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Abstract 

Aims. Increase in medical expenses, being far from family and high rate of nosocomial infections have caused self-care and 

in-home care to be considered more than previous. Present study was performed to assess the effect of self-care education 

on quality of life in patients suffering from myocardial infarction. 

Methods. This research is a clinical trial study. 64 patients (32 people in case group and 32 people in control group) who 

were admitted in coronary care unit of hospital with diagnosis of myocardial infarction were assessed. Self-care education 

was done in intervention group. Nottingham quality of life questionnaire was used for assessing quality of life before and 

after education program. 

Results. Statistical independent T- test showed that total score and quality of life score doesn’t have significant difference in 

two groups before intervention (P>0.17), while total score and quality of life score have significant difference in two groups 

after intervention (P<0.005). Paired T- test also showed significant difference in total score and quality of life score before 

and after intervention (P<0.001). 

Conclusion. Quality of life can improve with self-care education in patients suffering from myocardial infarction. 
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Introduction 

Coronary artery disease is the most important 

cardiovascular disorder and the main health 

complication in both developing and developed 

countries. At the beginning of the twentieth century, 

cardiovascular disorders accounted for less than 10% 

of the total mortality of the world, while at the end of 

this century heart diseases accounts for approximately 

half of total mortality in developed countries and 

about 25% of mortality in developing countries. It is 

predicted that in 2020 nearly 25 million deaths will be 

due to cardiovascular diseases [1] and cardiovascular 

disease and stroke, respectively will be the first and 

the fourth causes of disability in the list of disabling 

and debilitating diseases [2].  

According to published report of World Health 

Organization (WHO), annually 1.7 million deaths 

happen due to coronary artery disease, which is 

predicted that in 2020 will have reached to 11.1 

million cases. Also, cardiovascular disease is one of 

the important causes of mortality in Eastern 

Mediterranean countries and Middle East area and this 

problem is growing in Iran [3]. Coronary artery 

disease have been called “century epidemic” which is 

formed in Iran, too [4]. According to WHO in March 

2002, 35% of death causes in Iran (91 thousand) have 

been due to cardiovascular disease [5].  

Heart disease, not only affect patients’ comfort and 

prosperity but also their social relations, life pattern, 

jobs and income levels [6]. After the diagnosis of 

myocardial infarction and progression of the disease 

toward asymptomatic status, active adoption of a 

program for rehabilitation with the aim of enhancing 

the life quality of these patients seems necessary [7]. 

One of the basic needs of these patients is educational 

need and giving clear and sufficient information, 

which is one of the main responsibilities of the 

workers in professions related to health [8]. Increasing 

the awareness of individuals and their understanding 

of disease risk factors and instructing preventive 

behaviors, can increase the quality of life and prevent 

their re-hospitalization [9]. Self-caring is a valuable 

step towards the individuals’ awareness increase, also 

it helps patients gaining their personal independence 

and facilitates their adaptation to the disease and 

subsequently increases their quality of life [10]. 

Educating these patients can lead to many outcomes 

such as the prevention of disease, its complications, 

reduction in the number and duration of 

hospitalizations, the patient cooperation in self-care, 

reducing treatment costs and as the result, promotion 
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of individual and social health. Increased treatment 

costs, family separation and increased nosocomial 

infections have led to the daily home care and self care 

to be welcomed. Therefore, this study aimed to 

investigate the effect of the self-care education on 

quality of life of patients suffering from myocardial 

infarction. 

 

Methods 

The present study is an experimental clinical trial 

which was conducted on 64 patients suffering from 

myocardial infarction who were hospitalized in the 

critical cardiac care unit (CCU). Participants of the 

study were selected through objective approach, and 

then randomly divided into experimental and control 

groups. The criteria of inclusion in the study were: 

diagnosis of myocardial infarction for patients, lack of 

previous participation in self-care program, no need to 

surgical treatment, lack of physical disability or 

mental disorder  and EF>40. 

