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Quality of Life is as a predictor of general wellbeing that is an important 

outcome in the treatment of any chronic disease. Impaired quality of life has 

increasingly become the most significant health outcome for CAD patients. 

The purpose of this study was to identify the predictor of quality of life of 

adults with CAD Patients. A descriptive cross-sectional study was conducted 

with sample of 125 participants of age between 35 to 64 years from RSUP. 

Dr. M. Djamil Hospital, Padang, West Sumatera, Indonesia. Each participant 

was administrated structured questionnaires, including the socio-

demographic questionnaire, the CADE-Q questionnaire, Social Support 

questionnaire, general health perception, and the World Health Organization 

Quality of Life-BREF (WHOQOL-BREF). A regression model showed that 

Income, Duration of CAD, and general health perception were the predictors 

of patient’s quality of life (Adjusted R2 = .031, p < .01). Better 

understanding of the relationship between its predictor and quality of life is 

necessary to develop a suitable nursing intervention program to enhance 

patient’s quality of life. 
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1. INTRODUCTION 

Coronary artery disease (CAD) is the common term to explain for the build-up of plaque in the 

heart’s arteries that could lead to a heart attack. The build-up of plaque within the wall of the coronary 

arteries limit, decrease and sometimes completely cut off the supply of oxygen and nutrients to the heart 

muscle [1]. Coronary Heart Disease is the most common type of heart disease, killing 365,914 people in 2017 

[2]. About 17.7 million people died from Cardiovascular Disease worldwide, representing 31% of all global 

deaths; out of whom, 7.4 million were due to CAD, and 6.7 million were due to stroke [3]. It account about 2 

in 10 deaths from CAD happen in adults less than 65 years old [2]. Thus, it has become the heaviest burden 

to health care systems worldwide [4].  

Meanwhile, although among cardiovascular disease, coronary artery disease is one of the most 

important death causes in the United States, it is estimated that 80 percent of the premature deaths due to this 

disease can be prevented [5]. Mortality rate and reinfection are considered major adverse clinical outcome. 

On the other hand, expression of clinical signs and symptoms, functional ability, the wellbeing of the patient 

and their quality of life are important outcomes in survivors. Health-related quality of life (HRQoL) 

represents the effects of an illness and its treatment as perceived by the patient [6]. 

The South-East Asia region, premature death from non-communicable diseases (NCD), primarily 

from cardiovascular disease of the 7.9 million annual NCD, 34% occur before the age of 60 years compared 
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with 16% in the European region and 23% in the rest of the world [7]. This in line with data indicate half of 

the world’s cardiovascular burden is estimated to occur in Asia [8], and the prevalence of symptomatic heart 

failure appears to be higher in South East Asia countries compared with the rest of the world [9]. Despite the 

high burden of cardiovascular disease in South-East Asia, little is known about characteristics at admission 

and clinical outcomes in patients with coronary artery disease, especially acute coronary syndrome [10]. 

Coronary Artery Disease is the second leading cause of death in Indonesia, in 2012 representing 9% 

of deaths (138,400 people) [4]. Approximately one-third of mortality in Indonesia can be attributed to 

cardiovascular diseases (Alkatiri et al., 2020). The prevalence of coronary heart disease (based on diagnosis) 

in Indonesia was 1.5% (1.017.290 patients) in the year 2018 (Ministry of Health RI, 2018). Due to the 

increasing incidence of coronary artery disease in recent years, interventions targeting coronary artery disease 

risk factors are urgent public priorities. 

Quality of life measures are useful when interventions or treatments are indicated for several reasons 

such as improvement of physical functioning, pain relief, to estimate the effectiveness of therapies and to 

predict mortality [11]. Impaired quality of life has increasingly become the most significant health outcome 

for patients with chronic diseases such as coronary artery disease (CAD). Outcomes of treatment of any 

chronic disease are not merely predicted by the frequency and severity of the disease, but also how this 

treatment will affect the patient's QoL and general wellbeing.  

