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ABSTRACT 

The present study was carried out as experimentally study to determine the effect of pre 

and post-operative educational program based on DVD and Booklet on Quality of Life 

(QoL) and discharge problems in patients with coronary artery bypass graft (CABG) 

surgery after one month of discharge. The study population was chosen among the 

patients who have undergone CABG surgery in Palestine Medical Complex, and Arab 

Especial Hospital affiliated in the West Bank, Palestine. The sample of study consisted of 

160 patients undergoing CABG surgery between December 2015 to April 2016. "Personal 

Information Form", "The Home Follow-Up Form after Discharge", "SF-36 Health 

Survey" forms and effectiveness of education programe were used for data collection 

before and after intervention. Patients in the intervention group were provided 

preoperative education and training with booklet and DVD 1-3 days before surgery and 

reinforced at discharge, follow up after discharge was provided within three intervals; 2 

days, 10 days and one month after discharge, while the patients in the control group did 

not receive planned education and training other than the ordinary verbal instructions. For 

evaluation of the data percentile calculation, mean, Chi-squared, the paired sample t- test, 

and Variance analysis, Tukey tests were used. Comparing the intervention group to the 

control one, problems were found fewer in the intervention group than control group 

(p<0,05). Investigating quality of life before surgery, there was no significant difference 

between the mean scores of QoL domains in the two groups (p>0,05), except in terms of 

the Role limitations due to physical health (p>0,05).  One month after discharge, 

significant difference was observed between the intervention and control group in all QoL 

domains (p<0,05). Finally, education programe and follow up given to patients in the 

intervention group had a positive impact on decreasing the problems they had and 

increasing their quality of life. Therefore, patient’s education programs are recommended 

to be applied for CABG patients. 
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ÖZET 

Bu çalışma, Filistin Batı Şeria’da Koroner Arter By–Pass Grefti (KABG) uygulanan 

hastalara DVD ve eğitim kitapçığı aracıyla verilen eğitimin yaşam kalitesi üzerine etkisinin 

belirlenmesi amacıyla deneysel olarak yapılmıştır. Çalışmanın evrenini, Ramallah'taki 

Filistin Tıp Kompleksi ve Nablus’daki Arap İhtisas Hastanesinde KABG amacıyla yatan 

hastalar oluşturmuştur. Örneklemine ise Aralık 2015 ve Nisan 2016 tarihleri arasında 

ameliyat olan ve çalışmaya katılmaya gönüllü olan 160 hasta alınmıştır. Çalışmanın 

verileri, kişisel bilgi formu, taburculuk sonrası evde takip formu ve SF-36 yaşam kalitesi 

ölçeği ile toplanmıştır. Veriler ameliyattan 2 gün sonra, hasta taburcu edildikten 10 gün ve 

bir ay sonra toplanmıştır. Uygulama grubuna ameliyattan 1-3 gün öncesinden eğitim 

kitapçığı ve DVD’den oluşan eğitim programı yardımıyla, çalışma konusunda eğitilmiş bir 

hemşire tarafından eğitim verilmiş, taburculukta ise tazeleme eğitimi verilmiştir. Kontrol 

grubu ise rutin servis bakımı olan sözel eğitimi almıştır. Verilerin değerlendirilmesinde, 

yüzdelik, ortalama Ki Kare, t testi, varyasyon analizi ve Tukey testi kullanılmıştır. 

Uygulama grubunun kontrol grubuna göre daha az sorun yaşadığı saptanmıştır. Ameliyat 

öncesi dönemde iki grubun yaşam kalitesi puan ortalamaları fiziksel sağlık ana boyutunun 

rol kısıtlaması alt grubu dışında, diğer alt gruplar arasında anlamlı bir fark saptanmamıştır. 

Uygulama grubu ile kontrol grubu hastalarının taburculuktan bir ay sonraki yaşam kalitesi 

puan ortalamaları açısından gruplar arasında önemli bir fark olduğu saptanmıştır. Sonuç 

olarak; deney grubundaki hastalara verilen eğitimin, yaşanılan problemi azaltmada ve 

yaşam kalitesini artırmada olumlu etkisi olduğu belirlenmiştir(p<0,05). Bu nedenle KABG 

ameliyatı olan hastalara eğitim programının uygulanması tavsiye edilmektedir. 
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1. INTRODUCTION  

Problem statement 

Cardiovascular deseasisCVDs are chronic diseases spread out worldwide and are the most 

common causes of death all over the world. This direction has been predicted to continue 

to occupy the first leading cause of death worldwide until 2020 (Lehtonen, 2009). During 

the past 36 years, there has been a dramatic increase in the number of cardiac surgical 

procedures involving the surgical treatment for valvular disease and CABG (Algeash, 

2005).   

CADsis one of the most important, CVD sand a worldwide health problem. It is estimated 

that in 1990, CVD accounted for 24% of the world’s 50,4 million death. By 2001 CVDs 

were responsible for 29% of all deaths. By 2020 the world population will grow to 7,8 

billion and 32% of all deaths. By 2030 the population is expected to reach 8,2 billion and 

CVDs will cause 33% of all deaths (Braunwald,2011:10).  

According to the Palestinian health report from the Palestinian Health Information Center 

(PHIC), issued in 2014, one of the most commonCVD is coronary artery disease (CAD). 

CVDsare recognized as the major cause of mortality in Palestine.  Mortality statistics 

issued by MoH showed that the percentage of death due to CVD was 31,2% from all of  

the deaths in 2012 and increased to  31,9% in 2013. The report mentioned also that there 

were 3566 deaths in 2013 due to cardiovascular disease and 750 patients underwent open-

heart surgeries, In 2014 there was 941 cases of CABG, this indicates that there is threefold 

increase in the number of cases since 2000. 85% of all the open heart surgeries are CABG 

which is the major procedure utilized to alleviate the effects of CVD (PHIC: 2014).  

CABG is not only a procedure used to diminish the negative effects of coronary artery 

disease and reduce the risk of further damage to the heart, but also a procedure used to 

improve patient’s health related quality of life (HRQoL) and avoid early mortality due to 

this disease (Bak & Marcisz, 2014). The main goal of CABG is relief of angina and 

increased life expectancy. CABG is mainly performed in elderly patients to reduce 

mortality and improve their QoL (Graham et al. 2006). The research referring to evaluation 
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of QoL after CABG has been inconclusive. Never the less, the majority of patients, QoL 

has improved after CABG (Miller, 2003). 

QoLconsists of dimensions that are related to each other. There are three major domains in 

QoL: physical, psychological and social dimensions (Davoudi, 2012). Psychological 

dimension is correlated to the concepts of mental and emotional well-being and some other 

issues such as depression, fear, anger, happiness, self-control and anxiety. One of the 

dimensions of QoL in recovery period after CABG is mental status of patients which has 

an inevitable role in other dimensions including social functioning and restarting job and 

activities. Depression is the major and most prevalent mental outcome in this period that 

can influence the process of recovery in patients (Davoudi, 2012). 

Cardiac surgery is perceived as a crisis or a life-threatening event for most patients. When 

an individual faces a threatening event, the situation is appraised cognitively, and if found 

threatening, anxiety is aroused. Patients who seek information about their surgery are 

attempting to cope by trying to have some control of the situation through knowledge 

(Mohajer, 2001). 

One of the most effective ways and essential tool for empowering patients with knowledge 

about CABG surgery is Patient education; which is a process that delivers health-related 

information to a patient in order to promote changes in behavior that will optimize health 

practices and assist the individual in acquiring new skills for living. Quality patient 

education can shorten the length of the hospital stay and improve self-care management 

skills (Babaee, 2007; Cebeci, 2008; Urden, Stacy & Lough, 2006). 

Health education is a necessary tool for the health and it aims to promote health level and 

reduce the behaviors that cause disease. On the other hand, health and QoL also have a 

mutual relationship. Meanwhile, educational programs as intervening factor can play an 

important role in removing the health problems and changing the QoL. In other words, the 

goal of health education is to promote health and quality of life of individuals. Early health 

education can be effective not only in health improvements, but also in other social 

domains and QoL. Health education programs attempt to change lifestyle in cardiac 

patients, including patients with CABG (Sabzmakan et al. 2012). Most of the risk factors 

causing cardiac disease are related to behavior and awareness of individual (Sabzmakan et 
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al. 2012). The experiences of advanced countries have shown that educational 

interventions focusing on behavior change were able to modify risk factors. Mental health 

educational programs showed the importance of controlling mental pressure and 

depression in recovery and promotion of QoL in cardiovascular patients (Sabzmakan et 

al.2012). 

The patients undergoing CABG surgery deserve to have confidence that the professional 

nurse is knowledgeable, caring, efficient, and effective in providing necessary preoperative 

care. Proper preparation of the patient and significant others, expertise during the 

Intraoperative phase, and a thorough knowledge base combined with skill and compassion 

of the nursing staff during the postoperative phase increases the likelihood of a positive 

outcome for the patient (Robert et al.2012). 

Educating patients strongly reduces cardiac mortality, improves mental status, QoL, 

satisfaction from medical care, and decreases behavioral risk factors in patients after 

CABG.  The value of educational programs depends upon the efficacy of the programs 

which is itself influenced by appropriate use of educational models. The value of health 

education programs is also dependent upon their efficacy, and the effectiveness of health 

education programs highly depends on appropriate use of required theories and models in 

health education (Allahverdipour, 2004). 

Today, open heart surgery is considered as one of the most effective and valuable methods 

in treatment of CVDs.  The success of cardiac surgery is measured by low mortality, relief 

of symptoms and improvement in the QoL. Although most of the patients do experience 

relief of symptoms after surgery as they become more active and independent (Kattainen et 

al. 2004). Research findings indicated that the rate of recovery is related to lack of 

information of the patient before and after surgery. Therefore, patient education may 

contribute in facilitating home recovery, success of treatment and reduction of cost (Al-

gersha, 2005). 

The patient and their family’s preparation is an important part of the cardiac surgery as it 

increases knowledge, decreases anxiety and promotes patient and family involvement 

(Milander & Bucher 1999:313). Research over the past three decades has provided 

evidence for the importance of patient education. Positive effects of preoperative health 
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care information on indices of postoperative pain, distress, and recovery are well 

documented (Johnson, 1999; Oshodi, 2007). Heart diseases are increasing year after year 

due to many causes and one of them is the life style. And according to global statistics, it 

accounts for 31% of deaths among the causes of deaths worldwide, nevertheless there is 

great burden of heart diseases socially and economically (WHO, 2011).  

  Open heart surgery in Palestine is considered a recent surgery which started in 1989, there 

are  six centers for open heart surgery (five private and one governmental) with 941 

surgeries in 2014, while in the year 2000 there were 300 cases (PHIC, 2014). This reflects 

the increasing number of patients with CVDsand their need of surgery, but the interest of 

the medical staff about the patients who undergo open heart surgery is purely related to the 

success of the surgery and reduction of the complications and there is no follow up for the 

patient after the operation. In addition, there is no standard patient educational program 

relevant to open heart surgery and even to any surgical procedures in governmental or 

private hospitals. According to research in Palestine there are no related studies to patient 

education for any surgery.  

Therefore, this research ought this study because there is a pressing need to construct an 

educational program for patients with open heart surgery in an attempt to alleviate the 

complications of the surgery and to enhance their QoLafter operation.  

The purpose of the study 

 

This study aims to examine the effect of pre and post operative educational intervention 

based on DVD, Booklet on QoL and reduce discharge problems in patients with CABG 

surgery. 

Hypothesis of the Study  

H1.1: Educational programmes reduce problems experienced by the intervention group 

patients after discharge. 

H1.2: Educational programmes increase the intervention group QoLafter discharge. 
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Significance and importance of the study 

Considering the increase in atherosclerosis and CABG surgery worldwide and in Palestine, 

with regards the to the importance of improving the QoLof these patients and accelerate 

their recovery and return back to their normal lives, this study is conducted to evaluate the 

effect of pre and post operative health education programmes on QoLin bypass surgery 

patients.  

There is no evidence that reported studies which are related to the nursing intervention 

after open heart surgery are conducted in our country. Therefore, the researcher ought to 

design the present study because there is a pressing need to construct an educational 

nursing programme for patients with open heart surgery and to study its effect on 

acceleration of postoperative recovery. 

The importance of this study evolves from the regular work with patients suffering from 

heart diseases and undergoing open heart surgery. These patients face lack of knowledge 

and huge psychological pressures especially anxiety because of the great burden of open 

heart surgery either to the patient himself or to his/her family, this is related to the nature of 

this kind of surgery and the complexity of the surgery pre and post operatively, also during 

the operation itself and to the probability of its success. All these pressures develop great 

stress and anxiety to the patient, so the importance of this study can be summarized as the 

following: 

1- This is the first study in Palestine that concerns about the impact of pre and post 

operative patient education on patients undergoing open heart surgery. 

2- It will provide healthcare providers with information about the effect of patient 

education on Quality of life. 

3- It will help healthcare providers to select the proper education programmes that meets 

the patient’s needs. 

4- It will provide others with a database to make further studies and research to improve 

the patient educational program for open heart surgery patients. 

5- It will provide healthcare workers (especially nurses and doctors) with the opportunity 

to increase the chances of the operation’s success by finding a relation between the 

operation success and the variables of the study. 
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6- It will contribute to building an educational programme to deal with complications and 

improve quality of life. 

Limitation 

1- The study was conducted only in the West Bank. Centers of Gaza Strip and 

Jerusalem/Al-Quds were excluded due to the Israeli occupation and difficulty in getting 

permission to reach there. 

2- Prevailing political situation in the area which greatly limits transportation during the 

home follow up. 

3- The intervention and control groups were simller in sociodemographic data exept 

eduction, age, previus had surgery and length of in hospital stay(days). 

 

  



7 

 

 

2. GENERAL INFORMATON 

2.1. Coronary Artery Disease  

CAD is known as ischemic heart disease (Bhatia, 2010:23), and causes ischemia of the 

heart muscles. Ischemia is a condition described as “cramping of the heart muscle.” It 

occurs when the narrowed coronary artery reaches a point where it cannot supply enough 

oxygen-rich blood to meet the heart’s needs. The heart muscle becomes “starved” of 

oxygen. Ischemia causes chest pain or other symptoms (Roger, 2011). CAD is a group of 

diseases that includes: stable angina, unstable angina, myocardial infarction, and sudden 

cardiac death. It is within the group of cardiovascular diseasesof which it is the most 

common type (Wong, 2014). 

CADs are the most common type of heart disease. Globally, it is the leading cause of death 

and is predicted to remain so for the next 20 years (Mathers & Loncar, 2006; Sam, 2006). 

In 2013 CAD resulted in 8.14 million deaths (16.8%) up from 5.74 million deaths (12%) in 

1990 (Wong, 2014). Each year, approximately 3.8 million men and 3.4 million women die 

from CAD (WHO report, 2004). In 2020, it is estimated that this disease will be 

responsible for a total of 11.1 million deaths globally (Mathers & Loncar, 2006) and by 

2050, it isestimated that 20 million people will die from coronary artery   diseases (Sam, 

2006). According to American Heart Association statistics, 770 000 Americans suffered a 

new coronary attack in 2008, and a further 430 000 experienced a recurrent attack. An 

additional 190 000 silent first heart attacks are estimated to occur each year (Lloyd-Jones 

et al. 2009). 

Due to this increasing incidence across the world CAD has been described as a true 

pandemic that respects no borders. WHO reported about the global burden of disease that, 

30% of people in the  world  die  of a heart  attack  and other  heart  related  problem  every  

year  (Sam, 2006). More people die annually from CVDs than from any other cause of 

death globally. Over 75% of CVD deaths take place in low- and middle-income countries 

(http://www.who.int/cardiovascular, 2016). 

