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Treatment Satisfaction and Health Related Functional Outcomes
among Patients with Coronary Artery Disease in Palestine.
By
Shurooq Radwan Salameh
Supervisor
Dr. Samah Al-Jabi
Abstract

Background: coronary artery disease (CAD) is considered the main reason
of death worldwide. Patients after myocardial infarction (MI) may have
symptoms- fatigue which is the most common of them- that worsen health
related functional status. It has been found that improving treatment
satisfaction can improve outcomes and survival of patients after acute

coronary syndrome

Objectives: The purposes of this study were to assess treatment satisfaction

and health related functional outcome among CAD patients.

Methodology: A cross sectional, observational study carried out at Dr.
Khalil Suleiman Hospital. TSQM scale was used to evaluate treatment
satisfaction, and 36-item short form health survey(SF-36) was used to
evaluate health related functional outcomes among CAD patients in

Palestine.

Results: 303 patients were participated in the study. Majority of them were
males (66.3%). Their ages ranging from 36to 93 years. Most of them had
co-morbidities and used poly pharmacy. In general most of the patients
were satisfied in treatment, 38.9% of patients were satisfied in the ability of

the medications to treat or to prevent their disease, also most of them
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(71.9%) had no side effects. Treatment satisfaction scores were lower in
elderly (p < 0.001) female gender (p <0.001), patients with lower
educational level (p < 0.001), patients with lower income level (p <0.005),
unemployed patients (p < 0.005) and patients with more co-morbidities or
used more medications (p <0.001). In regard to health related functional
outcomes, most of patients (38.3%) described their health as fair, most of
patients had physical and emotional limitations. In addition, 91.9% of the
patients had limitations in doing vigorous activities and 60.7% of them had
a limitation in doing moderate activities, 11.6% of patients felt
downhearted most of the time and 21.5% of them felt downhearted some of
the time. Poorer functional outcomes were associated with elderly
(p < 0.001) female gender (p < 0.001), lower educational level (p <0.001),
lower income (p < 0.005), unemployed patients (p < 0.001), patients not
married (p < 0.005), and patients with more co-morbidities and poly
pharmacy (p <0.001). There was a significant positive correlation between

global domain in TSQM scale and the domains of SF-36 scale (p < 0.001)

Conclusion: The results concluded that most of CAD patients were
satisfied in their medications. On the other hand, most of them had physical
and emotional limitations also this study revealed the impact of socio-
demographic and clinical factors on treatment satisfaction and health
related functional outcomes. Also the study concluded that there was a
significant positive relationship between treatment satisfaction and health
related functional outcomes among CAD patients. HealthCare providers

should be aware of factors associated with poor treatment satisfaction and
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health related functional outcomes in CAD patients, in order to make early

interventions that improve them.
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Chapter One
Introduction

1.1 Background

Coronary artery disease (CAD) is considered the main reason of death
worldwide. In 2015, an estimated 17.7 million deaths were due to
cardiovascular disease (CVD), performing 31% of global death. From these
deaths an estimated 7.4 million were due to CAD, and 6.7 million were due
to stroke (World Health Organization, 2016). In the United States of
America one of every six death cases in 2010 has been due to CAD (Go et
al., 2014). In the eastern Mediterranean region CAD increased by 17.2%
from 1990 to 2013 and is considered the leading cause of death in 2013
(Mokdad et al., 2016).

In Palestine CAD was the leading cause of death in 2016. Death cases due
to CVDs representing 30.6% of all deaths in Palestine, 16.6% of these
deaths were due to CAD and acute myocardial infarction (Ml).
Furthermore, some studies portended, that CAD is estimated to cause

30.5% of global death in 2030 (Lozano et al., 2012).

On the other hand, CAD has been a leading cause of morbidity and
mortality in industrialized countries, and it is increasingly prevalent in
countries with emerging economies (Gaziano T.A. and J.M., 2012).
Moreover, in the developing countries CVVDs and related life style factors
are the main causes of morbidity and mortality (Dekkers et al., 2011,

Rahmati-Najarkolaei et al., 2015). Thus clinical management of these



2
patients is considered a major concern in health care system (Alegre et al.,

2016).

Coronary artery disease can be represented as acute coronary syndrome,
chronic stable angina, ischemia without symptoms, and vasospastic angina

(Wells et al., 2015).

It is necessary to promptly and effectively treat patients with CAD,
especially those with acute coronary syndrome and prevent attack
recurrence. In addition, secondary prevention of acute coronary syndrome
is also considered an important issue, This can be achieved by
pharmaceutical control of risk factors and patients self-management

behavior (Weiner and Rabbani, 2010).

To improve patient compliance with their chronic treatment, patients
should be satisfied with their acute care (Frick et al., 2012). Satisfaction is
a patient reported outcome that considers the patients' evaluation of aspects
of the medical treatment and health care systems. These types of
measurement are increasingly recognized in the recent years. Treatment
satisfaction includes patient-doctor interaction and satisfaction with drug
therapy and other concomitant therapy. In addition, the satisfaction with
medication can be defined as the patient's evaluation on the process of
taking the medications and the associated results of its use. And it can

improve medication adherence (Atkinson et al., 2004).

On the other hand, 20-30% of CAD patients still have angina symptoms

despite of the medications used (Alexander et al., 2008, Alexander et al.,
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2016). Alexander et al., (2016) suggested that patients with more angina
symptoms are usually younger, more depressed, less satisfied with their
treatment, and have a limitations on physical function and overall quality of

life (QoL).

Measurements that evaluate health related functional status and QoL, have
been used more and more in clinical setting at the individual-patient level
(McHorney and Tarlov, 1995). Patients with CAD usually reported worsen
QoL and other health related functional status (Xie et al., 2008). The World
Health Organization (WHO) defines the QoL as “individual’s perception of
their position in life in the context of the culture and value systems in
which they live and in relation to their goals, ambitions, standards and
interests. Improving physical and health functions will be of great value for

patients with CAD (Sischo and Broder, 2011).
1.2 Literature review
In the world

Treatment satisfaction is increasingly recognized as a quality indicator; also
it has been used to measure and to predict functional status and outcomes
for different diseases (Davies and Ware, 1988, Rosenthal and Shannon,

1997, Plomondon et al., 2008) .

There is a positive relationship between patient satisfaction and using

medical care services (Ware et al., 1975). Since 1990s the measurement of



4
patient satisfaction was used to find out the opinions of the patients about

their care in most health care centers (Schulmeister et al., 2005).

Plomondon et al., (2008) concluded that angina attack in the six months
following MI is present in almost 1 in 4 patients and strongly associated
with lower treatment satisfaction with current angina treatment. In addition,
symptoms and aspects of physician communication are independently
associated with treatment satisfaction after acute coronary syndrome this
suggested that innovation of communication and control of angina

symptoms may lead to better treatment satisfaction (Beinart et al., 2003).

The ability of the patients to cope with chronic illness is more strongly
associated with primary care satisfaction than the severity of the disease
(Fan et al., 2005). Furthermore, there is a relationship between higher
overall patient satisfaction with amended guideline adherence and lower
inpatient mortality rates (Glickman et al., 2010). In addition, it has been
found that improving treatment satisfaction can improve outcome and
survival of patients after acute coronary syndrome (Giannuzzi et al., 2008,

Redfern et al., 2009).

Asadi-Lari et al., (2003a) found that 92.5% of patients confirmed their trust
in and satisfaction with the care given by their general practitioner; even so,
one third experienced difficulty getting an appointment and a quarter
wanted more time for each consultation or prompt referral to a specialist

when needed. Around a third expressed dissatisfaction with advice from the
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practice nurse or hospital consultant. Overall 54% were highly satisfied

with services, 33% moderately satisfied and 13% dissatisfied.

Patients after MI may have symptoms- fatigue which is the most common
of them- that worsen health related functional outcomes (Gwaltney et al.,
2017). In addition, CAD and hypertension are considered the leading cause
of heart failure (Wells et al., 2015), and heart failure patients still have
symptoms that limit their functional status, emotional status, and QoL

(Juenger et al., 2002) .

Moreover, CAD patients reported symptoms that affect functional and
mental status, and health related QoL (Mayou and Bryant, 1993, Ulvik et
al., 2008). The quality of patient care can be ameliorated by assessment of

health related quality of life (HRQoL) (Oldridge et al., 2014).

On the other hand, social support is an important predictor of health
outcomes after acute MI (Oldridge et al., 2014). Also the adverse
cardiovascular outcomes can result from anxiety and depression (Huffman
et al., 2013). In addition, depression and anxiety are very common in
chronic stable angina (Palacios et al., 2018), and one of the most important
risk factors for worse functional status of CAD patients is permanent
depression (Wilcox et al., 2016). Furthermore, CAD patients who have
depression, resort to report more angina symptoms, more physical
limitations, less treatment satisfaction, and lower QoL (Spertus et al.,

2000).
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On the other hand, lower QoL in CAD patients was associated with
women, lower educational level, and obesity (Shad et al., 2017). In
addition, there is a gender differences in QoL in CAD patients, many
studies suggested that is women tend to have worse HRQoL in comparison
with men (Norris et al., 2004, Norris et al., 2008). Moreover, health related
functional outcomes can be affected by race (Kressin et al., 2007, Bainey et

al., 2011).

It is important to improve secondary prevention programs, because this will
have a major impact in improving patients’ functional outcomes, reduce
hospitalization and recurrent MI, decrease mortality rate in CAD patients

(Clark et al., 2005).

There is an interesting position, for health care professionals in clinical
management plan of CAD patients. For example, health care professionals
can improve QoL for those patients through many ways like life style
modification, comprehensive care program incorporation and involvement
of cardiovascular preventive strategies; especially for elderly with poor
functional status and discharged with polypharmacy, (Runganga et al.,

2014, Darvishpour et al., 2017, Bonaccio et al., 2018).

During the assessment of CAD patient revascularization, we should
highlight on certain outcomes like functional status and QoL (Zhang et al.,
2003). In addition, QoL and functional status can be considered good
indicators in the evaluation of clinical course of the CAD (Hofer et al.,

2004, Darvishpour et al., 2017).
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Furthermore, there are many studies that were conducted to assess
functional outcomes after coronary artery bypass graft (CABG) and
percutaneous intervention (PCI). Kulik, (2017) compared between PCI and
CABG, at one and six month after revascularization, from the point of
angina symptoms and QoL. He concluded that, at one month, PCI was
associated with rapid recovery and short- term health status improvement
compared with CABG, and at 6 month CABG was associated with greater
angina relief and QoL improvement compared with PCI.
Furthermore, among elderly patients with CAD, there is a high rate of
mortality and morbidity and low QoL, so that the primary aim for patients
undergoing CABG is not only to prolong life but to improve functional
outcomes (Jarvinen et al., 2003). Thus, preoperative risk stratification may
benefit from health status assessment as a mortality predictor (Rumsfeld et

al., 1999).

Since patients with CAD are facing decreased heart and physical capacity
preceded by the ischemic heart attacks, they are facing lower functional
outcomes and poor QoL (Taghadosi et al., 2014). Furthermore, patient-
reported health status is predictive of mortality, cardiovascular events,
hospitalization and costs of care in patients with cardiovascular disease

(Rumsfeld et al., 2013, Anker et al., 2014).



In Palestine
There are some studies about CAD in general performed in Palestine,

A study conducted in Gaza to illustrate gender differences in CAD patients,
concluded that females were at higher risk for CAD progression (Jamee et

al., 2013).