        A researcher-made questionnaire was the 

research tool for data collection which consisted of 41 

questions for investigating self-care needs in the three 

domains of cognitive, emotional and operational 

fields, also life quality questionnaire of Nottingham or 

NHP (Nottingham Health Profile), which contains 38 

questions in 6 dimensions as following: energy, pain, 

emotional reactions, sleep, social isolation and 

physical mobility. In order to determine the scientific 

validity of the self-care questionnaire, content validity 

was used and its reliability was obtained by test-retest 

reliability method (r=0.85) by which the validity and 

reliability of the questionnaire were confirmed [11]. 

Nottingham Questionnaire scoring is from zero to 100. 

In each dimension, scores of 100 and zero, 

respectively are the best and the lowest qualities of 

life. Data were collected after passing the acute period 

of disease and stability of patient’s condition in Post 

CCU ward, with explaining the aim of the research 

and obtaining their consent to participate in research. 

They were assured about being anonymous, 

confidentiality and respect to patient privacy and the 

right of exiting the study at any time was reserved for 

them. Questions related to the quality of life were 

explained to patients by the researcher and patients 

considering their condition, selected the appropriate 

option. Then, based on self-care need which was 

determined by the questionnaire, face to face training 

was done in the experimental group at least 2 times 

and each time 15 minutes in two consecutive days. 

Then for a 2 months period patients’ discharge, they 

did not receive any intervention. At the beginning of 

the fourth month life quality forms were completed 

again by visiting patients in their home for both 

experimental and control groups. Data were analyzed 

using SPSS 11.5 software by descriptive and 

inferential statistics with Paired T test, repeated 

measurement analysis of variance (ANOVA), 

Independent T-test, and finally Spearman and Pearson 

tests. 

 

Results 

Results showed that 48.43% of subjects were in the 

age group of 60-51 years, 73.34% of them were males 

and 26.56% were married. 26.56% of them had under 

diploma education and 54.68% of them did not 

mention any heart disease history among their 

relatives.78.12% of them had no diabetes history, 

68.75% of them had no history of hyperlipidemia, 

51.56% suffered from hypertension and 60.93% were 

smokers.  

 
Table 1- Comparison of the total score of life quality of the 

studied groups before and after intervention 

Test→ 

Groups ↓ 

Before 

intervention 

After  

intervention 
Paired T 

test 
Mean±SD Mean±SD 

Control 61.4±18.62 66.58±15.08 p>0.17 

Experimental 54.30±20.61 75.51±9.63 p<0.01 

Independent T test p>0.17 p<0.005  

 

Regarding demographic variables and risk factors 

before intervention in both groups, no statistically 

significant difference was seen (p>0.05). Statistical 

independent T test did not show any significant 

difference in terms of total score and dimensions of 

quality of life in each experimental and control groups 

before the intervention (p>0.05). 
 

Table 2- Comparing the score of life quality dimensions in control 

group before and after intervention 

Test→ 

Dimensions ↓ 

Before 

intervention 

After 

intervention 
Paired T 

test 
Mean±SD Mean±SD 

Energy 61.35±29.09 77.82±21.16 p<0.02 

Pain 66.08±23.83 78.52±12.20 p<0.01 

Emotional reaction 56.03±26.22 57.29±20.30 

 
Sleep 49.70±20.43 56.43±22.49 

Social isolation 56.17±24.50 58.96±23.04 

Physical movement 76.92±17.63 81.32±10.35 

 

 

In the experimental group the total score of life quality 

before intervention was 54.30±20.61 that was 

increased after intervention to 75.51±9.63 which 

statistical paired T-test showed this difference to be 

significant (p<0.01). But in control group the observed 

difference in the total score of life quality before and 

after intervention period (61.04±18.62 to 
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66.58±1515.08 respectively) did not present a 

significant statistical difference (p>0.17). Also, the 

total score of life quality after intervention in 

experimental group (75.51±9.63) was more than 

obtained score in control group (66.58±15.08) which 

this difference was statistically significant based on 

the independent samples T-test (p<0.05) (Table 1). 
 

