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Coronary artery disease is one of the non-communicable diseases that lead to the cause
of death globally. It not only can disturb of physical, psychological, and social aspects, but
also decrease the quality of life (QoL). The perception of QoL is a difference among
patients with coronary artery disease. Characteristic demographic can assist patientsin
identifying and addressing QoL declined. This study examined the rel ationship between
demographic characteristics and quality of life in patients with coronary artery disease.
Thisisacross-sectional study that reviewed patients with coronary artery disease. Par-
ticipants were 124 (96 males and 28 females) with purposive sampling. Quality of life
was measured with (SF-36) questionnaire. Spearman rho correlation has utilized the re-
lati onshi ps between the independent and dependent variables. Spearman rho correlation
coefficient analysisindicated that demographic characteristics (age (0.216), gender (0.075),
marital status (0.224), and a cohol consumption (0.092)) were not correl ated significantly,
but education level (0.002), occupation (0.001), income (0.003), and exercise (0.014)
wererelated significantly with quality of life. Therewasastatistically significant relation-
ship between demographic characteristics and quality of life in patients with coronary

artery disease.

BACKGROUND

Coronary artery disease (CAD) is caused
by atherosclerosis plague and or narrowing coronary
artery. It is one of disease that responsible leading
cause of deathintheworld. According to World health
organizationin 2012, 7.4 million peoplediedoeto CAD
(World Health Organization, 2017). Base on basic
research of health by Ministry of Health in 2013,
mortality rate by CAD is883.447 peoplesin Indone-
sia Furthermore, in central javathe number of people
with CAD i5120.447 peoples(Badan Penelitian Dan
Pengembangan K esehatan Kementerian Kesehatan
RI, 2013). Coronary artery disease affects to physi-
cal, psychological, and social aspects (Molazem,
Rezaei, Mohebbi, Ostovan, & Keshavarzi, 2013).

Theeffect of CAD to physical aspectismen
have ahigher risk of developing coronary heart dis-
ease than women. increasing age can lower testoster-
onelevels. Decreased testosteronelevelscanincrease

low-density lipoprotein (LDL) cholesteral levels,
thereby triggering the formation of atherosclerotic
plaques (American Heart Association, 2017,
Mozaffarian et al., 2016). atherosclerotic plagues can
result decrease oxygen supply to myocardium, pain,
and dyspnea. Previous study explained that CAD
patients who suffering chest pain, and dyspnea had
low of activitiesdaily living, sexua intercourse, and
failed to finished their work (Bimala & Charuwan
kritprach, 2011) (Rosidawati et a., 2016).
Phycological effect of CAD isstress, low of
mood, anxiety, and depression. Anxiety and depres-
sion canto increase cardiac beat, power of atrial and
ventricular contractility, and vasoconstriction. That
conditions can disrupted of physical functioning and
misperception of the disease (Dirksen, Lewis,
Heitkemper, Bucher, 2010) (Monahan & Phipps,
2007). Findlly, socia effect of CAD is decrease of
social interactions, hobbies, and stop from working
(Rosidawati et a., 2016). Other study explores that
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coronary artery disease had high of relapse and hos-
pitaizerateintheword. Itindicated decrease of quality
of life(QoL) (Sanfilippo et d., 2010). Previous stud-
iesreported that coronary artery disease patientshad
low quality of life (Saengsiri, Thanasilp, &
Preechawong, 2014) (Daleet a., 2014). Similarly, in
Indonesia, 30% patientswith coronary artery disease
had low QoL (Yulianti, Kosasih, & Emaliyanti, 2012).
Quality of lifeisamultidimensional concept and dif-
ferent perception among peoples. Many factors re-
lated to the quality of life in patients with coronary
artery disease. Previous study were examined age,
gender, occupation, education level, income, marital
status, history of health, alcohol consumption, and
exercise associated with quality of life (Mozaffarian
et a., 2016; National Institutes of Health, 2015).
However, thefinding still unclear. Thus, it seemedto
be important to identify the relationships between
demographic characteristicsand quality of lifein pa-
tients with coronary artery disease.

METHODS

This study was used a cross-sectiona de-
scriptive correl ational study design. The participants
inthis study were 96 males and 28 femal es by purpo-
sive sampling according to inclusion and exclusion
criteria. The Participants were patients with coro-
nary artery disease who were admitted to the car-
diac ward when the study was conducted. Theinclu-
sion criteriawere artery disease patientsadmitted in
the hospital, age more than equal 35 yearsold, able
toread and write. Artery disease patients with stroke
and congestive heart failure were exclusion criteria.
Data collected in cardiac ward of Kariadi general
hospital of Semarang on July to September 2017. De-
mographic characteristics questionnaire was struc-
tured by researchers and used for gathering demo-
graphic characteristics of age, gender, occupation,
education level, income, marital status, history of
health, alcohol consumption, and physical activities
or exercise. Quality of life measurement used Short
form 36 (SF-36) Indonesia version with Cronbach's
alpha>0,70(Saim, Yamin, Alwi, & Setiati, 2017). SF-
36 consists of 36 questionswhich are divided into 2
dimensions (physical and mental). The physical do-
main consists of physical functions, physical roles,
pain, and general health. The mental domain consists
of mental health, emotional role, social functioning,
and vitality. The questionin every domain hasacode
and a score range of 0-100 (Burholt & Nash, 2011).
The complete data were analyzed using the statisti-
cal program. Therelationships between age and qual-

ity of life were used Person correlation. The rela
tionshipsbetween gender, occupation, education level,
income, marita status, history of health, al cohol con-
sumption, and exercise, and quality of life were used
Spearman rho correlation coefficient.

