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Introduction
Cardiovascular disease is the most important cause of 

noncommunicable disease (NCD) deaths and is responsible for 
17.5 million deaths, or 46% of NCD deaths. Of these deaths, likely 
7.4 million are due to heart attacks (ischemic heart disease) [1]. 
Women have more risk than men and the risk of individuals 
increases with age [2]. Cardiovascular disease is also a leading 
cause of morbidity and mortality in Turkey. The coronary heart 
disease is most prevalent chronic disease in our country [3]. 
Quality of life (QOL) is progressively considered as a sign of health 
care quality, and important component of treatment programs [4-
6]. Physical, social and psychological constrains may impair the 
quality of life of the patient after myocard infarction. Therefore, 
treatment aim at increasing well being not longer life [7]. A 
disease-specific measure of cardiovascular disease Ferrans and 
Powers’ Quality of Life Index Cardiac Version-IV (QLI), a global 
general health status measure Short Form-36 (SF-36), may often 
provide insight about health status.

Studies showed that patients with cardiac diseases have been 
shown to be fewer satisfied with their lives than other chronic 
disease. Most of the patients experience symptoms as shortness 
of breath and fatigue, which interfere with daily activities and 
often have a tremendous impact on the quality of life. The quality 
of life is much lower compared to healthy individuals and other 
diseases [8-10]. In addition to first mycocard infarction, patients 

face noticeably greater risk of recurrent infarctions. The presence 
of this risk alone is known to considerably impair quality of life 
[11]. Functional status is poorer in people after heart failure 
[12-14]. Being a man or a woman has a powerful determinant 
on health, due to both biological and gender-related differences. 
Heart disease, often is considered to be a “male” problem, but it 
causes of death mainly among women [15,16]. No matter where 
they live the number one killer is cardiovascular disease in 
women. Cardiovascular diseases explain 46% of older women’s 
deaths worldwide [17]. Socio-demographic and lifestyle factors 
may explain an extensive part of the differences between women 
and men in quality of life [18]. Gender and education status of 
patients impact their health after being diagnosed as a chronic 
disease patient. Education level of people may effect health 
related behaviors and increase self care abilities. These people 
evaluate their status properly and make appropriate healthcare 
and lifestyle choices. Patients with low literacy level may have 
trouble reading and writing skills and also to understand basic 
health information [19].

Given the rising prevalence of cardiovascular disease in 
Turkey, there is an urgent need to build up effective interventions 
to improve the QOL of patients. In Turkey, especially east part 
of country, the percentage of illiterate women higher than men 
[20]. There were limited studies comparing quality of life both 
gender and education status. This study was conducted east 
part of Turkey and aimed to evaluate the quality of life patients 
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Abstract

Objectives: The aim of this study was to evaluate whether gender and education 
status of patients impact on quality of their life after myocard infarction.

Methods: This cross sectional study included 170 patients who applied to cardiology 
policlinic in a state hospital Malatya, Turkey. Patients with a history of myocard 
infarction were included between February and May, 2016. 

Results: The mean age was 63.88±7.8, 60% of the patients were male and 40% of 
the patients were female. 24.1% of the patients were illiterate, 52.4% of the patients 
were graduated from primary school and 23.5% was graduated from high school and 
over. There were significant differences between QLI total scores and education status 
of patients (p=0.032). Women performed lower QLI total scores than men although 
not statistically significant except family subscale (p=0.108). Family scores of men 
were higher than women (p=0.017). It was shown that as education level of patients 
increases, their SF-36 total scores have increased (p=0.000). Similarly, SF-36 total 
scores of men were higher than women (p=0.027). 

Conclusion: The study demonstrated that gender and education levels of patients 
effected the quality of life according to SF-36 scale. Education levels of patients were 
the only determinant factor according to OLI scale.

Keywords: Health related quality of life; Gender differences; Chronic heart failure; 
Education level; Myocard infarction
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after myocard infarction according to both gender and education 
status. 

Methods

Study design

A cross-sectional research was designed to evaluate health 
related quality of life in patients with chronic heart failure.

Setting and samples

This study was conducted Malatya State Hospital. The sample 
size was calculated as 170 using the formulation for minimum 
sample size in the condition with a known-population size. 
Patients who applied to cardiology policlinic after myocard 
infarction included in this study. Patients who have suffered 
myocard infarction at least 6 months and more past were included. 
Patients had mental disabilities or less than 6 months past after 
myocard infarction were excluded.

Measurement

The questionnaire consisted of three sections. First section 
was related to demographic characteristics, second was Ferrans 
and Powers’ Quality of Life Index Cardiac Version- IV and the last 
was Short Form 36 scale.

Short-form health survey (SF-36)

This generic instrument consists of 36 questions divided 
into the following domains: physical functioning, role-physical, 
pain, vitality (four items), general health perception (five items), 
role-emotional (three items), social functioning (two items) 
and mental health (five items). Each dimension is individually 
analyzed and the scores of the eight components may range from 
0 to 100 to a final score. Low scores indicate poor QOL. The range 
of 0-20 represents a very bad QOL, 20-40 represents a bad QOL, 
40-60 moderate, 60-80 good and optimal 80-100 [21].

