study carried out in patients affected by both unstable angina and
myocardial infarction (Failde & Soto, 2006), observed a significant decrease at 3 months of
follow-up in the physical functioning, general health, and vitality dimensions, and the
physical component summary (PCS) of the SF-36 health questionnaire. Also, the same
authors have recently shown that HRQL is significantly impaired in coronary patients just
after hospital discharge, with improvements being produced at 6 months, especially in the
dimensions of the SF-36 related to bodily pain, general health, vitality, and the physical
component summary (PCS) (Table 2) (data not yet published). In the same way, Hofer et al.
(Hofer et al., 2006) also observed a significant positive change over time for the physical
component summary dimension (PCS) of the SF-36, but not for the mental component
summary dimension (MCS). However, other authors (Elliott et al., 2003; Mancuso et al.,
2000; Wells et al., 1989) have shown that the SF-36 MCS is a good indicator of depression in
general and diseased populations and Tavella et al. (Tavella et al.,, 2010) have even
established a threshold score on the SF-36 MCS that would categorise a population with
cardiac disease into depressed and non-depressed patients.
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In the analysis of the factors affecting the change of HRQL in coronary patients Failde et al.
observed that revascularization, age, and the interaction between a previous history of
Coronary Heart Disease (CHD) and the presence of one or more risk factors affected
negatively the physical component summary of the SF-36 at 3 months of follow-up (Failde &
Soto, 2006). Also, studying the factors related to HRQL at 6 months, the same authors
observed that depression, assessed by the 28-item General Health Questionnaire, a previous
history of Coronary Heart Disease (CHD), or the associated comorbidity had a negative
effect on quality of life, with a worse clinical course in these patients when compared with
those without these conditions.

BASELINE | 3MONTHS | 6 MONTHS Partial
N=175 N=80 N=47 p p? p2 eta-squared
Mean | SD | Mean | SD | Mean | SD
PF 619 | 289 66.9 27.9 63.4 30.0 | 0.67 | 0.41 | 1.00 0.004
RP 53.2 | 485 70.7 41.8 72.8 42.6 |1 0.04 | 0.14 | 0.13 0.085
BP 56.6 | 29.1 60.5 27.4 67.5 25.6 | 0.01 | 0.89 | 0.02 0.148
GH 579 | 199 65.7 19.5 65.4 18.6 | 0.01 | 0.00 | 0.01 0.155
VT 59.7 | 30.7 | 69.7 274 68.3 26.7 1 0.04 | 0.09 | 0.13 0.084
SF 745 | 344 83.7 28.3 83.5 30.2 1 0.09 | 0.24 | 0.28 0.060
RE 76.6 | 39.8 80.1 39.1 84.4 36.0 | 0.27 | 1.00 | 0.82 0.026
MH 649 | 184 67.8 21.5 67.7 179 [ 019 | 0.48 | 0.58 0.036
PCS 40.6 | 12.1 444 9.7 44.5 11.4 | 0.01 | 0.03 | 0.04 0.122
MCS | 479 |[109 | 498 11.9 50.2 97 015|075 | 0.46 0.043

Table 2. Mean (SD) of SF-36 dimensions at baseline and during follow-up. PF: physical
functioning; RP: role physical; BP: body pain; GH: general health. VT: vitality; SF: social
functioning; RE: role emotional; MH: mental health; PCS: physical component summary;
MCS: mental component summary. ANOVA test with the Bonferroni test for post hoc
comparisons. p: comparison at three times; p': comparison between baseline and 3 months;
p% comparison between baseline and 6 months. No significant differences were observed
between 3 months and 6 months. Partial eta-squared: as an effect size estimator that
describes the proportion of variability that exists in each dimension of the SF-36 during the
follow-up. (0.01: Small; 0.06: Medium; 0.14: Large)

This results are in agreement with Ormel et al. (Ormel et al., 2007) and Hofer et al. (Hofer et
al., 2005) who found that depression and anxiety are the most significant factors influencing
HRQL in patients with heart disease, and with McBurney et al. (McBurney et al., 2002), who
observed that the presence of other illnesses had a negative effect on the PCS-12 seven
months after an AMI, and that having more comorbidity tends to lower HRQL in all
dimensions.

Dickens et al. (Dickens et al., 2011) in a prospective cohort study conducted to investigate
the impact of depression on subsequent HRQL in subjects with CHD, identified a number of
cognitive targets for psychological interventions in these patients, namely a perceived
tendency to avoid physical activity, increased somatic awareness, perceived symptom
burden, and emotional impact of heart disease. In the Dickens” study, when the results are
controlled for demographic and medical variables, depression was associated with a
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subsequent worse score in the physical component summary of the SF-36, but when anxiety,
awareness of somatic symptoms, and negative illness perceptions were added to the
regression model, depression no longer continued to be a significant independent factor.
Maladaptive cardiac related health behaviour, like a high-fat diet, no regular exercise, being
stressed or smoking, among others, were not related to the SF-36 physical component
summary, so could not mediate the relationship between depression and the physical
component summary (Baron & Kenny, 1986).

