Journal of Cardiovascular and Thoracic Research, 2012, 4(4), 95-101
doi: 10.5681/jcvtr.2012.024
http://jcvtr.tbzmed.ac.ir

Quality of Life in Cardiovascular Patients in Iran and Factors
Affecting It: A Systematic Review
Alireza Yaghoubi1, Jafar-Sadegh Tabrizi2, Mir-Mousa Mirinazhad1, Saber Azami2*,
Mohammad Naghavi-Behzad3, Morteza Ghojazadeh3
Cardiovascular Research Center, Tabriz University of Medical Sciences, Tabriz, Iran
Department of Health Service Management, Tabriz University of Medical Sciences, Tabriz, Iran
3
Liver & Gastrointestinal Disease Research Center, Tabriz University of Medical Sciences, Tabriz, Iran
1
2

ARTICLE INFO

ABSTRACT
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Introduction: Cardiovascular diseases are always one of the major causes of mortality
in the world affecting all aspects of patients’ lives. Therefore, this study was conducted
to summarize and provide a clear view of quality of life in these patients in Iran through
a systematic review on the results of previously conducted studies. Methods: In a
systematic review, required information was collected by searching keywords of Iran,
quality of life, heart failure, cardiac, heart, and their Persian equivalents in databases
of Science Direct, Pubmed, IRAN doc, SID, Medlib and Magiran. The selected time
period for searching articles was since 2000 to 2012. Inclusion criteria were: releasing of
article during 2000 to 2012, articles reporting patients’ quality of life in any domains of
heart diseases, and articles published in Persian and English. Extracted results first were
summarized in Extraction Table, and then analyzed manually. Results: Finally 18 of
1592 found articles were included in the study. A total of 3,797 cardiac patients' quality
of life was measured using six different tools, the most important one of which was SF36
questionnaire. Among eight dimensions of SF36 questionnaire, the highest mean was for
social role functioning with average score of 58.37 and the lowest for physical limitation
(physical role functioning) with score of 42.95. Overall, mean of eight dimensions was
53.19. Among 4 general domains of quality of life, physical activity had the lowest
average of 43.63 and average of general dimensions of quality of life was 47.65. The
most important factors affecting quality of life were sex, age, education, marital status,
occupational status, suffering duration, number of hospitalizations etc. Conclusion:
The results of the studies showed relatively low quality of life of cardiovascular patients
in general. Therefore, according to the introduced effective factors in this study, it is
necessary to consider regular programs for improving quality of life in these patients
and providing suitable and qualitative services.
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Introduction
ardiovascular diseases are one of the most prevalent
chronic diseases all around the world accounting for
high rates of mortality and disability.1-3 Unfortunately, in
spite of increase in developments in prevention, diagnosis,
treatment, and rehabilitation of cardiac diseases, there is
still a growing trend in mortality rate resulted from these
diseases. Mortality rate resulted from these diseases was
10% of total mortality rate in 1910 but it increased to 50%
in 2000 and it is predicted to increase to 75% by 2020.4
According to the statistics by World Health Organization
(WHO), mortality and disability resulted from
cardiovascular diseases and cerebrovascular accident kill
more than 12 million people all around the world annually.
Also this organization estimates that if no measures are
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taken to improve cardiovascular health, there will be a 25
percent loss in healthy life years due to the cardiovascular
diseases by 2020 and the main part of this loss will be
in developing countries.2 About 12 million people suffer
from coronary artery disease in America; about 1.5 million
people are afflicted by MI annually and also about 600
thousand people per year die of coronary artery diseases.5-7
Cardiovascular diseases are the most prevalent reason of
mortality in our country.8
Conducted studies in Iran in 2003 showed that the first
mortality reason in terms of number is death resulted
from cardiovascular diseases and unintentional accidents
come next. In the same year the number of mortality cases
resulted from cardiovascular diseases was 72682 for males
and 62068 for females and 134750 in total.9 This mortality
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rate included 35% of total mortality rate in our country.10,11
Also based on estimations, the lost years of life because of
cardiovascular diseases are equal to 1183188 years (26%
of total lost years) and burden of these diseases are about
1.5 million years.12,13 Beside mortality, disability and high
disease burden, these diseases cause severe problems in
psychological and social aspects of people’s lives.14,15 For
this reason, caring approach of these patients should cover
different aspects of their lives.16,17
Measuring and implementing effective steps in order to
improve these patients’ quality of life is one of the most
important items of these approaches .18,19 The quality of
life is defined as perception of people of life, values, goals,
standards, and interests.20 Also studies showed that quality
of life could be considered as one of the most important
components of quality of medical and health care.21 Many
studies have been conducted in our country to evaluate
quality of life in cardiovascular diseases.22-24 But to the
point that studies’ results show, there is not any systematic
review study in this field in our country able to summarize
the results of these studies and to provide a general and
clear cut perspective of patients’ quality of life. For this
reason, this systematic review study has been conducted
aiming to conclude and provide a general and clear view
of the results of these studies to be used in planning and
interventions.
Materials and methods
The required information for this systematic review were
collected by searching keywords of Iran, quality of life,
heart failure, cardiac, heart, and their Persian equivalents
in data bases of Science Direct, Pubmed, IRAN DOC,
SID, Medlib and Magiran. The selected time period for