 In developed countries the disease is declining, for instance the risk of death from CAD 

for a given age has decreased between 1980 and 2010, also the number of cases of CAD 

https://en.wikipedia.org/wiki/Unstable_angina
https://en.wikipedia.org/wiki/Myocardial_infarction
https://en.wikipedia.org/wiki/Sudden_cardiac_death
https://en.wikipedia.org/wiki/Sudden_cardiac_death
https://en.wikipedia.org/wiki/Cardiovascular_disease
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for a given age has decreased between 1990 and 2010. In the United States in 2010 about 

20% of those over 65 had CAD, while it was present in 7% of those 45 to 64, and 1.3% of 

those from18 to 45. Rates are higher among men than women of a given age (CDC, 14 

October 2011). 

Despite the recent decline in developed countries, both CAD mortality and the prevalence 

of CAD risk factors continue to rise rapidly in developing countries. Developing countries 

are attributable to the increasing incidence of atherosclerotic diseases, perhaps because of 

urbanization, rapid socioeconomic growth, higher risk factor levels (such as obesity, 

diabetes, dyslipidemia, hypertension and tobacco consumption and the like), the relatively 

early age at which they manifest, the large size of the population and the high proportion of 

individuals who are young adults or middle-aged in these countries (Yusuf et al. 2001). 

Between 1990 and 2020, the increase in ischemic heart disease mortality (120% in women 

and 137% in men) in the developing countries is expected to be much greater than those in 

the developed countries (29% and 48%, respectively), there is a relative lack of prevention 

and control measures to decrease exposure to these risk factors in developing 

countries(Okrainec et al. 2004). 

Due to high prevalence of CVDs, it imposes a high social and financial burden on 

individuals, families and healthcare systems around the world. In 2004–2005, three of the 

four costliest diseases in Canada were CVD related, costing taxpayers $1.4bn for hospital 

in-patient care (Canadian Heart Health Strategy, 2009) and another $20.9bn for medical 

staff services, hospital costs, lost wages, and decreased productivity. CVDs cost the 

European Union’s economy almost €196bn a year (Nichols, 2012). 

2.1.1. Coronary artery disease risk factors 

There are many risk factors associated with CAD, some are modifiable risk factors, others 

are non modifiable risk factors (Boudi, Subhi & Ali, 2013; http://www.world-heart-

federation.org CVD-risk-factors (2106); Coronary-Artery-Disease, 2016). 

Modifiable risk factors can be treated or changed as; hypertension is the single biggest risk 

factor. Abnormal blood lipid levels, which is high total cholesterol, high levels of 

triglycerides, high levels of low-density lipoprotein or low levels of high-density 
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lipoprotein. Tobacco use, whether it is smoking or chewing tobacco, the risk is high 

especially if smoking is started at young age. Passive smoking is also a risk factor. 

Physical inactivity increases the risk of heart disease 50%.  Obesity is a major risk and 

predisposes to diabetes which is also a risk factor. Having Type2 diabetes makes someone 

twice as likely as who does not. A diet high in saturated fat is estimated to cause about 

31% of coronary heart disease worldwide. A chronically stressful life, social isolation, 

anxiety and depression also increase the risk of heart disease. High level of alcohol 

consumption will damage the heart muscle. Certain medicines may increase the risk of 

heart disease such as the contraceptive pill and hormone replacement therapy (Boudi, 

Subhi & Ali, 2013; http://www.world-heart-federation.org CVD-risk-factors 

(2106);Coronary-Artery-Disease, 2016).  

Non-modifiable risk factors are factors that cannot be changed as; simply getting old 

increases the risk; where the risk doubles every decade after the age of 55. Family’s 

history, the risk increases if a first-degree blood relative has had coronary heart disease 

before the age of 55 years (for a male relative) or 65 years (for a female relative). Gender 

is a significant risk factor, men are at greater risk of heart disease than a pre-menopausal 

woman, but once past the menopause, a woman’s risk is similar to a man’s. Ethnic origin 

also plays a role, people with African or Asian ancestry are at higher risks of developing 

CAD than other racial group (Boudi, Subhi & Ali, 2013; http://www.world-heart-

federation.org CVD-risk-factors (2106); Coronary-Artery-Disease, 2016).  

2.1.2. Coronary artery diseases and coronary artery bypass graft surgery 

The achievement of positive results in the treatment of patients suffering from coronary 

heart disease is possible to the common introduction of invasive procedures on the heart, 

particularly in the coronary arteries. Among cardiac surgeries, CABG is the most common 

type of heart surgery. It is a widely used technique for the treatment of CAD (Bruunar, 

2011). CABG is performed to minimize the damage in coronary arteries. Although surgery 

does not stop the progression of atherosclerosis (Coronary Artery Disease), which deposits 

material in to artery walls, narrowing them and eventually limiting blood flow. Nearly 

90%of patients experience significant improvement after CABG surgery (Daniel, 2007). 
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It is estimated that more than   800,000 CABG surgeries are performed worldwide every 

year. CABG is  the  most  common  type  of  open  heart  surgeries  in  the United States,  

with  more  than  500,000  surgeries  performed  each  year (Larosa & Brown, 2005). 

Every year, 28,000 CABG surgeries are performed in the UK (Mark, 2005). In West 

Bank–Palestine, 941 CABG surgeries were performed in 2014 (PHIC, 2014). 

CABG surgery is performed to restore blood flow to the heart. This relieves chest pain and 

ischemia, improves the patient's quality of life, and in some cases, prolongs the patient's 

life. The goals of the procedure are to relief the angina and to enable the patient to resume 

a normal lifestyle and to lower the risk of a heart attack (Sabzmakan, 2012). These 

procedures are performed more and more often in elderly patientsto reduce mortality and 

improve their QoL (Graham et al. 2006; Kamiya, et al. 2007). 

2.1.3. Problems after coronary artery bypass graft surgery 

CABG surgery is a major surgery, and patients may experience any of the complications 

associated with this surgery. The risk of death during CABG surgery is about 2-3% (Keogh 

& Kinsman, 2004). Possible complications include graft closure and development of 

blockages in other arteries, long-term development of atherosclerotic disease of saphenous 

vein grafts, abnormal heart rhythms, high or low blood pressure, blood clots that can lead 

to a stroke or heart attack, infections, and depression (Keogh & Kinsman, 2004). Use of 

the heart-lung machine also can cause complications, memory loss and other changes, such 

as difficulty in concentrating or thinking clearly, may occur in some people. It increases 

the risk of clots forming in blood vessels, which can cause a stroke or other problems. 

These complications are more likely to occur in people who are older, who have high 

blood pressure or lung disease, a history of smoking, or who drink excessive amounts of 

alcohol. They are also more likely to occur in those who have conditions such as diabetes, 

kidney disease, lung disease, or peripheral vascular disease caused by a reduced supply of 

blood to the brain. It is probable that being poor is associated with a greater degree of 

stress, social isolation, and inadequate access to quick or preventive treatment. In addition, 

some patients can develop a fever associated with chest pain, irritability, and decreased 

appetite (Al-Daakak et al. 2016; Hawkes et al. 2006). This is due to inflammation involving 

the lung and heart sac, and is sometimes seen one to six weeks after surgeries that involve 

cutting through the pericardium (the outer covering of the heart). This reaction is usually a 
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mild, self-limited illness, but some patients may develop fluid build-up around the heart 

that requires treatment (National Heart Lung and Blood Institute, 2013). 

Most of the problems that patients may encounter during the first month after their 

discharge include problems related to the respiratory system (pneumonia, dyspnea, sputum 

production), circulation (edema, hypotension, hypertension), pain control, the operation 

area (wound infection etc.), drug use (adverse effects, lack of knowledge on the part of the 

user), nutrition (anorexia, nausea), excretion (constipation, urinary tract infection), 

exercises (not knowing how to do exercises), self-care (inability to care for oneself, not 

knowing how to wash oneself, not being able to get dressed on one’s own), pain control 

(not understanding the correct times for pain control), shoulder, back or chest pain, 

insomnia, nightmares, emotional changes, palpitation, weakness, fatigue (tiredness), mood 

swings, depression or loss of appetite (Dal, Bulut & Demir, 2012; Elitoğ & Erkuş, 2008; 

Mistiaen & Poot, 2006). 

Although recent developments have increased the success rate of CABG surgeries, they are 

not sufficient to eliminate altogether the physical, psychological and social problems that 

individuals face in the period following their discharge (Aydın, 2000; Beggs et al. 1998; 

Shuldham, 2001). Patients who have undergone CABG surgery reported that they have 

experienced postoperative pain, insomnia, changes in appetite or taste, chest pain, 

respiratory difficulty, arrhythmia, palpitations, numbness of arms, diarrhea, constipation, 

nausea, vomiting, abdominal distention, weight loss, anxiety related to the treatment and 

their ability to adhere to the recommended physical activity, edema of chest and leg 

incisions, weakness, headache, dizziness and depression (Akbari, 2014; Aydın, 2000; 

Beggs et al. 1998, Boudrez& DeBacker, 2001; Cebeci, 2008). 

Numerous studies reported that giving brief, clear information oriented to individual needs 

of patients in discharge training can help prevent complications and reduce the incidence 

of re-hospitalizations (Driscoll, 2000; Naylor, 1999; Savage & Grap, 1999). 

Full recovery from traditional CABG may take 6–12 weeks or more, the patient will feel 

weak because of the extended bed rest in the hospital. However, within a few weeks, the 

patient should begin to feel stronger. Less recovery time is needed for nontraditional 

CABG (Ostwald, Godwin & Cron, 2009). 

http://www.nhlbi.nih.gov/health/dci/Diseases/cabg/cabg_whatis.html
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2.1.4. Improving coronary artery diseases outcomes 

One of the key methods of improving CAD outcomes; is with the cardiac rehabilitation 

programs including promoting physical activity and improved diet and stopping smoking. 

The benefits of cardiac rehabilitation programs are well established, (Lavie et al. 2009) 

(home based and hospital based) regarding physiological parameters, improved 

psychological status, in the elderly and in terms of cost effectiveness. However given the 

importance of behavioural lifestyle modification, any cardiac rehabilitation program must 

encompass all the modifiable risk factors. 

Physical activity decreases the resting blood pressure, increases serum HDL cholesterol 

and decreases triglycerides independently of any weight loss (Warburton, 2006). As a 

consequence, the Chief Medical Officer in the UK has recommended a minimum of 30 

minutes of moderate intensive physical activity on five or more days a week (Department 

of Health, 2004). The benefits of this physical activity have been reported in patients with 

CAD (Aldana et al. 2003; Ayabe et al. 2004(. 

Programs to aid patients to stop smoking are also available with one recent study 

demonstrating that hospital-initiated smoking cessation in those with CAD is successful in 

a randomized controlled trial (Smith & Burgess, 2009). 

2.2. Coronary Artery Bypass Graft and Quality of Life 

The prognosis of treatment by CABG is assessed by the survival rate, ability to return to 

work, clinical symptoms, and the patient’s performance (Ballan & Lee, 2007). Recently, 

the assessment emphasizes the patient’s appreciation of the changes in their health 

condition, in other words, their HRQoL (Anderson & Burchkadt, 1999). Assessing health 

status not only needs a series of interventions to increase the life span, but also requires 

attending to the way in which an individual’s health is developed (Rakhshanderu, 2002). 

CABG is one of these treatments, which is conducted to improve the quality of life, reduce 

discomfort, and prolong the life span of patients with CAD (Kattainen et al. 2005). 

Therefore, issues concerning QoL are central to management decisions regarding chronic 

diseases and may facilitate patients informed choice when making decisions about 
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treatment such as invasive surgery. In a healthcare system in which total cures for chronic 

disease are rare, patients, their families, and caregivers are interested in a therapy that 

benefits their symptoms, physical function, and social roles (Tully, 2013). 

Tracking HRQoLin different populations can identify subgroups with poor physical or 

mental health and can help guide policies or interventions to improve their health (Lewis, 

2003). Increasing attention has been given to monitoring HRQoLvariables in relation to the 

outcome of the surgery (Visser, 2000). 

The concept of QoLlacks a formally agreed definition, but it is clearly complex, abstract 

and multidimensional. QoLis distinct from (but related to) health and many attempts to 

define QoLhave been based on the WHO definition of health (Fayers & Machin, 2002). 

The WHO QoLassessment group defines QoLas “the individual’s perception of their 

position in life in context of the culture and value system in which they live and in relation 

to their goals, expectations, standards, and concerns” (WHO_QoL, 1995). Attempts to 

distinguish between QoLin the more general sense (often referred to as the overall quality 

of life) and QoLrelated to the requirements of clinical medicine and medical research have 

led to the introduction of the (HRQoL). Several definitions of HRQoL have been proposed, 

a popular definition is that by (Wenger&Furberg, 1988) “Those attributes valued by 

patients, including: their resultant comfort or sense of well-being; the extent to which they 

are able to maintain reasonable physical, emotional, and intellectual function; and the 

degree to which they retain their ability to participate in valued activities within the family, 

in the workplace, and in the community” (Wenger &Furberg, 1988). 

It is believed that the traditional end points, which are mainly focused on the biologic and 

physiologic outcomes, may not capture the impact of the intervention on patients’ HRQoL. 

As a result, a growing interest has appeared during the past decades for assessing and 

measuring the impact of diseases and their treatments on the patients’ QoL, especially in 

long-term and chronic diseases (Al-Kaade & Phauptman, 2001). CAD is one of these 

chronic diseases which impair the patient’s functional capacity and QoL(Lukkarinen & 

Hentinen, 2006). 

An advantage of QoL is that it does not only take physical health into consideration but 

emotional, social and functional aspects of life. Physicians' perspectives and patients' 
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perspectives can be very different and what a physician may regard as "a successful 

procedure" may not be perceived in the same light as the patient or their family. Examining 

both perspectives may ensure patients and healthcare professionals can set realistic goals 

about what to expect following interventions, in particular after cardiac surgery. Although 

the patient's perspective is important, information on QoL can potentially come from 

several sources: physicians, nurses, spouses and families. The other benefit of measuring 

QoL is that subjective data is relatively inexpensive and the information is relatively easy 

to collect. Given the costs associated with CAD and its chronic nature, evaluation 

combining objective and subjective methods is becoming more common (Lee, 2008). 

The risk associated with CABG is currently considered by patients and healthcare 

professionals not only in terms of safety of the procedure and the possibility of 

complications occurring, its success rate in reduction of angina symptoms or durability of 

the achieved effect, but also – more and more frequently – in the context of the length of 

hospital stay, discomfort associated with pain, and the need for early rehabilitation and 

improvement of QoL (Koch, Khandwala & Blackstone, 2008). 

2.2.1. Factors that affect QoLin coronary artery disease 

There are several factors that affect QoL and when examining QoL, it is important to 

consider these variables. The main variables are depression, anxiety and the presence of 

other diseases/conditions. It is important to consider these factors when planning and 

managing patient care and in particular when planning cardiac rehabilitation programs. 

There are other factors that affect QoL related to the environment and social determinants 

of health (Lee & Carrington, 2007). 

Depression is strongly correlated with the presence of angina within a CAD population. A 

study demonstrated that angina is predictive of significantly worse emotional, physical and 

social health related QoL and a higher depression level on the Symptom Checklist- 90 

(SCL-90). The authors reported that at a six-week follow-up, patients with angina reported 

significantly worse QoL. It is evident that angina symptoms in CAD patients affect QoL 

and the presence of depression depressive symptoms adversely affects QoL (Frasure-Smith 

& Lespérance, 2008). 
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Anxiety is another psychological state investigated in relation to CAD but there is a 

paucity of evidence. The prevalence of anxiety in those with CAD has been reported at 

36%, with a lifetime report of anxiety disorder of 45%. Some studies have reported an 

association between anxiety and the development and recurrence of CAD. A high 

prevalence of generalized anxiety and moderate to severe anxiety symptoms was reported 

in CAD patients (Lavie & Milani, 2004).  