Furthermore, Sweileh et al., (2009) evaluated the utilization patterns of
antihypertensive agents and blood pressure control among diabetic
hypertensive patients with and without CAD, and they found that the most
antihypertensive agent used was angiotension-converting enzyme inhibitors
(ACE-I). On the other hand, the most common cause for non trauma death

in Gaza was CVD in both genders (Vaktskjold et al., 2016).

To the best of knowledge, there has been no study conducted in Palestine to
describe treatment satisfaction and health-related functional outcomes
among CAD patients. However, some studies were conducted in Palestine
to describe treatment satisfaction in patients with other diseases. For
example, Sweileh et al., (2012) concluded that low satisfaction to anti-
psychotic medications was associated with non-adherence to medication. In
addition, low treatment satisfaction may be an important barrier for
achieving high rates of adherence to antihypertensive medications (Zyoud
et al., 2013). Furthermore, there was a pilot study among diabetic patients
to describe medication adherence which suggested that improving
treatment satisfaction can improve treatment adherence (Jamous et al.,

2011). In addition, Al-Jabi et al., (2015) conducted a cross sectional study
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to describe the relationship between treatment satisfaction and HRQoL and
concluded that higher values on European Quality of Life scale (EQ-5D-

5L) were associated with higher scores of treatment satisfaction.
1.3 Statement of problem and rational of study

Coronary artery disease is still considered the main cause of death in
Palestine and in the most arcas worldwide. Patients’ satisfaction with their
health care is an important measure of health care quality (Rosenthal and
Shannon, 1997). In addition, improving patients’ understanding and
assistance with self-management of their medical conditions may lead to
improved satisfaction and quality of care in patients with chronic medical
conditions (Fan et al., 2005). Thus, it is important to improve all aspects
related to patients and their diseases, like treatment satisfaction, patient
adherence, patient compliance and knowledge about disease and
medication that may affect patients’ functional outcomes. Furthermore, to
the best of knowledge, no study has been conducted in Palestine to describe
treatment satisfaction and health related functional outcomes among CAD
patients. Thus it is of great value to assess treatment satisfaction and health-

related function outcomes among CAD patients from Palestine.
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1.4 Objectives of the study
1.4.1 General objective

The main objective of the study was to assess treatment satisfaction and
health-related function outcome among patients with CAD.
1.4.2 Specific objectives

- To determine the extent of satisfaction to treatment provided to patients

with CAD.

- To determine the quality of health-related functional outcome among

those patients.

- To assess the sociodemographic and medical related factors that affect

patients’ health-related functional outcome and treatment satisfaction.

- To assess the relationship between treatment satisfaction of those patients

and their health-related function outcome.
1.5 Significance of the study
The result of this study was of significant value to the following:

- Determining the current state of treatment satisfaction among CAD

patients.

- Helping plan the intervention needed to improve patients’ health-related

functional outcomes and their satisfaction to treatment.

- Improving effective communication and educational program for the

patients through trained medical team especially clinical pharmacist.
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Chapter Two
Methodology

2.1 Study design and setting

This study was conducted at Khalil Suleiman Hospital — Jenin in the
following wards: internal men ward, internal women ward and internal

outpatient clinic. The design of this study was a cross sectional design.
2.2 Study participants

Patients were collected from men internal ward, women internal ward, and
outpatients’ internal clinic. Patients with previous history of stable angina,
MI, unstable angina, CABG, PCI with stent placement were included.
Patients included in this study, were admitted to hospital or visited the
outpatients’ clinic for cardiovascular cause or non-cardiovascular cause,

but all of them had history of CAD.
2.3 Inclusion and exclusion criteria
2.3.1 Inclusion criteria

- Patients with confirmed CAD for at least three months and visiting the

study setting during the study period.
- Patients who were 18 years old and above.

- Patients who agreed to participate.
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2.3.2 Exclusion criteria

- Patients with mental disturbances.
- Patients with terminal illness.

2.4 Sample size

This study involved 303 patients. Raosoft calculator was used to calculate
the sample size by assuming a response distribution to be 50%, and
allowing 5% margin of error at 95% confidence interval (Raosoft Inc,

2004).

There is no accurate number for CAD patients, in Palestinian Ministry of
Health. A pilot study was conducted by the researcher in Khalil Suleiman
Hospital — Jenin to estimate the study population. By reviewing the
patients’ records for 2-month, it has been found that there were
approximately 110 admissions to the internal wards, and 80 patients were
visiting the outpatient clinic. Thus, the annual CAD admission was
estimated to be 1140, and the recommended sample size was 288 patients.
In addition, to decrease false results and maximize the reliability of the

current study, the estimated sample size was increased by 5%.
2.5 Data collection

Data were collected by a clinical pharmacist who is a member of
primary health care team and is familiar with work system at the study

setting. Data were collected during the period of February to August 2017.
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To assess reliability and validity of data collection form, a pilot test on
20 patients was carried out. The study sample did not include the pilot

sample.

A face to face administered data collection form in the native language
was used after the participant agreement to participate (verbal consent

form).

The data collection form was developed from previous studies that
investigated treatment satisfaction and health-related functional outcomes
among CAD patients (Hays et al., 1993, Atkinson et al., 2005, Bharmal et
al., 2009).

This data collection form consisted of many parts (Appendix A):

- The first part contained the general socio-demographic characteristics:
including age, gender, body mass index, marital status, monthly income,

employment status, patient education and residency.

- The second part contained clinical factors and disease related parameters:
such as disease duration, smoking status, exercise performance, presence of

other related diseases and medications used.
- The third part discussed the treatment satisfaction tool.

The Arabic version of the Treatment Satisfaction Questionnaire for
Medication (TSQM 1.4) was used to assess the treatment satisfaction. The
permission to use this scale was obtained by An-Najah National University

from Quintiles Strategic Research Services. The TSQM 1.4 consists of 14
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items divided in four domains: effectiveness domain, side effect domain,
convenience domain, and global domain, this scale is considered a
psychometrically robust  (Atkinson et al., 2005, Bharmal et al., 2009).
Furthermore, competence of medical care and clinical effectiveness can be
affected by medication non adherence which can be strongly predicted by
global rating of treatment dissatisfaction. Also, patients who considered
their medications not efficient, loaded with side effects, or cannot use them
in a convenient way, were less likely taking medications as prescribed

(Zyoud et al., 2013).

Through using TSQM scale we can make a comparison between different
medications used to treat certain disease on the first three subscales
(effectiveness, side effect, convenience), also we can assess overall rating
of global satisfaction based on the relative importance of these primary
subscales to patients. In addition, the validity and reliability of the TSQM
have been demonstrated in English, Spanish, Arabic and French, providing
a strong tool to assess patients’ satisfaction with their medications used for

many diseases (Liberato et al., 2016).

TSQM domains consist of Effectiveness (questions 1-3), Side Effects
(questions 4-8), Convenience (questions 9-11), and Global Satisfaction

(questions 12-14).

In addition, the scores of TSQM tool ranging from 0 to 100, higher score

meaning higher satisfaction.
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Cronbach's alpha for all subscales of the TSQM exceeded 0.70.

- The fourth part consists of the RAND 36-item short-form (SF-36) scale.

The SF-36 scale is the most common and excessively used generic health
status measure based on the previous one month's experience (Hays et al.,
1993). In addition, Luan et al., (2017) reported in their metanalysis that the
SF-36 scale and angina Seattle questionnaire were the most widely used in
assessment of CAD patient HRQoL. the SF-36 tool contained 36 questions
divided in 8 domains: general health, physical functioning, bodily pain,
energy/vitality and fatigue, social functioning, mental health, role
limitations due to physical problems, role limitations due to emotional
problems, and self-assessment of health change compared to the last year
(Ware et al., 2000). Overall, many studies concluded that SF-36 had good
psychometric characteristics (Dempster and Donnelly, 2000). In this study,
there are two main components of SF-36 tool; physical component and
mental component. Physical component consists of physical functioning,
bodily pain, general health role limitation due to physical problems; and
mental component which consists of role limitations due to emotional
problems, energy/vitality and fatigue, mental health and social functioning
(Zhu et al., 2016). The SF-36 scale consists of eight scaled scores, which
are the weighted sums of the questions in their section. Each scale is
directly converted into a zero to one hundred score assuming each question
carries equal weight. In addition, the lower the score in the scale means the

more disability, and the higher the score the less disability.
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Cronbach's alpha for all subscales of the SF-36 scale for our study

exceeded 0.85.
2.6 Statistical data analysis

Statistical package for social science version 16 was used to analyze data
(SPSS Inc., Chicago, IL, USA). Descriptive analysis presented the
normally distributed continuous variables as means + standard deviations
(SD), the not normally distributed continuous variables as medians (lower-
upper quartiles), and the -categorical variables as frequencies and
percentages. Kolmogorov-Smirnov test was used to assess data normality.
Differences in not normally distributed score results were evaluated using
the Mann-Whitney U test / Kruskal-Wallis were performed, as appropriate.
Correlation was assessed using the Spearman’s correlations coefficient.

The level of significance was determined at p < 0.05.
2.7 Ethical approval

Before start of the research, approval of Institutional Review Board (IRB)
(appendix B), permission of local health authorities and agreement of
Faculty of Graduate Studies at An-Najah National University were received
in order to ascertain patients' rights, and facilitate the research progression.
Only patients who agreed to participate were included in the study; after
discussing the research objectives and protocols with each one, and

obtaining a verbal agreement.
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Chapter Three
Results

3.1 Socio-demographic characteristics of the study patients

Three hundred and three patients diagnosed with CAD, were included in
this study. The data were gathered from Khalil Suleiman Hospital — Jenin,
in the following wards: men internal ward, women internal ward, and

internal outpatient clinic.

Table 3.1 presents the socio-demographic characteristics of the study
patients. The mean (£SD) of patients' age was 63.73+ 10.76 years, (range:
36 - 93 years). The majority of patients were males (201; 66.3%), giving a
male to female ratio of 1.97:1. In addition, the most patients 219 (72.3%)
were living in villages, followed by the 67 (22.1 %) who were living in

urban area and 17 (5.6%) who were living in the camps.

Furthermore, the majority 256 (84.5%) of the patients interviewed reported
that they lived with a spouse/partner, and only 47(15.5%) did not have a
spouse/partner (they were widowed, or single). About their level of
education, the majority of patients 165(54.5%) were illiterate or had a
primary education, 24.8% of them completed their secondary education,

and only 20.8% were university graduates.

Regarding the employment status, 234 (77.2%) patients were unemployed,
31 (10.2%) were employed, and 38 (12.5%) were previously employed.
Regarding patient's family income, most patients (176 (58.1%)) were

categorized to have moderate (2000-5000 NIS) income, 7(2.3%) had high
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(more than 5000 NIS) income, and 120 (39.6%) patients reported that they
had poor income (less than 2000 NIS).

