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abstract

Background: Despite the significant advances in prevention, diagnosis,
treatment, and rehabilitation, cardiovascular disease remains one of the
most common chronic diseases. According to statistics, cardiovascular
disease is the leading cause of death worldwide. Many factors, including
heredity, lifestyle, avoiding smoking, and physical activity, can affect the
elderly's quality of life. Lower health related quality of has been linked to
an increased risk of hospital readmission and mortality in patients with
cardiovascular diseases such as heart failure or ischemic heart disease, as
well as Cardiovascular diseases mortality ina variety of society samples.
Objectives: The study aims to assess the Quality of Life of Elderly People
with Cardiovascular Diseases .To find out the relationship between socio-
demographic data characteristics of the for Elderly people with
cardiovascular diseases and quality of life. Methods: A descriptive study
design is used for a period between 1st October 2022 to the 15 of May
2022; the study was conducted in Al-Hilla City in Babylon province.
Purposive (non-probability) sample from 120 patients selected of both
genders of elderly age, who medically diagnosed with cardiovascular
diseases visited hospital and outpatient department for consultations.
Modified questionnaire used to collect data from patients and take into
consideration inclusion and exclusion criteria. analyzed electronically by
usingthe SPSS program Version 26. Results: The majority of patients ages
(72%) ranged from 60-69 years. Inregard to gender, most of the studied
sample was female. The medical history of the sample revealed most
people had a history of coronary artery disease and the duration of the
disease by recorded more than 2 years with the disease. The majority of

Study sample were elderly people with cardiovascular conditions who did



not have any other chronic diseases. The finding exhibited a Moderate
Quality of life for elderly people with cardiovascular diseases. Conclusions
and Recommendations: The study concludes that general health, physical
health, environmental healthwas the mostcommonassociated with poor
quality of life, the psychological health have moderate mean score and
social health records the highest mean score as a good quality related to
social health. There is significant relationship among the quality of life and
their age groups, employment, economic status and residency of elderly
persons. Recommended develop educational programs can encourage a
healthy body weight, regular physical activities to improve patient life

adaptability, and psycho-social support.
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Chapter One
Introduction

1.1 . Introduction

Understanding illness and their indications matters for two main
reasons. the disease can shorten one's life expectancy, those who are
afflicted with certain disorders may die young. Second, illnesses can create
dysfunction as well as symptoms that impair an individual's ability to
execute everyday tasks. Clinical investigations regularly use the terms
mortality (death) and morbidity (dysfunction), as well as symptoms, to
describe health outcomes (Kaplan & Ries, 2007).

Noncommunicable illnesses account for over two-thirds of all
mortality worldwide, accounting for around 36 million deaths in 2010. The
World Health Organization (WHOQO) identified Noncommunicable Diseases
(NCDs) as one of the major concerns of the twenty-first century in 2014.
NCDs are medical disordersthatarenot caused by infectious pathogens
and can be caused by genetic or behavioral factors. In some WHO reported
that in some Eastern Mediterranean Region countries, the four major non-
communicable disease groupswere (cardiovascular diseases, malignancies,
chronicrespiratory disorders, and diabetes) which account approximately

60% of mortality. The burden of non-communicable diseases will have a

negative impact on socio-economic progress (Shahwanetal., 2019).

Despite considerable advancements in prevention, diagnosis, management,
cardiovascular disease continues to be among the most common chronic
diseases. Accordingtoreport, CVD is the most cause of mortality

worldwide (Kurucovaetal., 2014).
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according to the latest WHO data published in 2020 Coronary Heart
Disease Deaths in Iraq reached 36,594 or 24.98% of total deaths. The age
adjusted Death Rateis 227.26 per 100,000 of populationrankslrag #23 in

theworld(WHO ,2020).

A World health organization report claims, that more than 600
million elderly people live in various countries around the world.
Furthermore, it is expected thatthis rate will more than double by 2025,
possibly reaching 2 billion by 2050. Because of numerous changes in
social, economic, cultural, and demographic characteristics,thenumber of
theseelderly people continues to rise. According to the Ministry of Health's
annual statistical report, the proportion of individuals over 60 yearsold in
Irag has increased from (3.4 percent) in 2010 to (5 percent) in 2015 and is
expected to reach 7.2 percent in 2050. It places an additional burden on
healthcare institutions and society by identifying those who are most

vulnerable to negative effects (Abdul et al., 2020).

Health-related quality of life refers to an individual's growing
knowledge of the impact of their health status on their overall functioning
and well-being, which includes physical, psychological, emotional, and
social functioning dimensions. Health-related quality of life is regarded as a
vital patient-reported outcome measurement for all chronic disease’s
Intervention strategies and therapies. In patients with CVVD such as heart
failure or ischemic heart disease, lower HRQoL has been related to an

increased risk of hospital readmissionand mortality (Phyoetal., 2021).

The inclusion of QOL as a health indication of outcome is attributed
to the sensitivity of this measure for evaluating patients' health status after
treatment and its health outcome; where the evaluation It is critical to
consider the life quality because this evaluation can determine the aspects
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that are significant for patients' quality of life because of theultimate goal
for treating chronic non-curable diseases. The value of QOL is vital for

determiningwhatis essential to a person's QOL becausethe primary goal

of non-curative sickness is to improve QOL (Shaker & Nasir, 2013)

As a consequence of the global CVD burden and the aging of the
population. Many factors, including heredity, lifestyle, avoiding smoking,
and physical activity, can affect the elderly's quality of life and stress,
chronic metabolicdisorders, in particular,are some of the factors that can

contribute to a decline in the elderly's life quality (Phyo etal., 2021).

1.2 Importance of the Study.

Quality of life assessment is vital indication for for improving client
symptom relief, caring, and recovery. Problems identified by individuals'
self-reported QOL can result in modifications and improvements in
therapies and care, or they may reveal that certain therapies are
unsuccessful. QOL is also used to identify the many obstacles that patients
may confront. This sort of information might be presented to future patients
to assist them forecastand understanding the consequences of their disease
and treatment (Haraldstad et al., 2019).

Health -related quality of life indicators were found to be substantial
predictors of both longand short mortality, strengthening their use in health
surveillance and as risk variables for targeted preventative initiatives
(Brownetal., 2015).

Knowing how healthcare procedures affect patients' lifestyles rather
than simply their bodies. This is especially critical for persons with
symptomatic, debilitating, or life-threatening illnesses who have littlehope

of a cure and have disorders that will affect their physical, mental and



Chapterone ...ceeeeeeeiiiienennnne. INntroduction .....cceeeeiiiiiieennnneeeennss 5

social well-being. Care providers mustcomprehend the understanding of
the concept of QOL and avoid conflating it with functional ability,

symptoms, disease processes, or therapeutic side effects (Addington-Hall &
Kalra, 2001).

Lower mortality risk was connected with a higher quality of life.
Furthermore, encourage caregivers to implement QoL measures into
regular health data gathering, which could lead to the beginning of early
primary health treatment for people at high risk of early death.
Furthermore, provides evidence of physical HRQoL's prognostic capacity
for the threatofdying (Phyo et al., 2020).

Patientswith CVD who have lost a healthy life due to impairment may
havea lower QOL. Various physical and mental symptoms associated with
CVD, such as dyspnea, fatigue, edema, difficulty sleeping, sadness, and
chest discomfort, may impair everyday activities. High hospitalization and
mortality rates are linked to poor life quality. As a result, the QOL of
patientswith CVD should be measured a systematically to determine its

influence on their everyday lives (Komalasarietal., 2019)

Many elements of patients' quality of life may be impacted during the
clinical course of CHD, including symptoms of angina and heart failure,
decreased exercise capacity due to the previous symptoms, physical
sickness caused, and mental trauma linked with psychological stress. The
goal of modern treatments is to enhance not only life span, symptoms, and
functional ability, butalso life quality. As aresult, an increasein HRQL is
seen as an essential factor in deciding therapeutic value. It is crucial when
analyzing HRQL that the instrument used assesses the health factors

relevant to that particular patient group (Thompson & Yu, 2003).
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The discovery of risk factors associated with CVD was one of the most
Important discoveriesin cardiovascular research of thetwentieth century,
with subsequent medicines developed andrigorously tested to change these
risk variables to avoid CVD. The Inter heart research examines over 27,000
cases and regulations from 52 countries and discovered that nine possibly
main risk factors can explain over 90% of the social risk for cardiovascular
problems: A and B apolipoprotein disorder, lifestyle, diabetes, high blood
pressure, obesity, psychological stressors, nutrition, exercise, and alcohol
drinking. thus, it is reasonable to believe that modifiable risk factors exist
Furthermore, despite advances in CVVD primary and secondary prevention,
there are still a variety of socioeconomic challenges in cardiovascular

health carethat vary by locationand time (Kreatsoulas & Anand, 2010).

Whereas the damaging effects of CVD and vascular disease on
cognition in elderly people are well established, it is somewhat less well
understood that CVD risk factors can be linked with essentially debilitating
changes in mental function. Though these patients typically do not meet
current dementiadiagnostic criteria, they do suffer from cognitive ability
disorders that are functionally significant enough to impair their
comp liance with the medical procedures takento prevent the causal risk
factors. Carryingasingle CVD risk factor can cause morphometric changes
in brain structures that can lead to more serious conditions such as
cerebrovascular disease, cognitive impairment, and dementia if left
untreated (Leritzet al.,2011).

There arethree reasonswhy the researcher emphasizes the important of
the assessment of the person's life quality with cardiovascular diseases: (1)
to assess the adequacy of recovery requirements;(2) To assess theeffect of
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therapeutic strategies (3) To prove that this tool is vital to show

management response.

1.3. Statement of Problem

Quality of Life for Elderly People with Cardiovascular diseases

1.4 The Objectives of the Study
1. To assess the Quality of Life for Elderly People with Cardiovascular

Diseases

2. To find out the relationship between socio-demographic data for

Elderly people with cardiovascular diseases and quality of life

1.5 . Definition of Terms
1. A: Quality of life

A. Theoretical definition: The patient’s ability to enjoy normal life
activities, Qolis important consideration in medical care. (World Health
OrganizationWHO,2014)

B: Operational definition: ability of Cardiovascular patients to act life
satisfaction, including everything from physical health, family, education,
employment, wealth, safety, security to freedom, religious beliefs, and the

environment.
2. Elderly people

A. Theoretical definition: An older person is defined by the United
Nations as a person who is over 60 years of age. However, families and
communities often use other socio-cultural referents to define age,

including family status (grandparents), p hysical appearance, or age-related

health conditions.
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2. operational definition: The concept oftheaged populationis diverse
and typically includes factors like chronology, social role transition, and
competence change. When investigating certain areasof clinical practice,
whether the concept of an aged person is consistent, or whether it is

variableand imprecise in evaluating the current body of evidence.
3.Cardiovascular Diseases

A: Theoretical definition: Cardiovascular disease (CVD) is a general
term for conditions affecting the heart or blood vessels. It’s usually
associated with a build-up of fatty deposits inside the arteries
(atherosclerosis) and an increased risk of blood clots. It can also be
associated with damage to arteries in organs such as the brain, heart,
kidneys and eyes.(E etal., 2022)

B. Operational definition: group of disorders of the heart and blood
vessels occur prematurely in peoplein old age and includecoronary heart
disease, cerebrovascular disease, rheumatic heart disease and other
conditions. More than four out of five CVD deaths aredueto heart attacks

and strokes, and one third of these deaths
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Chapter Two

Review of Literature

2.1 Cardiovascular Diseases

2.1.1 . Overview Cardiovascular Diseases

For thousands of years, we have had the same understanding of the
causes of CVD and how to treat it. Only in the latter half of the twentieth
century did research into the causes of CVVDs become more prevalent,
leading to the development of novel therapies. Whatcaused this inquiry?
The early death in 1945 of US President Franklin D. Roosevelt from
hypertensive heart disease and stroke prompted this investigation in the
United States. At the time, CVVD and stroke deaths hadreached pandemic
proportions in the United States, motivating Americansto take the lead in
cardiovascular research. The death of President Franklin D. Roosevelt
highlighted how little we knew about the general causes of heart disease
and stroke. (Hajar, 2017).