Coronary artery disease is a major cause of death and morbidity as well as impaired quality of life 

[12]. In modern medicine, QoL is as a predictor of general wellbeing that is an important outcome in the 

treatment of any chronic disease [13]. The main risk factors for CAD - obesity and sedentary lifestyle 

coupled with high blood pressure, smoking and high blood cholesterol are amenable to behavioural change 

interventions [14]. Medication adherence presents a particular challenge as non-adherence in Cardiovascular 

Disease patients is associated with poor self-management leading to poor clinical outcomes, including re-

hospitalization, subsequent myocardial infarction and increased mortality [15]. Therefore, there is a need for 

an educational strategy for CAD patients to help them stay fit through therapeutic lifestyle changes and a 

need for consistent research on the effects of individualized educational interventions. The purpose of this 

study was to identify the predictor of quality of life of adults with CAD Patients. 

 

2. RESEARCH METHOD 

This study will use a quantitative study, carried out in January to April 2021. A descriptive cross-

sectional study was conducted with sample of 125 participants of age between 35 to 64 years from RSUP. Dr. 

M. Djamil Hospital Indonesia. Each participant was administrated structured questionnaires, including the 

socio-demographic questionnaire, the CADE-Q questionnaire, Social Support questionnaire, general health 

perception, and the World Health Organization Quality of Life-BREF (WHOQOL-BREF). The hypotheses 

will then test according to their statistical properties. Descriptive statistics and regression model was 

calculated to determine the hypotheses of the study. 
 

3. RESULT AND DISCUSSIONS 

Predictors of quality of life of Patients with CAD 

1. Multiple linear regression analysis of predicting variables on overall quality of life of patient with CAD  

Variables B SE β* t P-

value 

Constant 62.939 3.747  16.789 0.000 

Age -0.103 0.648 -

0.016 

-0.159 0.874 

Gender 0.983 1.006 0.093 0.977 0.331 

Income 0.285 0.846 0.038 0.337 0.737 

Education 0.841 0.785 0.118 1.070 0.287 

Occupation 0.922 1.789 -

0.050 

-0.515 0.607 

Social 

support 

-0.415 1.124 -

0.036 

-0.370 0.712 

Body Mass 

Index 

0.042 0.676 0.006 0.063 0.950 

Duration 

of CAD 

0.680 1.308 0.053 0.520 0.604 

General -2.200 1.731 - -1.127 0.206 
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health 

perception 

0.114 

R = .175 

R2 = .0.031 

Adjusted R2  = .-0.036 

F = 0.460 (0.882) 

 

2. Multiple linear regression analysis of predicting variables on physical domain of quality of life of patient 

with CAD Patients  

Variables B SE β* t P-

value 

Constant 5.929 1.826  3.247 .001 

Age -.020 .016 -

.065 

-

1.260 

.210 

Gender .066 .254 .013 .259 .796 

Income 2.758 .000 .146 2.306 .022 

Education -.003 .030 -

.006 

-.102 .919 

Occupation .537 .324 .104 1.660 .099 

Social 

support 

.003 .021 .006 .119 .906 

Body Mass 

Index 

.070 .035 .096 1.966 .051 

Duration 

of CAD 

-.050 .029 -

.086 

-

1.727 

.086 

General 

health 

perception 

.657 .119 .394 5.538 .000 

      

 

3. Multiple linear regression analysis of predicting variables on psychological domain of quality of life of 

patient with CAD. 

Variables B SE β* t P-

valu

e 

Constant 7.377 1.824  4.045 .000 

Age -

4.16

3 

.016 .000 -.003 .998 

Gender -.069 .254 -

.01

5 

-.270 .787 

Income 2.995 .000 .172 2.507 .013 

Education .009 .030 .018 .303 .762 

Occupation .447 .323 .093 1.382 .169 

Social 

support 

.031 .021 .081 1.444 .151 

Body Mass 

Index 

.026 .035 .038 .726 .469 

Duration 

of CAD 

-.045 .029 -

.08

5 

-

1.57

1 

.118 

CADEQ -.105 .030 -

.25

7 

-

3.52

5 

.001 

General .614 .118 .400 5.182 .000 
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health 

perception 

 

4. Multiple linear regression analysis of predicting variables on social domain of quality of life of patient 

with CAD. 