On the other hand, the mean (£SD) of BMI of the study patients was
28.45 + 5.06, ranging from 16.54 to 49.83. In addition, 38.6% or 34% of
patients were overweight or obese respectively; while 27.1% had an
average BMI, and 0.3% underweight. Regarding smoking status, among the
303 patients included, 136 (44.9%) were non-smokers, 67 (22.1 %) were
previously smokers but currently non-smokers, while 100 (33%) were
current smokers. The mean (xSD) years of smoking was 36.84 + 13.52
ranging from 7 to 80 years. Furthermore, about exercise doing, majority of
patients did not make exercises 278 (91.7%), and only 25(8.3%) were
making exercises. In addition, regarding those patients who were doing
exercises, 64% were doing exercises seven times weekly, 20% once

weekly, 8% two times weekly, 8% three or four times weekly, (Table 3.1).
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Table 3.1 Socio-demographic characteristics of the study patients
(N=303)
Variable Mean + SD (range)
Or
N (%)
Total = 303
Age (year) 63.73 + 10.76 (36-93)
Gender
Male 201 (66.3)
Female 102 (33.7)
Residency
City 67 (22.1)
Village 219 (72.3)
Refugee camp 17 (5.6)
Marital status
Married 256 (84.5)
Single 7(2.3)
Widow 40 (13.2)
Level of education
llliterate and primary 165 (54.5)
Secondary 75 (24.8)
University 63 (20.8)
Employment status
Employed 31 (10.2)
Unemployed 234 (77.2)
Previously employed 38 (12.5)
Income (NIS)
Low (Less than 2000) 120 (39.6)
Moderate (2000-5000) 176 (58.1)
High (More than 5000) 7(2.3)

BMI

28.45 + 5.06(16.54-49.83)

BMI categories

Underweight (16-18.5) 1(0.3)
Normal (18.5-24.9) 82 (27.1)
Overweight (25-29.9) 117 (38.6)
Obese (30 or greater) 130 (34)
Smoking

Current smoking 100 (33)
Non-smoke 136 (44.9)
Previously smoker 67 (22.1)

Smoking years

36.84 + 13.52(7-80)

Seven times weekly

Exercise

Yes 25 (8.3)
No 278 (91.7)
Exercise per week

Once weekly 5 (20)
Twice weekly 2 (8)
Three times weekly 1(4)

Four times weekly 1(4)

16 (64)
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Abbreviations: BMI: body mass index, NIS: new lIsraeli shekel, SD:

standard deviation.
3.2 Clinical characteristics of CAD patients

Table 3.2 shows the CAD related clinical characteristics of patients. The
mean (£ SD) of CAD duration was 6.75+ 6.48 years, with a range from
0.25 to 40 years. In addition, the median (IQR) of the duration of the
disease was 5 (2-10) years. Among the patients included, 168 (55.4%) were
with a family history of CAD.

Table 3.2 Clinical characteristics of the study patients.

Variable Mean = SD
Median (lower-upper quartiles)
Or
N (%)
Total = 303
CAD duration (years) 6.75 £ 6.48 (0.25-40)
5 (2-10)

Family history of CAD
Yes 168(55.4)
No 135(44.6)

Abbreviations: CAD: coronary artery disease, SD: standard deviation

On the other hand, the number of co-morbidities ranging from 1 to 7 with
mean (x SD) 3.11 + 1.25, and median (IQR) was 3(2-4). Furthermore,
regarding the presence of co-morbid diseases the most common co-morbid
diseases were: dyslipidemia 299 (98.7%), HTN 235 (77.6%), and DM 163
(53.8%), (Table 3.3).
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Table 3.3 Co-morbidities of the study patients

Variable N (%)
Total = 303
Dyslipidemia 299 (98.7)
Hypertension 235 (77.6)
Diabetes mellitus 140 (53.8)
Heart failure 92 (69.6)
Chronic kidney disease 28 (9.2)
Atrial fibrillation 26 (8.6)
Asthma 22 (7.3)
Arrhythmia 15 (5)

In addition, the patients were classified according to co-morbid diseases
as following: 18(5.9%) of patients had one co-morbidity, and 86(28.4%) of

patients had two comorbidities, (Table 3.4).

Table 3.4 Classification of patients according to co-morbidities

No of co-morbid disease N (%)
Total =300
One co-morbid disease 18(5.9)
Two co-morbid diseases 86(28.4)
Three co-morbid diseases 104(34.4)
Four co-morbid diseases 52(17.2)
Five co-morbid diseases and more 43(14.2)
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3.3 Management and medications

Regarding patients’ management, 124 (40.9%) were undergoing
angiography only, 117 (38.6%) were undergoing angiography and
angioplasty, 34(11.2%) were undergoing angiography and CABG,
28(9.2%) angiography, angioplasty, and CABG.

On the other hand, 108 (35.6%) patients repeated the angiography.
Furthermore, the mean (£SD) of the number of catheterization was
1.81 = 1.560, with a range from 1to 11, and a median ( interquartile range)
of 2 (1-3). On the other hand, 48 (15.8%) repeated their angioplasty; with
a total number of stents of 144, a mean + SD of 1.9722 + 1.59, with a range

from 1 to 10, and a median (interquartile range) of 2 (1 - 3), (Table 3.5).

Table 3.5 Management and therapy type

Variable Mean + SD
Median (lower-upper quartiles)
Or
N
Total = 303
Re-catheterization
No 195(64.4)
Yes 108(35.6)
Re-angioplasty
No 255(84.2)
Yes 48(15.8)
Catheterizations number 303
1.81 +1.56
2(1-3)
Stent number 144
1.97 £ 1.59

2(1-3)
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Abbreviations: SD: standard deviation.

Regarding medications, the range number of medications used among CAD
patients was 2-13, with a mean +SD of 6.09 £ 1.92 , and a median

(interquartile range) of 6 (5-7).

Regarding the medications types, all patients were using aspirin (100%),
and 296 out of 303 were using statins for dyslipidemia; most of them
(258(85.1%)) were on atorvastatin. In addition, 206 (68%) were on
bisoprolol. Regarding hypertension management, 161 out of 303 patients
received ACE inhibitor, 150 (49.55%) patients were on enalapril. In
addition, 80 patients received ARBs, among them 47 (15.5%) patients were
on losartan. Also, 102 (33.7%) patients received amlodipine. On the other
hand, the number of patients who received clopidogrel after stents or open
heart was 34 (11.2%). On the other hand, patients who received diuretics
were 141 patients, among them 79 (26.15%) were on furosemide. Patients
who received isosorbide mononitrate as a vasodilator were 30 (9.9%)

patients (Table 3.6).

Regarding DM management, 134 (44.2%) patients were on metformin, and
72 (23.8%) were on glimepiride. Also, patients who received insulin were
33(10.9%). Regarding heart failure and arrhythmia management, 14 (4.6%)
patients were on amiodarone, 8 (2.6%) patients were on digoxin, and 6

(2%) were on entresto (sacubitril/valsartan), (Table 3.6).
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Table 3.6 Medications used in the study patients

Variable N (%)
Total = 303
Aspirin 303 (100)
Statins
Atorvastatin 258 (85.1)
Simvastatin 21 (6.9)
Rosuvastatin 17 (5.6)
Bisoprolol 206 (68)
ACE inhibitor
Enalapril 150 (49.5)
Ramipril 11 (3.6)
ARBs
Losartan 47 (15.5)
Valsartan 23 (7.6)
Candesartan 10 (3.3)
Amlodipine 102 (33.7)
Diuretic
Furosemide 79 (26.1)
Spironolactone 37 (12.2)
Hydrochlorothiazide 25 (8.3)
Clopidogrel 34 (11.2)
Isosorbide mononitrate 30 (9.9)
Metformin 134 (44.2)
Glimepiride 72 (23.8)
Insulin 33 (10.9)
Salbutamol inhaler 19 (6.3)
Budesonide inhaler 21 (6.9)
Calcium carbonate 19 (6.3)
Alfacalcidiol 19 (6.3)
Amiodarone 14 (4.6)
Digoxin 8 (2.6)
Entersto 6 (2)

Abbreviations: ACE inhibitors: Angiotensin converting enzyme inhibitor,

ARBs: Angiotensin receptor blockers.
3.4 Treatment satisfaction among CAD patients

There are four domains of TSQM,; effectiveness, side effect, convenience
and global domain (Table 3.7). Regarding effectiveness domains,
118(38.9%) patients were satisfied with the ability of the medications to

treat or prevent their disease, and 85(28.1%) patients were very satisfied.
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Concerning the medication way in relief the patients symptoms, 109 (36%)
patients were satisfied, and 87 (28.%) patients were very satisfied.
However, 117 (38.6%) patients were satisfied with time their medication

takes to begin working.

Regarding the second domain that was regarding medications’ side
effects, 85 (28.1%) patients experienced side effects, and 218 (71.9%)
patients had no side effects. Concerning who had side effects, 28 (32.9%)
patients were slightly bothered, and 25 (29.4%) patients were bothered
from side effects. In regard to the interference of the medications’ adverse
effects with the physical health and ability to work (like energy levels and
strength), 28 (32.9%) patients were bothered. Furthermore, 27(31.8%)
patients slightly disturbed the mental health like ability to think, and
27(31.8%) patients never disturbed from their mental health related side

effects.

In regard to interference of side effects with overall satisfaction to

medications 22(25.9%) slightly affected.

Regarding convenience domain, 188 (62%) patients described that it was
very easy to use the medications in its form. In regard to, medication use in
each time, 183 (60.4%) patients mentioned that was very easy to use the

medication each time.

Finally for global domain, concerning to which extent the patients were
confident that the medications use is a good thing for them, approximately

half of the patients (160(52.8%)) were very confident. Regarding how the
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patients are certain that the good things for medications outweigh the bad

things, 161 (53.1%) patients were very certain.

In regard to general satisfaction, 107 (35.3%) patients were satisfied, and

100 (33%) patients were very satisfied about their medications (Table 3.7).

Regarding the four domains of TSQM, the mean (£SD) of effectiveness
domain was 68.26 + 20.96 ranging from 14.29 to 100, with median (IQR)
of 71.42 (57.14 - 85.71). In addition, the mean (xSD) of side effects
domain was 90.23 + 18.00 ranging from 30 to 100, with a median (IQR) of
100 (85 - 100). On the other hand, the mean (xSD) of convenience domain
was 77.85 + 13.24, ranging from 14.29 — 100, with a median (IQR) of
85.71 (71.42 - 85.71). Furthermore, the mean (xSD) of global domain
(zSD) was 69.46 + 19.80, ranging from 17.65 to 100 with a median
(IQR)of 76.47 (58.82 - 82.35).