More than 85.6 million Americans suffer from one or more kinds of
cardiovascular disease (CVD), which include hypertension, CAD, heart

failure (HF), cerebrovascular disease and congenital cardiovascular

disorders (Riegel et al., 2017).

Cardiovascular health (CVH) is characterized by the absence of CVD
clinical symptoms together with appropriate levels of all life's basic
functions. In the absence of medication therapy, they comprise four health
behaviors (no smoking, a healthy food pattern, adequate physical activity,
and normal body weight) and three health factors (normal total cholesterol,

blood pressure, and fasting blood glucose) (Riegel et al., 2017).
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Because of the frequency of CVD, nurses mustbe competent to assess
the cardiovascular system in any environment throughout the continuum of
care, including the home, office, hospital, long-term care facility, or
rehabilitation facility. A health history, physical examination, and
monitoring of a range of laboratory and diagnostic test findings are all
important components of the assessment. This evaluation offers the
information needed to establish nursing diagnoses, develop a customized
plan of care, evaluate the patient'sreactionto thetreatmentdelivered, and
change theplan as needed (Hinkle & Cheever, 2017.)

2.1.2 Typesof Cardiovascular Diseases

The type of cardiovascular diseases can be divided as following:

1. Coronary artery disease (CAD): Also knownas coronary heart disease
(CHD), this conditionis caused by reduced myocardial perfusion, which
producesangina, Ml, and/or heartfailure. It accounts for 1\3 to 1\2 of all
CVD cases.

2. Valve Diseases: Valve disease occurs when any of the four valves of the
heart fails to open and close properly, causing blood flow to be disrupted.

Congenital heartillness occurs when a problem in the valve occurs at birth.

3.Arrythmia or abnormal heartrhythm: This disorder produces a variation
in the heartbeat that occurs even while the patientis at rest. Arrhythmia can
be fatal if left untreated.

4. Heart failure with pulmonary edema (CHF) (E et al., 2022).

2.1.3 Risk Factors Related to Cardiovascular Diseases.

Risk factors are often described as variables that, when present in a
person or a community, increase the likelihood of mortality or the
development ofa morbid disease comparedto a risk-free person or society.
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Geriatricians were typically willing to investigate characteristics that
indicate impairmentand physical, mental, and social functioning incapacity
in the elderly, as well as risk factors for mortality or sickness. As a result,
in additionto basic hypertension and malnutrition, they were focused on
characteristics unique to old age, for example, sadness and loneliness
(Valtortaetal., 2018).

The WHO and ACC\AHA have developed or published prediction that
may be used to produce an absolute projection of a person's CVD risk.
Lifestyle adjustments and preventative medication therapy are
recommended for the management of major risk factors for cardiovascular
disease. Therearevariousrisk factors for coronary artery disease, some of
which can be treated but not all. Hypertension, high cholesterol levels,
smoking, diabetes, being overweight or obese, a lack of physical activity,
poor nutrition, and stress are all risk factors that may be addressed
(modifiable). Age (simply getting older increases risk); sex (men are
normally at a higher risk of coronary artery disease); family history; and

race are all uncontrollable factors (conventional) (Hajar, 2017).
A. Modifiable risk factors

The impacts of high blood pressure, hyperlipidemia, and metabolic
syndrome on cardiovascular mortality rates,as well as smoking, activity
level, being overweight,and lonelinesson heart disease and quality of life,
show that cardiovascular diseases are commonly associated with risk
factors. We may infer that particular, focused preventative interventionsare
best undertaken while peopleareyoung, butthey canalso help the elderly

not only live longer but also live better lives (Noaleet al., 2020).
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1. Hypertension. Definition, Classification

For a long period, hypertension recommendations emphasized blood
pressure levels as the sole or primary variable in determining the necessity
and kind of therapy. In 1994, the European Society of Hypertension, the
European Society of Cardiology, and the European Atherosclerosis Society
Issued joint recommendations on the prevention of coronary heart disease
in clinical practice, emphasizing the importance of linking coronary heart
disease preventionto the quantification of total (or global) cardiovascular
risk (Kjeldsen, 2018).

In high-income nations, the prevalence of hypertension (defined as a
range between systolic and diastolic ( > 140 - > 90 mmHg) is typically
fairly high, ranging (from 41 - 77.5 percent) in those over 60 and in people
younger than30 (4.3 - 19.7 percent) (Mills et al., 2016).

2: Obesity. Definition, Classification

Most experts believe cardiovascular risk has a link to overweight or
obesity in young adults. However, the existence of a link between these
characteristics in senior people remains a contentious question (Ebbert et
al., 2014).

Framingham's research showed that Overweight and obese adults of
both genders had an elevated risk of cardiovascular fatality. died at a rate
shown in Individuals with a high BMI (up to the 70th percentile) that was
100 percent greater in women and 40 percent higher in males than those

whose weight was between the 30-49th percentile (Flicker et al., 2010).

Recent research has revealed that the association between Body Mass

Index and cardiovascular morbidity and death in senior adults maybe A U -
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shaped pattern was described, showing that unilateral losing weight efforts
in the elderly may be futile (Wu et al., 2014).

Factors associated with the environment, together with genetic
susceptibility, are believed to be key contributors to the contemporary
obesity pandemic. a positive energy intake/energy expenditure imbalance
leads to obesity, but the proportional impact of these components is

unknown (Boccardiet al., 2018)

3. Diabetes Mellitus. Definition, Classification

Type 2 DM increases therisk of cardiovascular disease and mortality in
theelderly. Althoughtherelationship between CVD and DM is just less in
elderly adults than in young adults, it remains a substantial risk factor
causing CHF., Peripheral artery disease and claudication, particularly in
women (Rhee & Kim, 2015).

4. Cigarette Smoking

A meta-analysis of people aged 60 and up found that smoking
cigarettes were highly related to acute CAD events, strokes, and
cardiovascular mortality. The risk of cardiovascular death was twice as
high among smokers as it was among nonsmokers with therisk increasing
with increased levels of cigarette usage. These findings indicate the
importance of persuading senior smokers to quit smoking and the
possibility of changing behaviors even at an advanced age (Mons et al.,
2015).

A thorough study of young individuals has confirmeda significant link
between smoking and cardiovascular morbidity and death. Despite

becoming a controllable risk factor, few predictive studies have
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investigated the effect of smokingon cardiaceventsas peopleage (Gellert
etal., 2013).

At aneven older age, studies showthattobacco remains a risk factor
for coronary heart death and sickness, and that stopping may still be
beneficial. Cigarette smoking causes cardiovascular morbidity by several
pathophysiological processes, including vascular dysfunction,

inflammatory, and muscle fibers proliferation (Ambrose & Barua, 2004).

5. Serum lipids

In advanced age in males, plasmacholesterol concentration rises from
adolescence until (45 - 55 years) of age, when it tends to stabilize in their
60s. In women, cholesterol rises until ten years later, when it stabilizes in
women in their seventies. (LDL), also known as atherogenic lipoproteins,

tend to decline after 70 years ofage (Félix-Redondoet al., 2013).
6: Physical Activity

a positive influence on a range of health disorders (cardiovascular
iliness, osteoarthritis, and overweight, for example) is widely
established and a reduction in physical exercise has been found to raise the

incidence of CVD, stroke, and coronary disease (lijimaet al., 2012).

However, much recent research has concentrated on middle-aged
individuals, and little is known about the association between physical
exercise and cardiovascular problems in the elderly. The favorable effect of
physical exercise on cardiovascular disease might be attributed to either a
direct action on thecirculatory system or an indirect influence on specific
risk factors. In the aged, for example, physical activity is inversely
connected to blood cholesterol levels and blood pressure values, as well as
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being directly related to glucose tolerance, insulin resistance, and cognitive
function. Exercise has also been related to better lung ventilation and

oxygenation (Fiogbéet al., 2017).
7: Socioeconomic Status

The absence of family and community support systems among the
elderly is regarded to be a factor of risk for disease and death. Older
widows and divorcees get a higher illness and mortality rate than older
individualswho reside with their spouse or partner; it’s been related to the
loneliness that these individuals experience, as well as the added stress with
a time of grief (Brenn & Ytterstad, 2016).

This link is often attributed to the fact of social connections encourage
regular exercise, improve the mental condition, and provide vital support
throughouttheillness, all of which contribute to a person's health recovery.
Similarly, changes in a client's self-social-economic standing (SES), which
provides knowledge, salary, job, home circumstances, and other retirement-
related characteristics, are linked to increased mortality and morbidity
(Pabonetal.,2019).

8: Stress

Adults who are under stressat workor in their personal lives have a
five-fold greater risk of CAD and stroke. Chronicstress acts as a disease
trigger in people with high levels of atherosclerotic plaque, resulting in

cardiovascularevents (Kiviméaki & Steptoe, 2018).
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Figure 2-1.Effects of stress (Kiviméki & Steptoe, 2018) (Nature Reviews
cardiology 2018).

B. Risk Factors (Non-Modifiable)

Cardiovascular disease (CVVD) is the result ofa mix of hereditary and
environmental factors. Theseare knownas risk factors,and many of them
areunder our control. Those who cannotarereferred to be non-modifiable

since they are beyond your control (Education & Leader, n.d.).
1. Age

Physiological alterations in the hearts of aged people have been
documented, including reports of diastolicand systolic dysfunction, as well
as electrical malfunction, including the development of arrhythmias. In
aged individuals, both mechanical and electrical abnormalities contribute to
a high prevalence of heart failure, arrhythmia, and many other CVDs. This
population's high frequency of CVD has been attributed to several

variables, including increased oxidative stress, inflammation, ap optosis,

and total cardiac degradationand degeneration (Rodgersetal., 2019).
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2. Gender

Overall, males areat a higher risk of having a heart attack than women,
althoughthe gap narrows as women approach menopause. This is due to a
decline in estrogen levels, which raises therisk forwomen until it equals
that of males. When other risk factors are comparable, the risk of heart
disease after the age of 65 is essentially the samefor both sexes (Maas &
Appelman, 2010).

3: Family History

A family background of heart disease might help forecast your personal
risk. A positive family history, mostly first relatives, is associated with a
doubling of CVD risk. CVD is caused by both inherited and behavioral
variables in the family. Adopting healthy lifestyle behaviorsat a young age
Is crucial for minimizing your overall risk of CVD. (Maas & Appelman,
2010).

4. Ethnicity

People of the same ethnicity have a common cultural background or
geographic origins. It is sometimes referred to as racing. ethnic group or
race may be predisposed to CVD due to genetic factors as well as
environmental factors. Individuals from the same ethnicity do have several
genes, so their family history and race aretightly linked. People of similar

ancestry may inheritsimilar gene mutations (Huntetal., 2013).

Cardiovascular diseases is influenced from both changeable and non-
modifiable risks and it is mostly preventable by healthy lifestyle changes.
People must learn how to deal with and manage these risk factors. To
reduce the prevalence of cardiovascular disease, it is critical to raise

awareness among health care practitioners and systems serving Pacific
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Islanders at a young age about providing accurate information, early
screening and treatment, and recommending appropriate behavioral

changes. (Mohammadnezhadetal., 2016).