searching articles was since 2000 to 2012.The reason for
choosing such a relatively short period was to control and
minimize effect of time on patients’ quality of life, since
it could be changed by time because of factors such as
medical advancements, changing patients’ knowledge and
information level, usage of more utilities, and many other
factors. Therefore, by selecting such a relatively short time
period the effects of these changes were minimized and
subsequently patient quality of life will be more realistic.
Inclusion criteria were: all articles published from 2000
to 2012, articles reporting patients’ quality of life in
any domains of heart diseases, and articles published in
Persian and English. Exclusion criteria were: letter to the
editors, case reports, and articles presented in seminars and
conferences, or resulted from implemented interventions
and animal studies. In order to further recognition and
coverage of published articles, some of leading journals
in this field underwent hand searching after searching
databases. After excluding those articles rarely related to
the objectives of the study, and selecting main articles.
References of selected articles were also searched so that
much assurance about finding related articles could be
gained. Among 1592 found articles those that had weak
relevance to the objectives of the study and contained
excluding criteria were eliminated and finally 18 totally
related articles were included into the study and were later
studied and evaluated (Figure 1). Three of 18 selected
articles were published in English Journals. Articles were
first categorized chronically and then studied accurately
and after extracting the required information, results were
summarized in Extraction Table at first and then were
analyzed manually.

Figure 1. Study selection flow diagram
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Results
Overall, 1592 articles were found in searched referenses.
After studying titles, abstracts, and full texts of articles,
and excluding duplicated and irrelivant cases, 18 articles
totally relevant to the objectives of the study were selected
and evaluated. Among these articles, 3 were published
in English journals. Most of the studies (7 cases) were
conducted in Tehran. Mean of the conducting years of
studies was the year 2009. In 18 investigated articles,
totally quality of life for 3797 persons was evaluated and
among these numbers, 2081 of cases (56.43%) were males.
In investigated articles for evaluating patients quality of
life, 6 different tools were used and Short Form Health
Survey (SF-36) questionnaire and Minnesota (Minnesota
Living with Heart Failure Questionnaire) were applied
mostly with 13 and 3 times respectively.
SF-36
The SF-36 is one of the most widely used measures of
health-related QOL consisting of 36 items and covering
eight dimensions: physical functioning (PF), role
limitations caused by physical health problems (RF),
bodily pain (BP), general health perception (GH),
vitality (VT), social functioning (SF), role limitations
caused by emotional health problems (RE), and mental
health(MH).25 Scores on all the subscales are transformed
linearly to a possible range of 0-100;higher scores indicate
more favorable physical functioning/psychological wellbeing.26,27
Minnesota
The Minnesota Living with Heart Failure questionnaire
(MLHF) was designed in 1984 to measure the effects
of heart failure and for treatments heart failure on
an individual’s quality of life.28,29 The content of the
questionnaire was selected to be representative of the
ways heart failure and treatments can affect the physical,
emotional, social and mental aspects of quality of life
without being too long to administer during clinical trials
or practice. Responsiveness of the MLHF refers to its
ability to detect changes in quality of life that clinicians
and patients discern and believe to be important. An
instrument ability to detect change depends, in part, on the
amount of noise or measurement error inherent in repeated
assessments. Changes in an individual’s score need to be
2.77 times the standard error of the measurement to be
95% confident that the observed change was not due to
measurement error.30,31
Mean of cardiac patients’ quality of life based on
eight items of SF36
In this study, scores of each one of octet dimensions
of SF36 questionnaire were reported specifically in 8
articles. Mean of each one of dimensions has been showed
in Figure 2.
As it is shown in this diagram, social role functioning
with score of 58.37 and physical limitation (physical role
functioning) with score of 42.95 have the highest and
the lowest scores in octet dimensions for quality of life,
Copyright © 2012 by Tabriz University of Medical Sciences