Table 3.7 The distribution of treatment satisfaction measures among

TSQM domains

TSQM domains Mean + SD (range),
Median (lower-upper quartiles)
Or
N (%)
Total =303
Effectiveness domain 68.26 + 20.96 (14.29-100)

71.42 (57.14 - 85.71)

Satisfaction with medication ability to prevent
or treat disease

Extremely dissatisfied 12(4)
Very dissatisfied 20(6.6)
Dissatisfied 20(6.6)
Slightly satisfied 28(9.2)
Satisfied 118(38.9)
Very satisfied 85(28.1)

Extremely satisfied 20(6.6)
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TSQM domains

Mean + SD (range),
Median (lower-upper quartiles)
Or
N (%)

Total =303

Satisfaction with medication way in relief
symptoms

Extremely dissatisfied 14(4.6)
Very dissatisfied 24(7.9)
Dissatisfied 14(4.6)
Slightly satisfied 35(11.6)
Satisfied 109(36)
Very satisfied 87(28.7)
Extremely satisfied 20(6.6)
Satisfaction with the amount of time that the
medication takes to start

Extremely dissatisfied 16(5.3)
Very dissatisfied 22(7.3)
Dissatisfied 21(6.9)
Slightly satisfied 30(9.9)
Satisfied 117(38.6)
Very satisfied 78(25.7)
Extremely satisfied 19(6.3)

Side effects domain

90.23 + 18.00 (30 - 100)
100 (85 - 100)

Experience side effects

Yes 85(28.1)
No 218(71.9)
Side effect bothering

Extremely bothering 8(9.4)
Very bothering 22(25.9)
Bothering 25(29.4)
Slightly bothering 28(32.9)
Not bothering at all 2(2.4)
Side effect interference with physical health

Extremely bothering 9(10.6)
Very bothering 22(25.9)
Bothering 28(32.9)
Slightly bothering 24(28.2)
Not bothering at all 2(2.4)
Side effects interference with mental health

Extremely bothering 2(2.4)
Very bothering 11(2.9)
Bothering 18(21.2)
Slightly bothering 27(31.8)
Not bothering at all 27(31.8)
Side effects interference with medication

Extremely bothering 6(7.1)
Very bothering 14(16.5)
Bothering 21(24.7)
Slightly bothering 22(25.9)
Not bothering at all 22(5.9)
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TSQM domains

Mean + SD (range),
Median (lower-upper quartiles)
Or
N (%)

Total =303

Convenience domain

77.85 + 13.24 (14.29-100)
85.71 (71.42 - 85.71)

Medication use in current form

Extremely difficult 2(0.7)
Very difficult 2(0.7)
Difficult 20(6.6)
Somewhat easy 23(7.6)
Easy 53(17.5)
Very easy 188(62)
Extremely easy 15(5)
Medication use in each time

Extremely difficult 1(0.3)
Very difficult 2(0.7)
Difficult 22(7.3)
Somewhat easy 26(8.6)
Easy 53(17.5)
Very easy 183(60.4)
Extremely easy 16(5.3)
Medication use according to instructions

Extremely inconvenient 1(0.3)
Very inconvenient 2(0.7)
Inconvenient 3(1)
Little convenient 27(8.9)
Convenient 101(33.3)
Very convenient 162(53.5)
Extremely convenient 7(2.3)

Global domain

69.46 + 19.80 (17.65 - 100)
76.47 (58.82 - 82.35)

How the patients confident that the
medication is good thing

Not at all confident 19(6.3)
A little confident 36(11.9)
Somewhat confident 58(19.1)
Very confident 160(52.8)
Extremely confident 30(9.9)
How the patients certain that the good things

outweigh the bad things for medication

Not at all certain 21(6.9)
A little certain 40(13.2)
Somewhat certain 56(18.5)
Very certain 161(53.1)
Extremely certain 25(8.3)
Satisfaction in general

Extremely dissatisfied 12(4)
Very dissatisfied 17(5.6)
Dissatisfied 18(5.9)
Slightly satisfied 31(10.2)
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TSQM domains Mean + SD (range),
Median (lower-upper quartiles)
Or
N (%)
Total =303

Satisfied 107(35.3)
Very satisfied 100(33)

Extremely satisfied 18(5.9)

Abbreviations: SD: standard deviation, TSOM: Treatment Satisfaction

Questionnaire for Medication.

3.5 Socio-demographic characteristics of the study patients with

differences in treatment satisfaction scores

Table 3.8 shows the socio-demographic characteristics of the patients with
difference to treatment satisfaction scores. According to patients’ age, those
patients with lower ages (i.e. 35-44, 45-54, 55-64, and 65-74) had a
significantly highest median TSQM score (median 86.7) for the
convenience domain compared to the higher ages 75-84, with a median
(IQR) of 71.4(61.9-85.7) and ages of 85-94, with a median (IQR) of 61.9
(52.3-71.4).

Regarding patient’s gender, male patients had higher median scores than
females regarding convenience domain (85.7(80.9-85.7) versus 71.4(61.9-
85.7), p < 0.001), and global domain (76.4(64.7-82.3) versus 70.5
(52.9-82.3), p < 0.001).

On the other hand, patients with higher level of education had higher
median TSQM scores for effectiveness (p = 0.009), convenience (p <

0.001) and global (p < 0.001) domains. Furthermore, patients with higher
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income had higher median TSQM scores for effectiveness and global

domains.

On the other hand, patients who were previously employed had higher
median TSQM scores regarding convenience (p = 0.002) and global (p =
0.036) domains (Table 3.8),
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scores
Variable Frequency Effectiveness P-value | Side effect P- Convenience P- value Global P- valve
(%) domain domain value domain domain
Median (IQR) Median Median (IQR) Median
(IQR) (IQR)
Age
categories 0.393 0.863 <0.001 0.241
35-44 4(1.3) 35.7(14.2-78.5) 85.7(82.1-85.7) 38.2(17.6-
45 - 54 67(22.1) 71.4(57.1-85.7) 100(85-100) 85.7(71.4-85.7) 76.4)
55-64 92(30.3) 71.4(58.3-85.7) 100(80-100) 85.7(82.6-85.7) 76.4(58.8-
65-74 86(28.3) 71.4(61.9-85.7) 100(85-100) 85.7(71.4-85.7) 82.3)
75-84 45(14.8) 71.4(57.1-71.4) 100(87-100) 71.4(61.9-85.7) 76.4(58.8-
85-94 9(2.9) 71.4(54.7-71.4) 100(85-100) 61.9(52.3-71.4) 82.3)
76.4(64.7-
82.3)
76.4(52.9-
76.4)
76.4(47.0-
79.4)
Gender
Male 201(66.3) | 71.4(61.9-85.7) 0.061 100(97-100) | 0.104 | 85.7(80.9-85.7) | <0.001 76.4(64.7- <0.001
Female 102(33.7) | 71.4(55.9-85.7) 100(80-100) 71.4(61.9-85.7) 82.3)
70.5(52.9-
82.3)
BMI
Normal 83(27.1) 71.4(61.9-85.7) 0.262 100(75-100) | 0.626 | 85.7(71.4-85.7) | 0.459 76.4(64.7- 0.244
Overweight | 117(38.6) | 71.4(57.1-83.3) 100(87-100) 85.7(71.4-85.7) 82.3)
Obese 103(34) 71.4(57.1-85.7) 100(100-100) 85.7(71.4-85.7) 76.4(58.8-
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Variable Frequency Effectiveness P-value | Side effect P- Convenience P- value Global P- valve
(%) domain domain value domain domain
Median (IQR) Median Median (IQR) Median
(IQR) (IQR)
82.3)
76.4(58.8-
82.3)
Education
Primary 165(54.5) | 71.4(54.7-78.5) 0.009 100(80-100) | 0.152 | 76.1(61.9-85.7) | <0.001 70.5(52.9- <0.001
Secondary 7524.8) 71.4(66.6-85.7) 100(100-100) 85.7(85.7-85.7) 82.3)
Collage 63(12.5) 71.4(71.4-85.7) 100(85-100) 85.7(80.9-85.7) 82.3(76.4-
82.3)
76.4(64.7-
82.3)
Income
Low 12036.9) 71.4(57.1-85.7) 0.044 100(80-100) | 0.938 | 85.7(71.4-85.7) | 0.228 76.4(58.8- 0.023
Moderate 176(58.1) | 71.4(57.1-85.7) 100(85-100) 85.7(71.4-85.7) 82.3)
High 7(23) 85.7(71.4-95.2) 100(85-100) 85.7(80.9-90.4) 76.4(58.8-
82.3)
88.2(76.4-
94.1)
Marital
status
Single 7(84.5) 71.4(57.1-71.4) 0.484 100(60-100) | 0.690 | 76.1(61.9-85.7) | 0.289 70.5(58.8- 0.112
Married 256(2.3) 71.4(57.1-85.7) 100(90-100) 85.7(71.4-85.7) 76.4)
Widow 40(13.2) 71.4(60.7-75) 100(76.2- 73.8(61.9-85.7) 76.4(58.8-
100) 82.3)
76.4(60.2-

76.4)




33

Variable Frequency Effectiveness P-value | Side effect P- Convenience P- value Global P- valve
(%) domain domain value domain domain
Median (IQR) Median Median (IQR) Median
(IQR) (IQR)
Locality
Urban 67(22.1) 71.4(71.4-85.7 0.113 100(85-100) | 0.907 | 85.7(71.4-85.7) | 0.897 76.4(64.7- 0.064
Rural 219(72.3) | 71.4(57.1-85.7) 100(85-100) 85.7(71.4-85.7) 82.3)
Camp 17(5.6) 71.4(71.4-85.7) 100(90-100) 85.7(71.4-85.7) 76.4(52.9-
82.3)
82.3(70.5-
82.3)
Employment
status
Employed 31(10.2) 71.4(52.3-85.7) 0.139 100(100-100) | 0.351 | 85.7(80.9-85.7) | 0.002 76.4(52.9- 0.036
Unemployed | 234(77.2) | 71.4(57.1-85.7) 100(83.7- 85.7(71.4-85.7) 82.3)
Previously 38(12.5) 76.1(70.2-85.7) 100) 85.7(79.7-85.7) 76.4(58.8-
Employed 100(88.7- 82.3)
100) 82.3(76.4-
82.3)

Abbreviations: BMI: body mass index, IQR: interquartile range.
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3.6 Co-morbid diseases of the study patients with differences in

treatment satisfaction scores.

Regarding the differences in number of co-morbid diseases, the results
show significant differences in convenience (p < 0.001) and global (p =
0.029) domains. Patients with lower number of co-morbid diseases

significantly have higher scores in both domains (Table 3.9).

As an example, regarding global domain, patients who had one co-morbid
diseases had higher median (IQR) score of 82.3 (76.4 - 88.2), compared to
those who had two co-morbidities (76.4 (58.8 - 82.3), or those who had
three co-morbid disease 76.4(54.4-82.3), four co-morbid diseases
73.5(58.8-82.3), or five or more co-morbid diseases (70.5 (58.8 - 76.4)),
(p =0.029), (Table 3.9).
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Table 3.9 Co-morbid diseases of the study patients with differences in treatment satisfaction scores

Variable

N(%)

Effectiveness
Median(IQR)

p-value

Side effects
Median(IQR)

p-value

Convenience
Median(1QR)

p-value

Global domain
Median(IQR)

p-value

One
comorbid
disease
Two
comorbid
diseases
Three
comorbid
diseases
Four
comorbid
diseases
Five or
more
comorbid
diseases

18(5.9)

86(28.4)

104(34.4)

52(17.2)

43(14.2)

78.5(66.6-85.7)

71.4(60.7-85.7)

71.4(57.1-85.7)

71.4(58.3-84.5)

71.4(57.1-71.4)

0.347

100(100-100)

100(93.7-100)

100(86.2-100)

100(71.2-100)

100(80-100)

0.214

85.7(80.9-85.7)

85.7(80.9-85.7)

85.7(72.6-85.7)

71.4(66.6-85.7)

71.4(61.9-85.7)

0.001

82.3(76.4-88.2)

76.4(58.8-82.3)

76.4(54.4-82.3)

73.5(58.8-82.3)

70.5(58.8-76.4)

0.029
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3.7 Medications used by the study patients with differences in

treatment satisfaction scores

Regarding the differences in number of medications used, the results show
significant differences in convenience (p < 0.001) and global (p = 0.009)
domains. Patients with lower number of medications significantly had

higher scores in both domains (Table 3.10).