2.1.4 Cardiovascular Diseases Epidemiologyand Cardiovascular
Predisposing factors

A. Cardiovascular Disease in the world

Except for Sub-Saharan Africa, CVD is a substantial public health
burden andthe biggest cause of overall deaths throughout the world. Dueto
populationaging and expansion, the number of people dying from CVD
grew by 15% in 2016, accounting for 17.6 million fatalitiesper year and is
expected to climb to 23.6 million by 2030 (Global Burden of Disease Study
2017,2017).

Between 2011 and 2014, the prevalence of CVD in peopleover the age
of 25 in the United Stateswas 36.6 percent. CVD accounts for 45% of all
fatalities in Europeand 37% of all deaths in the European Union (Wilkins
et al., 2017).Inthe United Kingdomin 2012, CVD wasthesecond leading
cause of mortality (28%), with CAD accounting for 46 percent of the

mortality rate and stroke accounting for 26 percent (Bhatnagar et al., 2016).
B. Cardiovascular disease in the Arab countries

With the fast economic productivity in the Gulf region, there seems to
be a change in lifestyle, including a rise in poor quality food intake and the
adaptation of unhealthy lifestyles, and as an outcome, the percentages of
CVD and risk factors associated among the Gulf citizenry have also
increased; the percentages occasionally exceed those of developed nations
(Mabry etal., 2010).
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Additionally, the number of deaths from ischemic heart disease and
hypertensive heart disease across the Middle East and North Africa
(including the GCC member states) was 294/100,000 and 115/100,000,
correspondingly. The quantity of disability-adjusted life years (DALY')
generated by ischemic and hypertension heartproblemsatabout the same
areais 3702/100,000and 1389/100,000, respectively. In 2008, the WHO
calculated the overall number of noncommunicable ilnesses that resulted
in mortality in the GCC states. CVD was predicted to account for more
than half of all fatalities in Oman and Kuwait, accounting for 49% and
46%, respectively fatalities were also common in Saudi Arabia, the United
Arab Emirates, Bahrain, and Qatar, with rates of 42%, 38%, 32%, and
23%, (Aljefree & Ahmed, 2015).

2.1.5 . Prevention of Cardiovascular Diseases.

Prevention seeks to enhance both the quality of life and the life
expectancy of persons who have existing CVD, including those at high
cardiovascular risk of developing CVD due to one or more risk factors.
There are three methods of cardiovascular prophylaxis (primary,

secondary, and tertiary) (Shahwan, 2018).
A: Primordial Prevention

Specific behavior lifestyle characteristics that achieve a standard of
health which avoids risk factors from arising. AHA defines good
cardiovascular health as a 20% reduction in stroke mortality by 2020

(Lloyd-Jonesetal., 2009)

Because atherosclerosis developsat a youngage, primary prevention is
the only strategy to combat coronary disease. As they reach middle age,

less than 5% of peopleattainthe aim of primordial prevention; during this
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time, Its cardiovascular preventionis good, because they get an extra ten
years of life (Kullo & Cooper, 2010).

B. Primary Prevention

concerning those who have risk factors but no clinical signs of
cardiovascular disease. Primary prevention aimsto take action by arming
communities with knowledge about healthy lifestyles, identifying risk
factors and supplying nutritious meals It is the most expensive method of
ensuring community health. by preventing illnesses and reducing or
delayingtheonset of CVD (Shahwan, 2018).

The goal of CVD prevention is to limit the occurrence of major
cardiovascular events, thus minimizing premature disability and morbidity
while simultaneously extending safety and quality of life. The American,
European, and British recommendations reveal several approaches to
minimize the CVD risk profile, with significant consensus for smokingand
exercise, although the precise details for other variables may differ slightly.
Pharmaceutical alternatives have evolved, although lifestyle advice has
remained mostly stable. Primary prevention is evolving, and with the
increasing availability of long-term data comes a better knowledge of how
we might minimize CVD risk. It is an ongoing effort if we want to decrease

the burden of preventable disease (Stewartetal., 2017).
C. Secondary Prevention

purpose of preventing complications and recurrences regarding CVD
patients (CAD, stroke, LEAD). Early intervention can have a substantial

impact on thedevelopmentand expression of chronicillnesses (Shahwan,

2018).
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D. Tertiary Prevention

Tertiary prevention aims to enhance life quality andtotal life expectancy
by avoiding future problems. Tertiary prevention putsthe greatest financial
burden on the healthcare system because of the high cost of surgery and
lifetime chronicdisease treatment via drugsand rehabilitation (Shahwan,

2018).

2.2 . Elderly People:

2.2.1 Conceptofthe Elderly

Healthy aging has been described by (WHO,2014). The process of
creating and maintaining functional capability is what allows older
individualsto be happy. Functional ability pertainsto a person's capacity to
be and accomplishwhatthey value. Itis believed to be capable of meeting
fundamental requirements, learning, growing, making decisions, being

mobile, forming and maintaining relationships, and participating in society.

Aging is an inevitableaspect of life. Everyone mustexperience this era
of life at their own pace and at their own time. Aging, in a broad sense,
represents all of the changes that occur throughout life. These changes
begin at birth and continue throughouta person'slife as he or she grows,
develops, and matures. Physical decline and functional incapacity are
noticed gradually and persistently, culminating in increasing dependency in
old age. In most industrialized nations, theage of 60 is recognized as the
beginning of old age and is referred to as theretirement age (Amaryaetal.,

2018).

This functional ability is defined by WHO as the outcome of
interactions between inherent capability and environmental stimuli. It is

widely accepted thatintrinsic capacity encompassesa person'smental and
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physical talents. The environment's features are connected to the

household, community, and society overall (Rudnickaet al., 2020)

Globally, the number of elderly people has increased significantly in
recent years, with more elderly people alive now than at any previous time
in decades. Every year, the proportion of the populationaged 60 and over
increases. As the population of older citizens increases, so does the
likelihood of having chronic diseases. Chronic diseases cause physical,
social, and psychological challenges that limit the elderly's participation in
their communities. The assessment of the morbidity profile will help in the
implementation of actions to enhance one's health and QOL of the aged
(Hassanienetal., 2013).

The term elderly refers to those aged 60 and up, who represent the
world's fastest-growing group. Despite occasionally significant numbers,
the percentage of the elderly in developing countries is often modest. In
1990, morethan 280 million peoplein developing nationswere 60 or older,
and 58 percent of the world's elderly resided in less-developed areas
(Georgeetal.,2017).

2.2.2 Characteristics changesof the Elderly.

A: Biological and Physiological characteristics and changes.
1: Cardiovascular physiology changes in older adults.

Aging causes changes in the cardiovascular system, which lead to
alterations in physiology. Pathologies' effects, such as coronary artery
disease, must be separated from changes in cardiovascular physiology,
which occur in higher numbersas people age. Aging causes changes in the
cardiovascular system, such as loss of elasticity and an increase in vascular

resistance (Cheitlin, 2003)
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These impacts occur in a cardiovascular system that has a lower
maximum function compared to younger people, less reserve capacity, and
theability to fail to meet demandswhen pushed. Endothelial dysfunctionis
characterized by two symptoms: increased arterial stiffnessand endothelial
dysfunction. LV stiffness and cardiac capacity are both diminished. The
parasympathetic and beta-adrenergic systems are also impacted (Dai et al.,
2015).

B. The psychosocial changein Elderly

Age influences one's social and emotional life. Social networks are
contracting. Emotions that have been experienced are less volatile and
more predictable. Negative emotions become less prevalent (until extreme
old age), and social roles vary quantitatively and qualitatively. Investing in
real connections leads to growth. Some formerly straightforward social
duties have become more complex as a result of diminished physical
functioning. Sensory deficiencies impede conversation. Furthermore, a
physiological function is less efficiently regulated (Charles & Carstensen,
2014)

2.2.3 Mostcommon elderly problemswith cardiovascular diseases

Sleep apnea: Sleep apnea is connected with an increase in the
occurrence of sleep-related diseases with age. Due to repeated arousals,
older people have difficulties sleepingand remaining asleep. Sleep pattern
changes are a typical part of the aging process, and caregivers must be
trained in the sleep habits oftheelderly. Growing older does not usually
imply poorsleep, althoughgood sleep may undoubtedly enhance general
health (Gulia & Kumar, 2018).

Nutritional concern: adequate calorie intake is a significant predictor of

health status, particularly when degenerative disorders, such as aging,
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become a major risk factor for difficult-to-treat ilinesses (Mastronuzzi &
Grattagliano, 2019).

Men's attention to depressionand suicide risk within the first year after
the death of a spouse, or depressionfollowinga hip fracture or stroke, may
assist in averting age-related deterioration. By improving vision and
hearing, you can prevent isolation, melancholy, and cognitive deterioration.
Lower extremity strength, particularly quadriceps muscle strength, is
required for basic daily actionssuch as bathing, walking, and performing
transfers. In those over the age of 85, these muscles are needed for stability
and to preventfalls. Eatinga balanced diet throughout one's life can also
aid in the prevention of diabetes, osteoarthritis, and other chronic diseases
(Jaul & Barron, 2017).

Common diseases in elderly population

Anemia I 7.70%
Ulcer I 6.70%
Coughing I 22.10%
Thyroid disease | 3.80%
Headache/migraine I 26.90%
Bleeding/clottingtime M 1%
Kidneydisease I 5.80%
Appendicitis M 1%
Obesity I 17.30%
Allergy/Asthma IS  14.40%
Diabeties NN 26%
arthritis I  20.20%
heartdisease I 23.10%
Constipation I 23.80%
Osteoarthritis I 11.50%
High Blood Pressure | 37 |

0.00% 5.00% 10.00% 15.00% 20.00% 25.00% 30.00% 35.00% 40.

Figure 2-2 Common diseases encountered in an elderly population
(Kafeel, 2016)
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2.2.4 Needs of the Elderly people.

Financial stability, personal security, mental health, a functioning
health-care system, and self-actualizationareamongthe key needs of the
elderly that should be satisfied in low- and middle-income countries. These
needs are unsatisfactorily addressed until recently,and it remains tough in
low- and middle-income countries. Fulfilling these core needs is necessary
for healthy aging, which is an investment in the well-being of any society
and its residents (Putri & Lestari, 2018)

Physicalagony dominates everything, at least in the last stages of life.
Furthermore, pain appears to make it difficult to recognize other
psychological, social, and spiritual demands. The most prevalentsensation
to be freed from is dread of physical pain, which stems from previous
encounters with pain. Other significant requirements emerge when pain and
other health issues, such as vomiting and shortness of breath, no longer
cause fear of death. The sense of security provided by the presence of loved
ones, as well as concerns for their future, appear to preoccupy the attention
of a critically ill person even in the latter days of his or her life (Wijk &
Grimby, 2008).

2.2.5 The Decade of Healthy Ageing 2020-2030 (a WHO program)
Replaces Active Aging.

The World Health Organization created ten goals that provide concrete
actions to fulfill the Decade of Healthy Aging objectives (2020-2030).

A. Establishinga change and innovation platform
B. Contributingto national planning and action,
C. Collectingmore global data on healthy aging

D. Promoting research that meets the elderly's presentand future needs.
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E. Aligning health-care systems with aging requirements
F. Layingthe groundwork for a long-term care system in every country.

