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Abstract

Background: Cardiovascular diseases (CVD) are a
global issue bearing a heavy burden of illness. The
studies conducted on the quality of life for Cardio-
vascular patients is still limited in Saudi Arabia. The
current study aims to investigate Quality of life for
Cardiovascular Patients in Saudi Arabia 2020. We
want to assess the quality of life for cardiac patients
and its connection with certain factors.

Objectives: assess the extent of effect of mental and
physical wellbeing and social relations on the quality
of life of patients with cardiovascular disease .

Methods: It was a descriptive cross sectional study
of all adults Saudi patients who had cardiovascu-
lar diseases or who had cardiac surgery at least for
the previous 5 years, performed between February
2021 And December 2021 at different regions in
Saudi Arabia. We used a form of online survey SF-
36 that was distributed through the network.

Results: 470 participants were included in the study;
47.9% females and 52.1% males. Overall, female,
divorced, high BMI, patients with co-morbidities, pa-
tients aged above 55 years, patients who have low
education level and the patients who were working
in the non-health sector showed poor quality of life
compared to other participants.

Conclusion: Recognizing the factors that lower the
quality of life for cardiovascular patients in the Saudi
community is important and essential to address
their needs and give better Quality of Life.

Key words : Quality of life, Cardiovascular diseases,
Cardiac surgery, Saudi Arabia, survey SF-36.

List of abbreviation :

(CVD): Cardiovascular diseases

(CHD): Coronary Heart Disease

(QoL): Quality of life

(HRQoL): Health-Related Quality of Life
(BMI): Body Mass Index
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Introduction

Cardiovascular diseases (CVD) are a global issue bearing
a heavy burden of iliness and it's prevalence in KSA was
5.5%, recorded by the only nationally representative
research conducted in Saudi Arabia[1]. The World Health
Organization (WHO) defined CVD as a general term
for a group of disorders that affect the heart and blood
vessels[2]. Patients with CVD experience severe physical
and mental consequences [3]. Traditional outcome
indicators such as morbidity and mortality are not adequate
to determine the benefits of medical treatment for chronic
diseases such as CVD [4].This is because functional
ability, psychological status, and social interaction are not
measured by traditional measures [5]. The health-related
quality of life (HRQoL) is widely used as an indicator
of the outcome of CVD and it includes measurements
of physical, mental, emotional and social functioning.
Several studies have reported the relevance of HRQoL
to CVD [5]. In 2015 research conducted in Saudi Arabia
found that in all domains Saudi patients with HF reported
low QoL [6]. Quality of life of heart failure patients is lower
than that of the general population and of other patients
with other chronic diseases. In these patients, female sex,
being older, comorbidity, symptoms that are advanced,
and recent hospitalizations are important determinants
in the health-related quality of life [7]. In HF patients,
bad HRQoL is correlated with hospital readmission and
death [8]. Also women with heart disease significantly
have poorer quality of life than men [9]. The incidence
of impaired HRQoL in both men and women was higher
among the high-risk category [5]. The levels of educational
attainment, socioeconomic status, the primary source of
income, age, social support, and total spiritual well-being
were found to be important predictors of QoL[10]. Another
study reported that physical activity was the lowest among
the four general areas of quality of life and multiple studies
reported the most important factors affecting the quality of
life were sex, age, education, marital status, occupational
status, duration of suffering, and number of hospitalizations
[11]. Later in 2019, a study conducted among 100 HF
outpatients showed that HF has a significant influence
on QoL [12]. Another research conducted in Jeddah for
post-cardiac surgery showed that HRQoL impairment
was linked to the prevalence of comorbidities such as
hypertension, diabetes, and prior cerebrovascular stroke
[13]. Regarding QoL after cardiac surgery studies have
shown that, five-year survival and HRQOL could be equal
to the general population[14]. Better quality of life after
coronary artery bypass graft surgery was associated with
a lower level of anxiety and women scored lower on the
physical dimensions of quality of life [15]. Major variations
in the quality of life of cardiac patients are related to gender
and exercise performance [16]. The studies conducted on
the quality of life for cardiovascular patients is still limited
in Saudi Arabia, and it is considered the principal cause of
disability and death among young individuals. This study
aims to investigate Quality of life for cardiovascular patients
in Saudi Arabia 2020. We wanted to assess the quality
of life for cardiac patients and its connection with certain
factors. The final aim is to assess the extent of effect of

mental and physical wellbeing and social relations on the
quality of life of patients with cardiovascular disease.