As an example, regarding global domain, patients who used 1 — 3
medications had higher median (IQR) score of 82.3 (76.4 - 82.3), compared
to those who used 4 — 6 medications (76.4 (58.8 - 82.3), or those who used
7 or more medications (70.5 (58.8 — 82.3)) (p = 0.009), (Table 3.10).
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Table 3.10 Medications used by the study patients with differences in treatment satisfaction scores

Variables N (%) Effectiveness | p-value Side effects p-value Convenience p-value Global domain p-value
IQR IQR IQR IQR
1-3 19(6.2) 85.7(66.6- 0.146 100(100-100) 0.055 85.7(80.9-85.7) <0.001 82.3(76.4-82.3) 0.009
medications 85.7)
4-6 17758.4) 100(87.5-100) 85.7(71.4-85.7) 76.4(58.8-82.3)
medications 71.4(61.9-
85.7)
7 medications | 107(35.3) 100(80-100) 76.1(66.6-85.7) 70.5(58.8-82.3)
and more
71.4(57.1-

80.9)
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3.8 Health related functional outcomes among CAD patients

Table 3.11 shows the results of the dimensions of SF-36 scale. Concerning
health description in general, 116 (38.3%) patients described their health as
fair, followed by as 82 (27.1%) who described their general health as good.
In regard to the comparison between health now and one year ago, about
half (164(54.1%)) of the patients reported that their health was somewhat
worse than one year ago followed by 64 (22.1%) patients who reported that

their health were much worse than one year ago.

Regarding the usual daily activities of the patients and their limitations due
to CAD, most of the patients (276 (91.1%)) reported that their disease
limited a lot their vigorous works such as running or carrying heavy
objects. In addition, 184 (60.7%) patients had reported that their moderate

activity such as moving table is limited a lot by CAD.

Regarding climbing several blocks, most patients 202 (66.7%) reported that

this activity is limited a lot by their disease.

On the other hand, half of the patients (155 (51.2%) reported that bending
or kneeling is limited a lot by CAD.

In regard to walking activities, 182 (60.1%) patients reported that
walking more than one kilometer and half were limited a lot by CAD, 146
(48.2%) patients reported that walking around 500 meters were limited a

lot by CAD. While 159 (52.2%) reported that walking one hundred meter is
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not limited at all due to their disease. On the other hand, 229 (75.6%)
patients reported that bathing or dressing were not limited at all due to

CAD.

Concerning regular activities limitations due to physical health, most
patients (220 (72.6%)) cut down the time amount they spent on activity and

completed their activity less than they would like.

Moreover, regarding regular activities limitations due to mental health, 142
(46.9%) patients cut down the time amount they spent on activity and
finished their activity less than they would like. and due to emotional work,

140 (46.2%) patients did not work carefully.

Regarding how much the physical or emotional health interfered with
social activities in the previous month, nearly half (162, 53.3%) of them
were not at all affected. Regarding bodily pain in the previous month, 84
(27.7%) patients had moderate pain and 73 (24.1%) patients had severe
pain. Concerning the interference between bodily pain in the previous
month with normal work, 88 (29%) patients were not affected at all and 77

(25.4%) patients were quite a bit affected.

Concerning how the patients felt and how things had been with them
during the last month, 91(30%) patients felt pep a little of the time; 85
(28.1%) patients were feeling nervous a little of the time; 130 (42.9%) felt
down a little of the time. 92 (30.4%) patients felt calm a little of the time,

and 98 (32.3%) patients reported that they had high level of energy a little
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of the time. On the other hand, 106 (35%) patients felt downhearted none

of the time.

Regarding happiness, 86 (28.4%) patients reported that they were happy
sometimes. On the other hand, 83(27.4%) patients felt tired most of the

time.

In regard to how much of the time the physical health or mental health of
patients interfered with social activities, 163(53.8%) patients affected none

of the time.

On the other hand, patients were asked if they were easier to get sick than
other people, the results shows that 89 (29.4%) patients considered this

statement is mostly false.

Furthermore, 112 (37%) patients did not know if they will get worse, and
112 (37%) patients answered the statement if their health were excellent as

mostly false, (Table 3.11).
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Table 3.11 Distribution of health related outcomes in SF-36 dimension

Variable Frequency
N (%)
Total =303
General health
Excellent 19(6.3)
Very good 19(6.3)
Good 82(27.1)
Fair 116(38.3)
Poor 67(22.1)
General health compared to one year ago
Much better now than one year ago 14(4.6)
Somewhat better now than one year ago 18(5.9)
A bout the same 43(14.2)
Somewhat worse now than one year ago 164(54.1)
Much worse now than one year ago 64(22.1)
Vigours activities limited by CAD
Yes limited a lot 276(91.1)
Yes limited a little 20(6.60
Not limited at all 7(2.3)
Moderate activities limited by CAD
Yes limited a lot 184(60.7)
Yes limited a little 72(23.8)
Not limited at all 47(15.5)
Lifting or carrying groceries limited by CAD
Yes limited a lot 138(45.5)
Yes limited a little 75(24.8)
Not limited at all 90(29.7)
Climbing several blocks limited by CAD
Yes limited a lot 202(66.7)
Yes limited a little 69(22.8)
Not limited at all 32(10.6)
Climbing one block limited by CAD
Yes limited a lot 116(38.1)
Yes limited a little 85(28.1)
Not limited at all 102(33.7)
Bending or kneeling limited by CAD
Yes limited a lot 155(51.2)
Yes limited a little 63(20.8)
Not limited at all 85(28.1)
Walking more than one kilometer limited by CAD
Yes limited a lot 182(60.1)
Yes limited a little 79(16.2)
Not limited at all 42(23.8)
Walking several blocks limited by CAD
Yes limited a lot 146(48.2)
Yes limited a little 58(19.1)
Not limited at all 99(32.7)
Walking one block limited by CAD
Yes limited a lot 77(25.4)
Yes limited a little 67(22.1)
Not limited at all 159(52.5)
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Variable Frequency
N (%)
Total = 303
Bathing or dressing limited by CAD
Yes limited a lot 35(11.6)
Yes limited a little 39(12.9)
Not limited at all 229(75.6)
Cut down the amount of time spent on work due to physical
health
Yes 220(72.6)
No 83(27.4)
Accomplished the work less than the patients would like due to
physical health
Yes 220(72.6)
No 83(27.4)
Other activities limited by CAD due physical health
No 88(29)
Extra effort the patients had to do other activities due to
physical health
Yes 218(71.9)
No 85(28.9)
Cut down the amount of time spent on work due to emotional
health
Yes 14(246.1)
No 161(53.9)
Accomplished the work less than the patients would like due to
emotional health
Yes 142(46.1)
No 61(53.9)
Did not do work carefully due to emotional health
Yes 140(46.2)
No 163(53.8)
Physical or emotional health interfered with social activities
Not at all 162(53.5)
Slightly 35(11.6)
Moderately 59(19.5)
Quite a bit 33(10.9)
Extremely 14(4.6)
Bodily pain in the past month
Non 58(19.1)
Very mild 17(5.6)
Mild 23(7.6)
Moderate 84(27.7)
Severe 73(24.1)
Very sever 48(15.8)
Bodily pain in the past month interfered with normal works
Not at all 88(29)
A little bit 24(7.9)
Moderately 58(19.10
Quite a bit 77(25.4)
Extremely 56(18.5)
If the patients were feeling in pep in the past month
All of the time 12(4)
Most of the time 51(16.8)
A good bit of the time 53(11.6)

Some of the time

83(27.4)
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Variable Frequency
N (%)
Total = 303
A little of the time 91(30)
None of the time 31(10.2)
If the patients were nervous in the past month
All of the time 12(4)
Most of the time 54(17.8)
A good bit of the time 48(15.8)
Some of the time 81(26.7)
A little of the time 85(28.1)
None of the time 23(7.6)
If the patients felt so down in the past month
All of the time 3(1)
Most of the time 19(6.3)
A good bit of the time 33(10.9)
Some of the time 53(17.5)
A little of the time 65(21.5)
None of the time 130(42.9)
If the patients felt calm in the past month
All of the time 20(6.6)
Most of the time 42(17.2)
A good bit of the time 45(14.9)
Some of the time 87(28.7)
A little of the time 92(30.4)
None of the time 7(2.3)
If the patients had a lot of energy
All of the time 5(1.7)
Most of the time 39(12.9)
A good bit of the time 35(11.6)
Some of the time 75(24.8)
A little of the time 98(32.3)
None of the time 51(16.8)
If the patients felt downhearted in the past month
All of the time 4(1.3)
Most of the time 35(11.6)
A good bit of the time 28(9.2)
Some of the time 65(21.5)
A little of the time 65(21.5)
None of the time 106(35)
If the patients felt worn out in the past month
All of the time 9(3)
Most of the time 37(12.2)
A good bit of the time 43(14.2)
Some of the time 89(29.4)
A little of the time 85(28.1)
None of the time 40(13.2)
If the patients felt in happiness in the past month
All of the time 36(11.9)
Most of the time 57(18.8)
A good bit of the time 46(15.2)
Some of the time 86(28.4)
A little of the time 66(21.8)
None of the time 12(4)
If the patients were tired in the past month
All of the time 25(8.3)

Most of the time

83(27.4)
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Variable Frequency
N (%)
Total = 303
A good bit of the time 44(14.5)
Some of the time 78(25.7)
A little of the time 67(22.1)
None of the time 6(2)
How much of the times the patients physical or emotional
health interfered with social activities
All of the time 15(5)
Most of the time 38(12.5)
Some of the time 61(20.1)
A little of the time 26(8.6)
None of the time 163(53.8)
If the patients got sick easier than others
Definitely true 69(22.8)
Mostly true 56(18.5)
Do not know 62(20.5)
Mostly false 89(29.4)
Definitely false 27(8.9)
If the patients healthy as others
Definitely true 8(2.6)
Mostly true 36(11.9)
Do not know 75(24.8)
Mostly false 145(47.9)
Definitely false 39(12.9)
If the patients expected to get worse
Definitely true 40(13.2)
Mostly true 59(19.5)
Do not know 112(37)
Mostly false 65(21.5)
Definitely false 27(8.9)
If the patients considered their health as excellent
Definitely true 17(5.6)
Mostly true 57(18.8)
Do not know 18(5.9)
Mostly false 112(37)
Definitely false 99(32.7)

Abbreviation: CAD: coronary artery disease.

Furthermore, Table 3.12 shows the median (IQR) for different dimensions

of SF-36 scale.
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Table 3.12 Median (interquartile range) for the dimensions of SF-36

scale.
Variables Median (IQR)
Physical functioning 35 (10-65)
Role limitations due to physical health 0.0 (0.0-100)
Role limitations due to emotional health 100 (0.0-100)
Energy / Fatigue 65 (45-80)
Emotional well-being 76 (60-88)
Social functioning 100 (50-100)
Pain 45 (22.5-50)
General health 40 (25-50)
Compared to one year ago, how would you rate your health in | 25 (25-25)
general now?

3.9 Socio-demographic related factors of the study patients with

differences in functional outcomes

As shown in Table 3.13, patients’ age was significantly associated with
physical function scores (p < 0.001), role limitations due to physical health
(p = 0.004), and health change in the past year (p = 0.001). Younger
patients significantly had higher physical functioning scores (p < 0.001).
Patients aged from 35 to 44 years had higher median (IQR) physical
functioning that was 47.5 (10 - 96.2) compared to patients in higher ages
category. Furthermore, regarding general health compared with the past
year, the median (IOR) scores for patients aged from 35-44 years was
12.5(0.0-43.7), compared to the median scores (median= 25) of higher age
categories (p = 0.001).

Concerning gender, there is a significant difference for all SF dimensions
(p < 0.05). The median (IQR) scores for physical functioning, pain, energy,

emotional well being, social functioning, general health and general health
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compared to the past year, were significantly higher for male than female

patients.

On the other hand, regarding educational level, patients with higher
educational level had higher median (IQR) scores than those with lower
educational levels. As an example, patients who completed their higher
education had higher physical functioning score (55 (25-80)) compared
with patients with primary education (20 (10-50)), (p < 0.001).

Regarding marital status, married patients had higher physical
functioning scores (45 (16.2-70)) compared to single patients (20 (0-25) or
widowed patients (10 (0-15), (p = 0.015).