G. Providing the necessary human resources for integrated care

H. Starting a worldwide anti-ageism movement Making an economic

argument for investing

I. Establishinga global network of age-friendly cities and communities
(WHO, 2020).

2.3. Quality of Life

2.3.1 . Historical Roots of the Concept of Quality of Life:

Medical and health care experts have created new quantitative
methodologies and measurements to quantify degrees of well-being during
the previous 30 years. These are sometimes linked to quality-of-life
measurements. We chose the more descriptive phrase HRQL since it is
normally used primarily to measure health status in people with medical
conditions that affect daily functioning or create symptoms (Kaplan &
Ries, 2007).
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Figure 2- 3: The number of publications detected in the PubMed
database between 1972 and 2005 using the phrase Quality of Life

Figure (2-3) illustrates the number of particles detected in PubMed
between 1972 and 2005 on the issue of quality of life. PubMed did not
discover any paperswith the topic category QOL in 1972. However, the
number of publications using the keyword term quality of life increased
considerably during the next 30 years. PubMed discovered 5345 similar
items in 2005. The number of articles indexed under the quality of life term
increased by 10% in one year, from 2004 to 2005. (over 600 articles). For

numerous years, this pace of increase has been stable (Kaplan & Ries,
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Figure 2-4:Changesin research topics developmentin QOL of CVD
patients (Tranetal., 2020)

Quality of life has been widely employed in biomedical and nursing
research during the last four decades, however, thereis still no agreement
on its definition and assessment. Many QoL instruments have been
developed as aresult of physiciansand nurses usingQoL as an important
concept in making health-related choices, but they are based on differing

conceptual interpretations (Pennacchinietal., 2012)

After WWII, there was a heightened awarenessand comprehension of
socioeconomic disparities, which sparked scholars'interestin life quality.
This sparked study on social indicatorsand, later, subjective well-being and
quality of life. According to the medical care literature, although the
patient's perspective on his or her health has longplayed arole in medical
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consultation, researchers did not begin collecting and evaluatingsuch data
systematically until the 1960s (Jenkinson 2. M., p. 2020).

2.3.2 . Quality of life concept& definition

A poor-quality life in elderly people is similar to a loss of health,
whereas a high QOL is correspondingto a broader range of categories such
as activity, income, social life, and family relationships, which vary from

subject to subject (Xavier etal., 2003).

Older individuals' assessments of their QOL in terms of personal
variables, social involvement, and environmental aspects. The contribution
Is primarily concerned with QOL conceptualization; namely how human
functioning componentsare vital for QOL. The emotional life, a personal
aspect element, was especially important. Individual aspirations were often
balanced by social engagement and environmental circumstances. It is
possible to generate new knowledge based on participants' views and
experiences, which may be used to enhance informationon QOL collected

through moretraditional approaches (Tribble & Desrosiers, 2009).

2.3.3. Theories Explaining the Quality of Life.

When Abraham Maslow wrote his book Towards a Psychology of
Being in 1962, few could have predicted that he had constructed a theory of
quality of life, which is still regarded as a consistent of quality of life theory
yet after 40 years. Maslow defined the perfect existence as a progression
through the eight requirements. To achieve them one by one, we should
train our minds and bodies to be more spontaneous, autonomous, energetic,
and accountable (VVentegodtetal., 2003).
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SELF-
ACTUALIZATION
Pursue Inner Talent
Creativity, Fulfillment

SELF-ESTEEM
Achievement, Mastery,
Recognition, Respect

BELONGING - LOVE
Friends, Family, Spouse, Lover

SAFETY
Security, Stability, Fredom from Fear

PHYSIOLOGICAL
Food, Water, Shelter, Warmth

Figure 2-5: Maslow's hierarchy of needs, is represented asa pyramid
with the more basic needs at the bottom.

The philosophy of life evaluates the overall quality of life; however, we
can do so following an integrated of quality of life theory, such as the
IQOL theory. The IQOL theory is a meta-theory that comprises eight more
factual theories on a subjective-existential-objective spectrum. Other life
philosophies and QOL concepts may place greater emphasis on other
aspects of life (and do so). We must not presumethateveryone agrees on
nature or the fundamental depths of our existence. Incorporating such depth
into the health and social sciences, on the other hand, appears to be a
critical step toward a new humility and reverence for the richness and

complexity of existence (\Ventegodtet al, 2003).

While various definitionsand conceptsof QoL have been proposed, a
comprehensive study of older people's perspectives is absent.
Understanding what is essential to older persons in life is vital for
connecting care service goals with their desires. Furthermore,
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understanding quality of life from the standpoint of older persons is
required for determining the validity and reliability of established QoL

measures (van Leeuwen et al., 2019)

2.3.4. Quality of life domains

QOL aspects contents four domains: physical domain ('perception of
health, autonomy, role and activities). psychological domain (attitude and
adaptability, emotional comfort and spirituality). Relationshipsat home and
in the neighborhood are a social domain. Financial security in the

environmental area.

Figure 2-6: QOL domains (Thakaretal., 2009)

Domain 1 Domain 3
* Pain * Personal
o Slee relationships
e Energy * Soctal support
e Nobility * Sex
e Work
o Activities
* Dependence on
medications
ol Domain 4
QOL
o Security
Domain 2 * Finance
o Living
e Feelings environment
* Cognition * Physical
* Body image environment
o Self esteem * Transport
o Sptrituality o Health services
R o Leisure activities
e Information

In the section, each area is further discussed and illustrated using

quotations.
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Table2-1 providesan overview of the domains & subtopics ( van

Leeuwenet al., 2019)

Domains and subthemes
Health perception

- [Physical conditions and
symptoms]

- [Point of reference]

- [Health as an ability]
Autonomy

- [Independence]

- [Control]

- [Burden]

- [Dignity]

Role and activity

- [Control over time]
- [Keeping busy]

- [Valuable activities]
- [Staying connected]
- [Helping others]

- [Achievements]

- [Self-worth]
Relationships

- [Close relationships]

- [Family]

- [Experiencing support]
- [Love and affection]

- [Reciprocality]
Attitude and adaptation
- [Positive attitude]

- [Acceptance]

- [Changing standards/

expectations]

- [Changing behaviour]

Emotional comfort

- [Calm vs worried/anxious]

- [Happy vs sad/depressed]
- [Loneliness]

- [Reminiscence]
Spirituality

- [Being religious]

- [Being spiritual]

- [Religious activities]
Home and neighbourhood
- [Meaning of home]

- [Living at home]

- [Safety]

Description
Feeling healthy and not limited by your physical condition
- Not suffering from physical, mental and cognitive symptoms or disorders

- Feeling healthy compared to prior health status or that of others
- Not being limited by your health

Being able to manage on your own, retaining dignity and not feeling like a
burden

- Being able to manage on your own and do what you want

- Being able to choose what you want

- Not feeling like a burden to others

- Being able to retain dignity by focusing on things that one can do

Spending time doing activities that bring a sense of value, joy and involvement
- Having the freedom to organize your time

- Having something to stay occupied and keep you from feeling bored

- Doing activities that bring joy or meaning to life

- Staying mentally active, up-to-date and in touch with the world around you

- Feeling able to contribute to society and making a difference

- Being proud on (and achieving a sense of identify from) current and former
achievements

- Feeling valuable and comfortable in your own skin

Having close relationships which makes you feel supported and enable you to
mean something for others

- Having (and keeping) valued relationships

- Enjoying bond with partner and/or (grand)children

- Experiencing that people care for you and care about you

- Experiencing a sense of belonging and intimacy, being loved and appreciated
- Having the possibility to help and support others

Looking on the bright side of life

- Being positive and making the best out of life

- Being able to accept what you cannot influence

- Being able to put your situation into perspective (cognitively minimizing effects
of deteriorations by lowering standards and comparing yourself favourably to
others)

- Being able to change habits, do things differently or with assistance from others/
aids

Feeling at peace

- Having peace of mind (not feeling worried or anxious)

- Being happy (not sad or depressed)

- Not feeling lonely or isolated

- Not feeling troubled by past experiences

Feeling attached to and experiencing faith and self-development from beliefs,
rituals and inner reflection

- Having religious beliefs, faith in God

- Being on a quest for meaning, self-development and awareness

- Being involved in religious activities or a religious community

Feeling secure at home and living in a pleasant and accessible neighbourhood
- Having a home that provides privacy and comfort

- Living as long as possible in your own home

- Feeling safe and secure at home and in the neighbourhood

(Continued)
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Financial security Not feeling restricted by your financial situation

- [Sufficient money] - Having sufficient money to meet basic needs

- [Financial freedom| - Having the financial freedom to enjoy life

- [Materials and conditions] - Having material resources to feel comfortable and independent

https://doi.org/10.1371/journal.pone.0213263.t002

A. Physical Domain:

Feeling well and unconstrained by healthy perceptions is all about is
your physical condition. Health is regarded as a vital, and sometimes even

critical, componentof QoL (Bernardo Goncalves Marquesetal., 2014).

The extent to which older people considered healthy and active or
suffering with physically, psychological, and intellectual deficits influenced
their health perception. Complaints, activity impairment, and
pharmacological adverse effects (including such poor balance, poor
memory, discomfort, vision loss, and weariness) all had a detrimental
impact on their QoL (Romoetal., 2013).

Autonomy is defined as the ability to manage on your own while
maintaining dignity and without feeling like a burden. Many elderly
persons express a wish to remain independent for as long as feasible
(Aberget al., 2005).

Putting time in actions that generate a sense of value, excitement, and
engagement. Managementover how they spend all their time is essential

for elderly peoplewho live at homes (Tribble & Desrosiers, 2009).
B. Psychological Domain

Keepinga good attitude in the face of hardship is an example of attitude
and adaptability. The elderly strongly believes that having a positive
attitude addsto havinga higher quality of life. Accordingto elderly people
who have chosen such a life philosophy, be cheerful, enjoy life, be pleased
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with small things, make the most of life, and keep your humor, optimism,
and curiosity. They emphasize the significance of not feeling sorry for
oneself, constantly moaning, or sitting around doing nothing. Aging is

frequently equated with 'beingin a new reality (Romoet al., 2013).

Emotional comfort: a sense of well-being. Older individualsexpressed
a desireto be tranquil, comfortable, worry-free, in harmony with life, and
at peace with themselves. However, for some, these sensations are limited
by stress and concerns for loved ones, as well as a low income, health, and
independence (Llobetet al., 2011)

Spirituality is defined as a strong attachment to and experience of
religion, as well as self-development via beliefs, rituals, and interior
contemplation. Being religious or spiritual can help older persons accept
disability or psychological suffering, cope with changes, and be content
with their lives (Malone & Dadswell, 2018)

C. Social Domain

Having intimate relationships allows youto feel supported and also to
make a difference in the lives of others. Social connections are viewed as
important for older individuals' QoL because They help them avoid
isolation. Personal relations are extremely valuable since the quality of

connection is the most importantcomponent (Frometal., 2007).

Home and neighborhood: Having a safety hometo live and living in a
nice and accessible community. For older persons, the sense of home
frequently extends beyond simply a domicile; it evokes sentiments of
remainingin a comfortable environment with familiarand essential things

as well as shared customs, history, and values (Ebrahimietal., 2013).
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D. Environmental Domain

Financial security entails not feeling constrained by one's financial
condition. A good financial situation makes life simpler. The capacity to

satisfy fundamental requirements was cited by respondents

2.3.5. Quality of life Measurement &Tools.

Quality-of-lifeassessmentsare divided into several categories. Firstly
general measures, which are intended to assess HRQOL in any group of
patients (or, evidently, in any population sample); secondly disease-specific
measures, such as those intended to assess health-related quality of life in
specific illness groups; and finally individualized measures, which allow
for the incorporation of facets of life that individual patients find important.
They also address problemsthat may be widespread among people who are
afflicted with certain diseases (e.g. a sense of powerlessness and

perceptions of social stigma) (Jenkinson, 2020, May 6).

Quality of life measuring tools: The most regularly used standard

questionnaires in cardiovascular disease are as follows:
A. WHO Quality of Life scale.