Methodology

Study design: a descriptive cross-sectional study

Study setting:
conducted

an electronic online survey was

Study population: The inclusion criteria were as follows:
All male and female cardiac patients or those who have
cardiac surgery above 18 years old from the general
population and who agreed to participate. The exclusion
criteria were as follows: All non-cardiac patients and those
below 18 years.

Study instrument:.

The newly developed self-administered English version
of the Questionnaire was adopted from the The Short
Form (36) Health Survey (SF-36). The draft of our
initial questionnaire was made in the English language.
The questionnaire included three sections: section A
consisted of sociodemographic, details, Section B had
items with Numerical Rating Scale for eight dimensions:
vitality, physical functioning, bodily pain, general health
perceptions, physical role functioning, emotional role
functioning, social role functioning, and mental health.

Section C included medical history and other associated
risk factors of cardiac disease. Astandardized methodology
was followed in the validation of this questionnaire that
included focus group discussion, expert evaluation, pilot
study, reliability and validity assessment, etc. The content
validity, face validity, and construct validity of the developed
questionnaire were examined. Content validity and face
validity were established by expert evaluation and focused
group discussions. Construct validity was established
by exploratory factor analysis with varimax rotation to
test the hypothesized domain structure and examine its
substructure. Internal consistency was examined, but
test/retest reliability could not be performed because of
the paucity of time. The homogeneity of the question
items in each domain was evaluated using Cronbach’s a
coefficient. A coefficient of 0.7 or higher is preferred for
a questionnaire to be internally consistent. In the first
step, two independent professional bilingual translators
translated the original English version of the questionnaire
into the Arabic version (forward translation). One of the
translators was from a non-medical field and another from
the medical field (doctor) and both were native Arabic
speakers. The Minimal Translation Criteria were followed
with two independent bilingual health professionals for
forward translating the questionnaire [14]. Translators
were informed of the target audience of the translation
and the medium in which the instrument would be
administered. In the second step, a meeting involving the
two independent professional bilingual translators and a
member from the research group was conducted to review,
reconcile, and harmonize the forward translation. Another
two independent bilingual translators then translated this
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then translated this reconciled forward translation back
into English. The translated, culturally adapted version of
the Questionnaire to assess Physical activity during the
pandemic was pilot tested in 20 samples (5) (17).

Ethical considerations: The study was approved by the
research ethics committee of Taif university.

Statistical Analysis: The data collected were analysed
using SPSS version 23 (IBM Corp. Chicago, USA). The
normality of the main continuous variable was tested
for normality and found that it was normally distributed
(Shapiro-Wilk test, p>0.05). Continuous variables were
expressed using mean and standard deviations and
categorical variables using frequencies and percentages.
Student’s t test and Analysis of variance were used to
compare the differences in DLQI scores between different
groups. Pearson’s Chi-square test was used to evaluate
the statistical relationship between categorical variables. A
P-value of <0.05 was considered statistically significant.

Our study evaluated the health-related quality of life among
cardiovascular patients during the COVID-19 pandemic
using the Arabic version of RAND 36-Item Short Form
Survey. The study included 470 participants who gave
consent to participate and comprised 47.9% females and
52.1% males. The sociodemographic characteristics of
the participants are given in Table 1. The 36-ltem form is
subdivided into nine subdomain scales, namely: Physical
functioning, role limitations due to physical health, role
limitations due to emotional problems, Energy/fatigue,
Emotional well-being, Social functioning, Pain, General
health, and health change. The mean scores, variability,
and reliability of each of these subdomains are given in
Table 2.

When we compared the score of each subdomain
items between two genders, it was found that all of the
subdomains except general health and health change
showed statistically significant differences. The female
patients showed lower scores in physical functioning, role
limitations due to physical health, role limitations due to
emotional problems, Energy/fatigue, emotional well-being,
and pain compared to male patients (p<0.05) whereas,
male patients showed lesser scores (better quality of life) in
social functioning than female patients (p<0.05) [Table 3].

