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<Table 1> Health—related quality of life mostly used in patients

with cardiovascular disease

Generic Instruments

Specific Instruments

Medical Outcome Study Short Form (MOS SF-36)
Sickness Impact Profile (SIP)
Nottingham Health Profile

Minnesota Living with Heart Failure Questionnaire
Seattle Angina Questionnaire

MacNew Quality of Life after Myocardial Infarction
Quality of Life Index - Cardiac version
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<Table 2> The effects of cardiac rehabilitation on quality of life in patients with recent myocardial infarction

Authors Year Design Subjects Measure Outcome
Choo et al. 2007  Non-RCT 60 MI patients QoL In CR group,
Two groups: index-cardiac Overall 19.7>21.7*
After 8 week CR  CR version Health/functioning 19.3->22.1*
Control Socioeconomic 20.2>21.2

Mean age= 53 years in
CR group and 57 years

Family 22.6->23.5
Psycho/spiritual 19.3->20.5*

in Control *Significance (p<0.05) compared to control group
Suzuki et al. 2005  Not controlled 44 MI patients SIP & others In the group of >=21.7 VO,ml/kg/min,
Two groups: Total SIP 7.7->6.0*
After 3 month VO, <21.7 ml/kg/min Physical SIP 6.9->0.8*
CR VO, >=21.7 ml/kg/min) Psychological 6.2->6.6

Mean age=58 years

In the group of <21.7 VO,ml/kg/min,
Total SIP 7.7->6.0*

Physical SIP 6.9->0.8*

Psychological 6.2->6.6*

*Significance (p<0.05) within each group

You et al. 2004  Prospective, RCT 269 patients with Ml or
PCI
For 2 years Two groups:
CR
Control

Mean age=64 years

SF-36 Baseline and longitudinal follow ups at post-phase
11, post-phase Il and post-phase IV
At post-phase IIl, physical functioning/role and
emotional role improved significantly compared to
the control group.
At post-phase 1V, physical functioning/role,
emotional role and vitality improved significantly
compared to the control group.

Marchionni et al. 2003  Prospective, RCT 270 MI patients
Three groups:
For 14 months Hospital-based CR (n=90)
Home-based CR (n=90)
No CR (n=90)

SIP Using total SIP scores, follow-up: baseline;
2 months (end of intervention); 8 months and 14
months (after enrollment)
In the middle-aged group (45 to 55 years), the
SIP scores reduced significantly in all three groups.
In the old-aged group (66 to 75 years), the SIP
scores reduced significantly in all three groups.
In the very old-aged group (>75 years), the SIP
scores reduced significantly in the active CR
groups (hospital-based and home-based).

Abbreviations: CR=cardiac rehabilitation; HRQOL=health-related quality of

life; Ml=myocardial infarction; SF-36= Medical Outcome Study

Short Form 36; PCl=Percutaneous Coronary Intervention; RCT=randomized controlled trial; SIP=sickness impact profile
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<Table 3> The effects of exercise training on quality of life in patients with chronic heart failure

Authors Year Design Subjects Measure Outcome
Pullen et al. 2008 RCT 19 patients with CHF MLHFQ  After 8 weeks,
Two groups: In Yoga group, MLHFQ scores improved by
1) Yoga: 8 week-regimen 25.7%
2) Control In Control group, MLHFQ scores improved by
2.9%
However, no significant between-group
difference
Yeh et al. 2008 RCT 30 patients with CHF MLHFQ  After 12 weeks, between-group difference was
Two groups: significant (-17 vs. +8 in scores, p=0.001)
1) Tai Chi (n=15)
2) Control (n=15)
Mean age=64 years
Mean EF=23%
Gary et al. 2004 RCT 32 women with diastolic heart MLHFQ At 12 weeks
failure, EF>45% 41 to 24 in intervention group vs. 27 to 28 in
Two groups: control group (p<0.002)
1) Intervention=12-week At the 3 month follow-up
home-based exercise plus 24 to 19 in intervention group vs. 28 to 32 in
education control group (p<0.014)
2) Control=education only
Koukouvou et al. 2004 RCT 26 patients with CHF MLHFQ  After 6 month-rehabilitation,
Two groups: In CR group, 45.5 - 34.1 (p<0.05)
1) CR (n=16): 6 month exercise In Control group, 45.4 = 45.2
training Not clear whether between-group difference was
2) Control (n=10) significant.
Belardinelli et al. 1999 RCT 99 patients with CHF MLHFQ  Comparison between T and NT groups

Two groups:

1) T (n=50); exercise training
(3/week for 8 weeks; 2/week

for 1 year)

2) NT (n=49); no exercise

training

At baseline, 52 vs. 50 (p<0.001)

At 2nd month (after 8 week exercise) 40 vs.
51 (p<0.001)

At 14th month (after 1 year exercise) 39 vs.
52 (p<0.001)

At 26th month (follow-up) 44 vs. 54 (p<0.001)

Abbreviations: CHF=chronic heart failure; CR=cardiac rehabilitation; HRQOL=health-related quality of life; MOS SF-36= Medical Outcome
Study Short Form 36; PCl=Percutaneous Coronary Intervention, MLHFQ=Minnesota Living with Heart Failure Questionnaire;

NT=non-training; T=training; RCT=randomized controlled trial
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Cardiac Rehabilitation and Quality of Life
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Recent shortening of hospitalization has partly led to the transition of health care services from hospitals to
communities in cardiovascular (CVD) care. Home healthcare nursing is an alternative modality of care for
chronically ill CVD patients. Cardiac rehabilitation (CR) has been redefined as a ‘“secondary prevention center”,
consisting of: patient assessment; nutritional counseling; blood pressure and diabetes management; tobacco
cessation; psychosocial management; and physical activity counseling. Improvement in health-related quality of life
(HRQOL) is a major goal of the CR that integrates physical, psychological and social dimensions of care. The
review of evidence on effects of CR on HRQOL may allow home healthcare nurses to provide better
comprehensive care for CVD patients. There is evidence on beneficial effects of CR on HRQOL in patients with
myocardial infarction (MI) as well as patients with chronic heart failure. Specifically, home-based CR, which is
more cost-effective than hospital-based CR, has been reported to produce comparable improvements in HRQOL
with hospital-based CR in MI patients. In conclusion, a newly-designed, home-based CR may be required to be
applied to Korean home healthcare nursing system for improving HRQOL.
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