The associations between HRQL and patients' age, gender and whether or not they have
undergone revascularization have been constantly studied, but the results are still
inconclusive. Older age has been found to be associated with better postoperative mental
health in these patients (Rumsfeld et al., 2004). However, Miller and Grindel (Miller &
Grindel, 2001) reported that both preoperative health status and physiological,
psychological and social recovery of older and younger patients were similar after CABG.

It has also been observed (Duenas et al., 2011) that being female negatively affects HRQL,
and most studies suggest that women do not cope as well physically and psychosocially as
men. However, it remains unclear why gender-related differences in HRQL exist among
coronary patients (Van Jaarsveld et al., 2002).

Several authors have shown that women with coronary disease report significantly poorer
physical functioning and mental health than men (Dixon et al., 2000; Ghali et al., 2002;
Norris et al.,, 2004, Shumaker et al., 1997; Wiklund et al., 1993) and that this effect is
mediated in some cases by its interaction with other variables such as a history of the illness
or the mental health status. Norris et al. (Norris et al., 2007) also showed that, after adjusting
for clinical and psychosocial covariables, the physical HRQL differences between men and
women did not disappear. In addition, others authors have shown that smoking, regular
alcohol consumption, and overweight are the most common risk factors for worse HRQL in
men, while psychological distress, role pressure, and less strenuous exercise are more
characteristic of women (Verbrugge, 1989).

Prior data suggest that women with cardiac disease are more likely than men to be
confronted with continuing demands in the home environment, and may be more likely to
neglect health care needs (Emery et al., 2004). Thus, Emery et al. hypothesized that quality
of life would be more strongly associated with social support among women than among
men.

Recently, a study analysing gender differences in the outcome of HRQL in coronary patients
(Duenas et al., 2011), found that baseline scores in the SF-36 were lower among women.
Also, the men had a better clinical course at 6 months in most of the physical dimensions,
and social functioning. Meanwhile, the women only improved in the physical component
summary, role physical and social functioning. This is partly in accordance with the results
obtained by Emery and co-workers, (Emery et al., 2004) which show that men and women
have increased scores in physical health over time, but women have significantly lower
scores in physical dimensions across all assessments. Likewise, Duenas et al reported that
the variables most strongly associated with an unfavourable evolution of HRQL in men
were deterioration in mental health and angina frequency. Likewise, mental health was also
a determining factor in the evolution of women's quality of life, although this was also
affected by other variables, such as a clinical history of the disease, angina frequency and
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undergoing revascularization during the follow-up (Duenas et al., 2011). In this respect, it is
worth highlighting that revascularization was carried out earlier in the men, which may
have conditioned the worse clinical course observed in the women, who suffered higher
frequencies of angina and rehospitalisation during follow-up. Hemingway et al.
(Hemingway et al., 2006) and Aguado-Romero and co-workers (Aguado-Romeo et al., 2006)
detail the tendency to operate less on women with coronary disease than on men, although
the latter try to justify these differences by referring to limitations in their data.

Thus, other factors, such as the perception that women have a lower pre-test probability
of infarction, may influence the clinician’s discharge decision (Willingham & Kilpatrick,
2005) and the different attitude to treatment among women may be another determining
factor.

On the other hand, several studies have found that the evolution of HRQL differs between
men and women after coronary surgery. Phillips et al. (Phillips Bute et al., 2003) concluded
that women do not obtain the same benefit from CABG surgery as men, and that the
difference cannot be attributed to preoperative divergence. One possible explanation for this
is that women’s compromised HRQL is less related to cardiac health than men’s, with other

environmental and/or personality variables related to quality of life affecting women more
than men (Phillips Bute et al., 2003).

Finally, another important factor related to the HRQL of patients with coronary disease is
familial support (Rantanen et al., 2008). Patients who receive only limited support from
significant others have been reported to suffer more anxiety and depressive symptoms than
patients who receive more (Okkonen & Vanhanen, 2006) and patients have reported a better
HRQL than their peers when they have received much social support (Bosworth et al., 2000;
Woloshin et al., 1997; Yates, 1995).

Research results explaining the relationship between HRQL for CABG patients and social
support have been contradictory, however, and social support received from family members
and other significant others has shown no significant association with patients’ functional
capacity (Barry et al., 2006; Hamalainen et al., 2000). However, ready access to concrete
support, does seem to correlate with positive changes in mental health (Barry et al., 2006).