Patients who were aged more than 55 years showed
lesser scores in  Physical functioning, role limitations
due to physical health, role limitations due to emotional
problems, Energy/fatigue, pain, general health, and health
change compared to those who were less than 55 years
old (p<0.05). But social functioning scores were lesser in
patients aged less than 55 years (p<0.05). There was no
statistically significant difference observed in emotional
well-being between the two age groups [Table 4]. The
comparison of scores between different residence types
didn’t show any statistically significant difference in any of
the subdomains (p>0.05) [Table 5].

When we evaluated the scores between patients who are
working in the health sector and non-health sector, it was
found that patients who worked in the health sector showed
higher scores (67.1 £ 31.2) in the subdomain of physical
functioning compared to others (55 * 28.3) which showed
statistically significant difference (p<0.05). The scores of
the other eight subdomains didn’t show any statistically
significant differences [Table 6].

The comparison of scores of 9 subdomains between
different educational levels showed higher functioning
among patients with post-graduate qualification compared
to other scores in all domains except social functioning
(p<0.05). The social functioning scores were lesser in
patients with post-graduate qualifications compared to
others (p<0.05) [Table 7]. When we evaluated the different
item scores according to BMI of the patients, it was found
that those who were obese showed lesser scores in
Physical functioning, role limitations due to physical health,
role limitations due to emotional problems, Energy/fatigue,
Pain, General health and Health change that showed
statistically significant differences [Table 8].

The comparison of scores of subdomains between the
different marital statuses showed that divorced or widower
had lesser scores in all domains except social functioning
(p<0.05). The social functioning scores were lesser among
married patients compared to others which also showed
a statistical significance (p<0.05) [Table 9]. According
to different regions, the score comparison of patients
showed a statistically significant difference in all domains
except the pain scores [Table 10]. When we compared
the scores based on the smoking status, patients who
never smoked has statistically significantly lesser physical
functioning scores, role limitations due to physical health,
pain, and health change compared to those who smoked
and ex-smokers [Table 11]. The patients who had at
least one comorbidity, showed lesser scores compared to
those who didn’t have any comorbidities, which showed a
statistically significant difference [Table 12].
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Table 1: Socicdemographic details

I %o

<18 years 14 3.0

18-25 years 40 2.5

26-35 years 38 a1
Age 36-4% years G 147
4i-55 years o3 19.8
S6-65 years 117 24.9
ik years o9 211
_ Male 245 521
Gendel Female oo 179
Married 338 Jla
Marital status | Single 73 155
Divorced or Widower Co 126
lob sector MNon-Healthsector 43_13 2915
Health sector 40 8.5
Primary schaoaol a3 1=.4
IMiddle school Lie 1149
Educational level| Secondary or high school 152 32.3
Graduzts 188 40.0

Fost-graduzte 11 2.3

Maorth 104 22..
: | South 117 24.9
F'I'E"-.-'II"I:ZE |I'-.-j ng; Fact 5 173

Fesidence —

West 105 22,
Central o2 13.2

Table 2: Mean scores for the domains of RAND 36-Item Health Survey

Mofitems | Alpha | plean | SO | Minimum | Maximum

Physical functioning 10 0,927 | S56.07 | 2870 00 100,00
Eaole limitations dusto physical health 4 0.a247 C.d3 41.33 {0 L0 G0
Eole limitations dusto emotional 3 (554 57 16 4353 a0 100,00
problems

Energy/fatigus 3 0610 | 49.24 | 19.84 00 100,00
Emotional welkbeing 5 0716 | 5710 | 1921 4.00 100,00
Sodalfundtioning 2 0.871 38.99 | 2952 a0 100.00
Fain 2 0e39 | 5434 | 2078 00 Q0.00
General hedth & o6ele | 079 [ 1211 a0 100.00
Health change 1 - &d.10 30.45 A0 100,00
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Tabkle 3: Comparison of scale scores between two genders