Ferrans and powers’ quality of life ındex cardiac 
version- IV

The Ferrans and Powers’ quality of life index (QLI)- cardiac 
version-IV consists of 70 questions divided in to 2 equal parts; 
part 1 assesses the satisfaction of the patients with various life 
domains; and part 2 assesses the importance of these domains to 
the patient. Scores on part 1 were weighted by the responses on 
part 2. The Ferrans and Powers’ Quality of Life Index has 4 sub 
scales. These are socioeconomic domain, health and functioning, 
family, psychosocial and spiritual domain [22].

Data collection

Data was collected from February 01, 2016 to April 30, 2016. 
Patients were informed about study, aims, study procedure, 
benefit of the research and confidentiality.

Data analysis

All statistical analysis were performed using SPSS 21.0 for 
Windows (SPSS, Chicago, IL, USA). Mann-Whitney U Test, Kruskal-

Wallis, One Way ANOVA and Bonferroni test as post hoc were 
used in the statistical analysis of the data. P < .05 was considered 
statistically significant. Data are expressed as mean and standard 
deviation (SD) unless otherwise stated. 

Ethical considerations

The study protocol was approved by the Institutional Ethics 
Committee (2016/5-10) and all patients gave written informed 
consent.

Results
The socio-demographic characteristics of the patients are 

shown in Table 1. The mean age was 63.88±7.89, the mean 
age of female was higher than male (65.13±7.96-63.05±7.77 
respectively). 60% (102) of the patients were male and 40% (68) 
were female. Most of the female patients were housewife and most 
of the male patients were retired. 52.4% (89) of the participants 
had graduated from primary school, 24.1% (41) were illiterate. 
The number of illiterate women was two times higher than men 
(29-12 respectively). 81.9 % (139) were married.

Table 1: The Sociodemographic Characteristics of The Patients. 

Sociodemographic Characteristics n %

Age Groups

44-49 6 3.5

50-59 47 27.6

60-69 76 44.7

70- + 41 24.1

Sex
Female 68 40.0

Male 102 60.0

Marital Status

Married 139 81.8

Single 3 1.8

Widowed 25 14.7

Divorced 3 1.8

Employment 
Status

Housewife 64 37.6

Retired 44 25.9

Self Employed/Private 
Sector 31 18.2

Officer 18 10.6

Farmer 13 7.6

Education Level

Illiterate 41 24.1

Primary School 89 52.4

High School 25 14.7

University 15 8.8
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Ferrans and powers’ quality of life ındex cardiac 
version- IV scores (QLI )

Table 2 presents QLI scores of patients by their education 
status. There were statistically significant differences between 
Health and Functioning - Social and Economic subscales and 
patients’ education status (p= .037 and p= .008 respectively). It 
was shown that as education level of people increased, the scores 

of both subscales increased. No significant differences were found 
between Psychologic and Sipiritual - Family subscale scores 
by patients’ education status. The distribution of OLI scores by 
gender are presented in Table 3. OLI scores of men were higher 
than women in all sub groups. There were statistically significant 
differences between the family sub groups score and gender (p= 
.017). 

Table 2: The Distributions of OLI Scores According to Patient’s Educational Status. 

Ferrans and Powers’ 
Quality of Life Index                                                          

Scale (OLI)

Illiterate  
Mean (SD)

Primary School  
Mean (SD)

High School   
Mean (SD)

University

Mean (SD) P value*

Health and Functioning (HF) 14.31±4.63 16.75±4.95 16.20±3.36 17.46±4.53 0.037

Family (F) 13.95±3.41 15.89±3.83 15.56±2.55 16.73±3.59 0.057

Social and Economic (SE) 13.92±3.00 15.44±3.14 14.48±2.50 16.60±2.44 0.008

Psychologic and Sipiritual (PS) 15.60±2.77 16.93±3.15 16.92±2.67 17.26±2.15 0.074

Total 57.80±12.43 65.03±13.57 63.16±8.93 68.06±11.41 0.032

*Kruskall Wallis, SD: Standard Deviation

Table 3: The Distributions of OLI Scores According to Patient’s Gender. 

Ferrans and Powers’ 
Quality of Life Index                        

Scale

Male                 
Mean (SD)

Female         
Mean (SD) P value*

Health and Functioning (HF) 16.54±4.61 15.54±4.86 0.186

Family (F) 16.01±3.80 14.60±3.20 0.017

Social and Economic (SE) 15.28±3.14 14.67±2.90 0.268

Psychologic and Sipiritual 
(PS) 16.93±2.98 16.20±2.88 0.098

Total 64.78±12.95 61.02±12.49 0.108

*Mann Whitney U Test, SD: Standard Deviation

Short-form health survey (SF-36) scores

SF 36 scores of patients by their education levels are presented 
in Table 3. While education level of patients were increasing it 
was shown that their scores of subscales increased except bodily 
pain (p< .005). Although the bodily pain scores increased by their 
education levels there was no statistically significant difference 
(p= .211). Women performed worse almost in all subscales in 
comparison with males. The total scores of men better than 
women (p= .027). The PF, GH and V scores of men were higher 
than women ( respectively p= .021, p= .047, p= .002 ).