The presence of comorbid illness affects QoL in those with CAD. As highlighted by 

Netuveli et al. (2005), there can be a fourfold increase in functional limitation in those with 

chronic conditions and it seems important that healthcare professionals recognize the 

negative effect of chronic illness on QoL. For those with CAD who underwent CABG in 

the presence of comorbid illness, there were substantially more symptoms (angina and 

breathlessness) and a higher rate of pre- and post-operative Myocardial Infarction 

(Azzopardi & Lee, 2009). The study also reported that the majority of patients perceive 

themselves to have good QoL five years post CABG, however the presence of comorbid 

illness has a negative effect on physical QoL. Sawatzky et al. (2007) observed that those 

with chronic illness tend to participate in less physical activity which in turn can worsen 

their physical QoL and increase problems such as immobility and pain.  

2.2.2. Measuring QoL 

When examining QoL, it is important to choose a suitable tool that captures all the relevant 

aspects. QoL questionnaires can be categorized into disease specific and generic 

questionnaires. Dempster & Donnelly, (2000) conducted a literature review to inform 

researchers about the most appropriate generic and disease specific measures of health 

related QoLfor use among people with ischemic heart disease in terms of reliability, 

validity, and sensitivity to change. The main disease specific are; the QoLafter myocardial 

infarction; the Seattle angina questionnaire; the QoLindex -cardiac version, the angina 

pectoris QoLquestionnaire, and the summary index. Several generic measures of HRQoL, 

or health status, have been used among people with ischemic heart disease, the most 

commonly used generic instruments in heart disease are the Nottingham Health Profile 

(NHP), the Sickness Impact Profile and the SF-36 questionnaire.  
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There have now been many QoL studies published highlighting the long-term benefits of 

CABG in terms of physical health, absence of symptoms and improved functional ability 

(Lee, 2008; Herlitz et al. 2000). However, CABG is not curative and often symptoms can 

return, especially angina. In those who experience angina several years after CABG, a 

strong association between the presence of symptoms and restrictions in activities and 

decline in physical functioning is reported (Herlitz et al. 2000; Caine et al. 1999). 

Interestingly, studies have examined clinical parameters in relation to functional capacity 

of the individual, that is, if a person has reduced cardiac function this correlates with a 

patient's subjective QoL. Caine et al. (199) reported poor left ventricular function as a 

predictor of patient functional ability using multivariate analysis. Also, poor pre-operative 

HRQoL was also a strong predictor of a reduction in HRQoL five years after surgery. QoL 

questionnaires therefore can assist in monitoring patients' symptoms and thus their 

functional ability following CABG (Caine et al. 1999). 

QoL usually diminishes in elderly patients with CHD. Bak, (2014) conducted a study to 

monitor the QoL of elderly after CABG. The result showed that there was a significant 

improvement in all QoL domains by 6 and 12 months after surgery, the values for 

particular domains of QoL improved more in men than in women. Bak, (2014) results were 

in consistent with the findings of other study as Peric et al. (2010) who examined QoL 

using the NHP in nearly 250 patients undergoing CABG surgery. They observed that low 

QoL before CABG improved 6 months after surgery. Graham et al. (2006) evaluated QoL 

in elderly patients after CABG, four years after surgery; the patients had better health 

status and better QoL than those who did not undergo revascularization. 

Many authors have used the SF-36 questionnaire to measure QoL in CABG patients. 

Michalsen et al. (2005) used SF-36 questionnaire in cardiovascular patients showed 

significant improvements in the test group after the intervention in seven dimensions of 

general health, physical functioning, physical limitation, social functioning, mental health, 

vitality and bodily pain while the patients of the control group had significant 

improvements only in four dimensions; general health, social functioning, mental health 

and bodily pain. In a study by Lindsay et al. (2003), the SF-36 questionnaire was used to 

determine the effect of rehabilitation programs after the CABG surgery. There was a 

significant difference between the two groups in terms of physical functioning and physical 

limitation.   
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In a study by Babaee et al. (2007), they also used SF-36 questionnaire in order to evaluate 

the QoL after the CABG surgery. The intervention group participated in the educational 

intervention programs based on Miko Education Pattern. One month after the CABG 

surgery, the results showed that there was a significant correlation between the physical 

functioning, mental problems, physical limitation, mental health and vitality. It showed 

that health education improved QoL of patients after CABG surgery. Dehdari, (2003) using 

SF-36 questionnaire showed that one month after the surgery, there was a significant 

difference between the test and control groups in terms of physical functioning, physical 

limitation, mental problem, vitality and mental health.  In the study of Sabzmakan, (2012), 

similar results were found with the study of Michalsen et al. (2005) (for the physical 

functioning) as well as the study of Babaee et al. (2007); Dehdari, (2003) there was a 

significant difference after the intervention between the two groups in terms of mental 

problems.  

Similarly, Tofighi et al. (2012) used SF-36 to evaluate the changes in HRQoL in patients 

with CAD, in terms of treatment type, age and gender, during the two-year follow up, 

between one to three-year post-treatment periods, the results showed that there was a 

significantly improvement during follow up of physical functioning, role-emotional, 

mental health, and mental components summary scale. On the other hand, bodily pain, 

social functioning, and physical components summary scales deteriorated in the same 

period. 

Also Staniūtė et al. (2010) aimed to evaluate the changes in HRQoLin patients with 

coronary artery disease with regard to age, gender, and treatment method by using SF-36. 

The researcher concluded that the greatest improvement of HRQoL was seen at 6 months 

and within the period up to 2 years remained at the same level. 

In a survey study by Bradshaw et al. (2005) on HRQoL of Western Australia CABG 

patients 6 to 20 years after surgery using SF-36, revealed that HRQoL among long-term 

survivors of CABG was worse than that of the age- and sex-matched general population 

due to the presence of angina or heart failure, and to co-morbidities such as diabetes and 

hypertension. However, participants who did not report symptoms of angina or heart 

failure enjoyed a HRQoL equivalent to the Australian population norms. 



18 

 

 

 

QoLhas been the key end-point of adult cardiac surgery. QoLis an objective measurement 

to assess a patient's outcome after CABG surgery. It encompasses aspects of a patient's life 

such as family, education, sport/hobbies, social responsibilities, financial and health status. 

All these areas affect a patient's perception of QoL(WHO, 2006; Hawkes et al.2006).  

2.3. Patient Education and Follow Up After Discharge 

Patient education is an essential aspect for empowering patients with knowledge about 

CABG surgery. It is a process that delivers health-related information to a patient in order 

to promote changes in behavior that will optimize health practices and assist the individual 

in acquiring new skills for living. Quality patient education can shorten the length of the 

hospital stay and improve self-care management skills (Babaee et al. 2007; Cebeci & 

Celik, 2008; Urden, Stacy & Lough, 2006). 

Important patient outcomes include improved information retention, high patient 

satisfaction (Zhang et al. 2012) and increased adherence to therapy (Utriyaprasit, Moore 

&Chaiseri, 2010) Physical and psychological recovery and improved QoLcan occur when 

there is education. (Fredericks et al. 2009). 

Any type of surgery is a cause of stress to the patient. It becomes even more stressful when 

the heart a vital organ is involved. Some of the patients may respond with expression of 

helplessness, insecurity and isolation due to discomfort, pain and fear of breaking stitches. 

The patient who is undergoing cardiac surgery requires specific information about 

postoperative problems, activity progression, nutrition and medication, (Kaur, Verma 

&Singh, 2007). 

Early research, published by Janis, (1958), demonstrated that giving preoperative 

education to patients is beneficial. He realized that successful emotional inoculation could 

be achieved in patients facing severe stress by giving them preparatory information 

containing accurate warnings about what to expect. After Janis had opened up this field of 

research, numerous studies were conducted to investigate the impact of preoperative 

education. Hayward showed that patients who had received preoperative information 

required less analgesia and recovered faster than those who had not (Hayward, 1976). A 

meta-analysis of 191 studies focusing on how psychoeducational interventions influence 

file:///C:/sites/entrez
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recovery showed a positive effect of preoperative patient’s education on postsurgical pain, 

psychological wellbeing, anxiety and satisfaction (Devine, 1992). Ronco et al. (2012) 

published a systematic review from 2004 to 2010 evaluating a total of 19 studies involving 

3,944 patients. Frequently analyzed outcomes were anxiety, knowledge, pain and length of 

hospital stay. The objective knowledge was the only positive outcome influenced by 

patient education (Ronco et al. 2012). 

Towell & Nel, (2010) conducted a study to explore the CABG patient’s experience and 

benefit of pre- operative education programme as positive and lower anxiety levels. They 

found that the majority of the patients were positive about the programme and were 

empowered to take control of anxious situations in their lives. Moreover, the critical 

review by Oshodi, (2007) aimed to analyze and discuss published research in the effect of 

preoperative education on postoperative outcomes such as pain, anxiety, and recovery, 

since 1994 he found that all studies reported one or more statistically significant effect in 

the outcome measures and all support the use of preoperative education. Except Young et 

al (1994) who did not report any significant effects. Al-gersha, (2005); Kaur, (2007) also 

investigated the effect of planned preoperative education on the recovery of CABG 

patients, and found that preoperative education is an extremely effective method to 

strength self care abilities and enhance recovery. Sabzmakan, et al. (2012) evaluated the 

effect of an educational intervention PRECEDE on depression and QoL of patients with 

CABG 4 to 8 weeks after surgery. The findings confirmed the improvement of 

psychological status and depression of the patients which finally increased QoL of patients 

after CABG.Veronocivi et al. (2013) concluded in their literature review on studies related 

to discharge education for cardiovascular surgery that patient education is essential and no 

studies reported negative findings in relation to preoperative education.         

Education of patients with a chronic disease and improving QoLof these patients gets a 

growing attention, Goodman, et al.(2003). According to Babaee, (2007) the study 

assessment of QoL, education can improve health QoLin patients with CABG. 

According to Gallagher & McKinley, (2007), patient education can be considered an 

important aspect of patient care. If patients are not educated regarding their care, they may 

be at risk of complications for example, more post-operative pain, more readmissions and 

an increased length of stay. The purpose of pre-operative education is to give the patient 
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and their family the tools that they need to be able to make informed decisions Lewis et al. 

(2007). Attitudes greatly affect the recovery rate, therefore patients need information about 

what to expect, they also need to understand that their active participation in their care is 

necessary for a complete and successful recovery(Graziano, 2004). Based on Utriyaprasit, 

et al. (2010) findings, educating patients and their families about what to expect after 

discharge, including rehabilitation, helps to decrease fears, depression and anxiety as they 

can anticipate what is going to happen physically and mentally and are therefore better 

prepared to handle these situations.  

Cardiac surgery can save lives and improve QoL. The outcomes of cardiac surgery can be 

affected by the quality of pre-operative health education provided to these patients. A 

comprehensive health education programme for cardiac surgery patients sets the stage for 

preventing post-operative complications and improving patients' outcomes (Havrilak, 

2005). Investing time in preparing cardiac surgery patients pre-operatively assists in 

eliminating information gaps which can interfere with the patient’s post-operative 

complications (Shuldham, Fleming & Goodman 2001). 

McHugh et al. (2001) and Ciccone et al.(2013) reported that the waiting time before 

surgery can be used for appropriate education (with elements of psychiatry), and 

emphasized the role of the nurse in improving QoL for patients with heart failure.  

Education of the patient after CABG surgery, in addition to monitoring all the vital organ 

functions of the body, and follow-up programs are very important (Al-Gersha et al.2005). 

Therefore, patient education may contribute to facilitating home recovery, success of 

treatment and reduction of cost. Several researchers have shown that patients with cardiac 

surgery need a lot of information about what they can expect during their recovery period 

at home. The need to provide information to patients before and after cardiac surgery is 

commonly accepted in clinical practice, while the lack of information during 

hospitalization and after discharge may delay recovery during this period (Al-Gersha et 

al.2005). 

While preoperative education programs have demonstrated favorable effect on post-

surgical outcomes, there are no guidelines or standards for how best to educate car-

diovascular (CV) surgery patients for self-management after discharge (Goodman et al. 
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2003). The literature revealed that patient education is offered at various times and to 

different patient populations, including to preoperative in-patients and to post-surgery 

outpatients (Fredericks, 2009). Importantly, Shuldham, (2001) and Goodman et al. (2003) 

reported that providing discharge education preoperatively is more effective in helping 

patients and caregivers cope with acute and chronic health issues than offering the same 

education at other times. 

The competencies of a health educator include the following (Bastable &Susan, 2011): 

 Incorporate a personal ethic in regards to social responsibilities and services towards 

others. 

 Provide accurate, competent, and evidence-based care. 

 Practice preventative health care. 

 Focus on relationship-centered care with individuals and their families. 

 Incorporate the multiple determinants of health when providing care. 

 Be culturally sensitive and be open to a diverse society. 

 Use technology appropriately and effectively. 

 Be current in the field and continue to advance education. 

2.4. Education for Adult Patient 

Adult education is a practice in which adults engage in systematic and sustained self–

educating activities in order to gain new forms of knowledge, skills, attitudes, or values 

(Merriam & Brockett, 2007). Patients undergoing CABG surgery are mostly adults. Adult 

learners have principles and many characteristics and the caregiver must notice that 

(Pappas, 2013; Ellen & Particia, 2014). 

2.4.1. Principles of adult education 

Adults need a reason for learning. 

 Adults want to know from a personal perspective why it is important to attend an 

educational activity. 

https://en.wikipedia.org/wiki/Health_educator
http://elearningindustry.com/elearning-authors/christopher-pappas
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 Communicating evidence that supports the need for an educational program is essential. 

Adults have the right and responsibility to know the rationale for attending educational 

activities. 

Adults are self-directed learners responsible for their own learning. 

 Self-direction in adults stems from a desire to have control over what they learn and 

how they learn it. 

 Adults participate in the planning, implementation, and evaluation of educational 

activities. 

 Adults participate in assessing educational needs. 

Adults bring varied life experiences to learning situations. 

 Life experiences may enhance learning even if they do not directly relate to the program 

topic. 

 Adult learners should be encouraged to share their life experiences if they are willing to 

do so. 

 The nursing professional development educator facilitates learning by helping learners 

apply their personal experiences to enhance the learning process. 

Adults are life-oriented learners. They focus on obtaining knowledge and skills thatwill 

help them in their daily lives. 

 Adults need to understand how specific knowledge, skills, and behaviors will benefit 

them in job performance, interpersonal interactions, and professional development. 

 Adults become impatient if they are forced to participate in educational activities that 

they believe are not purposeful or beneficial to work or their personal lives. 

 Adults approach education from a task-, problem-, or life-oriented perspective. 

Adults respond to both intrinsic and extrinsic motivators. 

 Motivators are factors perceived to be of benefit to the learner. 

 Examples of extrinsic motivators include salary increases, promotions, improved 

working conditions, and public recognition. 
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 Examples of intrinsic motivators include increased self-esteem, ability to enhance 

interpersonal relationships, and enhanced job satisfaction. 

 Adults are more responsive to intrinsic motivators. Connecting educational program 

purpose to the adult learners’ intrinsic motivators increases learning. 

Nursing professional development educators must consider internal and external 

motivators when planning learning activities(Pappas, 2013; Ellen & Particia, 2014). 

2.4.2. Nursing role in patient education 

Many studies emphasized that nurses have a key role in preoperative education to help 

patients and their families prepare mentally and physically for the surgical process and 

learn how to effectively self-manage post-surgical symptoms once they are discharged 

home (Frederick et al. 2009; Moore and Dolansky, 2001). Also Al-Gersha et al. (2005) 

recommend that the implementation of the educational program should be performed by 

nurses for patients with open heart surgery before and after the operation, as well as during 

the recovery period.  

When teaching the patient and family, the nurse should focus on the factors that influence 

patient education including (Cebeci, 2004): 

 Patient's diagnosis and state of health, 

 Patient’s knowledge and experience, 

 The priorities of the patient's learning 

 Types of learning (written, oral). 

 Socio-economic status of the patient. 

 Providing patient education materials and dealing with the method of presentation. 

 Cultural and religious preferences of the patient. 

 The patient's language and education level. 

 Pertaining to the patient's visual hearing and other senses deficiencies. 

 Duration of the patient's learning. Enough time must be allowed for practical work 

during the learning process itself for assimilation, testing, acceptance and 

internalization. 