Mean = I Fvalus
Fhysical functioning Male a2l 28.1 <0001
Femals 495 279
Eole limitations dusto physicl health | Male a4 41.9 <0.001
Femals 41.2 39.0
Eole limitations dusto emotional Male &30 426 0.002
problems Females o038 43,8
Energy/fatigus IMale 1.4 127 .01z
Female 4.8 188
Emoti onal welkbeing IMale e 19.2 0.00%
Femals 4.5 159
Sodalfunctioning IMales 35.5 209 0,002
Femals 428 287
Fain IMale 7.l 23.0 0,018
Femals = 123
General hedth IMale 522 152 0,026
Females 493 1.0
Health change Male 5.8 0.5 0,201
Femals 2.2 0.4
Table 4: Comparison of scale scores between two genders
Mean =0 Fvalue
Fhysical functioning ==55 years G3.3 24.5 <0.001
=55 years 47.6 31.0
Fole limitations dusto physicl o=55 years 5.1 9.3 0.005
health 55 years 44.9 43.0
Fole limitations dusto emotional ==55 years 3.6 41.1 <0001
proflems 05 years 485 451
Energy/fatigus ==55 years 537 17.3 <0.001
“55 years 44.1 214
Emotional welkbeing ==55 years 5a.9 125 0.424
=55 years 549 129
Socialfundioning ==55 years 4.4 26.5 0.009
55 years 44 4 2.0
Fain =55 years 5a.0 158 0.023
=55 years N 23
General hedth ==55 years e 14.7 <0.001
55 years 4.7 20.3
Health change ==55 years 9.5 27.7 <0.001
“55 years 57.8 324
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Table 5: Comparison of scale scores between different residence types
Fesidence [Mean 50 Fvalues
Physical functioning Urban CE.3 250 0.392
Eural e 30.5
Fole limitations dusto physicl health Urban 52.0 41.6 0,135
Fural 46,3 40.6
Fole limitations dusto emotional problems | Urban a3 42,9 0,362
Eural 4.2 45.2
Energy/fatigus Urban G0 159 016l
Eural 47.1 22.2
Emoati onal welkbeing Urban GGG 126 0.334
Eural a5 120
Sodcial functioning Urban 6.5 29.3 0576
Fural 40.2 30.3
Fain Urban CE.2 197 0.21%9
Fural 522 233
General hedth Urban 505 17.2 0.532
Fural Slo 120
Hezalth change Urban 4.3 30.0 0,254
Fural 3.7 217
Table 6: Comparison of scale scores between different Job sector
IMean 5D Fvalue
Physical functioning Health sedtor a7.1 31.2 0.011
Other 55.0 283
Eole limitations dusto physial health | Health sedor 525 5.7 0,740
Other G2 41.8
Eole limitations dusto emotional Health sedor Sa.3 39.0 0,259
problems Other =T 44.0
Energy/fatigus Health sedor g3l 11.0 0,196
Other 429 20.4
Emotional welkbeing Healthsedor 517 15.1 0063
Other 7.6 195
Sodalfunctioning Healthsedor 35.6 24.6 0.452
Other 393 299
Fain Health sedor R 167 0120
Other 539 211
General hedth Health sedtor 535 1149 0.322
Other 50.5 156
Health changes Health sector CE.8 292 0.245
Other &4 & 0.5
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Table 7: Comparison of scale scores between different Educational level
Mean =0 Fvalus

Fhysical functioning Frimary school 28.7 245
IMiddle school 48,5 207
Secondary or high school &0.3 255 <0001
Graduate G631 27.0
Fost-graduate Ge.4 29.9

Fole limitations dusto Frimary school 234 366

physicl health Middle school 438 418
Secondary or high school 4.6 4.4 <0.001
Graduzte 572 40.1
Fost-graduate 659 40.7

Fole limitations dusto Frimary school 317 41.7

emaotional problems IMiddle school 51.2 46.3
Secondary or high school al.0 12,2 <0001
Graduzte 3.3 41.6
Fost-graduate 758 a7

Energy/fatigus Frimary schoaol 3.0 195
IMiddle school 44.2 237
Secondary or high school 502 19.2 <0001
Graduate 53.2 168
Fost-graduate Ca.B 12.9

Emotional welkbeing Frimary school 519 17.7
Middle school Lo.o 23.0
Secondary or high school L 127 0.047
Graduate a7 156
Fost-graduzte 62.9 198

Sodcal functioning Frimary school 2.8 318
Iiddle school 47.3 0.4
Secondary or high school 5.7 287 <. 001
Graduate 35.0 273
Fost-graduate 318 318