3. Conclusion

HRQL is an essential primary outcome measure in coronary patients. Several instruments,
both generic and specific, have proven to be of use for its assessment, showing differences
between different groups of patients affected by the disease. In addition, several variables
related to patients’ clinical evolution and history of the disease have been shown to be
related to HRQL, with worse results among women, subjects with previous history of CHD,
and those with another comorbidity.

Mental health has been shown to significantly affect the evolution of HRQL in these
patients. However, the systematic assessment of this variable is not common. Therefore,
more emphasis needs to be placed on the systematic assessment of mental status specially in
women, and the development of patient-oriented programs which reduce mental
disturbances, and on providing increased social support for this at-risk population in
particular.

www.intechopen.com



Health Related Quality of Life in Coronary Patients 409

4. References

Aguado-Romeo, M.]., Marquez-Calderon, S., Buzon-Barrera, M.L. & por los investigadores
del grupo VPM-IRYSS-Andalucia. (2006). Differences between women's and men's
access to interventional cardiovascular procedures at public hospitals in Andalusia
(Spain). Revista espanola de cardiologia, Vol.59, No.8, (August 2006), pp. 785-793,
ISSN 0300-8932; 0300-8932

Alonso, J., Ferrer, M., Gandek, B., Ware Jr., ].E., Aaronson, N.K., Mosconi, P., Rasmussen,
N.K., Bullinger, M., Fukuhara, S., Kaasa, S. & Leplege, A. (2004). Health-related
quality of life associated with chronic conditions in eight countries: Results from
the International Quality of Life Assessment (IQOLA) Project. Quality of Life
Research, Vol.13, No.2, (March 2004), pp. 283-298

Asadi-Lari, M., Packham, C. & Gray, D. (2003). Is quality of life measurement likely to be a
proxy for health needs assessment in patients with coronary artery disease? Health
and Quality of Life Outcomes, Vol.1, No.50, (October 2003), pp. 1-8

Baron, RM. & Kenny, D.A. (1986). The moderator-mediator variable distinction in social
psychological research: conceptual, strategic, and statistical considerations. Journal
of personality and social psychology, Vol.51, No.6, (December 1986), pp. 1173-1182,
ISSN 0022-3514; 0022-3514

Barry, L.C., Kasl, S.V., Lichtman, J., Vaccarino, V. & Krumholz, H.M. (2006). Social support
and change in health-related quality of life 6 months after coronary artery bypass
grafting. Journal of psychosomatic research, Vol.60, No.2, (February 2006), pp. 185-193,
ISSN 0022-3999; 0022-3999

Bosworth, H.B., Siegler, 1.C., Olsen, M.K., Brummett, B.H., Barefoot, J].C., Williams, R.B.,
Clapp-Channing, N.E. & Mark, D.B. (2000). Social support and quality of life in
patients with coronary artery disease. Quality of life research : an international journal
of quality of life aspects of treatment, care and rehabilitation, Vol.9, No.7, (November
2000), pp- 829-839, ISSN 0962-9343; 0962-9343

Brown, N., Melville, M., Gray, D., Young, T., Munro, J., Skene, A.M. & Hampton, J.R. (1999).
Quality of life four years after acute myocardial infarction: Short form 36 scores
compared with a normal population. Heart, Vol.81, (November 1999), pp. 352-358

Bryant, B. & Mayou, R. (1989). Prediction of outcome after coronary artery surgery. Journal of
psychosomatic research, Vol.33, No.4, (January 1989), pp. 419-427, ISSN 0022-3999;
0022-3999

Caine, N., Harrison, S.C., Sharples, L.D. & Wallwork, J. (1991). Prospective study of quality
of life before and after coronary artery bypass grafting. BM] (Clinical research ed.),
Vol.302, No.6775, (March 1991), pp. 511-516, ISSN 0959-8138; 0959-535X

Casas Anguita, J.,, Ramon Repullo Labrador, J. & Pereira Candel, J. (2001). Measurements of
quality of life related with health. Basic concepts and cultural adaptation. Medicina
clinica, Vol.116, No.20, (June 2001), pp. 789-796, ISSN 0025-7753; 0025-7753

Cepeda-Valery, B., Cheong, A.P., Lee, A. & Yan, B.P. (2011). Measuring health related
quality of life in coronary heart disease: The importance of feeling well.
International journal of cardiology, Vol.149, No.1, (May 2011), pp. 4-9

Charlier, L., Dutrannois, J. & Kaufman, L. (1997). The SF-36 questionnaire: a convenient way
to assess quality of life in angina pectoris patients. Acta Cardiologica, Vol.52, No.3,
pp. 247-260, ISSN 0001-5385; 0001-5385

