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INTRODUCTION 

Coronary artery disease (CAD), sometimes described as 

coronary heart disease (CHD), or ischemic heart disease 

(IHD), is a condition in which the vascular supply to the 

heart is impeded by atheroma, thrombosis or spasm of 

coronary arteries.1 This may impair the supply of 

oxygenated blood to cardiac tissue sufficiently to cause 

myocardial ischemia which, if severe or prolonged, may 

cause the death of cardiac muscle cells.2 Depending on 

the degree of stenosis (narrowing) and plaque 

characteristics, patient may experience stable angina 

(angina pectoris) or remain asymptomatic until a plaque 

ruptures and thrombosis occurs, causing  acute coronary 

syndrome (ACS).3 

CAD has emerged as the dominant chronic disease in 

many parts of the world, and early in the 21st century it is 

predicted to become the main cause of disability and 

death worldwide. The world health organization (WHO) 

has estimated that out more than 1 in 7 deaths in 2015 

were caused by coronary artery disease.4 In 2000, there 
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ABSTRACT 

Background: Cardiovascular disease is the most frequent cause of morbidity and mortality throughout the world. The 

aim of the study was to determine assessment of risk factors and impact of patient counseling in health-related quality 

of life of the patient. 

Method: This was a prospective observational study conducted in the department of cardiology. A suitably designed 

standard SF-36 questionnaire was given to all patients enrolled in the study before and after counseling. All 

information relevant to the study were collected in suitably designed proforma from case records and discussions 

conducted with the patients and bystanders during ward rounds. Proper counseling was given to patients and 

bystanders and the score was analyzed using SAS descriptive analysis. 

Result: The most common risk factors encountered in the study are diabetes mellitus, hypertension, dyslipidemia, 

irregular exercise, smoking, alcoholism, obesity and family history. The health-related quality of life of the patients 

were assessed, a total of 67 patients QOL was improved after counseling and 27 patients with no improvement. We 

found that patient counseling was effective for majority of patients. 

Conclusions: We can conclude that the role of clinical pharmacist has a significant role in improving the health-

related quality of life of patients through proper counseling. And more than half of the patients have a modifiable risk 

factor which can be managed through lifestyle modifications. 
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were an estimated 29.8 million people with CAD in 

India, out of a total estimated population of 1.03 billion 

people or a nearly 3% overall prevalence (Gupta, 2008, 

India Census, 2001).5 20% of all deaths in Kerala are 

caused by CHD/CAD. The CAD rates in Kerala are 

higher than those of industrialized countries and 3-6 

times higher than Japanese and rural Chinese. The life 

time risk of developing CAD after age 40 is 49% for men 

and 32% for women.6 With increasing age the differences 

in mortality rates between men and women decrease.7 

Systematic large-scale studies of investigations on living 

populations have revealed a number of risk factors which 

are associated with increased risk of developing clinical 

atherosclerosis. Often, they are acting in combination 

rather than singly. These risk factors are divided into two 

groups. One is major risk factors consisting of age, 

gender, genetic factors, familial and racial factors (non-

modifiable risk factors) and hypertension, diabetes 

mellitus, dyslipidemia, smoking (modifiable risk factors 

or modified by lifestyle and or therapy). And the second 

one is emerging risk factors like obesity, environmental 

influences, hormonal imbalance, physical inactivity, 

stressful life, alcoholism, prothrombotic factors etc.8 

The constitution of the WHO defines health as “A state of 

complete physical mental, and social well-being not 

merely the absence of disease.” CAD is responsible for 

morbidity, mortality and loss of QOL. The treatment of 

CAD is expensive and can consume a major part of 

patient income as the patient may require treatment for a 

longer duration of time. The assessment of these patients 

HRQOL has been tackled by several authors using both 

disease specific and generic instrument such as the SF-36 

questionnaire. Short form health survey (SF-36) is a set 

of generic, coherent, and easily administered quality-of 

life measures. These measures rely upon patient self-

reporting and are now widely utilized by managed care 

organizations and by Medicare for routine monitoring 

and assessment of care outcomes in adult patients.9  

The study focuses on the assessment of risk factors and 

the importance of patient counseling in health-related 

quality of life patients with coronary artery disease. 

METHODS 

A prospective observational study was conducted in 

patients from the department of cardiology in 

cosmopolitan hospital who were diagnosed with CAD 

during the study period after obtaining permission for 

collection of data from the hospital ethical committee. 

Study was conducted for a period of 6 months (December 

2018 to May 2019). A total of 94 patients who satisfies 

the inclusion criteria were included in the study. 