Fain Frimary school 42, 12,38
IMiddle school = 23.3
Secondary or high school 5E.3 20.3 <0001
Graduate LE.3 19.0
Fost-graduate 496 24.6

General hedth Frimary school 9.5 20.7
Iiddle school 445 21.3
Secondary or high school C2GE 14.4 <0001
Graduate 4.5 16.6
Fost-graduate Ca.B 23.0

Health change Frimary school 43.0 3.4
Middle school ad.3 323
Secondary or high school B3 287 <0001
Graduate G0 286
Fost-graduate col 4.0
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Table 8: Comparison of scale scores according to different BMIs
lMean 5D Fvalue
Fhysical functioning Underweight 627 241
Mormal AL 282 R
- S
Owverweight CE.4 278
Obese 47.8 292
Faole limitations dusto | Underweight 4490 40.7
physizl health Maormal L7.6 393 a0
Owerweight 525 41.5 e
Obese 40.2 419
Fole limitations dusto | Underweight Lo.G 40.1
emotional problams Marmial GG 7 0.6 s
L ]
Overweight 563 433 B
Obese 493 4.5
Energy/fatigus Underweight L2.9 179
Mormal 53.1 15.5 0,001
Overweight 49.9 200 e
Obese 43.3 226
Emotional welkbeing | Underweight ol.7 153
Mormal So.9 17.2 o
- O
Owverweight Li&.3 20.5
Obese 7.9 129
Socialfunctioning Underweight 8.5 22..
Marmal . 36,8 283 0.771
Overweight 35.9 297
Obese 40.2 325
Fain Underweight 619 20.1
Maormal LL.& 17.1 e
0nds
Owerweight 5o 2 215
Obese 49.9 23.5
General hedth Lnderweight 555 107
Maormal L3.6 141 o
- — — ool=s
Owverweight L0z 200
Ohese 47.2 203
Hezalth change Underweight 75.0 256
Marmal G665 2581 e
- ools
Overweight 5. & 30.5
Obese 57.5 2.2
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Table 9: Comparison of scale scores according to different marital status

Mean S0 Fwvalue
FPhysical functioning Married 533 273
Single 4.5 26.0 <0001
Divorced or Widower 327 28.6
Fole limitations dusto Married L35 41.4
physicl health Single GE.8 3.1 <0001
Civorced or Widower 229 36.3
Fole limitations dusto Married 5.9 429
emotional problems Single 25,9 40.9 0.002
Divorced or Widower 4z.9 4.3
Energy/fatigus Married 0.7 153
Single 552 205 <0.001
Divorced or Widower 336 20.4
Emotional welkbeing Married 7.6 123
Single G0.e 223 0.0032
Civorced or Widower 498 156
Social functioning Married 388 285
Single 298 288 <0001
Divarced or Widower 1.7 321
Fain Married 55.5 202
Single G0.2 206 <0.001
Divorced or Widower 423 127
General hedth Married 522 17.0
Single 55.6 15.6 <0.001
Civorced or Widower 36.9 20.5
Health changs Married (TR 25.6
Single T0.5 ) <0001
Divarced or Widower 4.2 32.8
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Table 10: Comparison of scale scores according to different provinces
Mean 5D Fvalue
Marth 537 29.8
South 55.1 31.8
Physical fundtioning East 3.4 27.9 0.007
West 593 23.0
Central 4.3 28.0
Marth 1.0 33.9
Role limitations due to physical LTLL w5 4%'0 o
East &d.6 40.1 <0001
health West 510 | 409
Central 33.5 427
Marth 52.9 39.3
AR _ South L3.6 45.7
Fole |IIT‘|ItEtI-I'r'!S due to emotional East — 207 0.001
AURERS West B4l | 433
Central 41.4 454
Marth 50.0 138
South 48.3 24.7
Energy/fatigues East G306 15.0 <0.001
West E4.0 139
Central 36.0 23.3
Marth 492 14.5
South G008 21.2
Emotional well-being East G54 16.8 <0001
West 573 14.7
Central 512 25.0
Marth 40.4 218
South 37.0 32.8
Sodal fundioning East 29.3 30.9 <0001
West 40.5 258
Central S0.8 34.2
Marth 54.0 145
South L3.7 24.9
Pain East 57.3 222 0061
West 57.6 188
Central 47.1 237
Marth 50.9 119
South &d.4 185
General health East &4.9 21.0 <0001
West 538 11.2
Central 33.2 21.3
Marth al.3 27.8
South 60.5 32.7
Health change East 735 297 <0001
West 726 226
Central 43.8 4.9
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Tabkle 11: Comparison of scale scores based on smoking status
IMean Y Fvalue