 The patient's functional ability. 

http://elearningindustry.com/elearning-authors/christopher-pappas
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 Age and/or developmental factors. 

 

Intervention in nursing is a planned, organized, progressive, and logical process of 

teaching and learning provided to patients and clients in all clinical settings. Patient 

education is a significant part of regular nursing care and is an essential nursing standard 

practice that significantly impacts a patient’s health and QoL. As Azzizadeh, (2013) 

asserts, patients generally need information about their own illness, the treatment they 

undergo, side effects, complications, and about health-related problems. It is also important 

for patients to know about future treatments. In addition, some information is needed on 

daily activities, practical solutions, and on financial issues. Patients and their family should 

be fully informed about the available options and the associated procedural risks and 

benefits (Roussakis, Balaka & Dedeilias, 2012). 

CABG surgery patients have to make considerable adjustments, to adapt to the new life 

situation. These should be based on knowledge, for allowing competent and confident 

informed choices. Thus nurses are often involved in developing educational programs and 

act as teacher or coach) supported that nurses should be equipped with the appropriate 

knowledge and skills(Boudrez & DeBacker 2001; Holst et al. (2007); Oshodi, 2007. Also it 

is essential that all health trusts provide adequate training for nurses, emphasizing the 

importance of preoperative education as an empowering activity. Nurses have the greatest 

opportunity to initiate and reinforce patient education as they spend more time with 

patients than do surgeons or anesthetists.  

Patient education should include ( Akbari, 2014): 

 

a. The assessment considers and evaluates cultural and religious practices, emotional 

barriers, desire and motivation to learn, physical and cognitive limitations, language 

barriers, and financial implications of care choice. 
 

b. When called for by the patient’s age and length of stay, the hospital assesses and 

provides patients’ academic education needs. 
 

c. Patients are educated about the safe and effective use of medication, according to law 

and their needs. 
 

d. Patients are educated about the safe and effective use of medical equipment. 
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e. Patients are educated about potential food–drug interactions, and provided counseling 

on nutrition and modified diets. 
 

f. Patients are educated about rehab techniques to help them adapt or function more 

independently in their environment. 
 

g. Patients are taught that pain management is a part of treatment. 
 

h. Patients are informed about access to additional resources in the community. 
 

i. Patients are informed about when and how to obtain any further treatment or follow-up 

care they may need. 
 

j. The hospital clarifies what the responsibilities of patients and their families are 

regarding the patient’s ongoing health care needs and gives them the knowledge and 

skills they need to carry out their responsibilities. 
 

k. With respect to privacy, hospital teaches and helps patients maintain good standards 

for personal hygiene and grooming, including bathing, brushing teeth, caring for hair 

and nails, and using the toilet. 

 

2.4.3. Patient education methods 

Patient education is a vital component of heath care and there are different teaching 

methods used by health care practitioners to teach patients.  There are several teaching 

methods and strategies for the delivery of patient education that were effective in 

increasing knowledge, decreasing anxiety and increasing satisfaction (Friedman et al, 

2011). According to literature, patient teaching methods included computer technology, 

audio and videotapes, written materials, verbal instruction, and demonstrations.  Computer 

interventions increase patient knowledge, reduce anxiety and increase satisfaction (Gysels 

& Higginson, 2007; Jeste et al. 2008; Meilleur & Littleton-Kearney, 2009; Trevena,2006; 

Wofford, 2005).  Audiotapes of consultations increase patient knowledge (Trevena, 2006). 

Videotape interventions increase patient knowledge and satisfaction (Johnson, 2005; 

Trevena, 2006). All written information should be prepared at a reading level appropriate 

for the general population, patient information packages improve patient knowledge, 

especially if provided prior to the first clinic appointment (Johnson, 2005). Verbal 



26 

 

 

 

instruction is the least effective teaching strategy and should not be used alone (Johnson, 

2005; Trevena, 2006). Demonstrations are a good teaching strategy (Yankova, 2008). 

Illustrations to complement text result are greater patient comprehension than text alone 

especially in those with low literacy skills (Johnson, 2005).  

  

Targeted interventions that provide patient-specific information have been found to 

increase patient knowledge, decrease anxiety and increase satisfaction (McPherson, 

Higginson &Hearn 2001). In addition, structured teaching has been shown to be much 

more effective than unstructured ad hoc teaching (Yankova, 2008). Culturally appropriate 

patient education has also been found to increases patient knowledge (Khunti et al. (2008). 

The use of multiple teaching strategies is also a viable option. Friedman, evaluated the 

effect of various teaching strategies and methods of delivery for patient education on 

patient outcomes, and found in the systematic review that patients who received patient 

education using several different strategies had better outcomes than patients receiving one 

teaching method (Friedmant et al, 2011). 
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3. METHODOLOGY 

3.1. The Study Design 

This study is a clinical trial with experimental correlation design. This Quantitative 

research was conducted through a questionnaire that measures the effectiveness of a pre 

and post operative patient education on the QoLfor patients undergoing CABG surgery one 

month after discharge, this method was suitable to the purposes of the study. 

The study was concerned to examine the hypothesis that the implication of pre and post 

operative patient educational program had an important role in reducing problems of 

patients with CABG surgery and enhancing the QoL measures after one month of 

discharge. 

3.2. Characteristics and Setting of the Study 

Six hospitals in Palestine provide healthcare services for open heart surgery. The total 

number of cases admitted in 2014 was 941: as shown in Table 3.1 

Table 3.1. The number of patients scheduled to elective open heart surgery in 2014 

Name of hospital No of operation in 2014 

Palestine Medial Complex(PMC) 313 

Almyzan Hospital  148 

Arab Especialized Hospital(AEH) 235 

Almaqased Hospital  94 

Al-Ahli Hospital  66 

Nablus Specialist Hospital  74 

Total 941 

Palestine Medical Complex(PMC) (governmental hospital), and Arab Especialized 

Hospital(AEH) (private hospital) were chosen because they receive the largest number of 

patients from different provinces and regions in the West Bank almost half of the total 
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number. So the sample was representative and can be generalized to the Palestinian 

population in the West Bank. 

This study was conducted in the surgery department of cardiac surgery in two hospitals 

(PMC), and (AEH), West Bank. The PMC includes four wings, pediatric wing, Ramallah 

wing, and cardiac surgery wing, and emergency wing, also there is a polyclinic, a clinic, 

intensive care unit, and emergency room. It accommodates 250 patients in PMC and, 

there are two patients’ examination rooms in the polyclinic. Fifteen nurses give care 

preoperatively and postoperatively in the clinic with 27 beds. Eighteen nurses work in the 

intensive care unit which contains ten beds. The nurses work in three different shifts 

(7:00 Am–14:00 Pm; 14.00 Pm – 21:00Pm; 21:00 Pm –07:00 Am). Five nurses work in 

the morning shift while three nurses each work in the evening and night shifts (MoH 

policies). AEH includes polyclinic, a clinic, and an intensive care unit, emergency room, 

it accommodates 80 patients. There are two patients’ examination rooms in the 

polyclinic. Twelve nurses give care preoperatively and postoperatively in the clinic with 

15 beds. Thirteen nurses work in the intensive care unit which contains 6 beds. The 

nurses work in three different shifts (7:30 Am–15:00 Pm; 15.00 Pm – 22:00 Pm; 22:00 

Pm –07:30 Am). Four nurses work in the morning shift while three or two nurses each 

work in the evening and night shifts according to severity of case (AEH policies). 

The aforementioned hospitals performed CABG surgery, heart valve replacement, and 

surgical interventions for congenital heart diseases. The patients were admitted to the 

clinic 1-3 days before their surgery and were discharged approximately four days after 

their surgery. There was no plane for patient education and discharge training, or follow-

up counseling service at these hospitals. However, educational related to CABG surgeries 

and heart valve replacements were only verbal instruction and routine care were delivered 

to the patients undergoing these surgeries at discharge by doctor or nurse.These 

instruction contained general information about no smoking, don’t take high rich meal in 

cholesterol, but the potential problems that they would encounter as, wound care, diet, 

personal care, walking, exercising, and taking medications, driving, check-up time, and 

alcohol usage were not delivered to patients. The patients were invited to the polyclinic to 

be checked up by the doctor related to their case, 7 to 10 days and a month after their 

discharge. 
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3.3. Study Population 

The target population of the study was all patients aged 34 to 80years scheduled for an 

elective CABG at PMC and AEH (in West Bank during the period (December 2015 – 

April 2016) were recruited, during that period it was expected that the PMC received 

from 30-35 open heart surgery monthly and AEH received from 25 – 30 open heart 

surgery monthly. So during the collection data period it was 164 patients who were the 

target sample. Patients who met the eligible criteria and gave a written consent to 

participate in the study was the study sample. 

During the implementation of the study, one patient from the control group died and 

another patient dropped out, two patients from the intervention group dropped out after 

discharge without explaining the reasons so 160 patients continued with the study. 

3.4. Sampling of the Study and Eligibility Criteria 

The target population consisted of 941 patients in 2014. The sample size calculation was 

done using the NCSS (Number Cruncher Statistical System) – PASS (Power Analysis 

and Sample Size) 2006 software. Accordingly, a sample size of approximately 164 

patients would be sufficient to give 80% power to detect an increase of 20% in the mean 

score in any subscale of the SF-36 at 5% significance level. Of 164 patients, 82 were 

placed in the intervention group while the remaining 82 were in the control group. 

3.4.1. Selecting sample 

 According to statistician the cases were selected from one Hospital A(PMC) and the 

control group from another Hospital B (AEH)  for one  month and a half, then make the 

opposite , take the control group from hospital A and take the cases from hospital B for 

another month and a half. To avoid data contamination between the intervention and the 

control group there was one week hold.   
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3.4.2. The eligible patients should meet the following criteria 

The eligible patients were classified into two groups. Group one received the information 

from both the booklet and DVD. The second group received nothing except the general 

verbal instructions. 

 The age of the patient should be from 34-80 years old. 

 Should be able to read and write Arabic language. 

 Does not suffer from mental illness or disability that prevents the patient from writing 

or reading or seeing. 

 Agree to sign the consent letter and voluntary accept to participate in the research 

study. 

 No pervious cardiac surgery “Did not experience a cardiac surgery”. 

  Not admitted as an emergency case. 

 Scheduled electively to the surgery. 

 Length of stay in the ICU not more than one week.  

Research criteria for excludrd from the sample: 

 Unwilling to continue the study, 

 Complicated patient and stay more than 10 days in I C U, 

 Dying during the study time 

3.5. DataCollection 

3.5.1. Data collection tools 

Four data collection tools entitled “personal information form” (Appendix I), “The home 

follow-up form after discharge” (Appendix II), and SF-36 Health Survey” (Appendix III), 

“Effectiveness of The Educational Program” (Appendix IV) were used in the study. 
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Personal InformationForm 

The personal information form was developed by the researcher and consisted of 18 

(section A) and 7 (section B) sub-categories (Appendix I). The total items on this form 

were questions about gender, age, height, weight, educational status, marital status, 

occupation, place of residence, economic status (Monthly income), whether living alone 

or not, length of CAD, history of CABG surgery in close relatives, suffering from chronic 

(long term) disease, the duration of suffering from chronic disease, history of surgeries, 

presence of CAD-inducing factors (smoking, narjile, excessive alcohol consumption, 

hypertension, diabetes, obesity, family history of CAD). In addition, there was 

information about the number of replaced veins, length of cross-clamping, total duration 

of pumping, status of complication development during the patient`s surgery, and 

duration of stay in the intensive care unit (ICU) and hospital, ICU length of stay, graft 

number, graft type, post operative complication and readmission. 

The Home Follow-up Form After Discharge 

The researcher developed this form by using a wide variety of resources (Akbari, 

2014,Çelik, 2008;Dal, Bulut & Demir, 2012) and consulting experts (Appendix II). The 

total items of this form were questions regarding any physical, psychosocial and 

communication problems or difficulties and complications experienced, by the patients 

after discharge such as respiratory difficulty, fatigue, chest pain, palpitation, edema of the 

legs, loss of appetite, nausea, constipation, drainage from or redness at the surgical 

wound, introversion, unwillingness to make social contact, fear, attention deficit problem, 

refusal to see visitors, insomnia, and back pain. In addition, it included three questions 

about with whom the patient would live during the four weeks after discharge, the 

educational level of the person helping to care after discharge, and the information 

resource most widely used after discharge (Cebeci & Çelik, 2008;Dal, Bulut and Demir, 

2012; Elitoğ & Erkuş, 2008; Mistiaen & Poot, 2006; National Heart Lung and Blood 

Institute, 2013). 

http://www.nhlbi.nih.gov/health/dci/Diseases/cabg/cabg_whatis.html
http://www.nhlbi.nih.gov/health/dci/Diseases/cabg/cabg_whatis.html
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SF-36 Health Survey 

SF-36 Health Survey has 36 items and was developed by Rand Corporation in 1992 

(Alimohammadpour & Yousefi, 2008). Cronbach’s alpha was found ranging from 0.65 to 

0.90 in the validity and reliability study. The SF-36 includes one multi-item scale that 

assesses eight health concepts:(1) Limitation in physical functions because of health 

problems (PF-10 items); (2) Limitation in social activities because of physical or 

emotional problems (SF-2 items); (3) Limitation in usual role activities because of 

physical health problems (RP-4 items); (4) bodily pain (BP-2 items); (5) general mental 

health (MH-5 items);(6) limitation in usual role activities because of emotional problems 

(RE-3 items); (7) vitality (VT-4 items) and (8) general health perceptions (GH-5 items). 

Each scale consists of two to ten items, and each item is rated 2–6 points on the Likert 

scale (Appendix III). The scale score is calculated by summation of all the scores of items 

belonging to the same scale from 0 to 100 with higher scores indicating higher levels of 

function and/or better health (Alimohammadpour & Yousefi, 2008; Taghipour et al. 

2011). 

Effectiveness of Educational Program Form 

The researcher developed this form by using a wide variety of resources and consulting 

experts (Appendix IV). This form was especially prepared to measure the effectiveness of 

the educational program: the booklet and DVD for intervention group, it contain15 items, 

on the Likert scale from one to five where five is the highest and one is the lowest. 

3.5.2. The Educational Program Booklet and DVD 

The researcher constructed an educational program that consists of a booklet and video. It 

was constructed after a thorough review of literature using a wide variety of resources, 

consulting experts and review of literature and related studies concerning the design of 

educational programs for CABG surgery. The interest of the search was mainly on 

videotapes, DVDs and booklet or brochure. Also the opinions of experts were considered 

“cardiac surgery specialist, 4 PhD Nursing, and physiotherapist ". It was tested for 

reliability and validity through piloting . 
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The educational program was designed to provide the patients with information that will 

help him or her to enhance the QoLafter CABG. The  programme’s content is relative to 

(1) Heart anatomy and physiology and simple aspect of surgical procedure, (2)Focus points 

for preoperative patient education such as sights and sounds in the preoperative 

environment, preoperative medications and anticipated sensations,  use of incentive 

spirometer,  length of the operation,  expectations related to postoperative environment, 

availability of postoperative pain medication , effectiveness of splinting incision for pain 

control, preoperative preparation and instruction for evening before surgery, morning of 

surgery and operation room, postoperative presence of an endotracheal tube, anticipated 

time of intubation and  communication issues (3) Relaxation exercise and deep breathing, 

(4) Activities which include, walking programme, exercise after operation and one month 

after discharge, (5) Some problems that the patient may experience post surgery and how 

the patient can manage it, such as weakness and fatigue,  change in appetite, constipation, 

sleep disturbance, change in amount and odor of perspiration, incision discomfort or pain, 

incision drainage, muscle aches and wound care, (6) Diet information lists of foods 

recommended and not recommended for a healthy heart, it is especially low cholesterol 

diet, (7) Signs and symptoms of complications epically infection(9)  stairs, lifting, driving 

and sexual activity information, (8) Information on medications that he might use, (10) 

Things you should do or avoid after returning home and visiting and social relationship 

,(11)What to do for feeling better emotionally after the surgery and when return to the 

work, (12) When to call the physician  or nurses in emergency and appointment. 