Table 3- Comparing the score of life quality dimensions in 

experimental group before and after intervention 

Test→ 

Dimensions ↓ 

Before 

intervention 

After 

intervention 
Paired T 

test 
Mean±SD Mean±SD 

Energy 53.42±36.85 73.95±26.03 p<0.05 

Pain 56.55±23.54 84.73±14.38 

 

Emotional reaction 47.66±25.60 72.86±16.92 

Sleep 44.17±27.35 67.88±23.51 

Social isolation 53.02±23.63 67.18±20.37 

Physical movement 71.00±21.21 86.47±09.87 

 
Table 4- Comparing the score of life quality dimensions of studied 

groups before and after intervention 

Test→ 

Dimensions ↓ 

Before 

intervention

After 

intervention 
Independent

T test 
Mean±SD Mean±SD 

Energy 61.35±29.09 53.42±36.85 p>0.34 

Pain 66.08±23.83 56.55±23.54 p>0.11 

Emotional reaction 56.03±26.22 47.66±25.60 p=0.2 

Sleep 49.70±20.43 44.17±27.35 p>0.4 

Social isolation 56.17±24.50 53.02±23.63 p>0.6 

Physical movement 76.92±17.63 71.00±21.21 p=0.23 

 

In the control group after the intervention the observed 

difference in obtained score was not significant in all 

aspects of quality of life (p>0.05) except in 

dimensions of energy (p<0.02) and pain (p<0.01) 

(Table 2). But in experimental group increasing of 

scores in all aspects of life quality after the 

intervention were not significant (p<0.05) (Table 3). 

 In experimental group, the maximum mean of 

dimensions score before and after intervention was 

related to the physical activity and was respectively 71 

and 86.47. Also, the minimum mean score in the 

previous step was related to sleep (17.44) and after the 

intervention was related to the social isolation 

dimension (67.17). Also, in the control group, the 

maximum mean of score before and after intervention 

related to physical activity dimension was 76.92 and 

81.32, respectively, and a minimum score before and 

after the intervention was related to sleep dimension 

49.7 and 56.43, respectively. After intervention, 

statistical independent t-test showed significant 

difference in all dimensions of life quality between the 

two groups, except in energy and social isolation 

dimensions (p<0.05) (Table 5).  

No significant relationship were observed between 

demographic variables with the life quality score 

(Spearman-Pearson, p>0.05). Also, none of  risk 

factors (family history of heart disease, high blood 

pressure, diabetes, hyperlipidemia and smoking) had 

any significant relationship with quality of life 

(Spearman, p>0.05). 
 

Table 5- Comparing the score of life quality dimensions  

in studied group before and after intervention 

Test→ 

Dimensions ↓ 

Before 

intervention 

After 

intervention 
Independent 

T test 
Mean±SD Mean±SD 

Energy 77.82±21.16 73.95±26.03 p>0.4 

Pain 78.52±12.20 84.73±14.38 p<0.05 

Emotional reaction 57.29±20.30 72.86±16.92 p<0.001 

Sleep 56.43±22.49 67.88±23.51 p<0.05 

Social isolation 58.96±23.04 67.18±20.37 p=0.13 

Physical movement 81.32±10.35 86.47±09.87 p<0.04 

 

Discussion 

This study was conducted in order to investigate the 

effect of self-care education on life quality of patients 

with myocardial infarction. Findings implied that most 

patients were in the 51-60 age groups. Heidarnia 

reports the highest prevalence of stroke in 45-69 years 

old population in his study [12] and Dehdari reports it 

in age group of 55-59 years old [11]. Most studied 

units did not mention diabetes history. Also about the 

diabetes history in atherosclerosis patients, Khazaee 

showed that 59% of patients didn’t have diabetes [13]. 

In Derakhshan study only 22.5% of study units had 

diabetes [14]. In this study, 62.5% of studied units in 

the experimental group and 59.4% in the control group 

mentioned the history of hypertension. 33% of 

subjects in Azadi’s study [15] and 38.8% of patients in 

Derakhshan study had the history of high blood 

pressure [14]. Dehdari, also, has reported hypertension 

history in 31.4% of experimental group and 37.1% of 

control group [11]. In this study, the majority of 

patients mentioned smoking history which is in line 

with Dehdari’s study which showed that 60% of 

samples who suffer from heart attack had no history of 

smoking [11]. But in Heidarnia study, 47% of his 

studied patients were smokers [12]. Since sampling is 

done objectively and according to inclusion criteria 

the differences or similarities in the results of 

demographic and physical status in researches are 

justifiable. Findings showed that the total mean of 

score and quality of life dimensions in both groups 

didn’t have significant differences before intervention 

which implies the homogeneity of both groups in 

terms of quality of life. Mean life quality score in both 

groups after intervention and after two months had 

statistically significant difference, so that patients’ 