Active smoker 4.4 237

FPhysical functioning Ex-smaker CE.0 0.8 0.0L19
Mever smoker 541 285
[ Active smioker S22 40.9

Fole I|I|I'n!1ia1:|-:-ns due to Ex-stinkat =51 175 f.00d
LLLL sl Mever smoker 44.4 40.0
o Active smoker 023 43.4
Mever smaker EE.0 44 8
Active smoker 0.1 153

Energy/fatigue Ex-smioker GG 185 (0.436
Mever smoker 451 211
Active smoker 554 126

Emotional well-being Ex-smolker ] 138 0,309
Mever smolker 5a.4 185
Active smoler CT) 294

Social functioning Ex-smaker 351 28.3 0.762
Mever smaker 39.9 0.4
Active smoker 0.5 215

Fain Ex-smolker = ) 22.0 0.026
Mever smoker 54.2 1595
Active smoker 515 17.2

General health Ex-smoker = 16.3 0.612
Mever smolker B0 124
Active smaler zd.0 0.5

Health change Ex-smuoker 522 29.0 0.045
Mever smaker a7l 1.0
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Table 12: Comparison of scale scores according to Comorbidity
Comaorkidity [Mean 50 Fwalus
Fresent 531 287
i i oni <0000
Fhysical fundtioning A& ant 571 1 0,001
Fale limitations dus to physical | Fresent 45,9 40,2 ] .
- <0001
health Absent &7.0 381
Faole limitations due to Fresent 22.0 436 0,001
emotional prablems Absent 753 37T o
Fresent .o 121
A ati <1000
Energy/fatigus Absent o1 1ot 0.001
Fresent &40 155
[ well-hei <100
Emotional well-being Aboert nd 175 0.001
Fresent 41.2 29.2
' i ori 70
Social fundioning Absent 0.5 S0 0.002
) Fresent 2.8 2008
Fain 0.001
Absent 22 182
Fresernt 4.4 153
<100
General health Absent cog 114 0,001
Fresent Bi0.3 310
71
Health change AbsEnt — 3.7 0,001

Discussion

Few studies have analyzed HRQoL in Saudi Arabia.
Health-related quality of life (HRQoL) is considered a
significant outcome indicator in chronic diseases, including
cardiovascular disease (CVD), which is known to be
associated with impaired HRQoL. The aim of this research
was to assess the quality of life for cardiovascular patients
in Saudi Arabia in the year 2020.

The study sample was 470 with 47.9% females and 52.1%
males. In an analysis of Gender Differences in Quality of
Life Among Cardiac Patients, women scored lower on both
the mental and physical components of quality of life. Over
the course of a 12-month longitudinal follow-up, women
with cardiac disease reported slightly poorer quality of life
than men with cardiac disease [9]. A study reported chronic
conditions such as arthritis, back problems, diabetes and
high blood pressure are found more frequently in women
[10]. Males consistently reported significantly higher
physical activity levels than females [19].

In our study we found that there is a high association of
gender in most of the subdomain items. A similar result
was found in Iran and Jordan which showed that there is
a relationship between sex and patient quality of life in a
way that men have better QoL than women [11,15]. his
shows the role of gender as an effective factor for Quality
of Life. Despite the fact that normative information shows
that women report a lower quality of life than men [9]. The
results give us the meaning of that as generally in most
of the aspects the women have a lower quality of life than
men which could be due to the nature of the body structure
and the differences between genders.

The findings of our study showed that patients over 55
years old had lower physical and social performance,
physical health, and emotional problems. In most studies,
it has been shown that the higher the age, the lower the
quality of life of patients, and it has been the case in a study
in Iran [11]. In other similar studies, age was associated
with a decline in general and psychological health [23][24].
In contrast research done in 2008 [24] , found that there
are no independent variables relating to the quality of life
in the social realm. In addition, in 2020, a study in Jeddah,
Saudi Arabia [13], revealed that there was no relationship
between the quality of life of heart patients and age.
These results were expected because people who suffer
from heart disease have a poor quality of life, especially
among the elderly, as there is difficulty in exercising and
increasing physical activity. On the other hand, the general
health of the elderly is affected by advancing age, and the
incidence of chronic diseases increases.