The educational programme was implemented, once the patients consent to surgery and the 

research project had been confirmed. The intervention group and the control group 

completed a questionnaire about socio-demographic data and SF36 QoL, before the 

intervention. Before 1-3 days of operation the educational program tools was given to the 

intervention group by a well trained nurse, while the control group was received the 

ordinary routine care by the medical staff either a nurse or a doctor.  

3.6. Nurse Training 

Well trained nurse was available during questionnaire filling by each   participant to clarify 

any question from the participants. The questionnaire consisted of three main parts and one 

additional part for the intervention group to measure the effectiveness of the educational 
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program. The first part consisted of personalinformation. The second part consisted of 

home follow up care, the third part QoL SF-36 and effectiveness of education programme 

for intervention group only, the filling of the questionnaire needs 20-25 minutes to be 

completed. Four nurses were trained by the researcher; two in each hospital, the training 

focused on the followings: 

 Explain the purpose and importance of the study for the eligible sample. 

 Emphasize on the voluntary participation.  

 Ensure signing the consent letter by the voluntary participated patient. 

 Make face to face interview or by phone to assess the patient for filling the 

questionnaire. 

 The nurses were trained how to illustrate the booklet and DVD, by using educational 

tools such as slides, educational posters, demonstration and spirometer use. In addition, 

the nurse was trained how to ask questions and answer the patients, giving feed-back, 

emphasis on reinforcement points, and summary of important training points, and give 

attention to patient's non-verbal behaviors. 

 Training nurses needed five sessions, each session two to three hours long. 

3.7. Pilot Study 

Data collection tools were tested for structure and clarity in the pilot study. Therefore, 16 

patients consisting of 10% of the sample participated in the pilot study.  

It was carried out at PMC and AEH for CABG surgery. The patients were selected prior to 

the surgery, to pre-testing and the implementation of the intervention education program. 

According to the results of the pilot study modifications for the instrument were done. 

3.8. Study Implementation 

The study implementation was conducted between December 20-2015 until April 1- 2016 

(Figure 3.1). The intervention group had consisted of those patients who received planned 

preoperative, reinforce postoperative, and at discharge education and training services 

during the time of their hospitalization and provided home visit or given information by 

phone after discharge, while the control group had routine nursing care that include; 
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applying medicine and measuring vital signs with no plan for education and training 

services. Education programme services were applied according to patients’ individual 

needs and through education and a training booklet and DVD which were developed for 

this purpose. 

3.8.1. Control Group 

 The trained nurse filled in the “Personal information form section A” (Appendix I) and 

the “SF-36 Health Survey” (Appendix III) for control group patients in the first 24 

hours after admission to the surgical unit by using face to face interview method. 

 The nurses gave routine nursing care to the patients in the control group. 

 The day that the patients in the control group were discharged, the trained nurse filled in 

“Personal information form section B (Appendix I) regarding patients’ surgery and 

postoperative period according to file and observation form for the patients. 

 The trained nurse filled “The home follow-up form” (Appendix II) by calling or visting 

them after 2 day and 10 days following discharge. 

 The trainednurse filled “The home follow-up form” after discharge (Appendix II) and " 

SF - 36 Health Survey” (Appendix III) by face to face interview or by phone at four 

weeks after their discharge in the polyclinic. 

3.8.2. Intervention Group 

 The Trained nurse filled in the “Personnel information form section A” (Appendix I) 

and the “SF-36 Health Survey” (Appendix III) for the intervention group patients in the 

first 24 hours after admission to the surgical unit by using the face to face interview 

method. 

 Twenty-four hours after the intervention group patients with CABG surgeries were 

admitted to the surgical unit from the intensive care unit, the trained nurse determined 

the interview time that was most appropriate for the patients and the hospital ward 

procedures. At the interview, the trained nurse delivered copies of the booklet and DVD 

to the patients in the intervention group on the day of their hospitalization, explaining 

the booklet and DVD also they emphasized that reading and Watching the information 

provided inside the booklet and DVD helped them, and encouraged them to ask 
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questions when they did not understand a topic and to express their problems clearly in 

order to explore possible solutions during training. 

 The trained nurse determined the teaching time that was most appropriate for the 

patients and the hospital ward procedures. The trained nurse gave education 

postoperative and discharge training according to the educational program to the 

intervention group patients in the educational room or in their own room, with 

individual education and training between 11:00–1:00 and 16:00–20:00. Aimed at 

answering the questions of patients and relatives and correcting inappropriate practices 

which had not been covered in the teaching sessions. Discharge training was given in 

the appropriate room on the same floor equipped with sufficient light, proper ventilation 

and silence, with windows and enough chairs for ten patients to sit. Along with patients’ 

education and training, the training booklet and DVD, educational tools such as slides, 

educational posters, demonstration, and spirometer were used. In addition, the trained 

nurse used different methods of teaching (questions and answers, giving feed-back, 

emphasis on reinforcement points, and summary of important training points) according 

to the training given to patients and family members, and gave attention to patient's non-

verbal behaviors. 

 The day that the patients in the intervention group were discharged, the trained nurse 

filled in “section B of Personal information form" about patients’ surgery and 

postoperative period according to the patient files and the “SF-36 Health Survey” 

(Appendix III). The trained nurse filled “The home follow-up form” (Appendix II) by 

calling or visiting them at 2 day and 10 days following discharge. Also, given 

information according to patients’ needs, and the educational program were provided by 

the trained nurse to meet the patient’s and their family’s needs.The trained nurse filled 

“The home follow-up form” (Appendix II) and the “SF-36 Health Survey” (Appendix 

III), by face to face interview or phone at one month after their discharge, and the 

information was continually given. 

 The education and training time for indivdul patient lasted 35 -70 minutes while group 

education and training varied between 55- 120 minutes (mean: 140 minutes pre-post 

operative). For better training, at least one family member was with the patient and 

instructed the patient in order to help the patient. In all individual education and 

training, patients’ characteristics (interests, ability, learning needs) were taken into 

account. 
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Figure 3.1. Flow chart about study implementation 
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3.9. Data Analysis 

The association between quantity demographic information and QoLwas analyzed with 

Pearson correlation analysis and association between demographic information and 

QoLwas analyzed with Chi Square test and correlation between two groups. Mean and 

interaction effect of education on QoLin each group (in pre operative, at discharge and 1-

month post education) was analyzed with paired t-test.  Variance analysis ANOVA test 

and Comparison of QoLbetween two groups in one-month post education stages was 

analyzed with independent sample t test.  P-value less than 0.05 was considered to be 

statistically significant. Analyses of data was performed using Social Package of 

Statistical Science SPSS (version 18.0). Frequencies, percentages, Means, and Standard 

Deviation-also was done. 

Dependent variables of the study included QoLand post discharge problems while 

independent variables were age, sex, profession, job status, marital status, place of 

residence, who lives with the patient, educational level, health insurance, income status, 

number of the people in the family, care givers of the patient, CAD process, existence of 

coronary heart disease in the family, history ofCABG surgery in the family, the presence 

of additional diseases, CABG factors, number of replaced vessels, cross clamp time, 

duration of surgery, and length of hospital stay. 

3.10. Ethical Considerations 

Permission for the study was granted by the Gazi University Ethics Committee (Appendix 

IV). The necessary written approval was obtained from the administration department of 

the hospital prior to this study (Appendix V). Patients were informed about the study and 

written informed consents were obtained (Appendix VI). 

Ethical approval was given by the Ethics Committee at Palestine. Permission to conduct 

the study was also obtained from the administrators of the two hospitals. Written informed 

consents were obtained from the patients before they participate in the study. Anonymity, 

confidentiality, nonmalefficence and beneficence were ensured. 
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In this study the trained nurse gave the patients all the needed information about the 

research study, and explained the aim of study, the benefit of the study in the future, the 

design of the study, and the instrument used in the study. The participants were told that 

all the information was confidential and only used for the aim of the research study.  

The patients were told that they have the autonomy to participate in the study and it was 

respected if they wanted to participate in the study or abstain from it. In order to insure the 

agreement of the patient to be part of the study population, an informed consent was 

attached with the questionnaire, where as the consent form explained the importance of 

the study for the world generally and for Palestinians especially. 

 The questionnaire was given to participants in this study and the questionnaire questions 

were explained to participants individually according to different level of education. The 

participants were told that they have the right to ask questions about the study and about 

the results of the study. For that, e-mail address and phone number of the researcher was 

added to the consent form.   
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4. FINDINGS 

The findings of this study included patients’ descriptive characteristics, health status and 

habits before surgery, distribution of disease, current hospital and operation experiences, 

distribution and comparative information in follow-up, problems experienced after 

discharge and the comparison of QoL before surgery, at discharge and 1 month after 

discharge. 

Table 4.1. Characteristics of control and intervention group patients 

Characteristics 

Control group 

(n=80) 

Intervention group 

(n=80) Statistical evaluation 

f % f % 

Gender       

Male 64 80% 58 72,5% χ2= 1,242 

p = 0,265 Female 16 20% 22 27,5% 

Level of Education 
      

Uneducated 8 10,0% 18 22,5% 

χ2= 21,465 

p = 0,000 

Primary 13 16,3% 31 38,8% 

Secondary 37 46,3% 15 18,8% 

University 22 27,5% 16 20,0% 

Marital  status 
      

Married 76 95,0% 77 96,3% χ2= 5,871 

p = 0,061 Single 4 5% 3 3,7% 

Occupation 
      

Free business 33 41,3% 28 35,0% 

χ2= 6,717 

p = 0,152 

Retired 12 15,0% 13 16,3% 

Unemployed 8 10,0% 17 21,3% 

House wife 11 13,8% 14 17,5% 

Other* 16 20,0% 8 10,0% 

Place  of residency  
     

Village 39 48,8% 37 46,3% 
χ2= 1,111 

p = 0,574 
City 35 43,8% 33 41,3% 

Camp 6 7,5% 10 12,5% 
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Table 4.1. (continue) Characteristics of control and intervention group patients 

Characteristics 

Control group 

(n=80) 

Intervention group 

(n=80) Statistical evaluation 

F % f % 

Income status / Sh*  
     

Missing 10 12,5% 6 7,5% 

χ2= 15,033 

p = 0,005 

Less than 1500 18 22,5% 24 30,0% 

1501 – 2500 35 43,8% 24 30,0% 

2501 – 3500 17 21,3% 15 18,8% 

3501  - 4500 0 0,0% 11 13,8% 

Life Status 

      Living alone 0 0% 0 0 t= 0,0 

P= 1,0 Not living alonea 80 100% 80 100% 

Age 
56.23 ± 11.94 

(36-79) 

60.67 ± 7.58 

(34-74) 

t=-2.71 

p= 0,007 

BMI 
25,56 ± 4,74 

(15,73-35,96) 

27,41 ± 4,36 

(19,53-38,27) 

t= -2,57 

p= 0,011 

The significance level of p<0,05 was accepted. 

Sh*: Shaqel, the currency used in Palestine. 

Other*:governmental, nongovernmental and  United Nation employee.   
a With spouse, Spouse and my child/ children, my child/ children, Brother, b Mean ± standard deviation (min-max) 

Statistical analysis in table 4.1 showed that there were significant differences between the 

control and intervention groups in terms of education (p=0,000), the intervention group 

had more uneducated and more primary education, while the control group had more 

secondary education. 

Statistical analysis showed that there are significant differences between the control and 

intervention groups in terms of income status (p<0, 05), the intervention group income 

was higher than the control group (3501-4500). Also in terms of age (p=0,018), age mean 

of the intervention group was higher than the age mean of the control group. And in terms 

of BMI (p=0,011), the BMI mean of the intervention group was higher than the BMI 

mean of the control group.  
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Table 4.2. Habits and health status of control and intervention group patients before 

surgery 

Health Status and Habits 

Control group 

(n=80) 

Intervention group 

(n=80) 
Statistical evaluation 

f % f % χ2 p-value 

Smoking 39 48,8% 31 38,8% 1,625 0,202 

Alcohol abuse 4 5,0% 1 1,3% 1,858 0,367 

Nargile usage 10 12,5% 11 13,8% 0,055 0,815 

Had Chronic Illnessa 39 48,8% 47 58,8% 1,609 0,205 

Had CAD in Family 26 32,5% 20 25,0% 1,098 0,295 

Had CABG surgery in family 20 25,0% 14 17,5% 1,345 0,246 

Previously had surgeryb 41 51,3% 24 30,0% 7,488 0,006 

a : Chronic diseases included hypertension, diabetes mellitus, asthma, dyspnea, arthritis 

b : Previously had surgeries included head and neck surgery, hands and feet surgery, gynecological surgery, 

eye surgery The significance level of p<0,05 was accepted, 

Statistical analysis in table 4.2 showed that there were significant differences between the 

control and intervention groups in terms of having Previous Surgery (p=0,006), the 

intervention group had less patients with previous surgery than patients in control group. 

Table 4.3. Current hospital and operation experiences of control and intervention group 

patients 

Current Hospital and Operation 

Experiences 

Control group 

(n=80) 

Intervention group 

(n=80) 

Statistical evaluation 
𝑿̅± SD 

(min-max) 

𝑿̅± SD 

(min-max) 

Duration of Surgery(hours) 
3,70 ± 0,66 

(2-5) 

3,72 ± 0,71 

(2,5-5) 

t= -0,174 

p= 0,862 

Length of stay in ICU(days) 
3,85 ± 0,78 

(2-6) 

3,74 ± 0,74 

(2-5) 

t= 0,937 

p= 0,350 

Length of in hospital stay(days) 
7,46 ± 1,33 

(5-10) 

6,58 ± 1,17 

(5-9) 

t= 4,423 

p= 0,000 

Cross clamp time (minute)  
38,86 ±9,84 

(24-67) 

41,43 ±9,85 

(29-67) 

t= -1 ,578 

p= 0,117 

Hospital readmission   n(%) 
18 (22,5%) 10(12,5%) χ2=2,771 

p=0,096 

 The significance level of p<0,05 was accepted. 
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Statistical analysis in table 4.3 showed that there were significant differences between the 

control and intervention groups in terms of length of in hospital stay (p=0,000), the mean 

of the control group was higher than the mean of the intervention group. 

Table 4.4. Surgery type and graft number of control and intervention group patient 

Current Hospital and Operation 

Experiences 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Statistical 

evaluation 

f % f % χ2 p-value 

Type of surgery 
      

On pump 72 90 74 92,5 
0,313 0,576 

Off pump 8 10 6 7,5 

Number  of graft 
      

One 0 0,00 1 0,01 

1,602 0,923 

Two 26 0,33 29 0,36 

Three 38 0,48 37 0,46 

Four 13 0,16 10 0,13 

More than four 3 0,04 3 0,04 

 The significance level of p<0,05 was accepted. 

Statistical analysis in table 4.4 showed that there were no significant differences between 

the control and intervention groups in terms of type of surgery, number of graft and cross 

clamp time(p>0,05). 

Table 4.5. Information about the care givers of control and intervention group patients after 

discharge 

Information about the Care Givers after 

Discharge 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Statistical 

evaluation 

F % f % χ2 p-value 

Caregivers       

Spouse 13 16,3% 11 13,8% 

5,465 0,142 
Spouse  and child/ children 56 70,0% 62 77,5% 

child/ children 6 7,5% 7 8,8% 

Others 5 6,3% 0 0,0% 

The significance level of p <0,05 was accepted. 
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Statistical analysis in table 4.5 showed that there are no significant differences between 

the control and intervention groups in terms of Information about the care givers after 

discharge. 