Dickens, C., Cherrington, A., McGowan, L. & Taylor, C.B. (2011). Do Cognitive and
Behavioral Factors Mediate the Impact of Depression on Medical Outcomes in

www.intechopen.com



410 Recent Advances in Cardiovascular Risk Factors

People with Coronary Heart Disease? Journal of cardiopulmonary rehabilitation and
prevention, Vol.31, No.2, (March 2011), pp. 105-110, ISSN 1932-751X; 1932-7501

Dixon, T., Lim, L.L., Powell, H. & Fisher, J.D. (2000). Psychosocial experiences of cardiac
patients in early recovery: a community-based study. Journal of advanced nursing,
Vol.31, No.6, (June 2000), pp. 1368-1375, ISSN 0309-2402; 0309-2402

Dougherty, C.M., Dewhurst, T., Nichol, W.P. & Spertus, J. (1998). Comparison of three quality
of life instruments in stable angina pectoris: Seattle Angina Questionnaire, Short
Form Health Survey (SF-36), and Quality of Life Index-Cardiac Version IIL. Journal of
clinical epidemiology, Vol.51, No.7, (July 1998), pp. 569-575, ISSN 0895-4356; 0895-4356

Duenas, M., Ramirez, C., Arana, R. & Failde, I. (2011). Gender differences and determinants
of health related quality of life in coronary patients: a follow-up study. BMC
cardiovascular disorders, Vol.11, (May 2011), pp. 24, ISSN 1471-2261; 1471-2261

Duits, A.A., Boeke, S., Taams, M.A., Passchier, J]. & Erdman, R.A. (1997). Prediction of
quality of life after coronary artery bypass graft surgery: a review and evaluation of
multiple, recent studies. Psychosomatic medicine, Vol.59, No.3, (June 1997), pp. 257-
268, ISSN 0033-3174; 0033-3174

Dyer, M.T.D., Goldsmith, K.A., Sharples, L.S. & Buxton, M.]. (2010). A review of health
utilities using the EQ-5D in studies of cardiovascular disease. Health and Quality of
Life Outcomes, Vol.8, No.13, (January 2010), pp. 1-12

Elliott, T.E., Renier, C.M. & Palcher, J.A. (2003). Chronic pain, depression, and quality of life:
correlations and predictive value of the SF-36. Pain medicine, Vol.4, No.4, (December
2003), pp- 331-339, ISSN 1526-2375; 1526-2375

Ellis, ].J., Eagle, K.A., Kline-Rogers, E.M. & Erickson, S.R. (2005). Validation of the EQ-5D in
patients with a history of acute coronary syndrome. Current medical research and
opinion, Vol.21, No.8, (August 2005), pp. 1209-1216

Emery, C.F., Frid, D.J., Engebretson, T.O., Alonzo, A.A., Fish, A., Ferketich, A.K., Reynolds,
N.R., Dujardin, J.P., Homan, J.E. & Stern, S.L. (2004). Gender differences in quality
of life among cardiac patients. Psychosomatic medicine, Vol.66, No.2, (April 2004), pp.
190-197, ISSN 1534-7796; 0033-3174

Failde, I., Medina, P., Ramirez, C. & Arana, R. (2009). Assessing health-related quality of life
among coronary patients: SF-36 vs SF-12. Public health, Vol.123, No.9, (September
2009), pp. 615-617

Failde, I. & Ramos, 1. (2000). Validity and reliability of the SF-36 Health Survey
Questionnaire in patients with coronary artery disease. Journal of clinical
epidemiology, Vol.53, No.4, (April 2000), pp. 359-365

Failde, L.I. & Soto, M.M. (2006). Changes in Health Related Quality of Life 3 months after an
acute coronary syndrome. BMC public health, Vol.6, (Jan 27), pp. 18, ISSN 1471-2458;
1471-2458

Fayers, P.M. & Machin, D. (2007). Quality of life: The assessment, analysis and interpretationof
patient-reported outcomes (2), Wiley, ISBN 13 978-0-470-02450-8, Chichester, England

Folks, D.G., Blake, D.]., Fleece, L., Sokol, R.S. & Freeman, A.M.,3rd. (1986). Quality of life six
months after coronary artery bypass surgery: a preliminary report. Southern medical
journal, Vol.79, No.4, (April 1986), pp. 397-399, ISSN 0038-4348; 0038-4348

Gandek, B., Ware, J.E., Aaronson, N.K., Apolone, G., Bjorner, ].B., Brazier, J.E., Bullinger, M.,
Kaasa, S., Leplege, A., Prieto, L. & Sullivan, M. (1998). Cross-validation of item
selection and scoring for the SF-12 Health Survey in nine countries: Results from
the IQOLA Project. Journal of clinical epidemiology, Vol.51, No.11, (November 1998),
pp- 1171-1178

www.intechopen.com



Health Related Quality of Life in Coronary Patients 411

Ghali, W.A., Faris, P.D., Galbraith, P.D., Norris, C.M., Curtis, M.]., Saunders, L.D., Dzavik,
V., Mitchell, L.B.,, Knudtson, M.L. & Alberta Provincial Project for Outcome
Assessment in Coronary Heart Disease (APPROACH) Investigators. (2002). Sex
differences in access to coronary revascularization after cardiac catheterization:
importance of detailed clinical data. Annals of Internal Medicine, Vol.136, No.10,
(May 2002), pp. 723-732, ISSN 1539-3704; 0003-4819