quality of life after self-care education in the 
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experimental group increased which is corresponded 

with the results of other studies [11, 16, 17, 18, 19, 20, 

21 ]. Results illustrated a considerable increase in 

quality of life dimensions after self-care training in 

experimental group compared to the control group. 

Except for the dimensions of energy and social 

isolation, in other dimensions, life quality revealed 

significant difference between two groups after 

training. In addition, Sharples in his study, except in 

the fields of physical activity and energy, has reported 

a significant difference in other aspects of quality of 

life [22]. Dehdari, also, after the intervention, except 

in social function dimensions, pain and general health, 

has observed significant difference in other 

dimensions [11]. Hashemifard after the intervention, 

except for social isolation, has reported a significant 

difference between two groups [16]. In experimental 

group in all dimensions and total score of quality of 

life before and after the intervention, the difference 

was significant and in the control group before and 

after the intervention the difference was significant 

just in the dimensions of energy and pain and in other 

dimensions and total score of quality of life no 

significant difference was observed which is in line 

with the results of Hashemifard [16] and Dehdari [11] 

studies. 
 

 

Conclusion 

Considering the fact that the severity of disease in 

both control and experimental groups is to the extent 

that both groups are in search of information resources 

and recognizing the effective behavior and since they 

are concerned about the possibility of re-clogging of 

cardiac vessels, they are trying to adopt some practices 

or behaviors with which they can prevent disease 

relapse, thus it seems that passage of time as an 

intervening variable  in the two dimensions of quality 

of life in the control group also has made a significant 

difference. However, the difference in most 

dimensions and total score of quality of life for these 

patients were not significant and emphasizes the 

necessity of self-care education to increase the quality 

of life in these patients. Patient education and making 

positive changes in attitude and performance not only 

act as the main factor in coordination with disease, but 

also increase their ability  accepting new status and 

prevent problems and readmission. Hence it is 

recommended that involved individuals in treatment 

affaires use self-care training and short-term follow up 

if possible, for these patients’ lifestyle after disease 

and their rapid return to normal life. 

Acknowledgement: This study was sponsored by 

nursing College of Baqyiatallah University of Medical 

Sciences. Authors also thank authorities and 

colleagues of Bushehr hospital and cardiac care unit 

(CCU), and also appreciate esteemed patients that 

participated in the study. 

 

References 

1 - Braunwald E. Heart disease textbook of cardiovascular 

medicine. 7th ed. W. B. Sunders Com; 2004. p. 1-2.  

2 - Clinte CMJ, Israelsson BYA. Cost effective management 

program for heart failure reduce hospitalization. Heart. 1998; 

80:442-6.  

3 - Abroms WB, Berkow R. The merck manual of cardiovascular 

geriatric. 4th ed. Rahway, NJ: Sharp Research; 2002. p. 12.  

4 - Fakhrzadeh H., pourebrahim R., Akhlaqi M.R. Economic 

hypothesis of coronary artery disease in Iranian oil industry. South 

Medicine. September 2000; (1)3; 52-45 

5 - World health organization. The world health report 2002. 

Reducing risks; Promoting healthy life. 2007 Mar 1. Available 

from: http://www.who.int/whr/2002/en.  

6 - Woods SL, Sivarajan ES, Motzer SU. Cardiac nursing. 5th ed. 

Philadelphia: Philadelphia; 2004. p. 506.  

7 - Dougher JCM, et al. Comparison of three quality of life 

instruments in unstable angina pectoris short form (SF36) and 

quality of life index cardiac version. J Clin Epidemiol. 2000; 8 

(44): 572.  

8 - Smeltzer S, Bare B. Brunner &amp; Suddar textbook of 

medical surgical nursing. 10th ed. Philadelphia, PA: Lippincott 

Williams &amp; Wilkins; 2004. p. 203.  