Table 4.6. The problems experienced by control and intervention group patients at 

discharge 

Problems 
Control group 

(n=80) 

Intervention group 

(n=80) 
Statistical evaluation 

 

F % F % χ2 p-value 

Respiratory System 

Respiratory difficulty 55 68,8% 39 48,8% 6,602 0,010 

Cardiovascular System 

Palpitation  33 41,3% 17 21,3% 7,447 0,006 

Gastrointestinal System 

Loss of appetite 62 77,5% 49 61,3% 4,972 0,026 

Constipation  27 33,8% 18 22,5% 2,504 0,114 

Diarrhea  15 18,8% 10 12,5% 1,185 0,276 

Nausea 11 13,8% 7 8,8% 1,002 0,317 

Vomiting 4 5,0% 1 1,3% 1,858 0,367 

Wound Healing 

Swelling  at the surgical wound  

Leg 48 60,0% 19 23,8% 21,595 0,000 

Chest 15 18,8% 9 11,3% 1,765 0,184 

Leg & Chest 13 16,3% 7 8,8% 2,057 0,151 

Pain at the surgical wound 

Leg 23 28,8% 10 12,5% 6,452 0,011 

Chest 23 28,8% 8 10,0% 9,002 0,003 

Leg & Chest 18 22,5% 7 8,8% 5,736 0,017 

Drainage from the  surgical wound 

Leg 18 22,5% 8 10,0% 4,592 0,032 

Chest 9 11,3% 6 7,5% 0,662 0,416 

Leg & Chest 6 7,5% 6 7,5% 0,000 1,000 

Redness at the surgical wound 

Leg & Chest 26 32,5% 9 11,3% 10,569 0,001 

Leg 18 22,5% 10 12,5% 2,771 0,096 

Chest 11 13,8% 6 7,5% 1,645 0,200 

Problems in Social Life 

Unwillingness to social contacts  7 8,8% 2 2,5% 2,943 0,167 

Refuse to see visitor  6 7,5% 2 2,5% 2,105 0,276 
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Table 4.6. (continue)The problems experienced by control and intervention group patients 

at discharge 

Problems 
Control group 

(n=80) 

Intervention group 

(n=80) 

Statistical 

evaluation 

Neurological Problems 

Fatigue  37 46,3% 17 21,3% 11,181 0,001 

Dizziness 24 30,0% 7 8,8% 11,563 0,001 

Psychological Problems 

Attention deficit problem 31 38,8% 19 23,8% 4,189 0,041 

Introversion 23 28,8% 8 10,0% 9,002 0,003 

Fear  17 21,3% 7 8,8% 4,902 0,027 

Weakness 13 16,3% 8 10,0% 1,37 0,242 

Pessimism 9 11,3% 5 6,3% 1,252 0,263 

Sleep Problems 

Difficulty in falling 

asleep 

50 62,5% 34 42,5% 6,416 0,011 

Insomnia 44 55,0% 24 30,0% 10,23 0,001 

Pain 

Back pain 54 67,5% 33 41,3% 11,11 0,001 

Chest pain 50 62,5% 34 42,5% 6,416 0,011 

Shoulder pain  48 60,0% 30 37,5% 8,105 0,004 

Other problemb 65 81% 18 23% 55.303 0.000 

a: If patient has experienced problem once at discharge, there are considered as "problem". 
b: Other problems included fever, abdominal distention, headache, numbness, more sputum, cold feet, 

throat, chill swathing, sensitivity to odors, sexuality. 

Statistical analysis in table 4.6 showed that there were significant differences between the 

control and intervention groups. Where the intervention group had less difficulties and 

less pain than the control group in the following terms: Respiratory difficulty (p=0,010). 

Loss of appetite (p=0,026). Swelling at the surgical wound from leg (p=0,000), Pain at the 

surgical wound from leg, chest and leg & chest together(all p<0,05). Redness at the 

surgical wound from leg and chest together (p=0,001). Drainage from the surgical wound 

from leg (p=0,032). Dizziness (p=0,001).  

Attention deficit problem (p=0,041), Introversion (p=0,041). Fear (p=0,027). Difficulty in 

falling asleep (p=0,011). Insomnia (p=0,001). Back pain (p=0,001). Shoulder pain 

(p=0,004). Using elastic stocking (p=0,000). 
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Table 4.7. The problems experienced by control and intervention group patients during 

follow-ups after discharge 

Problems 

Follow-up1 

2 day 

Follow-up2 

10 days 

Follow-up3 

One month 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

f % F % f % f % F % f % 

Respiratory System 

Respiratory 

difficulty 
37 46,3% 20 25,0% 27 33,8% 8 10,0% 21 26,3% 5 6,3% 

  χ2=7,876   ,   p=0,005 χ2=13,202  , p=0,000 χ2=11,757 ,  p=0,001 

Cardiovascular System 

Palpitation  24 30,0% 12 15,0% 20 25,0% 5 6,3% 14 17,5% 0 0,0% 

  χ2=5,161   ,   p=0,023 χ2=10,667 ,  p=0,001 χ2=15,342  ,  p=0,000 

Gastrointestinal System 

Loss of appetite 50 62,5% 16 20,0% 36 45,0% 7 8,8% 29 36,3% 3 3,8% 

  χ2=29,813   ,   p=0,000 χ2=26,746  ,  p=0,000 χ2=26,406  ,  p=0,000 

Nausea 12 15,0% 5 6,3% 4 5,0% 0 0,0% 0 0,0% 0 100,0% 

  χ2=3,225   ,   p=0,073 χ2=4,103  ,  p=0,043 χ2=0  ,  p=1 

Vomiting 5 6,3% 2 2,5% 3 3,8% 0 0,0% 0 0,0% 0 100,0% 

  χ2=1,345   ,   p=0,443 χ2=3,057  ,  p=0,245 χ2=0  ,  p=1 

Constipation  28 35,0% 12 15,0% 16 20,0% 2 2,5% 18 22,5% 0 0,0% 

  χ2=8,533   ,   p=0,003 χ2=12,269  ,  p=0,000 χ2=20,282  ,  p=0,000 

Diarrhea  7 8,8% 3 3,8% 4 5,0% 0 0,0% 2 2,5% 0 0,0% 

  χ2=1,707   ,   p=0,191 χ2=4,103  ,  p=0,12 χ2=2,025  ,  p=0,497 
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Table 4.7. (continue) The problems experienced by control and intervention group 

patients during follow-ups after discharge 

Problems 

Follow-up1 

2 day 

Follow-up2 

10 days 

Follow-up3 

One month 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

F % f % f % f % F % f % 

Wound Healing 

Swelling  at the surgical wound   

No 25 31,3% 65 81,3% 29 36,3% 75 93,8% 41 51,3% 78 97,5% 

Leg 26 32,5% 13 16,3% 25 31,3% 4 5,0% 20 25,0% 2 2,5% 

Chest 13 16,3% 2 2,5% 12 15,0% 1 1,3% 9 11,3% 0 0,0% 

Leg & Chest 16 20,0% 0 0,0% 14 17,5% 0 0,0% 10 12,5% 0 0,0% 

  χ2=0   ,   p=0,2 χ2=0  , p=0,175 χ2=48,,605  ,  p=0,000 

Pain at the surgical wound   

No 41 51,3% 51 63,8% 29 36,3% 75 93,8% 45 56,3% 78 97,5% 

Leg 16 20,0% 12 15,0% 11 13,8% 4 5,0% 8 10,0% 2 2,5% 

Chest 14 17,5% 8 10,0% 15 18,8% 1 1,3% 12 15,0% 0 0,0% 

Leg & Chest 9 11,3% 9 11,3% 25 31,3% 0 0,0% 15 18,8% 0 0,0% 

  χ2=0   ,   p=0,113 χ2=0  ,  p=0,313 χ2=0  ,  p=0,188 

Drainage from the  surgical wound   

No 52 65,0% 73 91,3% 57 71,3% 76 95,0% 72 90,0% 77 96,3% 

Leg 11 13,8% 2 2,5% 6 7,5% 3 3,8% 4 5,0% 1 1,3% 

Chest 6 7,5% 3 3,8% 6 7,5% 1 1,3% 3 3,8% 2 2,5% 

Leg & Chest 11 13,8% 2 2,5% 11 13,8% 0 0,0% 1 1,3% 0 0,0% 

  χ2=17,067   ,   p=0,000 χ2=19,484  ,  p=0,000 χ2=3,018  ,  p=0,302 

Redness at the surgical wound   

No 41 51,3% 67 83,8% 48 60,0% 68 85,0% 67 83,8% 72 90,0% 
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Table 4.7. (continue) The problems experienced by control and intervention group 

patients during follow-ups after discharge 

Problems 

Follow-up1 

2 day 

Follow-up2 

10 days 

Follow-up3 

One month 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

F % f % f % f % F % f % 

Leg 15 18,8% 5 6,3% 13 16,3% 5 6,3% 6 7,5% 4 5,0% 

Chest 7 8,8% 3 3,8% 7 8,8% 2 2,5% 4 5,0% 2 2,5% 

Leg & Chest 17 21,3% 5 6,3% 12 15,0% 5 6,3% 3 3,8% 2 2,5% 

  χ2=0   ,   p=0,213 χ2=12,419 ,   p=0,005 χ2=1,517  ,  p=0,693 

Problems in Social Life 

Refuse to see 

visitor  
7 8,8% 4 5,0% 5 6,3% 1 1,3% 3 3,8% 0 0,0% 

  χ2=0,879   ,   p=0,349 χ2=2,771  ,  p=0,21 χ2=3,057  ,  p=0,245 

Unwillingness to 

social contacts  
8 10,0% 3 3,8% 4 5,0% 2 2,5% 0 0,0% 0 100,0% 

  χ2=2,441   ,   p=0,118 χ2=0,693  ,  p=0,681 χ2=0  ,  p=1 

Neurological Problems 

Dizziness 21 26,3% 9 11,3% 18 22,5% 4 5,0% 14 17,5% 0 0,0% 

  χ2=5,908   ,   p=0,015 χ2=10,329 ,   p=0,001 χ2=15,342  ,   p=0,000 

Fatigue  25 31,3% 13 16,3% 23 28,8% 5 6,3% 19 23,8% 2 2,5% 

  χ2=4,97   ,   p=0,026 χ2=14,026  ,  p=0,000 χ2=15,841  ,  p=0,000 

Psychological Problems 

Pessimism 8 10,0% 4 5,0% 5 6,3% 1 1,3% 4 5,0% 0 0,0% 

  χ2=1,441   ,   p=0,23 χ2=2,771  ,  p=0,21 χ2=4,103  ,  p=0,043 

Attention deficit 

problem 
23 28,8% 11 13,8% 17 21,3% 5 6,3% 12 15,0% 2 2,5% 

  χ2=5,378   ,   p=0,02 χ2=7,589  ,  p=0,006 χ2=7,828  ,  p=0,005 

Weakness 14 17,5% 9 11,3% 12 15,0% 4 5,0% 8 10,0% 0 0,0% 

  χ2=1,269   ,   p=0,26 χ2=4,444  ,  p=0,035 χ2=8,421  ,  p=0,007 
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Table 4.7. (continue) The problems experienced by control and intervention group 

patients during follow-ups after discharge 

Problems 

Follow-up1 

2 day 

Follow-up2 

10 days 

Follow-up3 

One month 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

F % f % f % f % F % f % 

Introversion 14 17,5% 6 7,5% 12 15,0% 4 5,0% 15 18,8% 1 1,3% 

  χ2=3,657   ,   p=0,056 χ2=4,444  ,  p=0,035 χ2=13,611  ,  p=0,000 

Fear  14 17,5% 9 11,3% 12 15,0% 5 6,3% 10 12,5% 3 3,8% 

  χ2=1,269   ,   p=0,26 χ2=3,225  ,  p=0,073 χ2=4,103  ,  p=0,043 

Sleep Problems 

Difficulty in 

falling asleep 
51 63,8% 18 22,5% 39 48,8% 4 5,0% 32 40,0% 2 2,5% 

  χ2=27,75   ,   p=0,000 χ2=38,958  ,  p=0,000 χ2=33,613  ,  p=0,000 

Insomnia 45 56,3% 9 11,3% 44 55,0% 6 7,5% 40 50,0% 0 0,0% 

  χ2=36,226   ,   p=0,000 χ2=42,007  ,  p=0,000 χ2=53,333  ,  p=0,000 

Pain 

Chest pain  50 62,5% 34 42,5% 
36 45,0% 7 8,8% 29 36,3% 3 3,8% 

  χ2=6,416,   p=0,011 χ2=36,226   ,   p=0,000 χ2=36,226   ,   p=0,000 

Back pain 55 68,8% 16 20,0% 45 56,3% 4 5,0% 42 52,5% 0 0,0% 

  χ2=38,512   ,   p=0,000 χ2=49,45  ,  p=0,000 χ2=56,949  ,  p=0,000 

Shoulder pain  49 61,3% 19 23,8% 44 55,0% 7 8,8% 39 48,8% 1 1,3% 

  χ2=23,018   ,   p=0,000 χ2=39,403  ,  p=0,000 χ2=48,133  ,  p=0,000 

Edema of the legs 38 47,5% 15 18,8% 28 35,0% 8 10,0% 25 31,3% 3 3,8% 

  χ2=14,925   ,   p=0,000 χ2=14,337  ,  p=0,000 χ2=20,952  ,   p=0,000 

Other problem 

Does not  use 

elastic stocking 
13 16,3% 0 0,0% 8 10,0% 0 0,0% 5 6,3% 0 0,0% 

  χ2=14,15   ,   p=0,000 χ2=8,421  ,   p=0,007 χ2=5,161 ,    p=0,023 
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Table 4.7. (continue) The problems experienced by control and intervention group 

patients during follow-ups after discharge 

Problems 

Follow-up1 

2 day 

Follow-up2 

10 days 

Follow-up3 

One month 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

Control 

group 

(n=80) 

Intervention 

group 

(n=80) 

F % f % f % f % F % f % 

Fever 8 10,0% 4 5,0% 6 7,5% 0 0,0% 2 2,5% 0 0,0% 

  χ2=1,441   ,   p=0,23 χ2=6,234  ,  p=0,028 χ2=2,025  ,  p=0,497 

Does not sleep on 
supine position 

17 21,3% 9 11,3% 14 17,5% 5 6,3% 12 15,0% 1 1,3% 

  χ2=2,939   ,   p=0,086 χ2=4,838  ,  p=0,028 χ2=10,131 , p=0,001 

Weight Gain 15 18,8% 6 7,5% 10 12,5% 0 0,0% 7 8,8% 0 0,0% 

  χ2=4,44   ,   p=0,035 χ2=10,667 ,   p=0,001 χ2=7,32  ,  p=0,014 

Statistical analysis in table 4.7 showed that there were significant differences between the 

control and intervention groups in follow-up1, 2, and 3 since all p<0,05 whereas the 

intervention group had problems less than expected while the control group had problems 

more than expected in terms of the following problems: respiratory difficulty, palpitation, 

loss of appetite, constipation, dizziness, fatigue, attention deficit problem, difficulty in 

falling asleep, insomnia, back pain, shoulder pain, edema of the legs, not using elastic 

stocking, weight gain. 

Statistical analysis showed that there are no significant differences between the control 

and intervention groups in follow-up1, 2, and 3 since all p>0,05 in terms of the following 

problems: pain at the surgical wound, vomiting, diarrhea, refuse to see visitor, 

unwillingness to social contacts, other problem. 