respectively. Overall mean of these octet dimensions is
53.19.
Additionaly in a different classification, methods were
carried out in investigated articles. Mean scores of quality
of life in 4 general dimensions including general status,
physical activity, social status, and mental status were
obtained by collecting and combining classifications, and
were shown in Figure 3.

Figure 2. Mean of scores in octet dimensions of cardiovascular patients’
quality of life in Iran based on SF36 questionnaire

As it is shown in Figure 3 in general dimensions of life,
dimension of mental status with average score of 53.65
and physical activity with average score of 43.63 are the
highest and the lowest means respectively. Overall mean
for general dimensions of quality of life is also 47.65.
Factors affecting quality of life
In investigated articles, different variables and factors
have been reported to be effective on cardiac patients’
quality of life. Some of the most important caseshave been
presented here after.
Sex

The role of sex has been considered as an effective factor
in most of the investigated studies. Some of them showed
signifcant relationship between sex and patients’ quality
of life in a way that men’s quality of life isbetter in many
aspects comparedwith that of women. This is more
obvious of physical and mental function.23,32-39 Despite
thesignificant relationship between sex and quality of
life observedin most of studies, there wasno significant
relationship between sex and quality of life in some
studies.24,40
Age

Age was one of studied variables that showed a significant relationship with quality of life in most of the studies.
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By increasing age, a significant decrease occurs in patients’
quality of life.23,33,37,41 Like the case of sex, there was no significant relationship between age and quality of life in some
studies.40,42
Education, occupation, and marital status
Higher educational status, having a job, and being married
hadsignificant relationship with improving some aspects in
cardiac patients’quality of life in some studies.23,36,42 Similar
to previously-mentioned variables , these variables also had
not any significant relationship with patients’ quality of life in
some studies.24
Background diseases and family history of disease

Suffering some background diseases (Hypertension, diabetes,
Hyperlipidemia) and family history of heart diseases in
some investigated studies had a significant relationship with
patients’ quality of life. These conditions caused a significant
decrease in patients’ quality of life .23,39,42
Suffering duration, hospitalization frequency

Suffering duration of cardiac disease and referring frequency
or hospitalization frequency are of important factors in most
of the studies that had significant relationship with decreasing
patients’ quality of life .34,37,39
Other factors

It is noteworthy to mention some other factors affecting
cardiac patient’s quality of life such as patients’ quality of
sleeping, smoking, patients’ inadequate training on their
disease, treatment method, cardiac ejection fraction, and
social support level.40,43,44

Figure 3. Mean of general dimensions of cardiovascular patients’ quality of
life in Iran

Discussion
In this study, final 18 articles included total 1592. Totally,
quality of life in 3797 patients was measured and reported
using 6 different tools. The most important tool was SF36
questionnaire as firstly, it was a standard questionnaire
frequently used in studies carried out in this field, and secondly,
this tool has been indigenized in Iran and its reliability and
validity been fulfilled. Among 8 items of SF36 questionnaire,
social role functioning with average score of 58.37 had the
highest mean, physical role functioning (physical limitation)
with average score of 42.95 had the lowest mean, and
98 Journal of Cardiovascular and Thoracic Research, 2012, 4(4), 95-101