Group, World Health Organization Quality of Life (WHOQOL). (1993). Study protocol for
the World Health Organization project to develop a Quality of Life. Quality of Life
Research, Vol.2, No.2, (April 1993), pp. 153-159, ISSN 0962-9343 (Print) 0962-9343
(Linking)

Hamalainen, H., Smith, R., Puukka, P., Lind, J., Kallio, V., Kuttila, K. & Ronnemaa, T. (2000).
Social support and physical and psychological recovery one year after myocardial
infarction or coronary artery bypass surgery. Scandinavian Journal of Public Health,
Vol.28, No.1, (March 2000), pp. 62-70, ISSN 1403-4948; 1403-4948

Hawkes, A.L. & Mortensen, O.S. (2006). Up to one third of individual cardiac patients have a
decline in quality of life post-intervention. Scandinavian Cardiovascular Journal,
Vol.40, No.4, (August 2006), pp. 214-218

Hemingway, H., McCallum, A., Shipley, M., Manderbacka, K., Martikainen, P. & Keskimaki,
I. (2006). Incidence and prognostic implications of stable angina pectoris among
women and men. JAMA : the journal of the American Medical Association, Vol.295,
No.12, (March 2006), pp. 1404-1411, ISSN 1538-3598; 0098-7484

Hemingway, H., Nicholson, A., Stafford, M., Roberts, R. & Marmot, M. (1997a). The impact
of socioeconomic status on health functioning as assessed by the SF-36
questionnaire: the Whitehall II Study. American Journal of Public Health, Vol.87,
No.9, (September 1997), pp. 1484-1490, ISSN 0090-0036 (Print) 0090-0036 (Linking)

Hemingway, H., Stafford, M., Stansfeld, S., Shipley, M. & Marmot, M. (1997b). Is the SF-36 a
valid measure of change in population health? Results from the Whitehall II Study.
BM] (Clinical research ed.), Vol.315, No.7118, (November 1997), pp. 1273-1279, ISSN
0959-8138; 0959-535X

Hofer, S., Doering, S., Rumpold, G., Oldridge, N. & Benzer, W. (2006). Determinants of
health-related quality of life in patients with coronary artery disease. European
Journal of Cardiovascular Prevention & Rehabilitation, Vol.13, No.3, (June 2006), pp.
398-406, ISSN 1741-8267

Hofer, S., Benzer, W., Alber, H., Ruttmann, E., Kopp, M., Schiissler, G. & Doering, S. (2005).
Determinants of health-related quality of life in coronary artery disease patients: A
prospective study generating a structural equation model. Psychosomatics, Vol.46,
No.3, (June 2005), pp. 212-223

Hofer, S., Lim, L., Guyatt, G. & Oldridge, N. (2004). The MacNew Heart Disease Health-
related Quality of Life instrument: A summary. Health and Quality of Life Outcomes,
Vol.2, No.3, (January 2004), pp. 1-8

Jenkins, C.D., Stanton, B.A., Savageau, J.A., Denlinger, P. & Klein, M.D. (1983). Coronary
artery bypass surgery. Physical, psychological, social, and economic outcomes six
months later. JAMA : the journal of the American Medical Association, Vol.250, No.6,
(August 1983), pp. 782-788, ISSN 0098-7484; 0098-7484

Kaplan, R.M. (1988). Health-related quality of life in cardiovascular disease. Journal of
consulting and clinical psychology, Vol.56, No.3, (June 1988), pp. 382-392, ISSN 0022-
006X; 0022-006X

www.intechopen.com



412 Recent Advances in Cardiovascular Risk Factors

Lewin, RJ.P.,, Thompson, D.R., Martin, C.R., Stuckey, N., Devlen, J.,, Michaelson, S. &
Maguire, P. (2002). Validation of the cardiovascular limitations and symptoms
profile (CLASP) in chronic stable angina. Journal of cardiopulmonary rehabilitation,
Vol.22, No.3, (June 2002), pp. 184-191

Mancuso, C.A., Peterson, M.G. & Charlson, M.E. (2000). Effects of depressive symptoms on
health-related quality of life in asthma patients. Journal of general internal medicine,
Vol.15, No.5, (May 2000), pp. 301-310, ISSN 0884-8734; 0884-8734