Concerning income, income was significantly associated with some SF
dimensions. In addition, employment status was significantly associated
with all SF dimensions. In most domains the employed patients had the

highest median (IQR) scores than those unemployed CAD patients.

However, in regard to BMI categories and locality ,there was no significant
difference between BMI categories or locality with SF dimensions (p >

0.05) (Table 3.13).
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Table 3.13 Socio-demographic related characteristics of the study patients with differences in functional

outcomes
n (%) PF RP RE VT MH SF BP GH HC
Median[1Q | Median[IQ | Median[l | Median[l | Median[IQ | Median[IQR] | Median[IQ | Median[IQ | Median[
R] R] QR] QR] R] R] R] IQR]
Age
35-44 4(1.3) 47.5(10- 0.0(0.0-75) 100(25- 40(6.2- 22(16-49) 25(0.0-87) 40(0.0-95) 32.5(15- 12.5(0.0-
96.2) 100) 81.2) 61.2) 43.7)
45-54 67(22.1) 0.0(0.0-100) 64(48-80) 100(50-100) 45(22.5-80) | 45(30-55) 25(25-
55(35-80) 100(0.0- 50(35-75) 50)
55-64 92(30.3) 0.0(0.0-100) | 100) 60(41-80) 100(50-100) 35(22.5- 35(25-55)
35(15-70) 37.5(21.2- 79.3) 25(25-
65-74 86(28.3) 0.0(0.0-62.5) | 100(0.0- 70) 64(48-81) 100(50-100) 45(22.5-100) | 40(25-51.2) | 50)
35(10-60) 100) 47.5(30-
75-84 45(14.8) 0.0(0.0-0.0) 65) 60(40-72) 75(37.5-100) 35(22.5- 40(25-50) 25(25-
15(0.0-35) 100(0.0- 51.2) 31.2)
85-94 9(2.9) 100) 40(27.5- 44(38-68) 50(25-87.5) 22.5(5-38.7) | 20(12.5-
10(0.0-10) 55) 52.5) 25(0.0-
0.0(0.0- 25)
100) 35(30-57)
25(0.0-
0.0(0.0- 25)
100)
P (sig.) <0.001 0.004 0.069 0.493 0.06 0.079. 0.175 0.554 0.001
gender
Male 201(66.3) | 50(17.5-75) | 0.0(0.0-100) | 100(0.0- 50(30-70) | 64(48-80) 100(50-100) 45(22.5-95) | 40(30-60) 25(25-
100) 50)
Female 102(33.7) | 20(5-35) 0.0(0.0-0.0) 35(20-55) | 52(36-68) 62.5(37.5-100) | 32.5(22.5- 35(20-45)
0.0(0.0- 48.1) 25(0.0-
100) 25)
P (sig.) <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 0.002 0.001 0.001
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n (%) PF RP RE VT MH SF BP GH HC
Median[1Q | Median[IQ | Median[l | Median[l | Median[IQ | Median[IQR] | Median[IQ | Median[IQ | Median[
R] R] QR] QR] R] R] R] IQR]
BMI
Normal 82(27.1) | 35(10-70) 0.0(0.0-100) | 100(0.0- 40(25-70) | 62(44-80) 100(50-100) 32.5(20-80) | 35(25-55) 25(25-
(18.5-25) 100) 50)
Overweig | 117(38.6) | 45(17.5-70) | 0.0(0.0-100) 50(32.5- 60(44-80) 100(50-100) 45(22.5-80) | 40(30-55)
ht 100(0.0- 70) 25(25-
(25 -30) 103(34) 25(10-55) 0.0(0.0-0.0) | 100) 60(44-76) 87.5(50-100) | 45(22.5-80) | 35(20-50) 50)
Obese 40(20-55)
(30 and 0.0(0.0- 25(25-
more) 100) 25)
P (sig.) 0.16 0.253 0.239 0.054 0.712 0.477 0.884 0.258 0.382
Education
Primary 165(54.5) | 20(10-50) 0.0(0.0-0.0) | 0.0(0.0- 35(20-55) | 56(40-70) 75(43.7-100) | 32.5(22.5- 35(20-45) 25(0.0-
100) 57.5) 25)
Secondary | 75(24.8) | 55(35-85) 0.0(0.0-100) 55(30-75) | 64(48-80) 100(62.5-100) | 55(22.5-100) | 40(30-60)
100(0.0- 100(62.5-100) 25(25-
Collage 63(20.8) | 55(25-80) 25(0.0-100) | 100) 60(40-75) | 72(52-84) 65(22.5-100) | 50(30-60) 50)
100(0.0- 25(25-
100) 50)
P (sig.) <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
Marital
status 7(2.3) 20(0.0-25) 0.0(0.0-0.0) | 0.0(0.0- 25(20-45) | 40(32-56) 50(37.5-62.5) | 32.5(22.5- 35(20-50) 0.0(0.0-
Single 100) 100(50-100) 45) 25)
256(84.5) | 45(16.2-70) | 0.0(0.0-100) 50(30-70) | 64(44-80) 45(22.5-80) | 40(26.2-55)
Married 100(0.0- 56.2(28.1-100) 25(25-
40(13.2) | 10(0.0-15) 0.0(0.0-0.0) | 100) 35(20- 48(40-64) 32.5(22.5- 35(16.2-45) | 50)
Widow 43.7) 45)
0.0(0.0- 25(0.0-
0.0) 25)
P (sig.) 0.015 0.171 0.206 0.127 0.047 0.029 0.499 0.384 0.011
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n (%) PF RP RE VT MH SF BP GH HC
Median[1Q | Median[IQ | Median[l | Median[l | Median[IQ | Median[IQR] | Median[IQ | Median[IQ | Median[
R] R] QR] QR] R] R] R] IQR]
Income
Low 120(39.6) | 25(10-50) 0.0(0.0-0.0) | 0.0(0.0- 35(20-55) | 56(40-72) 75(50-100) 33.75(22.5- | 35(20-45) 25(0.0-
100) 57.5) 25)
Moderate | 176(58.1) | 50(15-75) 0.0(0.0-100) 50(30-70) | 64(48-83) 100(50-100) 45(22.5-90) | 45(30-58.7)
100(0.0- 25(25-
High 7(2.3) 45(10-55) 0.0(0.0-75) 100) 60(40-70) | 52(44-88) 75(25-100) 32.5(22.5- 50(30-55) 50)
35)
33.3(0.0- 25(0.0-
100) 25)
P (sig.) 0.001 <0.001 0.015 <0.001 0.005 0.101 0.054 <0.001 0.013
Locality
Urban 67(22.1) | 35(10-70) 0.0(0.0-100) | 100(0.0- 45(30-70) | 56(48-72) 100(50-100) 45(22.5-100) | 40(30-55) 25(25-
100) 50)
Rural 219(72.3) | 35(15-65) 0.0(0.0-50) 45(25-65) | 60(40-80) 87.5(50-100) | 45(22.5- 40(25-50)
100(0.0- 77.5) 25(25-
Camp 17(5.6) 30(7-80) 0.0(0.0-100) | 100) 40(20-50) | 56(42-78) 100(50-100) 45(22.5-95) | 30(17.5- 25)
47.5)
0.0(0.0- 25(0.0-
100) 37.5)
P (sig.) 0.924 0.067 0.667 0.426 0.835 0.633 0.385 0.208 0.499
Employm
ent status
Employed | 31(10.2) | 75(45-80) 100(0.0-100) | 100(100- | 60(40-75) | 64(52-84) 100(62.5-100) | 77.5(45-100) | 50(35-65) 25(25-
100) 75(50-100) 50)
Unemploy | 234(77.2) | 30(10-60) 0.0(0.0-0.0) | 0.0(0.0- 40(25-60) | 56(40-78) 32.5(22.5- 35(23.7-
ed 100) 100(75-100) 61.2) 46.2) 25(25-
38(12.5) | 57.5(25-80) | 75(0.0-100) 60(48.7- 76(63-88) 75(35-100) 50(38.7-60) | 25)
Previously 100(0.0- 76.2)
employed 100) 25(25-
50)
P (sig.) <0.001 <0.001 <0.001 <0.001 <0.001 0.018 <0.001 <0.001 0.003
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Abbreviations: BP: Bodily pain, GH: General health, HC: Health change
in the past year, IQR: interquartile range, MH: Emotional well-being/
Mental health, PF: Physical functioning, RE: Role limitations due to
emotional problems, RP: Role limitations due to physical health, SF: Social

functioning, VT Vitality/Energy and fatigue.

3.10 Co-morbid diseases of the study patients with differences in

functional outcomes.

As shown in Table 3.14, patients with higher co-morbid diseases
significantly had lower scores in all dimensions of SF-36 scale (p < 0.05).
As an example, regarding physical functioning, the patients with one co-
morbid disease had the highest median (IQR) score (75.5(62.5-86.2)),
compared with those with two-comorbid diseases (60 (30-81.2)), three co-
morbid diseases (35 (16.2-63.7)), four co-morbid diseases (15 (0-28.7)),

and five or more co-morbid diseases (5 (0-25)), (p < 0.001).
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Table 3.14 Co-morbid diseases of the study patients with differences in functional outcomes

n (%) PF RP RE VT MH SF BP GH HC
Median[Q1- | Median[Q1- | Median[ | Median[Q1- | Median[Q1- | Median[Q1- | Median[Q | Median[Q1- | Median[Q1-
Q3] Q3] Q1-Q3] Q3] Q3] Q3] 1-Q3] Q3] Q3]
One co-
morbid | 18(5.9) 77.5(62.5- 100(0.0-100) | 100(75- 67.5(50-85) | 82(55-88) 100(84.3- 62.5(20- 55(38.7-75) | 37.5(25-75)
disease 86.2) 100) 100) 100)
Tow co- | 86(28.4) | 60(30-81.2) 0.0(0.0-100) | 100(33.3- | 60(38.7-75) | 68(56-84) 100(75-100) | 57.5(22.5- | 45(30-61.2) | 25(25-50)
morbid 100) 100)
diseases
Three 104(34.4) | 35(16.2- 0.0(0.0-34.7) | 66.6(0.0- | 45(30-63.7) | 60(40-76) 100(50-100) | 45(22.5- 35(25-55) 25(25-43.7)
co- 63.7) 100) 80)
morbid
diseases
Four 52(17.2) 15(0.0-28.7) | 0.0(0.0-0.0) 0.0(0.0- 30(20-40) 50(40-60) 50(37.5-100) | 32.5(10.6- | 35(16.5-45) | 25(0.0-25)
co- 100) 45)
morbid
diseases
Five 43(14.2) | 5(0.0-25) 0.0(0.0-0.0) 0.0(0.0- 35(20-45) 48(32-64) 50(25-100) 32.5(22.5- | 35(20-45) 0.0(0.0-25)
and 1000) 45)
more
co-
morbid
diseases
P (sig.) <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
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Abbreviations: BP: Bodily pain, GH: General health, HC: Health change in the
past year, IQR: interquartile range, MH: Emotional well-being/ Mental health,
PF: Physical functioning, RE: Role limitations due to emotional problems, RP:
Role limitations due to physical health, SF: Social functioning, VT

Vitality/Energy and fatigue.