overall mean for 8 components was 53.19. General
components of quality of life were classified into
4 general domains among which mental status
dimension had the highest mean with average score
of 53.65 and mean for general components of quality
of life equaled 47.65. The most important effective
factors on quality of life included sex, age, education,
marital status, occupational status, suffering duration,
hospitalization frequently, etc.
Many studies have been conducted in the world on
measuring cardiovascular patients’ quality of life and
some of these studies have focused on systematic
reviews of other studies in this field.45-48 Although some
studies have been conducted in our country, the results
of studies show that there is no systematic review study
to collect the results of these studies and to provide a
clear view of cardiovascular patients’ quality of life.
Overall, mean values of 8 items of SF36 questionnaire
and general components of quality of life show that
cardiovascular patients’ quality of life is relatively low
which is in agreement with results of most of the studies
evaluating quality of life for cardiac patients.49-51 Also
studies of Brown in England52, Norekval in Norway53,
Rubenach in Australia54, Bengtsson in Sweden55, and
other studies confirmed cardiovascular patients’ low
quality of life; however, there are some studies in
some parts of the world that show acceptable quality
of life for cardiovascular patients. Veenstra et al.
showed patients’ quality of life is favorable after heart
attack.56 Study of Folcoze in France also showed this
improvement.57 Patients’ low quality of life in our
country is possibly related to low quality of provided
services for cardiovascular patients and lack of social
and economical supports of these people. Therefore,
there is a need for improving quality of services and
increasing supports for these people. Among 8 items
of quality of life and 4 general components of cardiac
patients’ quality of life, dimension of physical role
functioning (RP) with scores of 42.95 and 43.63 had
the lowest mean, respectively. In some other studies,
physical problems and limitations had the lowest
score.58-61 The cause of this fact could be resulted from
patients ‘livelihood problems. Due to high prices of
medical cares for cardiovascular diseases and inability
of people to provide living costs due to their disease,
some patients have to work hard which affects both
their physical and mental functioning. Therefore,
some supportive policies such as their insurance and
low costs of provided cares should be considered for
these patients.
In articles investigated in this study, many factors and
variables related to cardiovascular patients’ quality of
life were evaluated. The most important items included
sex, age, education, marital status, occupational status,
suffering duration, hospitalization frequencies, etc. In
most of the studies, men’s quality of life was higher
Copyright © 2012 by Tabriz University of Medical Sciences
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than that of women’s especially regarding physical and
mental components and this is mentioned in most of the
studies conducted in this field.62-65 In addition, Reynolds,
Howes, and Riedinger showed in different studies that
there is a significant relationship between sex and quality
of life.66-68 Some of researchers consider this fact as a
result of differences in biological and psychological
characteristics of men and women. Also the reason
of this fact especially in our society could be resulted
from cultural differences, since men have more physical
activity than women do and men are in communication
with the society more than women are. Although hard
physical activity could decrease the level of physical
quality, lack of activity and functioning could also be a
factor in decreasing physical quality of life. In evaluated
studies, some items are reported as factors improving
patients’ quality of life such as low age, high education,
higher income, being married, having a job, no history
of disease and background disease, limited frequency of
referring to hospital, and low intensity of disease. The
results of most conducted studies in this field confirm
these items.69-71 In spite of significant relationship between
above-mentioned factors, significant relationship could
not be obtained in some studies40,58,72 which could be due
to study environment or selected samples.
Although this was the first study in the country attempting
to summarize and report the results of conducted studies
on cardiovascular patients’ quality of life systematically,
it faced some limitations. The most important limitation
is that the study was not a meta-analysis study which is
however difficult to conduct due to the different methods
of information collection and reporting. Nevertheless, it is
possible to show more clear results about status of these
people’s quality of life through a meta-analysis study in
this field. In spite of these limitations, in this study it was
tried to identify all articles in this field by accurate and
complete search. Furthermore, the procedure and required
extracted information were controlled and supervised by
statistics expert which increased the quality of the results.
Conclusion
Existence of accurate information and a clear view
on patients’ quality of life have a significant role in
improving supportive programs and preventive, remedial,
and rehabilitative actions alongside with helping effective
treatment. Nowadays, people seek for higher utilities
with acceptable quality of life; therefore, governments all
around the world try to reduce disease risk and to provide
healthcare services and physical, mental, and social welfare
for members of their societies. Investigating on the results
of studies show that cardiovascular patients’ quality of life
is relatively low in our country. Hence, there should be
proper planning in order to increase these patients’ quality
of life through more studies and paying attention to the
factors mentioned in this study. Additionally, due to the
low physical and mental components, there should be basic
Copyright © 2012 by Tabriz University of Medical Sciences

provisions for providing affordable health insurances,
higher and cheaper welfare services, and proper social and
mental supports to these people.
For future studies, it is suggested to conduct a study
on recognition of quality of provided services to these
patients and strategies to increase it. Clinical audit
studies could be the best approach for this goal. Also it
is suggested to conduct a study with qualitative approach
(phenomenology) in this field in order to achieve better
and deeper understanding about quality of life from
patients’ point of view.
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