Marquis, P., Fayol, C. & Joire, J.E. (1995a). Clinical validation of a quality of life
questionnaire in angina pectoris patients. European heart journal, Vol.16, No.11,
(November 1995), pp. 1554-1560, ISSN 0195-668X; 0195-668X

Marquis, P., Fayol, C., Joire, J.E. & Leplege, A. (1995b). Psychometric properties of a specific
quality of life questionnaire in angina pectoris patients. Quality of life research : an
international journal of quality of life aspects of treatment, care and rehabilitation, Vol.4,
No.6, (December 1995), pp. 540-546, ISSN 0962-9343; 0962-9343

Mayou, R. & Bryant, B. (1987). Quality of life after coronary artery surgery. The Quarterly
journal of medicine, Vol.62, No.239, (March 1987), pp. 239-248, ISSN 0033-5622; 0033-
5622

McBurney, C.R., Eagle, K.A., Kline-Rogers, E.M., Cooper, ]J.V., Mani, O.C.M., Smith, D.E. &
Erickson, S.R. (2002). Health-related quality of life in patients 7 months after a
myocardial infarction: Factors affecting the short form-12. Pharmacotherapy, Vol.22,
No.12, (December 2002), pp. 1616-1622

McDowell, I. & Newell, C. (1996). Measuring Health: A Guide to Rating Scales and
Questionnaires (2), Oxford University Press, ISBN 0-19-510371-8, New York, USA

Miller, K.H. & Grindel, C.G. (2001). Recovery from coronary artery bypass surgery: age-
related outcomes. Outcomes management for nursing practice, Vol.5, No.3, (September
2001), pp. 127-133, ISSN 1093-1783; 1093-1783

Norris, C.M., Hegadoren, K. & Pilote, L. (2007). Depression symptoms have a greater impact
on the 1-year health-related quality of life outcomes of women post-myocardial
infarction compared to men. European Journal of Cardiovascular Nursing, Vol.6, No.2,
(June 2007), pp. 92-98, ISSN 1474-5151 (Print) 1474-5151 (Linking)

Norris, C.M., Ghali, W.A., Galbraith, P.D., Graham, M.M., Jensen, L.A., Knudtson, M.L. &
APPROACH Investigators. (2004). Women with coronary artery disease report
worse health-related quality of life outcomes compared to men. Health and quality of
life outcomes, Vol.2, (May 2004), pp. 21, ISSN 1477-7525; 1477-7525

Nowels, D., McGloin, ]., Westfall, ]. M. & Holcomb, S. (2005). Validation of the EQ-5D quality
of life instrument in patients after myocardial infarction. Quality of Life Research,
Vol.14, No.1, (February 2005), pp. 95-105

Okkonen, E. & Vanhanen, H. (2006). Family support, living alone, and subjective health of a
patient in connection with a coronary artery bypass surgery. Heart & lung : the
journal of critical care, Vol.35, No.4, (August 2006), pp. 234-244, ISSN 0147-9563;
0147-9563

Oldridge, N., Guyatt, G., Jones, N., Crowe, ]., Singer, J., Feeny, D., McKelvie, R., Runions, J.,
Streiner, D. & Torrance, G. (1991). Effects on quality of life with comprehensive
rehabilitation after acute myocardial infarction. The American Journal of Cardiology,
Vol.67, No.13, (May 1991), pp. 1084-1089, ISSN 0002-9149; 0002-9149

Ormel, J., Von Korff, M., Burger, H., Scott, K., Demyttenaere, K., Huang, Y.Q., Posada-Villa,
J., Pierre Lepine, J., Angermeyer, M.C., Levinson, D., de Girolamo, G., Kawakami,
N., Karam, E., Medina-Mora, M.E., Gureje, O., Williams, D., Haro, ].M., Bromet,

www.intechopen.com



Health Related Quality of Life in Coronary Patients 413

E.J., Alonso, J. & Kessler, R. (2007). Mental disorders among persons with heart
disease - results from World Mental Health surveys. General hospital psychiatry,
Vol.29, No.4, (August 2007), pp. 325-334, ISSN 0163-8343 (Print) 0163-8343
(Linking)

Permanyer-Miralda, G., Alonso, J., Anto, ].M., Alijarde-Guimera, M. & Soler-Soler, J. (1991).
Comparison of perceived health status and conventional functional evaluation in
stable patients with coronary artery disease. Journal of clinical epidemiology, Vol.44,
No.8, pp. 779-786, ISSN 0895-4356; 0895-4356

Phillips Bute, B., Mathew, J., Blumenthal, J.A., Welsh-Bohmer, K., White, W.D., Mark, D.,
Landolfo, K. & Newman, M.F. (2003). Female gender is associated with impaired
quality of life 1 year after coronary artery bypass surgery. Psychosomatic medicine,
Vol.65, No.6, (December 2003), pp. 944-951, ISSN 1534-7796; 0033-3174