52 

 

 

 

Table 4.8. Quality of life mean score in control and intervention group patients 

Quality Of Life Scale Group 
Before surgery At discharge After 1 month 

𝑿̅± SD 𝑿̅± SD 𝑿̅± SD 

Physical functioning 

Control 48,25+8,42 6,75+5,34 45,63±12,05 

Intervention 46,06+8,18 10+6,8 68,13±7,69 

Statistical Evaluation t=1,666 , p=0,098 t=-3,362 , p=0,001 t=-14,081 , p=0,000 

Role limitations due to physical 

health 

Control 6,88+12,56 16,25+35,38 55,31±19,36 

Intervention 15,31+20,47 10,94+19,01 65,94±19,59 

Statistical Evaluation t=-3,142 , p=0,002 t=1,183 , p=0,239 t=-3,451 , p=0,001 

Role limitations due to emotional 

problems 

Control 37,92+27,43 10+17,1 15,83±35,17 

Intervention 31,67+26,99 16,25+36,37 74,58±23,86 

Statistical Evaluation t=-1,453 , p=0,148 t=1,391 , p=0,166 t=12,364 ,p=0,000 

Energy/fatigue 

Control 28,44+8,7 29,38+8,76 30±8,68 

Intervention 28,94+9,2 30+8,68 62,13±12,55 

Statistical Evaluation t=0,353 , p=0,724 t=0,453 , p=0,651 t=18,833 , p=0,000 

Emotional well-being 

Control 48,95+9,07 49,05+8,24 50,25±7,17 

Intervention 50,95+7,6 50,25+7,17 63,95±11,18 

Statistical Evaluation t=1,511 , p=0,133 t=0,983 , p=0,327 t=9,228 , p=0,000 

Social functioning 

Control 37,97+16,21 38,44+14,45 37,81±14,06 

Intervention 37,66+14,13 37,81+14,06 72,97±11,67 

Statistical Evaluation t=-0,13 , p=0,897 t=-0,277 , p=0,782 t=17,207 , p=0,000 

Pain 

Control 58,22+10,46 56,25+11,62 55,16±12,6 

Intervention 57,03+10,85 55,16+12,6 79,63±12,41 

Statistical Evaluation t=-0,705 , p=0,482 t=-0,571 , p=0,569 t=12,373 , p=0,000 

General health 

Control 31,69+7,02 46,81+10,01 50,25±7,95 

Intervention 30,56+6,51 47,38+8,46 58,69±11,44 

Statistical Evaluation t=-1,051 , p=0,295 t=0,384 , p=0,701 t=5,417 , p=0,000 

*The significance level of p<0,05 was accepted 

Statistical analysis in table 4.8 showed that there were significant differences between the 

control and intervention groups before surgery in terms of Role limitations due to physical 

health scale (p=0,002), the intervention group was higher than the control group.  

The results showed that there were significant differences between the control and 

intervention groups at discharge in terms of Physical functioning only (p<0,05), whereas 

the intervention group was higher than the control group.  
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The results showed that there were significant differences between the control and 

intervention groups after 1 month in terms of all QoLScales since all p<0,05 the 

intervention group was higher than the control group in: Physical functioning Role 

limitations due to emotional problems, Energy/fatigue, Emotional well-being, Social 

functioning, Pain, and General health.
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 Table 4.9. Test of differences in Quality of Life scores according to interactions between Group variable (Control and Intervention) and 

demographic variables 

DESCRIPTIVE 

CHARACTERISTICS 

QUALITY OF LIFE MEAN SCORE 

Control Intervention 

Quality Of Life Scale before 

surgery 

Quality Of Life Scale at 

discharge 

Quality Of Life 

Scale after 1 month 

Quality Of Life Scale 

before surgery 

Quality Of Life Scale at 

discharge 

Quality Of Life Scale after 

1 month 

Mean±SD Evaluation Mean±SD 
Evaluati

on 
Mean±SD 

Evaluatio

n 
Mean±SD 

Evaluati

on 
Mean±SD 

Evaluati

on 
Mean±SD Evaluation 

Gender  
Male 36,19±4,27 t=-0,996, 

p=0,322 

28,12±2,7 t=-1,522, 

p=0,132 

64,41±6,62 t=0,667, 

p=0,507 

38,59±4,65 t=1,544, 

p=0,127 

30,97±4,93 t=-1,153, 

p=0,252 

44,62±4,61 t=-0,122, 

p=0,903 Female 37,29±4,74 29,2±3,17 63,31±6,69 36,7±5,44 32,39±4,86 44,76±3,94 

Educati

on 

Illiterate 35,23±4,92 

F=0,5, 

p=0,683 

27,65±3,74 

F=0,333, 

p=0,801 

62,67±6,93 

F=0,179, 

p=0,91 

38,47±5,16 

F=1,347, 

p=0,265 

31,98±3,7 

F=1,281, 

p=0,287 

45,05±4,32 

F=0,895, 

p=0,448 

Primary 37,37±4,72 28,67±2,66 64,66±4,59 36,87±4,67 30,25±4,93 43,71±4,44 

Secondary 36,73±4,26 28,63±2,93 63,99±7,15 39,87±5,12 31,08±6,17 44,97±4,41 

University 36,03±4,41 28,19±2,63 64,5±6,92 38,25±4,76 33,06±4,67 45,79±4,51 

Marital 

status 

Married 36,48±4,45 

F=0,289, 

p=0,75 

28,46±2,91 

F=0,164, 

p=0,849 

64,26±6,58 

F=0,578, 

p=0,564 

38,14±4,96 

F=0,41, 

p=0,524 

31,36±4,99 

F=0,000, 

p=0,985 

44,74±4,41 

F=0,594, 

p=0,443 

Single 38,41±2,58 27,47±2,43 59,18±6,58 ------ ------ ------ 

Widow ------ ------ ------ 36,28±4,11 31,41±3,27 42,73±4,9 

Divorced 35,07±5,14 27,78±1,9 
63,47±10,8

6 
------ ------ ------ 

Occupa

tion 

Free 

business 
37,34±4,55 

F=0,979, 

p=0,424 

28,33±3,16 

F=1,206, 

p=0,315 

64,31±6,74 

F=0,307, 

p=0,873 

37,81±4,4 

F=0,271, 

p=0,896 

30,53±5,34 

F=1,683, 

p=0,163 

44,07±4,55 

F=0,799, 

p=0,53 

Retired 35,68±3,93 27,99±2,08 63,41±6,58 39,11±5 34,27±5,68 46,07±4,28 

Unemploye

d 
35,34±3,66 28,58±3,5 65,62±6,61 38,29±5,2 30,25±3,45 43,93±4,38 

House wife 37,44±4,97 30,03±3,28 62,54±6,34 37,23±6,34 31,11±4,82 44,56±4,13 

Other 35,28±4,32 27,73±1,75 64,54±7,12 38,3±3,88 32,29±3,9 46,16±4,85 

Place  

of 

residen

cy 

Village 36,53±4,48 

F=0,843, 

p=0,434 

28,39±2,89 

F=0,003, 

p=0,997 

65,86±6,7 

F=2,796, 

p=0,067 

37,43±4,93 

F=0,61, 

p=0,546 

30,74±4,16 

F=4,328, 

p=0,017 

44,28±3,93 

F=1,7, 

p=0,19 
City 36,08±4,23 28,44±2,78 62,51±6,17 38,51±4,97 32,97±5,29 45,61±5,01 

Camp 38,61±5 28,43±3,59 62,08±6,65 38,98±4,92 28,3±4,72 42,93±3,56 

Had 

CAD 

in 

Family 

Yes 36,45±4,3 

t=-0,064, 

p=0,949 

27,89±2,85 

t=-1,139, 

p=0,258 

64,02±6,7 

t=-0,088, 

p=0,93 

37,05±4,52 

t=-1,072, 

p=0,287 

30,58±5,28 

t=-0,809, 

p=0,421 

45,89±4,37 

t=1,447, 

p=0,152 No 36,51±4,49 28,67±2,85 64,16±6,64 38,41±5,04 31,62±4,82 44,25±4,38 

Had 

CABG 

Surger

y in 

Family 

Yes 36,75±4,39 

t=0,307, 

p=0,76 

28,26±2,86 

t=-0,279, 

p=0,781 

63,59±7,58 

t=-0,405, 

p=0,687 

37,22±4,73 

t=-0,706, 

p=0,482 

30,59±5,91 

t=-0,639, 

p=0,524 

46,08±4,63 

t=1,329, 

p=0,188 No 36,4±4,43 28,47±2,88 64,28±6,32 38,25±4,97 31,52±4,72 44,36±4,34 

Had 

Chroni

c 

Illness  

Yes 35,69±4,51 

t=-1,603, 

p=0,113 

28,48±3,38 

t=0,176, 

p=0,861 

64,14±6,97 

t=0,036, 

p=0,972 

37,87±5,24 

t=-0,432, 

p=0,667 

31,34±4,93 

t=-0,049, 

p=0,961 

44,67±4,92 

t=0,018, 

p=0,986 No 37,25±4,21 28,36±2,3 64,08±6,34 38,35±4,48 31,39±4,99 44,65±3,63 

Previo

usly 

had 

Surger

y  

Yes 36,82±4,36 

t=0,679, 

p=0,499 

28,35±2,88 

t=-0,21, 

p=0,834 

64,2±7,3 

t=0,127, 

p=0,899 

37,75±4,08 

t=-0,381, 

p=0,704 

31,46±4,71 

t=0,121, 

p=0,904 

44,43±5,08 

t=-0,308, 

p=0,759 No 36,15±4,47 28,49±2,88 64,01±5,91 38,21±5,27 31,31±5,05 44,76±4,14 
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Table 4.9.(continue) Test of differences in QoL scores according to interactions between Group variable (Control and Intervention) and 

demographic variables 

DESCRIPTIVE 

CHARACTERISTICS 

QOL MEAN SCORE 

Control Intervention 

QoL Scale before surgery QoL Scale at discharge 
QoL Scale after 1 

month 

QoL Scale before 

surgery 
QoL Scale at discharge QoL Scale after 1 month 

Mean±SD Evaluation Mean±SD 
Evaluati

on 
Mean±SD 

Evaluatio

n 
Mean±SD 

Evaluati

on 
Mean±SD 

Evaluati

on 
Mean±SD Evaluation 

Smoki

ng 

Yes 36,51±4,38 t=0,036, 

p=0,971 

28,15±2,55 t=-0,824, 

p=0,413 

63,27±6,83 t=-1,113, 

p=0,269 

38,51±4,63 t=0,641, 

p=0,523 

31,23±5,28 t=-0,18, 

p=0,858 

44,39±5,44 t=-0,435, 

p=0,665 No 36,47±4,47 28,68±3,13 64,91±6,38 37,79±5,12 31,44±4,74 44,83±3,67 

nargile 

usage 

Yes 36,89±4,7 t=0,308, 

p=0,759 

28,86±3,66 t=0,516, 

p=0,607 

62,84±6,65 t=-0,646, 

p=0,52 

37,59±6,3 t=-0,348, 

p=0,729 

31,51±5,75 t=0,108, 

p=0,914 

45,22±4,28 t=0,448, 

p=0,656 No 36,43±4,39 28,36±2,75 64,29±6,64 38,15±4,71 31,33±4,83 44,57±4,46 

Alcoho

l 

Abuse 

Yes 35,44±3,79 
t=-0,487, 

p=0,628 

30,7±4,04 
t=1,658, 

p=0,101 

61,35±6,56 
t=-0,855, 

p=0,395 

31,00±0,00 
t=-1,456, 

p=0,149 

37,56±0,00 
t=1,273, 

p=0,207 

45,06±0,00 
t=0,091, 

p=0,928 No 36,55±4,44 28,3±2,77 64,25±6,63 38,16±4,89 31,28±4,9 44,66±4,44 

Type 

of 

surgery 

On pump 36,5±4,35 
t=0,031, 

p=0,975 

28,42±2,77 
t=0,028, 

p=0,977 

64,5±6,61 
t=1,608, 

p=0,112 

37,97±5 
t=-0,616, 

p=0,54 

31,51±5,04 
t=0,957, 

p=0,342 

44,67±4,41 
t=0,074, 

p=0,941 
Off pump 36,45±5,1 28,39±3,77 60,58±5,95 39,26±3,91 29,51±2,88 44,53±4,82 

       
Numbe

r  of 

graft 

One --------- 

F=0,871, 

p=0,46 

--------- 

F=0,461, 

p=0,71 

--------- 

F=0,484, 

p=0,694 

39,08±0,00 

F=1,07, 

p=0,377 

33,25±0,00 

F=1,603, 

p=0,182 

47,00±0,00 

F=0,137, 

p=0,968 

Two 35,48±5,05 28,19±3,14 64,32±7,96 38,93±5,12 30,65±5,08 44,88±4,67 

Three 36,82±4,04 28,41±2,84 63,37±6,11 37,61±4,47 31,03±4,98 44,63±4,79 

Four 36,99±4,29 28,49±2,44 65,16±5,59 36,15±4,82 32,57±3,94 44,09±3,15 

More than 

four 
38,86±2,86 30,25±3,04 67,18±5,11 41,52±8,61 37,53±2,15 44,06±1,05 

Age 

<40 37,08±4,75 
F=1,426, 

p=0,242 

27,96±2,95 
F=0,218, 

p=0,884 

64,77±6,53 
F=1,122, 

p=0,346 

40,46±0,00 
F=0,315, 

p=0,814 

35,42±0,00 
F=0,757, 

p=0,521 

45,25±0,00 
F=0,325, 

p=0,807 
40-60 37,07±4,79 28,34±2,8 65,5±5,52 37,87±5,35 30,46±4,82 44,06±4,73 

61-80 35,64±3,91 28,64±2,78 62,72±7,38 37,98±4,74 31,91±5,11 45,08±4,33 

Income 

status 

Non 34,99±4,22 

F=1,621, 

p=0,192 

28,94±3,32 

F=0,221, 

p=0,882 

62,08±7,11 

F=0,769, 

p=0,515 

36,87±5,37 

F=0,648, 

p=0,63 

31,77±5,15 

F=0,598, 

p=0,666 

46,97±3,87 

F=0,852, 

p=0,497 

Less than 

1500 
35,65±4,26 28,05±2,89 63,44±5,95 37,29±5,9 31,88±4,75 44,18±3,97 

1501 – 

2500 
37,68±4,32 28,5±3,07 65,28±6,96 38,33±4,79 31,4±5,32 45,23±4,23 

2501 – 

3500 
35,83±4,56 28,33±2,21 63,6±6,38 39,65±3,11 31,82±5,34 44,62±3,88 

3501  - 

4500 
------ ------ ------ 37,69±4,91 29,26±3,9 43,26±6,41 

Caregi

vers 

Spouse 36,1±4,39 

F=0,235, 

p=0,872 

28,39±3,08 

F=0,411, 

p=0,746 

63,51±6,08 

F=1,95, 

p=0,129 

37,84±5,43 

F=0,07, 

p=0,933 

33,32±5,24 

F=1,697, 

p=0,19 

45,85±4,23 

F=0,614, 

p=0,544 

Spouse  and 

my child/ 

my children 

36,75±4,62 28,37±2,8 65,04±6,71 38,17±4,9 30,82±4,92 44,37±4,39 

My child/ 

my children 
35,65±3,38 29,54±3,24 61,1±5,46 37,51±5 33,06±3,7 45,35±5,1 

       Statistical analysis in table 4.8 showed there were statistically significant differences in mean scores of QoLonly between place of residency groups in the intervention 

group at discharge (p=0,017<0,05) the post hoc test (Tukey HSD) showed that the mean score of QoL of the city group(Mean=32,97) was statistically higher than the 

mean score of QoL of the Camp group (Mean=28,3),  table 4.10 
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Table 4.10. Booklet impact on patient only for intervention group 

   

  
Extremely 

Agree(5) 

A lot 

(4) 

Moderately 

(3) 

A little 

(2) 

Not all 

(1) 

Mean 

 

S.D 

 

1 

Did you have information about 

operation before reading the 
booklet? 

0,0% 0,0% 7,5% 17,5% 75,0% 1,33 0,61 

2 
How easy is it to read this 

booklet? 
21,3% 72,5% 6,3% 0,0% 0,0% 4,15 0,51 

3 
How much do the drawing help 

to understand the information? 
80,0% 20,0% 0,0% 0,0% 0,0% 4,80 0,40 

4 
How easy is it to understand this 

booklet? 
65,0% 20,0% 15,0% 0,0% 0,0% 

4,5s

0 
0,75 

5 
Is the length of the booklet is 

appropriate? 
27,5% 71,3% 1,3% 0,0% 0,0% 4,26 0,47 

6 
How useful to you is the booklet 

for taken care for your operation? 
51,3% 48,8% 0,0% 0,0% 0,0% 4,51 0,50 

7 

How well does the booklet meet 

your need for information about 
CABG operation?? 

41,3% 58,8% 0,0% 0,0% 0,0% 4,41 0,50 

8 

How much will this information 

help you improve the way you 
care for your operation? 