3.11 Medications used by the study patients with differences in functional

outcomes

Table 3.15 shows the difference in functional outcomes in regards to number of
medications. The results show that CAD patients who used 1-3 medications had
the highest median (IQR) in all SF-36 dimensions, (p < 0.05). As an example,
patients who used 1-3 medications had the highest median (IQR) score in
regards to physical functioning (65 (40-85)) compared with those using 3-6
medications (50(5-75)), and those using 7 and ore medications (10 (0-30)), (p <
0.001).
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Table 3.15 Medications used by the study patients with differences in functional outcomes

n (%) PF RP RE VT MH SF BP GH HC
Median[Q1- | Median[Q1- | Median[Q1l- | Median[Q1l- | Median[Q | Median[Q1l- | Median[Q | Median[Q1- | Median[Q1-
Q3] Q3] Q3] Q3] 1-Q3] Q3] 1-Q3] Q3] Q3]
1-3
medications | 19(6.2) 65(40-85) 100(0.0- 1000(100- 70(50-80) 84(68-88) | 100(100- 45(0.0- 55(45-75) 25(25-50)
100) 100) 100) 100)
3-6 177(58.4) | 50(25-75) 0.0(0.0-100) | 100(0.0- 55(35-70) 64(52-80) | 100(62.5- 45(22.5- 40(30-55) 25(25-50)
medications 100) 100) 90)
7 and more | 107(35.3) | 10(0.0-30) 0.0(0.0-0.0) | 0.0(0.0-100) | 30(20-45) 48(36-68) | 50(37.5-100) | 32.5(22.5- | 30(20-45) 25(0.0-25)
medications 45)
P (sig.) <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
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Abbreviations: BP: Bodily pain, GH: General health, HC: Health change
in the past year, IQR: interquartile range, MH: Emotional well-being/
Mental health, PF: Physical functioning, RE: Role limitations due to
emotional problems, RP: Role limitations due to physical health, SF: Social

functioning, VT Vitality/Energy and fatigue.

3.12 Relationship between satisfaction and functional outcomes scores.

There was a significantly positive correlation between global domain and
physical functioning dimension in SF-36 scale (R = 0.281; p < 0.001). In
addition, there was a significantly positive correlation between global
domain and role limitation to physical health dimension in SF-36 scale
(R = 0.255; p < 0.001). Furthermore, a significantly positive correlation
was found between global domain and role limitation to emotional
problems dimension in SF-36 scale (R = 0.222; p < 0.001). In addition,
there was a significantly positive correlation between global domain and
energy dimension in SF-36 scale (R = 0.388; p < 0.001). Furthermore, a
significantly positive correlation was found between global domain and
emotional well-being dimension in SF-36 scale (R = 0.381; p < 0.001).
Moreover, the results show a significantly positive correlation between
global domain and social functioning dimension in SF-36 scale (R = 0.257;
p <0.001). On the other hand, there was a significantly weaker positive
correlation between global domain and pain dimension in SF-36 scale

(R =0.137; p = 0.017).
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Chapter Four
Discussion

4.1 Treatment satisfaction among CAD patients

The present study introduced extensive information about treatment
satisfaction using TSQM scale and health related functional outcomes
using SF-36 scale among patients with CAD in Khalil Suleiman hospital in
Jenin city, Palestine. Referring to literature, TSQM and SF-36 scales have
been used to evaluate treatment satisfaction and functional outcomes in
CAD patients, and it is valid, reliable, and responsive in both specific and

general disease populations.

Regarding treatment satisfaction, there are four domains for TSQM,
effectiveness, side effect, convenience and global domains. Concerning
effectiveness domain, the majority of patients in the current study were
satisfied with the effectiveness of medications to treat or prevent their
disease. However, the majority of patients were satisfied with the
medications way in relief their symptoms and with the amount of the time
takes to start working. In regard to side effects domain, majority of patients
had no side effects. Concerning convenience domain, most of patients
reported that the medication use was very easy and very convenient.
Furthermore, regarding global domain, most of patients were satisfied. This
study confirmed by many studies , for example Asadi-Lari et al., (2003a)
concluded that the majority of CAD patients were satisfied with their given

care. Also, Oterhals et al., (2006) reported that the majority of patients
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were highly satisfied. Another study conducted in 2010 by lliyasu et al.,
(2010) reported that 83% of patients were satisfied with their health care

Services.

In regard to side effects domain, majority of patients in the current study
had no side effects. This result was consistent with a study by Liberato et
al., (2016) who reported in their study that 81.1% patients had no side

effects.

In the current study, convenience domain score was higher than that in a
previous study (Liberato et al., 2016). Furthermore, in the current study
global domain score was higher than effectiveness domain score, this result

was confirmed by Liberato et al., (2016) study.

Regarding the relationship between age and treatment satisfaction, those
patients with lower ages had significantly higher median TSQM scores for
convenience domain compared to higher ages. This result was supported by
the results of the study that concluded the elderly CAD patients were less
satisfied compared to lower ages (Asadi-Lari et al., 2003a). Whereas
another study conducted by Harmsen et al., (2008) concluded that older

patients were more satisfied with their primary health care.

However, the patients aged from 35 to 44, had the lower score but not
significant in effectiveness domain, similar result regarding age was found

in a previous study in the United kingdom (Asadi-Lari et al., 2003a).
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Concerning patients’ gender, male patients had higher median scores than
females regarding convenience and global domain, this result was
confirmed by previous two studies (Asadi-Lari et al., 2003a, Mc Donnell et

al., 2011).

On the other hand, patients with higher level of education had higher
median scores for effectiveness, convenience, and global domains.
However, another study conducted by Delestars et al., (2013) who reported
that satisfaction with medication was not affected by educational level in
patients with chronic diseases. On the other hand, another study conducted
in 2009 by Biderman et al., (2009) reported that lower treatment
satisfaction was observed among diabetic patients with lower educational
level. Furthermore, another previous study concluded that, lower
educational level can lead to lower treatment satisfaction (lliyasu et al.,

2010).

On the other hand, patients with higher income had higher median scores
for effectiveness and global domain. This result was consistent with the
result of the study that conducted in 2011 by de Jong-Watt and Sherifi,
(2011) which concluded that higher satisfaction with treatment among ACS

patients was associated with higher income level.

On the other hand, patients who were previously employed had higher
median TSQM scores regarding convenience and global domain. A
previous study conducted in 2007 showed that patients who had cost

difficulties were less satisfied with plan of medications, also this study
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reported that the retirees expressed more satisfaction with plan therapy than

current employees (Nau et al., 2007).

Regarding the differences in number of co-morbid diseases, the results
show significant differences in convenience (p < 0.001) and global
(p = 0.029) domains. Patients with lower number of co-morbid diseases
significantly had higher scores in both domains. Similar result was
observed in the Asadi-Lari et al., (2003a) study which concluded that
patients with CAD alone, had satisfaction scores higher than those with

co-morbidities.

Regarding the differences in number of medications used, the results show
significant differences in convenience (p < 0.001) and global (p = 0.009)
domains. Patients with lower number of medications significantly had
higher scores in both domains. This result was supported by many studies;
for example, a study conducted in 2014 by Loffler et al., (2014) reported
that lower number of medications used was associated with higher
satisfaction level. Another study conducted by Chaturvedi et al., (2018)
who concluded that polypharmacy can worsen treatment satisfaction in

diabetic patients.
4.2 Health related functional outcomes among CAD patients.

This study found that 38.3% of patients described their general health as
fair, and when the patients were asked about their general health compared
to one year ago, about half of the patients reported that their health was

somewhat worse than one year ago. In a previous study, Rutledge et al.,
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(2010) suggested that 39.35% of his sample study reported their self health
as fair or poor. In addition most of patients had limitations in physical or

emotional health which interfered with their usual daily activities.

Regarding physical activity, the majority of the patients had limitations in
doing vigorous or moderate activities, carrying groceries, climbing several
blocks, walking several kilometers and bending or kneeling; whereas the
majority of them had no limitations in bathing or dressing and walking for
a one hundred meter. Similar results were observed in a previous study
such as a study that concluded the angina pectoris was significantly
associated with physical function impairment (Ulvik et al., 2008). Another
previous study concluded that CAD patients had worse physical function

and overall quality of life (Alexander et al., 2016).

In addition, most of the patients reported that they had moderate pain which
affected their normal works. On the other hand, Alexander et al., (2016)
reported that 15% and 40% of their sample study, had daily and weekly
angina which affected their physical activity. Furthermore, Sajobi et al.,
(2018) suggested that was approximately one quarter of their study patients

had significant decline in health related quality of life over 5 year period.

Concerning mental health, the majority of the patients had emotional
disturbances like nervousness, anxiety, feeling down, not feeling in
happiness and calm. This result was supported by many studies. Kim et
al., (2018) concluded that the CAD patients had lower scores of health

related quality of life associated with higher depression, lower educational
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level, and lower social support. In addition, Wang et al., (2016) reported in
their study that anxiety, depression and perceived stress worsen the
physical health of CAD patients. Furthermore, many studies confirmed that
anxiety and depression were significant factors for poorer quality of life

(Sherman et al., 2003, Hofer et al., 2005, Garster et al., 2009).

However, patients who expect to become worse were much more than
those expect to become better, whereas most of them did not know. Most of
patients did not consider their self as healthy as others. Similar results were
found in several previous studies (Spertus et al., 2000, Trivedi et al., 2015,

Palacios et al., 2018).

In regard to age with functional outcomes, patients with lower ages
significantly had higher physical functioning scores (p < 0.001). This result
was consistent with the study conducted by Gonzalez-Chica et al., (2016)

that reported patients with higher ages had lower scores of HRQoL.

Regarding the association between functional outcome and the patient’s
gender; there was a significant difference for all SF dimensions (p < 0.05).
The median (IQR) scores for physical functioning, pain, energy, emotional
well being, social functioning, general health and general health compared
to the past year, were significantly higher for male than female patients.
This result was supported by several previous studies that concluded
females with CAD had worse HRQoL than males with CAD (Westin et al.,

1999, Agewall et al., 2004, Norris et al., 2008).
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On the other hand, regarding educational level, patients with higher
educational level had higher median (IQR) scores than those with lower
educational levels. As an example, patients who completed their higher
education had higher physical functioning score (55 (25-80)) compared
with patients with primary education (20 (10-50)), (p < 0.001). This result
was consistent with many previous studies such as (Meder and Farin, 2011,

Shad et al., 2017, Kim et al., 2018).

Also, Gonzalez-Chica et al., (2016) concluded that low educational level

related to poorer physical functioning in CAD patients.

Regarding marital status, married patients had higher physical functioning
scores (45 (16.2-70)) compared to single patients (20 (0-25) or widowed
patients (10 (0-15), (p = 0.015). Another study reported that married
patients with CAD had higher scores of HRQoL than unmarried (Gonzalez-
Chica et al., 2016). Also, a study conducted by Asadi-Lari et al., (2003b)

reported that the CAD patients who lived alone had lower HRQoL scores.

Concerning income, patients with higher income had better health related
quality of life. Forever patients who were employed or had previously
employed had better quality of life. A previous study concluded that there
was a significant relationship between lower social support and economic

status and occupation (Lei et al., 2017).

On the other hand, concerning quality of life and co- morbidities, patients
with more co-morbid diseases had worse quality of life; this result was

supported by several studies (Goreishi et al., 2012, Assari et al., 2013, Shad
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et al., 2017). Furthermore, patients who used more medications had worse
health related functional outcomes. Also, Runganga et al., (2014) reported
in their study that patients with poly-pharmacy had more co-morbidities
and lower physical activity, whereas those with non poly pharmacy had

better physical activity.