Thisistool WHOQOLconsiderssixdomains: Spirituality/religion/personal
views, physical health, personal autonomy, psychological health,
environment, social interactions. The WHOQOL-100 questionnaire has 100
items and allows for the measurement of QoL in connection to 28 sub-
dimensionsfromtheareas listed, and also overall QOL and self-perceived
well-being. A smaller version of a tool (WHOQOL-Brief) with 26 items
and strong psychometric qualities was created; It measures four aspects of
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quality of life: physical health, mental health,social relationship and the

environment. (Gierlaszynska et al., 2016).

B. Health Survey (Short Forum -36).

149 questions in the so-called lengthy MOS version aredivided into 16
categories. The SF-36 scale was created based on this version, and its
contents of 36 questionsdivided intoeight domains: role limitationsdue to
physical health problems (RP; role-physical), bodily pain (BP), general
health (GH), vitality (VT), social functioning (SF), role limitations caused
by emotional problems (RE; role-emotional), and psychological health
(MH). A kinds can be split into 2 overview measurements that describe the
physiological (PCS) and psychological (MCS) elements, respectively.
(Klocek et al., 2005).

C. Profile of Health in Nottingham (NHP).

The questionnaire, which was created in the eighth decade of the
twentieth century, is broken into two sections. The first is made up of 38
questions, while the second is made up of 7 single statements. The
respondent's physical, mental, and emotional dimensions, as well as social
ties, are all addressed. The maximumscoreis 100; the greater the score, the
moreserious the health issues. The score does not include the respondents'
overall well-being but instead focuses on the negative elements of their

performance (Gierlaszynskaetal.,2016).

D. Euro-QOL scale (EuroQoL,EQ-5D)

A scale for evaluating peopleaged 12 and up was established at theend
of the 20th century. Normal activities (job, household tasks, study,
relaxation, family), self-care, movement, anxiety/depression, and p hysical

stress areall included in the survey. Itis divided into two sections: firstly
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the EQ Index, which includes analyses of QoL within the above-mentioned
categories, and second which respondents use to display their health
evaluation graphically (in the form of a thermometer), with 100 denoting
the best possible condition and zero denoting the worstpossible condition

called the EQ-VAS (Klocek et al., 2005).

2.3.3 . Improving the Quality of Life.

From 1990 to 2018, the number of research publications on therapiesto
enhance QOL in peoplewith CVVD rose progressively. The study'sresearch
topics stressed the necessity of multidisciplinary and inter-sectoral methods
in both evaluationand intervention. The most prevalent techniques were
conventional therapy (surgery and medication), as well as psychological

and behavioral approaches (Tranetal., 2020).

Cardiac rehabilitation increases QoL in CHD patients, and QoL
improvements have a bidirectional link with increased physical activity and
vocational status, which improves QoL even more and may lower
mortality. Home-based programming provides patients with additional
options and may be especially beneficial in increasing adoption among
older CHD patients who are more sensitive to the advantages of cardiac
rehabilitation. Furthermore, evidence of felt well-being indicates QoL
advantages in addition to mortality benefits for nurses advocating
participation in cardiac rehabilitation programs. It also strengthens the

commercial case for cardiac rehabilitationas professionals seek program

financing in competitive health economies (Shepherd & While, 2012).

In most situations, heart failure is a progressive illness with a poor
prognosis. However, low quality of life is not unavoidable and many
medical, surgical, and non-pharmacological therapies can assist individuals

to maintain or enhance QOL with heart failure (Freedlandet al., 2021).
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2.4 Previous Studies

2.4.1 . First Study:

"Patients’ Health-Related Quality of Life After Percutaneous Coronary

Intervention In Baghdad City"

Method: descriptive research conducted at the Iraqi Centre for Heart
Disorders (Ibn Al-Nafees, Ibn-Al-Betar centers in Baghdad City from
October 2nd, 2012, to July 30th, 2013. A 100 patients was gathered
purposive (non-probability) sample via personal interviews using a
questionnaire form constituted of two section, thefirst of which included
socio-demographic and medical history item and the second of which
included a shortened version of a 12-item health survey scale for assess
QOL in patients. Cronbach's alpha of.882 was used to measure the
reliability of the surveys. The data were analyzed using frequency,
percentage average, standard deviation, relative sufficiency and

contingency coefficient.

Result: The current study foundthat a significant linked between age
and physical function. A study revealed patients after percutaneous
coronary intervention have a low level of QOL for the overall health and
vitality domains, a moderate level for physical function, bodily pain, and

mental health domains, and a high level for role physical, role emotional,

and therole social health domains
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2.4.2 . Second Study

"The Relation between Life Quality and Angina Pectoris Patients in

Hospitals in Kirkuk City"

Method: The study, which was conducted at Azadi Teaching Hospital
and Kirkuk General Hospital in Kirkuk City, useda descriptive design (a
convenient sampling) to assessthe QoL in Angina Pectoris patients. Study
conducted from the 20th of October 2015to the 15th of August 2016. It
included 100 patients. To obtainthe necessary data, a questionnaire was
created based on the WHO scale requirements. The total number of

elements in the questionswas (90).

Result: The study found that a large percentage (26%) of the study
group was between the ages of 40 and 49 (and 70) years old. Males account
for the vast majority of patients (60 percent) in terms of gender. According
to the data analysis, various demographic factors (age, employment, and
duration of angina) are more commonly significant (affected) in QOL
domains. The physical domainaccounts for the majority of elements of life
In angina pectoris patients and It has been linked to a wide range of

socioeconomic factors.

2.4.3 . Third Study

"Cardiovascular Disease Patient's Quality of Life in Tabriz City in Iran

in2018".

Method: Theresearch in 2018 at Tabriz University of Medical Sciences

conducted. The convenience sample method was used to choose 180
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participants for this study. Datawas gathered usingthe WHOQOL-BREF
adapted questionnaire. A questionnaire with 26 items aboutpatients' QOL

was employed contents different aspects.

Result: The vast majority of participants (about 80%) were between the
ages of 50 and 69. Only about a 30 percent of those surveyed were happy
with their wellbeing, but only 12% said they might afford their demands.
Only about halfofthose responded to the survey are satisfied with their
ability to run day-to-day operations. Age, residence, level of education, and
income all had a statistically significant link with QOL. Conclusion: QOL
Is poor in CVD patients in Iran. As a result, more research on the
aforementioned criteria is required to plan for enhancing QOL in these

individuals.

2.4.4 . Fourth Study

"Quality of Life of People with Cardiovascular Disease: A Descriptive
Study ":

Method: The study was performed in a private hospital's outpatient
departmentin Tangerang, Banten Province, Indonesia. This quantitative,
descriptive study included 397 elderly patients. Data was collected through
purposeful sampling. Patients with a history of CVD aged 60-74 years
(cardiovascular  disorders). Physical  wellbeing, psychological
characteristics, social relationships, and the environment were all assessed
using the WHOQOL-BREF survey questions. The data were analyzed
using descriptive analysis. According to the data, 94 percent of CVD
respondents had a high quality of life, with 85 percenthaving an adequate

environmental component, 60.7 percent havingactive social contacts, 54.7
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percent having good physical health,and 44.8 percent having a balanced

psychological state.

2.4.5 . Fifth Study

"Health-related quality of life and readmission of patients with

cardiovascular disease in South Korea"

Method a cross-sectional study came from 1037 people diagnosed with
CVD. Original data for the four to six (Korea National Health and Nutrition
Examination Surveys (2007-2014)) were gathered.

Result Age, housing status, educational status, unemployment, personal
Havingto walk times per week, monthly income, cerebrovascular disease,
rheumatoidarthritis, DM, depressed mood, low-stress level, and activity
limits owing to cardiovascular disease were found to be linked with

readmission.

Conclusion, readmissionwas associated with HRQOL in individuals
witha myocardial injury. Therapies thataim to prevent hospitalizations by
improving diagnosis and establishing a system of care for CVD

symptomatology are required.

2.4.6 . Sixth Study

"Health-Related Quality of Life among Patients with Coronary Artery

Disease: A Post-Treatment Follow-Up Study in Iran"

Objectives: look at modifications in QoL in people with CAD in Iran.
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Methods: In the first-and third-years following therapy, 49 patients
completed the Iranian translation of the 36-item short-form (SF-36)

questionnaireto assess HRQoL.

Result: Duringthe follow-up period, the mental component summary
scale improved whilethe physical componentsummary scale decreased.
Multip le regression analysis showed thatthe rating one year after treatment
was the most important predictor of HRQoL at the follow-up and thatthere
were no significant variations in HRQoL changes based on intervention,

age and gender.
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Chapter Three

Methodology

This chapter presentsall methodological and procedural principles

which are approved in an organized method to reach the objectives of the

study
3.1 . Design of the Study.

The study design reveals the general technique used to unite the
different components of the study logically and coherently, It is critical to
remember that the approach need to choice is dictated by the research

topic, but never the other way around (de VVaus, 2001).

To accomplish the study's objective, the current study is a

descriptive study that employs an assessment technique.

The study was conducted on Imam-AL Sadiq teaching hospital, Marjan
teaching hospital and Shaheed AL mihrab for cardiac diseases& surgery
center from the period of 15t October 2021 to 15 May 2022.

3.2 Administrative Agreements:
The administrative permission for data collection was obtained as

presented in Appendix (A):
1. Official agreement was acquired from the University of Babylon/
College of Nursing/ Higher education committee after a protocol

Presentationto the director of health Babylon.

2. An ethical committee of the Department of family& community health
Nursing at Babylon University / College of Nursing has approved the
protocol of the study.
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3- Agreements of the directors of two Teaching hospitalsand specialist
cardiovascular diseases center in Babylon province, which includes at a
margin teaching hospital, imam Sadiq teaching hospital and Shaheed AL

mihrab for Cardiac diseases and surgery Center.

3.3 . Setting of the Study

The study was conducted in the followingareas:

1. Shaheed Al Mihrab Cardiac diseases and surgery Center:
located in Babylon governorate, patients are treated for a number of
conditions, including coronary heart disease, lower extremity peripheral
artery disease, valvular heart disease, renal artery stenosis, hepatic vascular
disease, and others. The center content: cardiac care unit, catheterization

operation room, open heart departmentand outpatient department.

2. Imam-Sadiq teaching hospital: This hospital was established to

receive Babylonian citizens in 2017, the total capacity of this hospital is

503 beds. datacollect from the cardiac care unit consists of (12) beds,

3. Marjan teaching hospital: This hospital was established in
(1957)and is considered the first general teaching hospital in Al-Hilla city,
it specialized to receive medical cases, thetotal capacity of the hospital is

(316) beds. data collect from the cardiac care unit consists of (16) beds,

3.4 . Sample of the Study:

Purposive (non-probability) Sample is predicated on the researcher's
decision through choosing the components to be studied andis also known
as judgement, discriminating, or subjective sampling. (For example,

patients, situations, or particles of data) (Rai & Thapa, 2015).
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Purposively 120 patients of both genders of elderly age, medically
diagnosed with cardiovascular diseases visit to hospital and outpatient

department.

Table 3-1. Show Sample of the study

Hospitals No. NO. Of
subject
Imam sadiq teaching hospital

Margin teaching hospital
Shaheed Al-mihrab for diseases 280 25% 70
&surgery center

3.4.1 . Inclusion Criteria

For selecting the sample

1. who aged 60 years old and above.

2. who have duration disease more than 6months
3. who agreement to participation in the study.