9 - Alonzo AA, Reynolds NR. The structure of emotions during 

acute myocardial infraction: A model for coping. Soc Sci Med. 

1998; 46 (9) :1099-110.  

10 -  Bagheri H. Effects of group counseling on quality of life of 

patients suffering from myocardial infarction who referred to 

clinics of Shari’ati and Imam Khomeini hospitals in Tehran [MA 

thesis]. Tehran: Department of Internal- Surgery group of Tarbiat 

Modarres University; 2002. pp. 1-10.  

11 - Dehdari T. investigating the effect of education on quality of 

life in patients undergoing open heart surgery [Master Thesis]. 

Tehran: Department of Health Education, Tarbiat Modarres 

University; 2002. pp. 3-15.  

12 - Heidarnia A.R. designing the educational model of health 

education in preventing from repeated stroke for patients suffering 

from coronary artery [PhD thesis] Tehran: Department of Health 

Education, Tarbiat Modarres University;1994. pp. 3-12.    

13 – Khazaee F. investigating the effect of discharge program on 

physical outcomes of patients after uncomplicated first myocardial 

infarction [MA Thesis]. Tehran: Department of Internal- Surgery, 

Tarbiat Modarres University; 1998. pp. 1-15.  

14 – Derakhshan A. investigating the awareness of heart attack 

patients hospitalized in ccu units of hospitals depend to Tehran 

University of Medical Sciences [MA Thesis]. Tehran: Iran 

University of Medical Sciences; 1989. pp. 1-10.  

15 – Azadi F. The effect of application of collaborative care model 

in quality of life in patients with coronary artery who referred  to 

Be’sat Hospital in Tehran. [MA Thesis]. Tehran: Tarbiat Modarres 

University; 2001: 1-18.  

16 - Hashemifard T. The effect of stability of education on quality 

of life in patients with open heart surgery [MA Thesis ] Tehran: 

Department of Health Education, Tarbiat Modarres University; 

 [
 D

ow
nl

oa
de

d 
fr

om
 jc

cn
ur

si
ng

.c
om

 o
n 

20
25

-0
6-

29
 ]

 

                               4 / 5

https://jccnursing.com/article-1-108-en.html


_______________________________________________________________________________________________Najafi S. M.  et al. 

 

2004. pp. 1-14.  

17 –Bagheri H. Effects of group counseling on quality of life of 

patients suffering from myocardial infarction referred to clinics of 

Shariati Hospital and Tehran Imam [MA Thesis ] Tehran: 

Department of Internal- Surgery, Tarbiat Modarres University; 

2002. pp. 1-10.  

18 - Webster RA, Thompson DR, Davidson PM. The first 12 

weeks following discharge from hospital: the experience of 

Gxjarati south Asian survirors of acute myocardial infarction and 

their families. Contemp Nurs. 2003; 15 (3) :288-99.  

19 - Tylor SG, Conn VS, Casay B. Cardiac rehabilitation 

participation and outcomes after myocardial infarction. Rehabil 

Nurs. 2004; 17 (2) :58-62.  

20 - Beygli Sh. The effect of education on self care on the number 

of hospitalization and quality of life of patients suffering from 

heart incompetence who were hospitalized in educational hospitals 

affiliated to Tehran University. Scientific journal of nursing and 

midwifery University of Ahvaz. 1999; 4: 2-15.  

21 - Elley CR, Kerse N, Arroll B. Effectiveness of counseling 

patient on physical activity in general practice: Cluster randomized 

controlled trial. BMJ. 2003; 12:739.  

22 - Sharples LD, et al. Prospective study of health related QOL 

before and after CABG outcomes at 5 years. Brit Med Assoc. 

1999; 81 (4) :347-52.  
 

 [
 D

ow
nl

oa
de

d 
fr

om
 jc

cn
ur

si
ng

.c
om

 o
n 

20
25

-0
6-

29
 ]

 

Powered by TCPDF (www.tcpdf.org)

                               5 / 5

https://jccnursing.com/article-1-108-en.html
http://www.tcpdf.org