Variables B SE β* t P-

value 

Constant 7.948 1.823  4.360 .000 

Age -.020 .016 -

.082 

-

1.278 

.203 

Gender .327 .253 .080 1.291 .198 

Income 2.808 .000 .184 2.352 .020 

Education .023 .030 .054 .791 .430 

Occupation .115 .323 .028 .357 .722 

Social 

support 

.024 .021 .073 1.143 .255 

Body Mass 

Index 

.026 .035 .044 .739 .461 

Duration 

of CAD 

-.061 .029 -

.132 

-

2.130 

.035 

General 

health 

perception 

.430 .118 .320 3.629 .000 

 

5. Multiple linear regression analysis of predicting variables on environment domain of quality of life of 

patient with CAD. 

Variables B SE β* t P-

valu

e 

Constant 2.668 2.011  1.327 .186 

Age .029 .017 .111 1.634 .104 

Gender .029 .280 .007 .105 .917 

Income 2.992 .000 .189 2.271 .024 

Education .052 .033 .115 1.596 .112 

Occupation .138 .356 .032 .387 .700 

Social 

support 

.033 .024 .095 1.393 .165 

Body Mass 

Index 

.060 .039 .097 1.528 .129 

Duration 

of CAD 

-.011 .032 -

.02

3 

-.351 .726 

sGeneral 

health 

perception 

.457 .131 .328 3.501 .001 

 

 

Correlation coefficients between independent variables with overall quality of life, and in all four 

domain of quality life of patient with CAD 

 

 

Variables 

QUALITY OF LIFE 

Overall 

QOL 

PQOL Psyc 

QOL 

SQOL EQOL 

 

Age 0.053 0.008 -0.405 0.002 0.038 

Gender 0.072 0.134 0.075 -0.193 0.001 

Income 0.049 0.013 0.060 0.079 0.043 
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Education 0.021 0.066 0.052 0.088 0.073 

Occupation -0.039 -0.044 0.103 0.048 -0.100 

Social Support -0.012 0.052 -0.051 -0.074 -0.070 

BMI -0.012 -0.027 -0.003 -0.087 0.078 

Duration of 

CAD 

0.063 0.027 0.040 -0.015 -0.043 

CADEQ 0.111 -0.141 0.111 0.089 0.057 

GHP -0.145 -0.018 0.005 -0.185 -0.078. 

 

 

Our study revealed that gender was not statistically significant relationship with overall quality of 

life, physical, and psychological domains of quality of life. On the contrary, age and social support were 

small but statistically significant positive relationship with overall quality of life, and all four domains of 

quality of life (p < 0.01). 

Moreover, people with better social support would receive more resources to promote their quality 

of life. This study was consistent with previous studies of quality of life of CAD patients by Huang and 

Hung, (2007), and Huang et al. (2010) which found that social support had a significant direct effect on 

quality of life. Perceived social support and quality of life were increased together. This result concurs with 

other studies that show social support is negatively correlated with readmission. For example, social support 

has been shown to be related to decrease readmission and mortality rates among CAD patients (Lu et al., 

2016) and Najafi et al. also reported that male sex was an independent physical component predictor of 

higher QOL.  

In contrast, Nesbitt et al. argued that male sex was associated with lower QOL and that the sex 

difference was due to differences in family responsibility and gender roles and the responsibility of looking 

after one’s own health.  Age and sex were predictors of MCS QOL. Hawkes et al. listed younger age as a 

predictor and McBurney et al. found age below 65 years to be associated with low MCS-12 scores. Other 

study explained that these conditions were possible when older adults lowering their expectations about what 

constitutes a good quality of life as compared to younger people. However, being older are more accustomed 

to the limited functioning and view declining physical abilities as part of the normal aging process. [10] 

For environment variable, education had positively significant relationship with overall quality of 

life and psychological domains of quality of life. Regarding income, there was positively significant 

relationship between income and overall quality of life, physical and environment domains of quality of life. 