3.4.2 . Exclusion criteria

1. patients aged under 60 years.
2.who have duration disease less than 6months

3. Patients who decline to participate in the research

3.5 The Study instrument:
This questionnaire developed by (WHO-breef2012) inquiries about your

life quality, wellness, and otheraspects of your life.
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The researcherand supervision modify in a questionnaire after extensive
articles and literature revisions to assess the quality of life for elderly

peoplewith cardiovascular diseases in Al-Hilla city.
The instrument consists three-part;
3.5.1 Part 1: socio-demographic data:

The socio-demographic data was composed of (7 items), which
involved: age, gender, marital status, resident, level of education,
Occupation, socio-economic status (income monthly, Number of family

members).
3.5.2 Part 2: medical history

Consist of (3) items: Type of cardiovascular diseases, duration of

diseases (<1 year,1-2years,>2years), and other chronicdiseases
3.5.3: General health and Quality of life domain:

General health domain, Physical health domain, Psychological health

domain, Environmental health domainand Social relationship.
3.6 . Rating and Scoring:

Mean of scores calculated as follows

G _ F1551+f2452 + f3153
[
N

M.

M.S. = mean of scores, f = frequencies, S = scores, N = numbers of sample.

Max(M.5) - Min (M.S) 3-1 o
Range of Score = ———— %/ = = 0.66
- Rating 3

The items were classified and scored according to the patterns below:



Chapter Three.......cccceuveeen. Methodology......cceevieiiiinnnnennnnnnens 49

1. Three scales are used in quality of life for the elderly with
cardiovascular diseases. Thethree pointsarescored in positive items as (1)
for never, (2) for sometime, and (3) for always, in negative items as (1) for

always (2) for some time, and (3) for never.

2. Threescales are used in general health quality of life for elderly with
cardiovascular diseases rating the items as good, Neither, poor. The three

points arescored in positive items as (1) for poor, (2) for neither, and (3)

for good,

To determine the score of quality of life for elderly with cardiovascular
diseases, the researcher divided the scales into three levels like the
following: Table (3-2)

Table3.1 Ratingand scoring

Quality of life

3.7 . Validity of the instrument of study:

The questionnaire was validated through the exposure of the tool to
(13) specialists and expert, from different fields, with no less than (10)
years of experience in investigating the specificity, validity, and adequacy
of the questionnaire to assess the concept of interest, all of its
recommendations have been taken into account. A preliminary print of the

questionnaire was developed and sent to those (13) experts.

3.8 . Pilot of the study:
The pilot study was carried out on (12) Elderly with cardiovascular
diseases in al-Hilla City from the period 1-10 February 2022. This sample

was not included in the main study sample.
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The pilot study seeks to answer the following issues: The tool's
reliability, an estimate of the time needed to collect the data, Identification
of barriersthat may notbe counted during the data collection process and

Identification of theaccuracy and appropriateness of the sampling.
The pilot study result was:
1. Thetoolis reliable.
2. The questionnaire's items are clear and can be understood easily.

3. Theperiod required to complete the questionnaire ranged from (15-
20) minutes.

3.9 Study instrument Reliability:

Reliability is concerned with a testing instrument being consistent and
reliable in calculatinga variable. Alpha Cronbach was usedas a statistical
method to achieve the reliability of the questionnaire; the feedback form

dependson the calculation ofthe correlational coefficient.

-k 1ZV.-:
T k-1 v,

Usually, determine the degree of reliability by using the link procedures.
Reliability coefficients range typically from (0.00) to (1.00). Reliability is

the coefficient above (0.70) satisfactory.
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Table 3-3 Alpha Cronbach

No. Items Alpha Assessment || Accept
Variables Cronbach Value

life

3.10Methods of data collection:

Data were collected after acquiring an official agreement from the
department of developmentand a training/branch of studies and research in
Babylon health directorate (Appendix A), through using research
instrumentsin the period from 11 February to 25th May 2022. using the
Arabicversionand by interviewing all participants inclusive in the research
sample similarly, the same questionnaire was used at the same place to
achieve the objectives of the research. The duration of answering the

questionnaire takes approximately (15-20) minutes

3.11. Methods of Statistics Data Analysis

In order to statistically analyze the data collected from the study sample
toarriveat theresults, theresearcher used the SPSS ver-26 and Microsoft
Excel (2010) program to analyze this dataand deal with it statistically, to
find therelationships between the variables, and obtain the final results of

theresearch based on a set of statistical tests.
1. Descriptive approach

Descriptive statistics refers to a collection of statistical and
mathematical approaches used to statistically characterize the key
properties of data using tables and charts. Descriptive statisticsalways aim
to present and describe the data which is required to be processed,

organized, summarized and categorized, as well as presenting them in a
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simpleand clear manner that makes it easier for the recipient to recognize

and understand its content. The analysis performed through use:

1."Frequencies and Percentages" statistical tables:

o = Frequency 100
° Sample Size *

2.Mean of scores “M=",
The average score can be calculated by using the following:
Y ri = 1Fix Si

M.S = 100
Sri= 1F

Quality of Life Scores

The overall responses according to total mean of score which follow:
M= 30-50 refers to Poor QoL.

M=51-70 refers to Moderate QoL.

M=71-90 refers to Good QoL.

C. Standard Deviation test £SD.

SD = FZ(XL 7)?

D. It uses a correlational coefficient "Cronbach alpha™ used in estimating

the internal consistency of the studytool,
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2. Inferential approach
Chi-square test.

A Chi-square test is a hypothesis testing method. Two common Chi-

square tests involve checking if observed frequencies in one or more

categories match expected frequencies.

Xz:z(O-E)2
E

2 - Z
X = the test statistic = the sum of

O = Observed frequencies E = Expected frequencies

"The following abbreviations are used to the measurement of

comparablesignificance":
« "H. S: Highly significantatP <0.01"
* "Sig: Significant at P <0.05"

*"N. S: Nossignificant at P>0.05
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Chapter Four
Results of the Study

Under the objectives of the current study findings, the descriptive and
inferential statisticapproach organized in tables and figures that includes
the following:

4.1. Descriptive Statistic of Sample Characteristics.

Table4-1-1: Descriptive Statistic of Socio-Demographic VVariables

60-69 years 87 72.5
70-79 years 21 17.5
>80 years 12 10.0
Total 120 100.0
Male 58 48.3
Female 62 51.7
Total 120 100.0
Single 4 3.3
Married 101 84.2
Widower 15 12.5
Total 120 100.0
Illiterate 8 6.7
Elementary school 52 43.3
Intermediate school 24 20.0
Institute and above 36 30.0
Total 120 100.0
Jobless 41 34.2
Free work 15 125
Retired 40 33.3
Employ 24 20.0
Total 120 100.0
Insufficient 54 45.0
Sufficient to certain limit 52 43.3
Sufficient 14 11.7
Total 120 100.0
Urban 96 80.0
Rural 24 20.0
Total 120 100.0

This tabledisplaystheage range 120 participants who participated in
this study varied from 60 to 69 years old, accounting for 72.5 percent of the
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study sample. In regards to gender, most of studied sample were female
(51.7%) as compared with those who are male. Marital status related
findings, most of participants (84.2%). Respected to the education level,
the elementary school composed the highest percentage (43.3%).
Occupationassociated findings; the elderly people exhibited jobless (34.2).
In terms of socio-economic status, it is obvious fromthe findings that the
insufficient economic records the highest (45%) and residents in urban
areas (80%).
Table4-1-2: Descriptive Statistic of Medical History.

HF 28 233
CAD S7 47.5
Valvular diseases 17 14.2
Arrhythmia 18 15.0
Total 120 100.0
<1 year 41 34.2
1-2 years 35 29.2
>2 years 44 36.7
Total 120 100.0
Yes 57 47.5
No 63 52.5
Total 120 100.0

Medical history related findings, most of people had history of coronary
artery diseases (47.5%). Concerning duration of disease, patents expressed
morethan 2 years with disease (36.7%). Most of people (52.5%) exhibited
no suffers of other chronic diseases as compare with those (47.5%) with
chronicdiseases.
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4.2. Quality of Life for Elderly People with Cardiovascular
Diseases.
Table4-2-1. Quality of life -related to General Health.

Poor 88 |73.3
Neither |30 [25.0/1.28+0.488| Poor
Good 2 | 1.7
Total |(120]100.0
Never 86 | 71.7
Sometime | 27 | 22.5 [1.34£0.586| Poor
Always | 7 | 5.8
Total |(120]100.0
Never 17 114.2
Sometime | 17 | 14.2 11.42+0.729| Poor
Always |86 | 71.7
Total |(120]100.0
Never 12 110.0
Sometime | 68 | 56.7 2.23+0.618[Moderate
Always |40 |33.3
Total |(120]100.0

Never 96 | 80.0
Sometime | 11 ] 9.2 [1.30+£0.658[ Poor
Always |13 |10.8
Total {120{100.0
Never 93 |77.5
Sometime | 15 | 12.5 |[1.32£0.650|  Poor
Always |12 (10.0
Total {120(100.0

In terms of statistical mean and standard deviation, this table
demonstrated that the elderly people expressed a poor response regards
general health status as indicated by low mean scores at all studied items
except, theelderly people expresseda moderate level related to personal

beliefs that help them to understand difficulties in life as indicated by
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moderate mean scores.
Table 4-2-2: Overall Quality of Life-related to General Health

among Elderly People with Cardiovascular Diseases.

8.91+1.590

The findings illustrated that the majority (90%) of elderly people with
cardiovascular diseases exhibited a poor quality of life associated with
general health ata Mean and (xSD) = 8.91 (£1.590).

Figure 4-1: Overall Quality of Life related to General Health
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100.0
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Never
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Always
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Moderate

Never

21.7
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Always

24.2

Total

120

100.0

2.02+0.679

Moderate

Never

80.8

Sometime

18.3

Always

Total

100.0

1.20+0.422

Poor

Never

79.2

Sometime

14.2

Always

6.7

Total

100.0

1.27+0.579

Poor

Never

84.2

Sometime

9.2

Always

6.7

Total

100.0

1.22+0.557

Poor

Never

88.3

Sometime

5.8

Always

5.8

Total

100.0

1.17+0.513

Poor

In terms of statistical mean and standard deviation, this table
demonstrated that the elderly people expressed a poor response regards
physical health status as indicated by low mean scores atall studied items
except, the elderly people expresseda moderate level related to "' Physical
pain preventing you from getting your work done, need medical treatment
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to function in daily life and difficulties in movement affect the way of life"
as indicated by moderate mean scores.

Table 4-2-4: Overall Quality of Life-related to Physical Health
among Elderly People with Cardiovascular Diseases

75

44 36.7
10.96+1.869

1 0.8

120

The findings illustrated that the (62.5%) of elderly people with
cardiovascular diseases exhibited a poor quality of life associated with
physical health at Mean and (£SD) = 10.96 (+1.869).

Figure 4-2: Quality of Life related to Physical Health
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Table4-2-5. Quality of life -related to Psychological Health

Never
Sometimel| 28 | 23.3|1.61+0.790 |Poor
Always | 23]19.2
Total [120{100.0
Never | 54 |45.0
Sometimel 35 [ 29.21]1.80+0.822 [Moderate
Always | 31 |25.8
Total [120{100.0
Never | 55 |45.8
Sometime! 48 | 40.0 1.68+0.709 |Moderate
Always | 17 | 14.2
Total [120{100.0
Never | 46 | 38.3
Sometimel 37 130.811.92+0.831 |Moderate
Always | 37 | 30.8
Total [120{100.0
Never | 31 |25.8
Sometimel| 33 | 27.5 2.20+0.829 |Moderatg
Always | 56 | 46.7
Total [120{100.0
Never | 19 |15.8
Sometimel| 93 | 77.5|1.90+0.467 |Moderate
Always | 8 | 6.7
Total 100.0

In terms of statistical mean and standard deviation, this table
demonstrated thatthe elderly people expressed a moderate response regards
psychological health status as indicated by moderate mean scores at all
studied items except, the elderly people expressed a poor response to

"enjoymentin life" as indicated by low mean scores.
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Table4-2-6: Overall Quality of Life-related to Psychological Health

among Elderly People with Cardiovascular Diseases.