Inclusion criteria consists of patients with CAD who are 

willing to participate in the study. Patients between the 

age of 30 to 80 years with CAD and exclusion criteria 

includes, patients who are not willing to participate in the 

study, patients with age <30 years, pregnant women, 

psychiatric patients, bleeding disorders/thrombocytopenia  

Study procedure 

Written informed consents were obtained as per ICMR 

biomedical research guideline format from the patients of 

with CAD satisfying the inclusion and exclusion criteria. 

All relevant information regarding the study were 

collected from case records and direct interview with the 

patients. Data from patients were collected by using a 

suitably designed proforma. Additional demographic data 

of patient such as past medical history, family history, 

social history, personal history, residential location, 

presenting symptoms and prescriptions were obtained. 

The patients were then educated about the risk factors, 

disease, prevention and management. To assess the 

health-related quality of life (HRQoL) of patients with 

CAD, suitably designed SF-36 questionnaire has been 

used before and after the introduction of an information 

leaflet. The questionnaire includes multi-item scales to 

assess the eight dimensions of wellness; physical 

functioning, role limitations due to physical health 

problems, body pain, general health perceptions, social 

functioning, vitality, energy or fatigue and role 

limitations due to emotional problems. Each of the 

subscales is scored on a scale of 0-100, with high score 

indicates better HRQoL. A pilot was also conducted in a 

small population prior to the original study after 

obtaining the ethical clearance. 

Statistical analysis                         

Frequencies and percentage were calculated as summary 

measures. Chi-square test for goodness of fit was used for 

testing significant proportional difference between 

classes, chi-square test for association was used for 

finding significant association between level of diagnosis 

and different risk factors. If self-count <5 then Fischer 

exact test was employed and a calculated p value <0.05 is 

considered to be statistically significant. All analysis was 

done with the help of SPSS, version 22.  

RESULTS 

From the demographic profile, it was observed that 

among the 94 patients 67 (71.3%) were males and 27 

(28.7%) were females. Thus, majority of patients are 

male. The age distribution of patients with CAD is 

represented in (Figure 1). 

From (Table 1) it is observed that the highest number of 

patients were between the age group of 61-70 years (35 

patients, 37.2%) followed by the age group of 51-60 

years (25 patients, 26.6%), 71-80 years (23 patients, 

24.5%), 41-50 years (9 patients, 9.6%) and 30-40 years (2 

patients, 2.1%). Thus, majority of patients were between 

the age group 61 to 70. 
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Figure 1: Diagrammatic representation of percentage 

distribution of patients based on gender. 

Table 1: Frequency and percentage distribution 

of patients based on age. 

 

Age (in year) Frequency Percentage (%) 

30-40 2 2.1 

41-50 9 9.6 

51-60 25 26.6 

61-70 35 37.2 

71-80 23 24.5 

In our study a total of 69 patients have hypertension 

(73.4%), 60 patients had dyslipidemia (63.8%), 75 

patients had diabetes mellitus (79.8%), 42 patients were 

smokers (44.7%), 16 patients were alcoholic (17%), 37 

patients had family history of CAD (60.6%) and 85 

patients (90.4%), overweight (36.2%) were without 

regular exercise. The p value was significant for 

hypertension, diabetes mellitus and dyslipidemia that is 

p<0.05. this is represented in the (Figure 2). 

 

Figure 2: Diagrammatic representation of overall 

percentage distribution of risk factors associated with 

CAD. 

From the (Table 2) it is observed that a significant 

majority (67,71.3%) of patient’s quality of life is 

improved after counseling but a total of 27 patients 

(28.7%) shows no improvement in their quality of life 

after counseling. The significance (p=0.000) of p value 

implies the positive impact of counseling.  

Table 2: Percentage distribution of patients based on 

improvement in the quality of life of patients after 

counseling. 

Category Frequency 
Percentage 

(%) 

P 

value  

Patient with 

improved QOL 
67 71.3 

       

0.000 
Patients 

without 

improved QOL 

27 28.7 

The descriptive statistics was obtained from the SAS 

programme. The present study assessed all the eight 

domains of QOL in the study subjects. Role limitations 

due to physical health was the significantly affected 

domain among all the eight domains of the QOL and an 

average score was found to be 8.21±11.83%, before 

counselling. After counselling it seen that a significant 

improvement in all domains (p=0.001). The follow up 

period was between one and half months of first visit 

(Figure 3). 

 

Figure 3: Percentage distribution of 8 domains of 

QOL-questionnaire before and after counseling. 

The present study had revealed that there is significant 

correlation between physical health, mental health and 

coronary artery disease. Higher scores in each domain 

implies good quality of life. Thus, we can conclude that 

patient counselling plays a significant role in the health-

related quality of life of patients. Hence it is being 

showed that, even though the mental and physical health 

is affected by the disease, effective counselling on diet 
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and lifestyle changes can improve the patient health 

related quality of life. 