Discussion
The current study was conducted to evaluate the factors that 

are associated with the QOL of patients after myocard infarction. 
In this study, we used the QLI and SF 36 to measure the QOL of 
patients. Previous studies have shown that QOL of the patients 
after myocard infarction is associated with patient characteristics 

(e.g. gender, age and employment status) [23-25]. The patients 
who have high school or university degree had higher QOL scores 
than those graduated from other educational levels in all domains 
of the SF 36 scale except bodily pain. The patients who have high 
school or university degree had greater social and economic, 
health and functional scores than those graduated from other 
educational levels in QLI scale. Our finding is similar a study that 
conducted in Turkey. It reported that education status of patient 
is associated with QOL post-myocard infarction [26]. Educational 
status of patients may affect their self care management. Illiterate 
patients and also patients with low literacy may have trouble 
understand basic health information and treatment-seeking 
behavior [27]. 

Gender was a vital factor for QOL in patient’s post-myocard 
infarction in this study. It can be seen some specific differences 
such as disease related factors, self care management and 
medical adherence as a result of different roles taken by gender. 

http://dx.doi.org/10.15406/mojph.2018.07.00201
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In accordance with previous study, women had an unfavorable 
QOL after myocard infarction [28-30]. Although there was not 
statistically significant difference between gender and QLI scores, 
women had poorer scores than men. Surprisingly, in family 
domain of the QLI scale men had higher QOL than women. We 
found that the mean age of women was higher than men and most 
of the female patients were housewife. Lower educational level, 
not having a career, lower income was associated with poorer 

QOL in women [28]. In this study, physical function and vitality 
dimensions of SF 36 scale were significantly lower in women than 
in men. This result is consistent with studies [29,30].

The results of the present study indicated that QOL of the 
patient was associated with gender and educational level. Higher 
educational level and being men increase QOL. Taking into 
account the role of quality life is an important part of heart failure 
management (Table 4&5). 

Table 4: The Distributions of SF 36 Scores According to Patient’s Educational Status.

SF 36 Scale Illiterate            
Mean (SD)

Primary School    
Mean (SD)

High School  
Mean (SD)

University      
Mean (SD) P value*

Physical Functioning (PF) 42.56±18.57 61.46±17.45 68.80±14.30 75.66±8.83 < .001

Role Physical (RP) 24.08±12.92 30.05±13.01 37.00±11.68 35.83±10.42 < .001

Bodily Pain (BP) 62.75±24.06 69.16±19.08 68.68±16.24 75.63±16.37 0.211

General Health (GH) 45.73±14.77 56.12±13.72 55.00±12.58 61.33±11.25 < .001

Vitality (V) 35.48±14.30 47.97±13.97 52.20±17.02 57.33±9.61 < .001

Social Functioning (SF) 41.15±25.34 55.89±25.84 69.50±15.76 76.66±18.21 < .001

Role Emotional (RE) 36.82±16.99 39.32±13.34 47.96±5.63 46.60±7.03 0.003

Mental Health (MH) 44.40±15.56 53.31±13.79 56.80±13.06 58.13±8.92 0.003

Total 333.01±106.73 413.32±94.41 455.94±75.32 487.20±47.95 < .001

*Kruskall Wallis, SD: Standard Deviation 

Table 5: The Distributions of OLI Scores According to Patient’s Gender.

SF 36 Scale Male                  
Mean (SD)

Female      
Mean (SD)

P 
value*

Physical Functioning 
(PF) 61.51±19.97 55.80±18.60 0.021

Role Physical (RP) 30.14±13.55 30.14±12.81 0.815

Bodily Pain (BP) 69.77±19.35 65.63±20.76 0.213

General Health (GH) 55.68±14.75 51.25±13.44 0.047

Vitality (V) 49.60±14.65 41.61±15.96 0.002

Social Functioning (SF) 57.84±25.30 53.67±27.23 0.242

Role Emotional (RE) 40.37±14.14 41.02±12.86 0.959

Mental Health (MH) 53.88±13.62 49.42±15.31 0.104

Total 418.83±103.35 388.59±100.49 0.027

*Mann Whitney U Test, SD: Standard Deviation

Our study had some limitations. Only patients who were living 
in the east part of Turkey were included in this study. Considering 
the role of women in house or business, it may differ from other 
regions of Turkey. There were some confounding factors such 
as co-morbidity, age, physical activity rate may affect the quality 
of life after myocard infarction. Also, not using New York Heart 

Association NYHA class is an important limitation of the study 
that might be contributed to low scores in QOL. Despite these 
limitations, our findings are important because there are little 
studies in Turkey emphasizing relationship between socio-
demographic factors and quality of life after myocard infarction. 
It is suggested that study samples may enhance including patients 
from other geographic areas in further researches. Future 
intervention programs should be designed to improve quality 
of life mainly the weakest groups among patients. Improving 
lifestyle factors and reducing educational disparities and gap 
among gender equity would help patients for increasing quality 
of life.
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