4.3 Relationship between satisfaction and functional outcomes scores

Our study concluded that there was a significant positive relationship
between treatment satisfaction and health related functional outcome. This
study revealed that global domain in treatment satisfaction scale correlate
positively with SF-36 subscales such as physical health, mental health,
emotional well being and social functioning. Another study reported that
global domain had a strong relationship with the scale dimension used to
evaluate quality of life among CAD patients (Asadi-Lari et al., 2003a). In
addition, Al-Jabi et al., (2015) conducted a cross sectional study to describe
the relationship between treatment satisfaction and HRQoL and concluded
that higher values on European Quality of life scale(EQ-5D-5L) were

associated with higher scores of treatment satisfaction.
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Chapter Five
Conclusion and Limitations

5.1 Strength and limitations

To the extent of our knowledge, this research is the first in Palestine
regarding CAD and its impact on functional outcomes and treatment
satisfaction, providing a clear view into an unstudied field, and initiating a
data base for future studies focusing on CAD patients from Palestine.
Furthermore, the data were recruited via face- to- face interview giving
complete and valid data. However, face-to face interview has some
advantages as it give more accurate screening, can keep the patient focus
while answering, can capture verbal and non-verbal cues, and can capture
behavior and emotion. In addition, the quality of the questions of this study
can be answered without any embarrassment. Also, this study discussed

two scales in the same research, TSQM and SF-36 scales.

However, the current study had some limitations. First, it was a cross-
sectional; which prevents causal inferences to be recognized. Second, the
sample population was selected by convenience sampling method that may
affect results generalization. Third we cannot make classification for CAD
patients as who's with MI or unstable angina as an example, because there
IS no accurate documentation regarding this issue. Lastly, the study was
conducted only in one center in Palestine which is Khalil Suleiman

hospital.
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5.2 Conclusion

Regarding treatment satisfaction, there are four domains for TSQM,
effectiveness domain, side effect domain, convenience domain, global

domain.

- The majority of the patients were satisfied in the effectiveness of the

medications.

- Most of the patients had no side effects.

- The majority of the patients used their medications very easily.
- Most of the patients were satisfied in the global domain.

- Treatment satisfaction scores decreased with age and this is significant in

convenience domain.

- Male patients and who were more educated were more satisfied and found

medication use very easy and convenient.

-Patients with higher income and employed or previously employed were

more satisfied .

- Patients with more co-morbid diseases and who used more medications

were less satisfied.
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Regarding health related functional outcomes; SF-36 scale was used.

- The majority of patients described their health as fair, and somewhat

worse compared to the last year.

- Most of patients had physical and emotional limitations, and bodily pain

that affected their daily activities.

- Most of patients had emotional disturbances like nervousness, anxiety and

feeling down.

- Patients with better health related functional outcomes were male, more
educated, higher income, employed or previously employed, and married

patients.

- Patients with worse health functional outcomes had more co-morbid

diseases and used more medications, and elderly patients

There was a significant positive relationship between treatment satisfaction

and health related functional outcome
5.3 Recommendations

e It is better to asses routinely, functional outcome and treatment
satisfaction among CAD patients, to emphasize that all patients have good
quality of life and satisfied with their medications, also this may help in

treatment protocols changes according to their health.
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e Clinical pharmacist can play an important role to improve quality of life
for the patients, through professional communication with the patient, and

improve his satisfaction, which lead to improve adherence and compliance.

e Future studies regarding CAD should be encouraged to burden the
knowledge in this field, to investigate the effect of unstudied factors on
functional outcomes and treatment satisfaction among CAD patients, and to

cover other geographical regions in Palestine.
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Appendixes
Appendix A

Data Collection Form

(English Version)

A. Patient demographic characteristics

A.1 Patient number:

A.2 Date of birth: A.3 Age:

A.4 Gender: oMale o Female

AS5Weight: ~ Kg A.6Height:

A.7 Level of education:

0 Primary o Secondary o University

A.8 Income:

o Low 0 Moderate o High

A.9 Marital Status:

o Married O Single o Divorced/widowed
A. 10 Locality:

o Urban O Rural o Camp

A.11 Employment status

o Employed o Unemployed o Previously employed before

cancer onset
A.12 Family history of ischemic heart disease:

o Yes o No

years

cm
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B. History and disease co-morbidities

B.1 Date of Diagnosis:

B.2 How many vyears do you suffer from ischemic heart disease:

B.3: Smoking:-
0 Current smoking.
0 Previous smoker but noncurrent smoking.
0 Non smoker.
Years of Smoking:

B.5: Do you make exercises
o Yes 0 How many times weekly:
o No

B.6: Co-morbidities:

o Hypertension o Diabetes mellitus

o Dyslipidemia o Atrial fibrillation

oHeart failure o Polycystic Kidney Disease
oNephrotoxicity oUTI

oSystemic infection gUrinary Stones

OAnemia oHyperparathyroidism

o chronic kidney disease goOthers: .....ccoooviiiiinii.

C. Management and Medications

C.1: Medications
Drug name Drug dose Frequency Route

Bl N|o|g|~w N
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D. Treatment Satisfaction Questionnaire for Medication (TSQM 1.4)

1. How satisfied or dissatisfied are you with the ability of the medication to prevent or
treat

your condition?

1- Extremely Dissatisfied

2 -Very Dissatisfied

3- Dissatisfied

4- Somewhat Satisfied

5- Satisfied

6- Very Satisfied

7- Extremely Satisfied

2. How satisfied or dissatisfied are you with the way the medication relieves your
symptoms?

1- Extremely Dissatisfied

2 -Very Dissatisfied

3- Dissatisfied

4- Somewhat Satisfied

5- Satisfied

6- Very Satisfied

7- Extremely Satisfied

3. How satisfied or dissatisfied are you with the amount of time it takes the medication
to start working?

1- Extremely Dissatisfied

2 -Very Dissatisfied

3 -Dissatisfied

4- Somewhat Satisfied

5- Satisfied

6 -Very Satisfied

7 -Extremely Satisfied

4. As a result of taking this medication, do you experience any side effects at all?
~1Yes
_0No

5. How bothersome are the side effects of the medication you take to treat your
condition?

1 -Extremely Bothersome

2- Very Bothersome

3- Somewhat Bothersome

4- A Little Bothersome

5- Not at All Bothersome
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6. To what extent do the side effects interfere with your physical health and ability to
function (i.e., strength, energy levels, etc.)?
1- A Great Deal
2 -Quite a Bit
3 -Somewhat
4- Minimally
5- Not at All

7. To what extent do the side effects interfere with your mental function (i.e., ability to
think clearly, stay awake, etc.)?

1- A Great Deal

2 -Quite a Bit

3- Somewhat

4- Minimally

5- Not at All

8. To what degree have medication side effects affected your overall satisfaction with
the medication?

1 A Great Deal

2 Quite a Bit

3 Somewhat

4 Minimally

5 Not at All

9. How easy or difficult is it to use the medication in its current form?
1- Extremely Difficult

2- Very Difficult

3- Difficult

4- Somewhat Easy

5- Easy

6- Very Easy

7- Extremely Easy

10. How easy or difficult is it to plan when you will use the medication each time?
1- Extremely Difficult

2 -Very Difficult

3- Difficult

4 -Somewhat Easy

5 -Easy

6 -Very Easy

7- Extremely Easy

11. How convenient or inconvenient is it to take the medication as instructed?
1 -Extremely Inconvenient

2 -Very Inconvenient

3 -Inconvenient

4 -Somewhat Convenient

5 -Convenient

6 -Very Convenient

7 -Extremely Convenient
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12. Overall, how confident are you that taking this medication is a good thing for you?
1 Not at All Confident

2 A Little Confident

3 Somewhat Confident

4 Very Confident

5 Extremely Confident

13. How certain are you that the good things about your medication outweigh the bad
things?

1- Not at All Certain

2- A Little Certain

3-Somewhat Certain

4 -Very Certain

5- Extremely Certain

14. Taking all things into account, how satisfied or dissatisfied are you with this
medication?

1- Extremely Dissatisfied

2- Very Dissatisfied

3- Dissatisfied

4 -Somewhat Satisfied

5 -Satisfied

6 -Very Satisfied

7- Extremely Satisfied
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E. 36-1tem Short Form Survey Instrument (SF-36)

Choose one option for each questionnaire item.

1. In general, would you say your health is:
1 - Excellent 2 - Very good 3 - Good 4 - Fair 5-
Poor

2. Compared to one year ago, how would you rate your health in general now?

1 - Much better now than one year ago 2 -
Somewhat better now than one year ago

3 - About the same 4-
Somewhat worse now than one year ago

5 - Much worse now than one year ago

The following items are about activities you might do during a typical day. Does yo
ur health now limit you in these activities? If so, how much?

Yes, Yes, No, not
limited | limited | limited a
alot a little tall

3.Vigorous activities, such as running, lifting heavy obj
ects, participating in strenuous sports.

4.Moderate activities, such as moving a table, pushing a
vacuum cleaner, bowling, or playing golf.

5.Lifting or carrying groceries.

6.Climbing several flights of stairs.

7.Climbing one flight of stairs.

8. Bending, kneeling, or stooping.

9.Walking more than a mile.

10. Walking several blocks.

11.Walking one block.

12.Bathing or dressing yourself.

During the past 4 weeks, have you had any of the following problems with your wo
rk or other regular daily activities as a result of your physical health?

Ye | N

13. Cut down the amount of time you spent on work or other activities.

14. Accomplished less than you would like.

15. Were limited in the kind of work or other activities.

16.Had difficulty performing the work or other activities (for example, it too
k extra effort).
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During the past 4 weeks, have you had any of the following problems with your wo
rk or
other regular daily activities as a result of any emotional problems (such as feeling
depressed or anxious)?

Yes No

17.Cut down the amount of time you spent on work or other activities

18.Accomplished less than you would like

19.Didn't do work or other activities as carefully as usual

20.During the past 4 weeks, to what extent has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighb
ors, or groups?

1- Notat all. 2 — Slightly. 3 — Moderately. 4 - Quite a bit. 5— Extremely.

21. How much bodily pain have you had during the past 4 weeks?
1—None. 2-Very mild. 3—Mild. 4 — Moderate. 5— Severe. 6 - Very severe.

22.During the past 4 weeks, how much did pain interfere with your normal work
(including both work outside the home and housework)?
1-Notatall. 2- A little bit. 3— Moderately. 4 - Quite a bit. 5— Extremely.

These questions are about how you feel and how things have been with you during
the

past 4 weeks. For each question, please give the one answer that comes closest to th
e way you have been feeling. How much of the time during the past 4 weeks...

Allo | Most | Agood | Som | Alittl | None

f the | ofth | bitofth | e e of th
time |e e time ofth | ofthe |e
time e time time
time

23. Did you feel full of pep?

24. Have you been a very nervous
person?

25. Have you felt so down in the
dumps that nothing could cheer you
up?

26. Have you felt calm and peacefu
I?

27. Did you have a lot of energy?

28. Have you felt downhearted and
blue?

29. Did you feel worn out?

30. Have you been a happy person?

31. Did you feel tired?
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32. During the past 4 weeks, how much of the time has your physical health or emo

tional

problems interfered with your social activities (like visiting with friends, relatives,

etc.)?

1 - All of the time.
Some of the time.

4 - A little of the time.

How TRUE or FALSE is each of the following statements for you

2 - Most of the time.

5 - None of the time.

3-

Definitel
y true

Mostl
y true

Don
t
kno
w

Mostl
y false

Definitel
y false

33. I seem to get sick a little easier tha
n other people.

34. 1 am as healthy as anybody | kno
w

35. | expect my health to get worse.

36. My health is excellent.
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Appendix B

Data Collection Form

(Arabic Version)
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