11.15+2.052

The findings illustrated that the (49.2%) of elderly people with
cardiovascular diseases exhibited a moderate quality of life associated with
psychological health at Mean and (£SD) = 11.15 (x2.052).

Figure 4-3: Quality of Life related to Psychological Health



Chapter Four .........cccovvueens Results of Study ...cccovvvviinniiinnnnens 63

Table4-2-7. Quality of life related to Environment Health

Never | 76 | 63.3
Sometimel 33 | 27.5/1.45%0.659 Poor
Always | 11| 9.2
Total [120{100.0
Never | 67 | 55.8
Sometime| 39 | 32.5(1.55+0.695| Poor
Always | 14 | 11.7
Total [120{100.0
Never | 54 |45.0
Sometime| 58 | 48.3|1.61+0.610| Poor
Always | 8 | 6.7
Total [120{100.0
Never | 67 |55.8
Sometime| 42 | 35.0]1.53+0.660| Poor
Always | 11| 9.2
Total [120{100.0
Never | 69 |57.5
Sometime| 36 | 30.0|1.55+0.708| Poor
Always | 151125
Total [120{100.0
Never | 47 |39.2
Sometimel 36 | 30.0/1.91+0.835 |Moderate
Always | 37 | 30.8
Total |120{100.0
Never |81 |67.5
Sometimel 30 | 25.0/1.40+0.627| Poor
Always | 9 | 7.5
Total [120{100.0
Never | 63 |52.5
Sometime| 49 | 40.8]1.54+0.620| Poor
Always | 8 | 6.7
Total [120{100.0

In terms of statistical mean and standard deviation, this table
demonstrated that the elderly people expresseda poor response as regards
the environmental health as indicated by low mean scores at all studied
items except, the elderly people expressed a moderate response to "satisfied
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with the conditions of living place™ as indicated by moderate mean scores.
Table 4-2-8: Overall Quality of Life-related to Environmental

Health among Elderly People with Cardiovascular Diseases.

12.57+3.296

The Findings illustrated that the (66.7%) of elderly people with
cardiovascular diseases exhibited a poor quality of life associated with
environmentalat Mean and (£SD) = 12.57 (£3.296).

Figure 4-4: Quality of Life related to Environmental Health
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Table 4-2-9 Quality of life -related to Social Relationship

Never .
Sometime| 42 [35.0
Always | 73 [60.8
Total | 120 |100.0
Never 2 | 1.7
Sometime| 17 |14.2
Always | 101 | 84.2
Total | 120 |100.0
Never 6 | 5.0
Sometime| 28 |23.3
Always | 86 |71.7
Total | 120 (100.0

2.56+0.575| Good

2.82+0.423| Good

2.66+0.570| Good

In terms of statistical mean and standard deviation, this table
demonstrated that the elderly people expressed a good responseto a social
relationship as indicated by higher mean scoresin all studied items.

Table4-2-10: Overall Quality of Life-related to Social Relationship

among Elderly People with Cardiovascular Diseases

8.05+1.218
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The findings illustrated that the (75%) of elderly people with
cardiovascular diseases exhibited a good quality of life associated with a
social relationship at a Mean and (£SD) = 8.05 (£1.218).

|Figure 4-5: Quality of Life related to Social Relationship

Quality of Life domains

general health  physical health psychological Environmental social
health health relationship

Figure 4-6: Quality of Life according to Domains
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The findings in the figure (4-6) showed the quality of life profile
according to mean that general health (M=1.12) was the most common
associated poor quality of life, followed by physical health (M=1.38),
followed by environmental health (M=1.39). the psychological health has
moderate mean score (M=1.85). as well as, the social health which records
the highest mean score (M=2.71) as a good quality related to social health.
4-2-11: Table overall Quality of Life among Elderly People with

Cardiovascular diseases

44.2

67 55.8 51.66+4.981

100.0

The findings illustrated that the (55.8%) of elderly people with

cardiovascular diseases exhibited a moderate quality of life 51.66+4.981

Overall quality of life

40.00% -
30.00% -
20.00% |-

10.00% |-

0.00% -
poor moderate

Figure4-7: Overall Quality of Life
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4.3. Relationship between Quality of Life and Elderly Socio-

demographic Characteristics

Tables 4-3. Significant Relationship between Quality of Life and Elderly

Socio-demographic Characteristics

SDVs x> Value D.f P-Value

Agelyears 5.640 2 0.020 N.sig
Gender 0.020 1 0.888 N.sig
Marital status 0.670 2 0.715 N.sig
Education level 3.383 3 0.336 N.sig

Occupation 17.084 3 0.001 sig

Socio-economic 13.457 2 0.001 sig

Residents 4.089 1 0.043 sig

"x% = Chi-square, Df= Degree of freedom, P-value= Probability
value, S=significant, NS= non-significant™
This table indicate that there was relationship between quality of life among
elderly and their age (p=0.020), occupation (p=0.001), socio-economic status
(p=0.001) and residents (p=0.043).



Chapter Five

Chapter Five

Discussion



Chapter Five .....cccvvviiiiiennicnnnnn Discussion .....cceeeiieiiiniieinnnnns 70

Chapter Five

Discussion of result study

This chapter presentsa detailed discussion. The researcher delves into
the meaning, importance and relevance of the results and focuses on
explaining and evaluating those results. They also showthe extent to which
they are related to previous studies and their consistency with other
sections of the study. The discussion section gives the researchera valuable
opportunity to present evidence that will support and strengthen his
hypotheses and conclusions, focusing on the analysis and interpretation of
the study findings, with relevance to the study objectives andis arranged in

the following pattern:

5.1. The Sociodemographic Characteristic of the Elderly

People with cardiovascular diseases.

The present study assesses the Quality of Life for Elderly People with
Cardiovascular Diseases. The Elderly People age selected with the
specification of above 60 years old, sincethis age are very important period
because Elderly life, or the period of aging, has many essential features
includingits link to life, to itself, that s, its unique characteristics and to
society, as well as its attractiveness in general. Aging is characterized by
theincrease of a wide spectrum of cellular and molecular damage over time
on a biological level. This causes a progressive reduction in cognitive
functioning as well as a greater risk of disease and, finally, death. Aging is

frequently linked to other life stages, such as retirement.

Through finding an overview of the current study, the demographic
characteristically of the samples showsthat the majority of Elderly People
with Cardiovascular Diseases participating in the sample represents
(72.5%) are between the ages of 60-69 years. this resultis consistent with
the results of studies carried out in Tabriz City in Iran which carried the
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title (Cardiovascular Disease Patient's Quality of Life in Tabriz City in
Iran) in 2018, where the majority of participants (about 80%) were between
theages of 50 and 69 years (Azami-Aghdash etal., 2019).

While the results of the sample show that the majority of the
participants were female (51.7%). the results of the study not similarto the
results of the research thatwas achieved in 2014, which was titled, (Quality
of Life of People with Cardiovascular Disease: A Descriptive Study),
which was conducted by Renata Komalasaria, Nurjanahb, and Maria M.
Yochec in Indonesia, and was Study results The majority of the participants
were male (55.4%) (Komalasarietal., 2019). Therisk of Cardiovascular
Disease in women goes up with age. It is the greatest cause of mortality in
women over the age of 40, particularly following menopause. The
reduction of natural estrogen as women age may contribute to the increased
risk of CVVD found after menopause. Other factors that may increase the
risk of heart disease include changes in the blood vascular endothelium,
modifications in the quantity of lipids in the blood, and changes in

fibrinogen levels (Garciaetal., 2016).

The marital status of the sample is shown the majority ofthe sample is
married (84.2 %). where another element of samples is single and Widower
that resultis agreeing with theresult of a study thatachieves in Indonesia
year 2019, theresultwas married (72.5%) ofa sample (Komalasari et al.,
2019)andin Tabriz City in Iran in 2018, the result was married ((70.6%))
of asample (Azami-Aghdashetal., 2019).

Regarding the level of education; the uppermost of the study sample
graduated from Elementary school has (43.3%). this resultagrees with the
result the research achieve in 2014in Baghdad city (32.0%) (Mousaet al.,
2014).
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The residential status in a sample is shown a majority of samples
(80%).is lived in an urban area, the results agree with the study done in
2017 in Kirkuk city show the same result where most of the participants
live in urban areas which were consist of ((59.0%)of the total sample
(Mohammed, 2017).

The socio-economic level of most elderly People with Cardiovascular
Diseases has an Insufficient economic status (45.0 %), the results agree
with the result of research that doing in the year 2018 in Dhaka,
Bangladesh that appears most (52%) were in the low-income category
(Baruaetal.,2018).

Therefore, (Rawaf et al., 2014) showed in study about Iraqi life
conditions, the Iraqg's economic development is subject to oil price and
volume shocks dueto a lack of economic diversification. This puts at risk
its capacity to implement credible and long-term budgetary policies.
Economicdiversificationis thus a problem for the Iraqi government, both
in terms of job creation and promoting income-generating options for the

majority of the Iragi population.

5.2. Discussion Medical History of the Elderly People with

Cardiovascular Diseases.

The medical history of the sample revealed findings, that most people
had a history of coronary artery diseases (47.5%). Coronary artery disease
Is the largest cause of premature death and suffering globally, and has been
for decades, although with significant regional variation. While actual
numberswith CAD continueto increase. Over the last 27 years, the number
of people diagnosed with CAD has grown. This rise in Cardiovascular
diseases a load has seriousimplications for the capacity and planning of
healthcare systems. A program centered on delivering tertiary cardiac care,
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in particular, may be unsustainable in the absence of a matching emphasis

on preventiveand primary care (Khanetal., 2020).

The majority ofthose involved in the search appeared duration of the
disease be morethan 2 years with the disease. Thisresult is opposite to a
studyin Tabrizin Iran 2019 thatrevealed the duration of affliction was 6 to
12 months in most participants (Azami-Aghdash et al., 2019).
Cardiovascular disease is a chronic disease with a significant and
frequently deadly acute manifestation. Despite improvements in lowering
mortality, over 2.7 million peoplein the UK have coronary heart disease
(CHD).

The majority of individuals (52.5 %) were elderly People with
Cardiovascular Conditions who did not have any chronic diseases. this
study disagrees witha study in Kirkuk City shows tow-third of the patients

had chronicdiseases (Mohammed, 2017).

5.3. Discussion of Quality of life-related to General Health
Items.

The findings showed that the majority (90%) of elderly people with
cardiovascular diseases had a poor quality of life associated with general
health. A similar study in Saudi Arabiafoundthatthe lowest mean score
was for General Health (General perceptionabout health), indicating that
the patients hada poor QoL (AbuRuzetal., 2015). and also study in Bahia
in Brazilian have lowered the quality of life in the general health state
(Haluzikova & Jabtirkova, 2020).

What the researcher revealed is, due to Patients suffering from various
cardiovascular diseases may have symptoms such as dyspnea, edema,
sleepingdifficulties, depression, and chest discomfort, with breathlessness
being the most prevalent. These symptoms make it difficult for individuals

to maintain a high quality of life.
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5.3.2. Discussion of Quality of life-related to Physical Health

Items.

The findings revealed that 62.5% of individuals with cardiovascular
ilinesses had a low quality of life-related to physical health. This report
concurs with asurvey conducted in Indonesiain 2019 that found (54.7%)
have a low quality of life in terms of physical health (Komalasari et al.,
2019).Furthermore, the study results were not supported by data revealing
that the physical functioning, Role physical had a Moderate, high quality of
life in study in Baghdad city 2014 (Mousaetal., 2014).