Rantanen, A., Kaunonen, M., Sintonen, H., Koivisto, A.M., Astedt-Kurki, P. & Tarkka, M.T.
(2008). Factors associated with health-related quality of life in patients and
significant others one month after coronary artery bypass grafting. Journal of
Clinical Nursing, Vol.17, No.13, (July 2008), pp. 1742-1753, ISSN 1365-2702; 0962-
1067

Rumsfeld, J.S., Ho, P.M., Magid, D.J.,, McCarthy, M. Jr, Shroyer, A.L, MaWhinney, S.,
Grover, F.L. & Hammermeister, K.E. (2004). Predictors of health-related quality of
life after coronary artery bypass surgery. The Annals of Thoracic Surgery, Vol.77,
No.5, (May 2004), pp. 1508-1513, ISSN 0003-4975; 0003-4975

Shumaker, S.A. & Berzon, R.A. (1995). The International assessement of health related quality of
life: Theory, Translation, Measurement and Analysis (1), Rapid Communications of
Oxford Ltd., ISBN 1-85650-004-7, New York, USA

Shumaker, S.A., Brooks, M.M., Schron, E.B., Hale, C., Kellen, J.C., Inkster, M., Wimbush,
F.B., Wiklund, I. & Morris, M. (1997). Gender differences in health-related quality
of life among postmyocardial infarction patients: brief report. CAST Investigators.
Cardiac Arrhythmia Suppression Trials. Women's health (Hillsdale, N.].), Vol.3, No.1,
(Spring 1997), pp. 53-60, ISSN 1077-2928; 1077-2928

Soto Torres, M., Marquez Calderon, S., Ramos Diaz, 1., Barba Chacon, A., Lopez Fernandez,
F. & Failde Martinez, 1. (2004). Health-related quality of life in coronary heart
disease compared to norms in Spanish population. Quality of life research : an
international journal of quality of life aspects of treatment, care and rehabilitation, Vol.13,
No.8, (October 2004), pp. 1401-1407, ISSN 0962-9343; 0962-9343

Soto, M., Failde, 1., Marquez, S., Benitez, E., Ramos, 1., Barba, A. & Lopez, F. (2005). Physical
and mental component summaries score of the SF-36 in coronary patients. Quality
of life research : an international journal of quality of life aspects of treatment, care and
rehabilitation, Vol.14, No.3, (April 2005), pp. 759-768, ISSN 0962-9343; 0962-9343

Spertus, J.A., Winder, J.A., Dewhurst, T.A., Deyo, R.A., Prodzinski, J., McDonell, M. & Fihn,
S.D. (1995). Development and evaluation of the Seattle Angina Questionnaire: A
new functional status measure for coronary artery disease. Journal of the American
College of Cardiology, Vol.25, No.2, (February 1995), pp. 333-341

Stanton, B.A., Jenkins, C.D., Savageau, J.A. & Thurer, R.L. (1984). Functional benefits
following coronary artery bypass graft surgery. The Annals of Thoracic Surgery,
Vol.37, No.4, (April 1984), pp. 286-290, ISSN 0003-4975; 0003-4975

Tavella, R., Air, T., Tucker, G., Adams, R., Beltrame, J.F. & Schrader, G. (2010). Using the
Short Form-36 mental summary score as an indicator of depressive symptoms in
patients with coronary heart disease. Quality of life research : an international journal

www.intechopen.com



414 Recent Advances in Cardiovascular Risk Factors

of quality of life aspects of treatment, care and rehabilitation, Vol.19, No.8, (October
2010), pp. 1105-1113, ISSN 1573-2649; 0962-9343

Thompson, D.R. & Yu, C.-M. (2003). Quality of life in patients with coronary heart disease-I:
Assessment tools. Health and Quality of Life Outcomes, Vol.1, No.42, (September
2003), pp. 1-5

Thompson, D.R. & Roebuck, A. (2001). The measurement of health-related quality of life in
patients with coronary heart disease. The Journal of cardiovascular nursing, Vol.16,
No.1, (October 2001), pp. 28-33

Urzta M, A. (2010). Health related quality of life: Conceptual elements. Revista Médica de
Chile, Vol.138, No.3, (March 2010), pp. 358-365

Van Jaarsveld, C., Sanderman, R., Ranchor, A., Ormel, J., van Veldhuisen, D. & Kempen, G.
(2002). Gender-specific changes in quality of life following cardiovascular disease: a
prospective study. Journal of clinical epidemiology, Vol.55, No.11, (November 2002),
pp. 1105-1112, ISSN 0895-4356