In our study 67 patients showed improved quality of life 

after receiving the counselling and 27 patients without 

improvement in the QOL. The patients with no 

improvement in QOL were mostly geriatric patients 

(above 70).   

From our study it is showed that there is a need for proper 

counselling on diet and life style changes to improve the 

patient health related quality of life.   

DISCUSSION 

In the present study the results indicated that most of the 

patients belong to the age group of 61-70 (37.2%) and 

71-80 (24.5%) due to the occurrence of comorbidities and 

the least occurrence was found in the age group of 30-40 

(2.1%) where the comorbidities are very less which is 

comparable with the study by Lian and Zachariah et al 

which shows that majority of patients were more than 60 

years (38.6%) and 51-60 year age group (39.07%) 

respectively. The gender wise distribution of patients 

with CAD shows that among the 94 patients 67 (71.3%) 

were males and 27 (28.7%) were females.10,11 

In the present study 69 patients have hypertension 

(73.4%), 60 patients had dyslipidemia (63.8%), 75 

patients had diabetes mellitus (79.8), 42 patients were 

smokers (44.7), 16 patients were alcoholic (17%), 37 

patients had family history of CAD (39.4) and 85 patients 

were without regular exercise. In the present study the 

major risk factors include hypertension, diabetes mellitus, 

dyslipidemia was found to be the major risk factors for 

coronary artery disease. Zengin et al studied the risk 

factors of CAD in the secondary prevention and the 

major risk factors include diabetes mellitus, hypertension 

and smoking.12 In the study conducted by Mukhopadhyay 

et al hypertension, diabetes mellitus and hyperuricemia 

were found to be independent risk factors for coronary 

slow flow.13 

Gender, close personal relationship, length of education, 

physical activity, vegetable and alcohol consumption, 

LDL-cholesterol, duration of coronary heart disease 

without previous percutaneous coronary intervention 

were found to be the predictors of adherence in a study 

conducted by the Parsa et al.14 A study was conducted by 

Chauhan et al, to assess perception and behavior in  

patients with coronary heart disease about the risk factors 

and lifestyle. The major risk factors were found to be 

hypertension, obesity, cholesterol, diabetes mellitus, 

tobacco, alcohol, family history and sedentary life style 

were found to be the major risk factors for coronary heart 

disease.15 

Shah et al studied type 2 diabetes and incidence of 

cardiovascular diseases.16 Heart failure and peripheral 

arterial disease are the most common initial 

manifestations of cardiovascular disease in type 2 

diabetes mellitus. In our study, a total of 75 patients had 

diabetes mellitus (79.8%). Dodani et al conducted a study 

on the presence of coronary artery disease in diabetic and 

non-diabetic South Asian immigrants. The susceptibility 

to diabetes among South Asian immigrants promotes an 

adverse CAD risk.17 

In this study HRQoL was assessed using SF 36 

questionnaire. There is a significant improvement in the 

quality of life of patients after the counseling. A total of 

67 (71.3%) patients have improved their quality of life 

and 27 (28.7%) patients showed no improvement in 

quality of life after the counseling. Duenas et al assessed 

the heath related quality of life in coronary patients using 

SF-36 questionnaire. Several variables related to patient’s 

clinical evolution and history of disease have been shown 

to be related to HRQoL, with worse results among 

women, subjects with previous history of CHD, and those 

with another co-morbidity.18  

Morys et al assessed the quality of life in patients with 

coronary heart disease after myocardial infarction and 

with ischemic heart failure.19 In patients after MI and 

with stable CAD anxiety can be reduced by cognitive 

behavioral therapy while patients with heart failure 

require long term support therapy to reduce the risk of 

depressive symptoms.20  

The limitations of our study include short duration, small 

sample size and also more follow ups are to be done to 

assess the health-related quality of life of patients 

undergoing various methods treatment like percutaneous 

coronary intervention, coronary artery bypass graft and 

medical management. 

CONCLUSION 

Pharmacists are in an ideal position to provide patient 

education and optimize patient care. The health-related 

quality of life of patients with coronary artery disease 

was assessed using SF-36 questionnaire before and after 

counseling. There is a significant improvement in the 

quality of life of patients (71.3%) through proper patient 

education. The major risk factors associated with the 

study include diabetes mellitus, hypertension, 

dyslipidemia. Other conventional risk factors like 

smoking, alcoholism, family history, exercise, body mass 

index etc. were also found to have role. Understanding 

about the various aspects of disease like signs and 

symptoms, complications and the need for drug therapy 

and improved medication compliance yields better 

therapeutic outcomes. 
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