Poor physical quality of life in Peoplewith CVD It is generally due to
poor physical condition, lack of enough energy to work and difficulty
managing body weight, getting regular exercise, followinga heart-healthy

diet, and quitting smoking.

. 5.3.2. Discussion Quality of Health related to Psychological
Health.,

The elderly had a moderate response in terms of psychological health
state, as evidenced by moderate mean scores. This research's findings align
with a 2014 study named (Patients' Health-Related Quality of Life After
Percutaneous Coronary Intervention in Baghdad City), which found that

psychological health has a moderate quality of life (Mousaetal., 2014).

Fromtheresearcher'spointofview, theabove may be due to Millions
of individualsthroughout the world having had traumaticexperiences as a
result of war and conflict, economic crises, and displacement. While such
events have an impact on the mental health of any society, the
psychological well-being of people in humanitarian situations is rarely

studied. Prolonged and exacerbated traumais a reality in Irag.
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. 5.3.4. Discussion Quality of Health related to Environment
Health.

Poor quality of life associated with environmental healthwas revealed
in this study at 66.7%, which is comparable to the studytitled (Quality of
Life of People with Cardiovascular Disease: A Descriptive Study), which
revealed an inadequate quality of life associated with environmental health
at85.1% (Komalasarietal., 2019).

The researcher adds more details aboutenvironmental conditions and
quality of life of older persons. The environment is a wide word that
incorporates buildings, places, and objects thatare constructed or modified
by humansas a health factor. environmental variables have been added to
the "International Classification of Functioning, Disability, and Health" as
determinants of health and disability (ICF). In addition to that the housing
conditionsin Irag arein a dire state for the majority of the population. This
suggests that finding sufficient shelter is difficult for both internally
displaced individuals and host groups. also, Years of violence and
sanctions have resulted in neglect of Irag's transportation infrastructure; as
a result, the roads are in poor shape and poorly maintained. The lack of
operational traffic signals, pedestrian crossings, road markings, roadsigns,
and speed restrictions makes driving in urban areas and on highways

dangerous.

Iraq's health services are tryingto regain lost support after decades of
conflict, sanctions, and occupation. Many competent health workers have
relocated to other countries,and fresh graduatesarestill leaving. Despite
the extensive reconstruction, healthcare infrastructure has not been entirely
restored. National development plans aim for a reorganization of the
healthcare system, with primary health care serving as the foundation.
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Nonetheless, the healthcare system remains centralized and concentrated on
hospitals (Al Hilfi et al., 2013)

5.3.5. Discussion Quality of Health-related to Social
Relationship.

This study foundthat elderly individuals had higher mean scores on all
studied items as good responses to social relationships. thisfinding agrees
with a study In Baghdad City 2014 shows social functioning has a high
quality of life (Mousaetal., 2014)

Positive experiences in social relationships, such as support, closeness,
and companionship, have been related to improved mental and physical
health. However, social connections can have a negative impact on health
and mortality risk by causing conflict, alienation, and support costs. Given
the 'double-edged' character of social connections, it is critical to

understand how these aspects alter with age.

5.4. Relationship between Quality of Life and their

demographic data.

There was significant relation in quality of life between older adults
with cardiovascular disorders and their age groups. according to the
findings. As previously stated, the current study agrees with a study
conducted in the southernregion of West Bengal, India. This demonstrates
that as one becomes older, one's quality of life deteriorates significantly
(Dattaetal.,2015)

Theresearcher explained with a person'sage rises health-related issues
become increasingly frequent. Gradually, people's ability to work
diminishes, and they become increasingly restricted to their own homes.
Loneliness is a prevalent issue in this setting. The likelihood of losing a
partner increases with age. Loneliness grows significantly in the
circumstance. As a result, as people get older, their physical and



Chapter Five .....cccvvviiiiiennicnnnnn Discussion .....cceeeiieiiiniieinnnnns 77

psychological quality of life deteriorates. Aside from that, social interaction

declines with age.

There was significant relationship in the quality of life between older
adults with cardiovascular illnesses and their employment. We see that
thosewho work for free have a lower quality of life than others. The result
of the study disagrees with the study'srevealing that thereis no significant
difference in all domains of quality of life regarding the patient's

occupation (Mohammed, 2017)

According to a Swedish study of elderly persons. Occupational
balance was explored for older employees aged 65 and higher. As a
consequence, it was discovered that individual skills, use of community
resources, harmonic concord with one'semployment, and personal values
and unity all contribute to attaining a healthy occupational balance. As a
result, it is vital to encourage older adults to find significance in social
activities rather than focusing solely on tasks at home such as hygiene

management, rest,and good food (Hovbrandtetal., 2019).

The findings revealed that there was significant relationship in
quality of life and economic status among elderly people with
cardiovascular illnesses. It has been noticed that persons with minimal
economic resources have a much lower quality of life according to the
findings of a study conducted in Tabriz, Iran in 2018, thereis a significant
association between economic status (income) and QOL (Azami-Aghdash
etal., 2019).

The elderly is a socially engaged demographic that should not be
ignored. As a result, effective employment promotion policies must be
adopted to promote the elderly's economic activity. Economicactivities of
the elderly are a significant role in satisfying their different aspirations,

such as reducing poverty, enhancing the quality of life, and encouraging
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daily living and health activities. Low income, poor health, and the
prevalence of geriatricillnesses areall key variablesinfluencing access to

health insurance and medical care support (Kimet al., 2017).

The findings revealed that there was significant relationship in quality
of life between urban and rural elderly persons with cardiovascular
ilinesses. The majority of peoplein rural areaswere connected with a low
quality of life. This study, which is comparable to one conducted in
Wolaita Zone Governmental Hospitals in Southern Ethiopiain 2020, found
theresidence to be a statistically significant factor linked with the overall
score of HRQoL and poor quality of life-related to heart failure in rural
areas (Mollaet al., 2021).

The American Heart Association presidential advice underscores the
critical need to better study and treats rural health inequalities. Rural
citizens in the United States die at a higher rate than their urban
counterparts. Americans livingin rural locations, in particular, are more
likely to die from the five major causes of mortality, including heart
disease, thanthose living in metropolitanareas. Rural locations had a lar ger
number of cigarette smokers, obesity, and sedentary behavior, as well as
worse survival after diabetes mellitus and coronary heart disease diagnosis.
While the specific mechanism for these relationships is unknown, patients
in rural locations may face greater hurdles to care due to factors such as

healthcare worker shortages and facility closures (Manemannetal., 2021).

Finally, In the past decade, there has been a considerable increase in
chronicdiseases due to absence various factors includingimproved living
conditions, better prevention, handling of infectious diseases, medical
technologies, and general aging of the population. Therefore, there are
numerous people living with chronic diseases that can influence their QoL.
Chronic diseases can cause limited living capacity, limited performance,
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fertility and QoL, as well as increased health costs. Assessment ofthe QoL
can help promote the treatment, care, and rehabilitation programs for

patients.
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Chapter six

Conclusions and Recommendations

This chapter presents the conclusions which are derived from the
interpretation and discussion of the findings. The recommendations are

based on the study conclusions.

6.1. Conclusions

This study was conducted with 120 respondentsto identify the quality
of life of the elderly in Teaching hospitals in al-Hilla city using the
WHOQOL-BREF questionnaire modified by the researcher and

supervisors. Theresults showed that:

1.The majority of Elderly People with Cardiovascular Diseases
participating in the study between the ages of 60-69 years were female and
mostly of the sample are married. Regarding the level of education; the
uppermost of the study sample graduated from Elementary school. The
residential statusin a sample show thatthe majority of samples lived in an

urban area. The socio-economic level of most ofthem has an Insufficient

economic status.

2. The medical history of the sample revealed that most people had a
history of coronary artery diseases and duration of the disease is more than
2 years with the disease. The majority of individuals were elderly People

with Cardiovascular Conditions who did not have any chronic diseases.

3. Elderly people with cardiovascular diseases had exhibiteda moderate
overall quality of life. a poor quality of life associated with general health,
physical health, environmental health while had a moderate response in
terms of psychological health state, as evidenced by moderate mean scores.
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The elderly individuals had higher mean scores on all studied items as good

responses to social relationships.

4. There were no significant relationship in quality of life amongelderly
peoplewith cardiovascular disordersand Patients Gender, Marital Status,

Education Level.

5. There were significant relationship in quality of life between older
adults with cardiovascular disorders and their age groups, employment,

economic status, Residentelderly persons.

6.2. RECOMMENDATIONS

1. developing of educational programs can encourage a healthy body
weight, regular physical activities to improve patient life adaptability, and

psycho-social support.

2. Providing psychological therapies (such as relaxation, stress
management, and cognitive coping skills) to assist people with

cardiovascular problems in adjusting to their illness.

3. Handing out pamphlets with information on cardiovascular problems,

home exercise routines, and counseling to patients

4. Healthy lifestyles, self-management, and daily activities to improve

health outcomes in cardiovascular disease patients.

5. Doing more research to identify needs of elderly people with
cardiovascular diseases that decrease the complicationsand burden of this

disease.
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English Questionnaire

Part One: Socio-Demographic characteristics
1-Agel— Jyear

2-Gender  2.1.mald] 2.2. female()

3- Marital Status

3.1.single—J 3.2. married [J

3.3.divorcedJ  3.4.widowed(

4-Level of education

4.1. lliterate [ 4.3. secondary school graduate(J

4.2.Read and write\PrimaryLJ 4.4. graduate (Institute and above
)

5- Occupation

5.1.jobless\nousewifd_J 5.4. Employed
5.2.freeworks (J

5.3. retired [J

6- Socio-economic status

6.1. Number of family members (]

6.2. Monthly Incomé—)

7. Residency (housing) 7.1. urbanJ 7.2.ruralJ
Part Two: Medical History

1. Typeof cardiovascular diseases

2. Duration of disease

2.1. 6 months--——1 yeard—

2.2. 1---2yeard

2.3. 3----abovd]

3 . Chronicdiseases. NolJ yes(]
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PART Three: Quality of life Domain

General health domain:6 items

Poor

Neither

Good

How would you rate your quality]
of life?

never

Sometime

always

do you have feelings of
satisfaction with your health?

do you worry aboutyour health?

do your personal beliefs help
you to understand difficulties in
life?

To what extent do you feel you
have control over your life?

You can manage personal
difficulties

Physical health domain:7 items

Physical pain preventing you
from getting your work done?

do you need any medical
treatment to function in your
daily life?

do any difficulties in movement
affect your way of life?

do you haveenough energy for
daily life?

satisfied with your sleep?

satisfied with your ability to
performyourdaily living

activities?
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satisfied with your capacity for
work

Psychological health domain:6 item

How much do you enjoy life?

doyou feel your life is
meaningful?

How well areyou able to
concentrate and memorize?

Areyou ableto accept your
body appearance?

areyou satisfied with yourself?

How often do you have
negative feelings such as blue
mood, despair, anxiety, or
depression?

Environmental health domain:8

never

Sometime

always

your physical environmentis
healthy?

Have you enough money to
meet your needs?

How availableto youisthe
informationyou need in your
day-to-day life?

do you havethe opportunity for
leisure activities?

How safe do you feel in your
daily life?

satisfied with the conditions of
your living place?

satisfied with your access to
health services?
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(0]

satisfied with your transport?

Social relationship domain :3

never Some time | always

satisfied with your
relationships?

satisfied with the supportyou
receive from your family

satisfied with the supportyou
get fromyour friends?
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Arabic Questionnaire
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