Verbrugge, L.M. (1989). The twain meet: empirical explanations of sex differences in health
and mortality. Journal of health and social behavior, Vol.30, No.3, (September 1989),
pp. 282-304, ISSN 0022-1465; 0022-1465

Ware, J.E. (2000). SF-36 Health Survey update. Spine, Vol.25, No.24, (December 2000), pp.
3130-3139

Ware, J.E., Snow, K.K., Kosinski, M. & Gandek, B. (1993). SF-36 Health Survey: Manual and
Interpretation Guide (1), ISBN 1891810006 (user's manual) 1891810065, Boston, USA

Wells, K.B., Stewart, A., Hays, R.D., Burnam, M.A., Rogers, W., Daniels, M., Berry, S.,
Greenfield, S. & Ware, J. (1989). The functioning and well-being of depressed
patients. Results from the Medical Outcomes Study. JAMA : the journal of the American
Medical Association, Vol.262, No.7, (August 1989), pp. 914-919, ISSN 0098-7484; 0098-7484

Wiklund, I., Herlitz, J., Johansson, S., Bengtson, A., Karlson, BW. & Persson, N.G. (1993).
Subjective symptoms and well-being differ in women and men after myocardial
infarction. European heart journal, Vol.14, No.10, (October 1993), pp. 1315-1319, ISSN
0195-668X; 0195-668X

Williams, A. (1990). EuroQol - A new facility for the measurement of health-related quality
of life. Health Policy, Vol.16, No.3, (December 1990), pp. 199-208

Willingham, S.A. & Kilpatrick, E.S. (2005). Evidence of gender bias when applying the new
diagnostic criteria for myocardial infarction. Heart (British Cardiac Society), Vol.91,
No.2, (February 2005), pp. 237-238, ISSN 1468-201X; 1355-6037

Woloshin, S., Schwartz, L.M., Tosteson, A.N., Chang, C.H., Wright, B., Plohman, J. & Fisher,
E.S. (1997). Perceived adequacy of tangible social support and health outcomes in
patients with coronary artery disease. Journal of general internal medicine, Vol.12,
No.10, (October 1997), pp. 613-618, ISSN 0884-8734; 0884-8734

Yates, B.C. (1995). The relationships among social support and short- and long-term
recovery outcomes in men with coronary heart disease. Research in nursing & health,
Vol.18, No.3, (June 1995), pp. 193-203, ISSN 0160-6891; 0160-6891

Yu, CM,, Li, LS.W., Ho, HH. & Lau, C.P. (2003). Long-term changes in exercise capacity,
quality of life, body anthropometry, and lipid profiles after a cardiac rehabilitation
program in obese patients with coronary heart disease. The American Journal of
Cardiology, Vol.91, No.3, (February 2003), pp. 321-325

www.intechopen.com



Recent Advances in Cardiovascular Risk Factors
Edited by Prof. Mehnaz Atiq

ISBN 978-953-51-0321-9

Hard cover, 522 pages

Publisher InTech

Published online 21, March, 2012
Published in print edition March, 2012

Among the non-communicable diseases, cardiovascular disorders are the leading cause of morbidity and
mortality in both the developed and the developing countries. The spectrum of risk factors is wide and their
understanding is imperative to prevent the first and recurrent episodes of myocardial infarction, stroke or
peripheral vascular disease which may prove fatal or disabling. This book has tried to present an update on
risk factors incorporating new research which has thrown more light on the existing knowledge. It has also tried
to highlight regional diversity addressing such issues. It will hopefully be resourceful to the cardiologists,
general practitioners, family physicians, researchers, graduate students committed to cardiovascular risk
prevention.

How to reference
In order to correctly reference this scholarly work, feel free to copy and paste the following:

Maria Duefas, Alejandro Salazar, Begofia Ojeda and Inmaculada Failde (2012). Health Related Quality of Life
in Coronary Patients, Recent Advances in Cardiovascular Risk Factors, Prof. Mehnaz Atiq (Ed.), ISBN: 978-
953-51-0321-9, InTech, Available from: http://www.intechopen.com/books/recent-advances-in-cardiovascular-
risk-factors/health-related-quality-of-life-in-coronary-patients

INTECH

open science | open minds

InTech Europe InTech China

University Campus STeP Ri Unit 405, Office Block, Hotel Equatorial Shanghai

Slavka Krautzeka 83/A No.65, Yan An Road (West), Shanghai, 200040, China

51000 Rijeka, Croatia FE EBMIERFEK6SS LiEEPrREB ARG DA 4058 TT
Phone: +385 (51) 770 447 Phone: +86-21-62489820

Fax: +385 (51) 686 166 Fax: +86-21-62489821

www.intechopen.com



© 2012 The Author(s). Licensee IntechOpen. This is an open access article
distributed under the terms of the Creative Commons Atiribution 3.0
License, which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.