Occupation had positively significant relationship with subjective quality of life and all three domains of 

quality of life except psychological domain of quality of life. Social support had positively significant 

relationship with overall quality of life and all four domains of quality of life. This indicated that the 

participants with higher level of education were more likely to have better quality of life. One possible 

explanation, when exposed to same information pertaining to participants with higher level of education may 

have positive self-esteem, a better understanding of the disease, treatment, and complication rather than 

participants with lower level of education. [11] 

Regarding income, there was positively significant relationship between income and overall quality 

of life, physical and environment domains of quality of life. This indicated that the lower income may lead to 

lowering the quality of life. One reason for this finding was probably over half of the participants in this 

study were in the lowest socio-economic level. When the participants did not have enough money to afford 

the daily expenses, they might be unsatisfied with their life, resulting in poorer quality of life. This result was 

consistent with previous studies. [12] 

 The result were completely different from the study conducted by Htet, (2009) showed that 

participants with higher income were more likely to have lower quality of life than those who have lower 

income.   

Occupation had positively significant relationship with subjective quality of life and all three 

domains of quality of life except psychological domain of quality of life. This indicated that the employed 

participants were more likely to have higher quality of life than those who were unemployed. This result was 

consistent with a previous study by Papadopoulos et al. (2007) showed that employed participants were more 

likely to have lower quality of life than those who were unemployed. These because of the majority of the 

participants were unemployed.   

The relationship between biological and physiological factors and quality of life were examined. 

The biological and physiological factors variables examined were BMI, and duration of CAD. As shown in 

Table  above , there was statistically significant relationship between overall quality of life, and all three 

domains of quality of life except environment domain of quality of life with BMI (p=0.078, p > 0.05). 
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Furthermore, duration of CAD was negative statistically significant relationship with overall Qol (p = 0.063, 

p > 0.05). The level of knowledge and educate coronary patients was negatively statistical significant 

relationship with social (p=0.089, p > 0.05), overall quality of (p=0.111, p > 0.05) and psychological domain 

of quality of life (p=0.111, p > 0.05). General health perception had positively statistical significant 

relationship with overall quality of life (p < 0.01) and all four domains of quality of life (p < 0.01). 

According to Wilson and Cleary’s model for health related quality of life (Ferrans et al., 2005), 

biological and psychological factors are the most basic determinant of quality of life focusing on the function 

of cells, organs, and organ systems. For biological and psychological factors, there was statistically 

significant relationship between overall quality of life, and all three domains of quality of life except 

environment domain of quality of life with BMI. 

Duration of CAD was negative statistically significant relationship with overall Quality of Life. This 

result indicated that the negative effect caused by the CAD duration on energy and general health of the 

patients as well as on social functioning of quality of life. On the other words, patients with relatively longer 

CAD duration could lead to impaired lowering quality of life. The possible reason was since the patients had 

been diagnosed with cardiovascular disease, which could not be completely cured and required long-term 

control. As complications developed, new symptoms emerge and a variety of treatments tends to be more 

complex. The longer patients have the illness, the worse they feel [9].  

 

4 CONCLUSION 
Predictors of quality of life of CAD included general health, income, level of knowledge about CAD 

could explain of the variance in domain physical and psychological quality of life. Income, duration of CAD, 

and general health perception could explain of the variance in domain social quality of life. Income and 

general health perception could explain of the variance in domain environment domain of quality of life. 

Income, Duration of CAD, and general health perception appears to be an important variable determining 

quality of life. There were some limitations in this study that could influence the generalizability of findings. 

Better understanding of the relationship between its predictor and quality of life is necessary to develop a 

suitable nursing intervention program to enhance patient’s quality of life. These finding provided essential 

information in monitoring the quality of life of patients with CAD. Knowing the quality of life, as well as 

factors that influence it, could be assisted health care provider in developing suitable interventions by 

targeting the predictors to promote these individual’s quality of life, as well as informing resource allocation 

and healthcare policy. 
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