In this study, we found that patients who worked in the
health sector showed higher scores (better scores) in the
subdomain of physical functioning compared to patients
whoworkedinthe non-health sectorwhile othersubdomains
showed no significant differences. This disagrees with a
previous study conducted on nurses with cardiovascular
diseases that showed, when they compared the high work
burnout group to the low job burnout group, they noticed
that both physical and mental functioning deteriorated (by
2.53 and 3.02 points, respectively, p;0.05) [26]. Another
study compared between health care workers who worked
with COVID-19 patients and those who worked in other
departments during the COVID-19 pandemic found, Level
of anxiety was high as observed in 31.8 percent of patients
in a group of health care workers who treated COVID-19
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while only 16.4 percent in other groups of health care
workers [27]. This difference could be attributed to the low
number of participants in health sector and needs more
specification and study.

The comparison of scores of 9 subdomains between
different educational levels showed higher functioning
among patients with post-graduate qualification compared
to other scores in all domains except social functioning
(p<0.05). Higher educational levels were also linked
to better QoL at an Iranian hospital [10]. Association of
overall health related quality of life and education of the
patient in a Dhaka report showed that among the CHD
patients, 24.9% were graduates, 23.5% had secondary
education, 20.3% had higher secondary education, and
6.0% were illiterate. The majority of graduates (75.9%)
and secondary educated (84.3%) had average quality of

life. The majority of primary educated (67.9%) had poor
quality of life [22].
In an observational analysis in Europe, important

variations in European Quality of Life-5 Dimensions
ratings were observed between patients with fewer than
9 years of education and patients with more than 9 years
of education (0.72 vs. 0.77; P0.001) [21]. Individuals with
a higher level of education could have more access to
health-related data, resulting in greater quality care than
those with less educational opportunities.

When we evaluated the different item scores according
to BMI of the patients, it was found that those who were
obese showed lesser scores in physical functioning, role
limitations due to physical health, role limitations due to
emotional problems, Energy/fatigue, Pain, General health
and Health change that showed statistically significant
differences. According to Duke activity status index,
energy/fatigue, health anxiety, and self-rated health
rating, a higher BMI particularly greater than 30 kg/m2
was correlated with lower quality of life [20].

This study showed that divorced or widower had lesser
scores in all domains except social functioning. The social
functioning scores were lesser among married patients.
This finding confirms the previous study which showed that
being married had a strong relationship with enhancing
some aspects of cardiac patients’ quality of life [1-3].

In contrast some studies didn’t find any noticeable effect
on the patients’ quality of life[4].

Our study found that patients who never smoked had
statistically significantly lesser physical functioning
scores, and role limitations due to physical health, pain,
and health change compared to those who smoked and
ex-smokers .

Similar results found in other studies showed that smoking
affects quality of life [5-7]. A lower quality of life is linked to
the existence of cardiovascular risk factors.

This study concluded that the patients who had at least
one co-morbidity showed lesser scores compared to those
who didn’t have any co-morbidities.

Outcomes are comparable with those reported by
different studies who concluded that the involvement of
comorbidities such as hypertension, diabetes, and prior
cerebrovascular stroke was linked to HRQoL impairment.
These conditions caused significant impact on decreasing
patients’ quality of life [1, 2, 8, 9].

Limitation :

Being a study done through an online survey necessitates
conducting future studies with different methods in
different regions at different hospitals dedicated to their
patients to modify the outcome and health care policies
towards them

Conclusion

The current study aimed to investigate Quality of life for
Cardiovascular Patients in Saudi Arabia 2020. We found
lower quality of life for cardiovascular patients associated
with many factors like Age, female gender, higher BMI
and multiple comorbidities, and identification of these
factors requires management plans that can significantly
improve the QoL and the outcome of the disease for these
patients. We recommend to follow these patients with
the QoL survey as part of periodic hospital follow up and
educational interventional programs for high risk patients.
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