RESULTS

Intablel, total participantsinthisstudy were
124. The most participants were male 96 (77.4%)
with mean age of 55.42 years old. Also, 121 (97.6)
participants had married with higher education level
issenior high school 47 (37.9%), non-government 49
(39,5%) and had income more than minimal of re-
gional wage 67 (54%). The mgority of participants
had hypertension 78 (62.9%), never drinking of alco-
hol 119 (96%), and never exercise 58 (46.8%).

As shown in table 2, education level, occu-
pation, income, and exercise were statistically posi-
tivesignificant associated with quality of lifewith value
<0.005. It indicated that there were rel ationshi ps be-
tween education level, occupation, income, and ex-
ercise and quality of life in patients with coronary
artery disease.

DISCUSSION

Theresult demongtrate that the demographic
characteristicsincluded education level, occupation,
income, and exercise were related quality of lifein
patients with coronary artery disease.

This study shows that gender was not asso-
ciated withthe quality of life. The participantsinthis
more than 70% is male. In previous study reported
men had higher quality of life than women. Therea-
sonisunclear but in other study explained that women
more often to suffering of psychologicd distress, have
ahigher burden of comorbid illnessesand living alone
(Rahimian-Boogar & Rostami, 2014) (Kramer et al.,
2012).Inrelation to the marital statuswas not rel ated
with QoL. Prior studiesexplained that patientsliving
alone had worse quality of life score and impaired
familial relationship, having difficulty in homeworks
dueto marital stressdecreased the QoL significantly
(Barbareschi, Sanderman, Kempen, & Ranchor, 2008)
(Horsten et al., 2003).

Moreover, education level was related with
QoL. In this study, the participants had high educa-
tionlevel. Individual swith higher education level in-
dicate better quality of life, have a good network of
friends, improve self-efficacy, and maintaining of
health. Level of education influences of psychoso-
cia and behavior factors(Colet, Mayorga, & Amador,
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Demographic characteristics Freguency Percentage (%)
Gender:

Men 96 774
Women 28 22.6
Age (Mean (SD)): 55.42 (8.44)

35-44 9 7.3
45-54 49 39.5
55-64 46 37.1
> 65 20 16.1
Marital status:

Married 121 97.6
Single/divorce 3 24
Education level:

Primary 28 22.6
Senior high school 47 37.9
University 44 35.5
Illiterate 5 4
Occupation:

Government employee 27 21.8
Non-government 49 39.5
Retried/unemployed 48 38.7
Income:

< minimal of regional wage 33 26.6
= minimal of regional wage 24 194
> minimal of regiona wage 67 54
Health history:

Diabetic 15 12.1
Hypertension 78 62.9
Diabetic & hypertension 31 25
Alcohol consumption:

Rare 5 4
Never 119 96
Exercise:

Overtimes 19 15.3
Rare 47 379
Never 58 46.8

Variable a= Spearman Rank Correlation Coefficient
Variableb = Pearson Coefficient Correlation

** Correlationissignificant at the 0.01 level (2-tailed)
* Correlationissignificant at the 0.05 level (2-tailed).

2010). Inthisstudy found that occupation associated
with QoL. Thiscan be explained the most of the par-
ticipantsin thisstudy are empl oyee. Participantswho
had occupation may had higher income and to ac-
cess the medical and rehabilitation activities. More-
over, unemployed patients had better quality of life
than employed patients. Thisis possible that the un-
employed patients have greater chanceto rehab their
functional activity sothat it couldimprovethe quality
(Singhpoo et a., 2012). Similar, in accordance with
previous paper, participant who had higher income

indicate better quality of lifein physical functioning,
mental health, and social aspects. Unemployment and
low income were associated with depression and
worse QoL (Lemos, Rodrigues, & Veiga, 2015). In
contrast, prior studiesexplorethat higher incomehad
higher of stresslevel (Lundin, Falkstedt, Lundberg,
& Hemmingsson, 2014) (Torén et ., 2014).

Inthis, health history was not associated with
QoL. Similarly, with previous study in 2005 explored
that past medical history wasweakly correlated with
quality of life (Rogers, Kenyon, Lowe, Grant, &
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Table 2. Rel ationshi ps between Demographic Characteristic and Quality of Life

Variables Quality of life
Coefficient p-value
Gender® -0.160 0.075
Age’ -0.112 0.216
Marital status’ 0.110 0.224
Education level® 0.273" 0.002
Occupation® -0.291" 0.001
Income® 0.267" 0.003
Hedlth history® -0.145 0.108
Alcohol consumption? 0.009 0.092
Exercise® -0.221* 0.014
Dempsey, 2005). It isnot possible adequately distin- patients.
guish current from historical issues.
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