46,3% 53,8% 0,0% 0,0% 0,0% 4,46 0,50 

9 
How much this information 

reduces the anxiety? 
25,0% 75,0% 0,0% 0,0% 0,0% 4,25 0,44 

10 
Were the exercises useful to 

reduce pain? 
33,8% 66,3% 0,0% 0,0% 0,0% 4,34 0,48 

11 

Was the booklet facilitates 

patients' adjustment to post-
operative complications 

52,5% 47,5% 0,0% 0,0% 0,0% 4,53 0,50 

12 
Do you recommend this booklet 

for CABG patients 
66,3% 33,8% 0,0% 0,0% 0,0% 4,66 0,48 

13 

How much was booklet useful 

for your family member to deal 

with you? 

56,3% 43,8% 0,0% 0,0% 0,0% 4,56 0,50 

 Total 43,6% 47,0% 2,3% 1,3% 5,8% 4,21 0,14 

Table 4.10 showed that the total degree of the respondents toward the booklet was high 

(mean=4,21)  

The highest percentages of agreement were to the following statements; 1- How much do 

the drawing help to understand the information?  (mean 4,8) 2- Do you recommend this 

booklet for CABG patients? (mean 4,66) 3- How much was booklet useful for your family 

member to deal with you?  (mean 4,56) 4- Was the booklet facilitates patients' adjustment 

to post-operative complications? (mean 4,53). 
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The lowest statement was:  Did you have information about operation before reading the 

booklet?  (mean 1,33), most of the patients did not have information about the operation 

before reading the booklet. 

Table 4.11. DVD impact on CABG patients in the intervention group 

   

  
Extremely 

Agree (5) 

A lot 

(4) 

Moderately 

(3) 

A little 

(2) 

Not all 

(1) 

Mean 

 

S,D 

 

1 

Did you have 

information about 

operation before 

watching the DVD? 

0,0% 0,0% 20,0% 35,0% 45,0% 1,75 0,77 

2 
How easy is it to watch 

this DVD? 
80,0% 20,0% 0,0% 0,0% 0,0% 4,80 0,40 

3 

How much does the 

DVD help to 

understand the 

information? 

35,0% 65,0% 0,0% 0,0% 0,0% 4,35 0,48 

4 
How easy is it to 

understand this DVD? 
55,0% 45,0% 0,0% 0,0% 0,0% 4,55 0,50 

5 
Is the length of the 

DVD is appropriate? 
73,8% 26,3% 0,0% 0,0% 0,0% 4,74 0,44 

6 

How useful to you is 

the DVD for taken care 

for your operation? 

61,3% 38,8% 0,0% 0,0% 0,0% 4,61 0,49 

7 

How well does the 

DVD meet your need 

for information about 

CABG operation? 

83,8% 16,3% 0,0% 0,0% 0,0% 4,84 0,37 
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Table 4.11. (continue)DVD impact on CABG patients in the intervention group 

   

  
Extremely 

Agree (5) 

A lot 

(4) 

Moderately 

(3) 

A little 

(2) 

Not all 

(1) 

Mean 

 

S,D 

 

8 

How much will this 

information of the 

DVD help you to 

improve the way you 

care for your 

operation? 

71,3% 28,8% 0,0% 0,0% 0,0% 4,71 0,46 

9 

How much this 

information in the 

DVD  reduces the 

anxiety? 

72,5% 27,5% 0,0% 0,0% 0,0% 4,73 0,45 

10 

Were the exercises 

in the DVD  useful 

to reduce pain? 

70,0% 30,0% 0,0% 0,0% 0,0% 4,70 0,46 

11 

Was the DVD 

helpful to  facilitate 

your adjustment to 

post-operative 

complications? 

71,3% 28,8% 0,0% 0,0% 0,0% 4,71 0,46 

12 
Do you recommend 

this DVD for CABG 

patients ? 

77,5% 22,5% 0,0% 0,0% 0,0% 4,78 0,42 

13 

How much was 

DVD useful for your 

family member to 

deal with you? 

81,3% 18,8% 0,0% 0,0% 0,0% 4,81 0,39 

 Total 64,0% 28,3% 1,5% 2,7% 3,5% 4,47 0,15 

Table 11 showed that the total degree of the respondents toward watching the DVD was 

very high (mean=4,47). The highest percentages of agreements were for the following  

Statements; 1- How well does the DVD meet your need for information about CABG 

operation?  (mean 4,84) 2-  How much was DVD useful for your family member to deal 

with you?  (mean 4,81) 3- How easy is it to watch this DVD? (mean 4,8) 4- Do you 

recommend this DVD for CABG patients?  (mean 4,78). 

The lowest statement was:  Did you have information about operation before watching the 

DVD?  (mean 1,75). 
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Results in table 4.10 and 4.11 showed that the DVD impact on patients (mean 4,47) was 

higher than Booklet impact (mean 4,21). 

Table 4.12. Impact Booklet and DVD on CABG patients in the intervention group 

according to education, age and gender 

Descriptive Education n Mean Std. Deviation f p-value 

Booklet impact on patients Uneducated 18 4.2564 .09872 2.565 .061 

 
Primary 31 4.1712 .14282 

  

 
Secondary 15 4.1897 .14498 

  

 
University 16 4.2644 .14035 

  

 
Total 80 4.2125 .13806 

  
DVD impact on patients Uneducated 18 4.4701 .13425 .794 .501 

 
Primary 31 4.4516 .16587 

  

 
Secondary 15 4.5179 .12828 

  

 
University 16 4.4471 .14654 

  

 
Total 80 4.4673 .14828 

  

 
Age 

     
Booklet impact on patients <=60 33 4.1702 .15594 2.775 .069 

 
61-80 43 4.2433 .11861 

  

 
>80 4 4.2308 .10879 

  

 
Total 80 4.2125 .13806 

  
DVD impact on patients <=60 33 4.4872 .15936 .934 .397 

 
61-80 43 4.4472 .14170 

  

 
>80 4 4.5192 .11538 

  

 
Total 80 4.4673 .14828 

  
 
 

Gender n Mean T 
 

Booklet impact on patients Male 58 4.2095 
-0.309  0.758 

 
Female 22 4.2203 

DVD impact on patients Male 58 4.4602 
-0.693  0.491 

 
Female 22 4.4860 

There were no significant differences in both Booklet impact on patients and DVD impact 

on patients due to Education, Age, and Gender (p>0.05). 
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5. DISCUSSION 

In this chapter the researcher will discuss the main findings and results of the study that 

aims to assess the impact of patient education on QoLof patients undergoing CABG in the 

West Bank of Palestine. This study addressed many issues related to CABG patients in 

control and intervention groups; as personal information form, surgery process, patients’ 

care givers in both groups after discharge, problems experienced during the follow-ups 

until one month after discharge, the interventions implemented, receiving educational 

programme and information services and findings related to QoLscores were discussed. 

5.1. Discussion about Patients Who Have Undergone CABG, Personal Information 

form, Health Status and Habits, Hospital and Operation Experiences, 

Information about Patients' Care Givers in Control and Intervention Group after 

Discharge 

The success of cardiac surgery is measured by low mortality rate, relief of symptoms and 

improvement in the QoL. Although most patients experience problems after surgery, they 

become more active and independent. The experienced problems can be reduced through 

helping the patients and their families to understand the recovery process better. This 

understanding can be enhanced through focusing on some of the predictable problems that 

the patients may encounter during the home recovery period that lasts (6-12) weeks and 

sometime lasting as long as 6 months after surgery (Ostwald, Godwin & Cron, 2008). 

Research findings indicated that the rate of recovery is related to the patient's lack of 

information about the processes before and after surgery, therefore patient’s education may 

contribute to facilitation of home recovery, success of treatment and reduction of costs 

(Thomson et al. 2013).  

Considering the patients in the intervention and control groups, CAD risk factors were 

found to be similar (Tables 4.1, 4.2, 4.3, 4.4). Only regarding the level of education, 

monthly income, age, BMI in patients' health status background in control and intervention 

groups, was a significant difference observed (p<0,05). According to the findings, the 

majority of patients were rural residents, male and overweight in the intervention and 

control groups (Table 4.1). Most patient were from rural areas because most often urban 

areas have higher income and seek for treatment a board also the distribution of population 
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in Palestine is higher in the rural areas. Many studies had revealed different CAD risk 

factors such as obesity, stress, urban life, sedentary lifestyle, and gender have been found 

to be an important factor affecting recovery symptoms of CABG patients. The majority of 

CAD risk factors such as stress and obesity need to be counseled in lifestyle modification, 

(Franklin et al. 2014; Steyn & Damasceno, 2006). 

The demographic results revealed that most participants in both groups were married 

(Table 4.1). Being married, especially in a highly satisfying marriage, offers a significant 

benefit to long-term survival after CABG. Why marital status and marital satisfaction have 

this effect on survival? it is surely multifactorial, most likely a combination of spousal 

support and survivor motivation to adopt a healthy lifestyle, along with the provision of 

emotional support to the survivor, which all could have an effect on modulating the 

physiological mechanisms responsible for slowing the advancement of CVD (Akbari, 

2014; Cebeci & Celik, 2008; King & Reis, 2012). 

 In addition, all participants in both groups were living with their families (Table 4.1). 

Other studies found that married patients who live with their spouse and children had 

higher self-care ability scores (p<0,05) (King & Reis, 2012; Taghipour at el. 2011). Living 

with their families caused the families of patients who have undergone CABG to 

understand the demands better and this understanding can have a positive effect on the 

healing process (Geyer et al. 2009; Young et al. 1994). Patients and their relatives need a 

assistance (Beggs et al. 1998; Roebuck, 1999; Savage & Grap, 1999). Following CABG 

surgery, patients spends most of their recovery time at home or with family members 

having to meet the needs of their care (Oren 2003; Shuldham, 2001). According to Schell 

& Puntillo, (2006) the patient’s family should be included in the education. The illness of 

one of the members of the family has an influence on all the members of the family. The 

family acts as an agent providing cohesion, connection and closure, and in fostering patient 

well-being, Elliott et al. (2007) mentioned that critical illness has an impact on the patient, 

as well as the family, as it is a threat to the stable family unit.  

Comparing the two groups based on education level, it was observed that the highest level 

of received education was primary school and literacy in the intervention group and 

secondary and university in the control group (Table 4.1). Akbari, (2014) found that most 

participant were primary school and literacy in the intervention group and literacy in the 
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control group. Cebeci, (2004) in their research reported that most of the participants in both 

groups had primary school education. The findings of the present study are similar and 

agree with the findings of the above mentioned study with the intervention group only. It 

should be taken into consideration that participants in both the control and intervention 

group were employed (Table 4.1). Many researchers have shown an increase in CAD 

resulting from job stress (Chandola et al. 2007; Yarnell, 2008). 

Comparing the average body mass index (BMI), it was revealed that all participants were 

overweight, with a higher rate in the intervention group, there was significant difference 

between the two groups (p<0,05) (Table 4.1), but statistical analysis showed that this factor 

at one month after discharge had no effect on QoLscores in both groups in (p<0,05) (Table 

4.9). Many studies, found that overweight patients undergoing CABG surgery and more 

problems were observed (Akbari, 2014; Cebeci & Celik, 2008; Reeves et al. 2003; Shirzad 

et al. 2003; Tuna, 2008). (Bagheri, 2014; Perrottaet at. 2007;Wagner, 2007) in their studies 

results suggested that BMI was an independent predictor of post-CABG complications and 

longer hospitalization but not with an increased, early or long-term mortality. 

Regarding the age, the intervention group had a higher age average compared to the 

control group, there was significant difference between the two groups (p<0,05), (Table 

4.1), but statistical analysis showed that this factor at one month after discharge had no 

effect on the  QoL score of patients in both groups in (p> 50,0 ) (Table 4.8). Dunning et al. 

(2008) found that age was not correlated with poor QoL. Many studies have reported 

relationships between age and various recovery measures following CABG surgery. 

Horneffer et al. (1987) and  Sabzi et al. (2013) in their research found that CABG in the 

elderly patients had certain surgical risks such as chronic obstructive pulmonary disease, 

preoperative myocardial infarction, emergent surgery, and death, postoperative 

complications such as pulmonary complications, inotropic drug use, intra-aortic balloon 

pump use, prolonged ventilation, had longer mean postoperative hospital stays and 

infection were more frequent in the elderly than in the younger patients, and  there were 

incidents of symptoms recurrence and degree of rehabilitation after discharge. 

Furthermore, different results were found between studies regarding the improvement in 

the elderly sub groups during the recovery period. Najafi et al. (2008) found that elderly 

patients had a higher psychological score in comparison with the younger age. Staniute & 

http://eurheartj.oxfordjournals.org/search?author1=Tarani+Chandola&sortspec=date&submit=Submit
http://www.ncbi.nlm.nih.gov/pubmed?term=Reeves%20BC%5BAuthor%5D&cauthor=true&cauthor_uid=12932599
http://www.ncbi.nlm.nih.gov/pubmed?term=Shirzad%20M%5BAuthor%5D&cauthor=true&cauthor_uid=19202532
http://www.ncbi.nlm.nih.gov/pubmed?term=Shirzad%20M%5BAuthor%5D&cauthor=true&cauthor_uid=19202532
http://www.tgkdc.dergisi.org/search.php3?code=TGKDC&SEARCH_AUTHORS=Jamshid%2520Bagheri&SEARCH_SUBMIT=1
http://europepmc.org/search?page=1&query=AUTH:%22Perrotta+S%22
http://www.annalsthoracicsurgery.org/article/S0003-4975%2807%2900530-9/abstract
http://www.ncbi.nlm.nih.gov/pubmed?term=Horneffer%20PJ%5BAuthor%5D&cauthor=true&cauthor_uid=3499259
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Brozaitiene, (2010) found that patients older than 65 years improved better in the physical 

functioning and physical component summary domain, but younger patients improved 

better in pain domain. In contrast Hokkanen et al. (2014) found that younger patients less 

than 65 maintained better physical and mental health than older subgroups at 12 years of 

follow up of CABG patients. Regarding these results, it is difficult to make any firm 

conclusion about the effect of age on the QoL. This may be related to differences and 

shortages in the study setting as; the methodology of the studies conducted or insufficient 

sample size or other co factors affected the results. 

Patients in control and intervention groups before surgery were found to be similar in terms 

of health status and habits (p>0,05) (Table 4.2). Akbari, (2014) and Direk & Celik, (2012) 

in their studies found similar results about smoking and drinking alcohol status. Smoking is 

associated with significant pulmonary complications after CABG. Domburg et al. (2000); 

Saxena et al. (2014) found that patients who continued to smoke after CABG had a greater 

risk of death than patients who stopped smoking. They also underwent repeated 

revascularization procedures more frequently and myocardial infarction is more common 

and QoL was worsened. Dunning et al. (2008) found that current smoking is a significant 

predictor of poor QoL in 10 years post operative survivals of CABG patients. Al-Sarraf et 

al. (2008) also found that smoking cessation before CABG reduced the risk of serious 

pulmonary complications; these findings indicate that embarking on a smoking cessation 

program should not be deferred until after surgery. Therefore cessation of smoking was 

strongly recommended after CABG. Quitting smoking after CABG leads to better survivor 

prospects, and can be compared to non-smokers. 

Comparing the patients based on their health status revealed that most cases of chronic 

diseases were among patients in the intervention group rather than control group as no 

significant difference was observed (p>0,05) (Table 4.2). Statistical analyses showed that 

this factor at one month after their discharge had no effect on the QoLscores of patients of 

both groups (p>0,05) (Table 4.8). It is worthy to mention that patients, who had chronic 

illness such as diabetes mellitus, chronic pulmonary disease, heart dysfunction and those 

with chronic kidney disease, were more likely to have complications. It is due to the fact 

that CVDsare associated with poor QoLafter CABG. Not only physical but also 

psychosocial factors have an influence on these patients. It is worthy of mention that 

factors which play a role in the development of CVD in patients indicate that they carry 
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risks, (Direk & Çelik, 2012). Results in Table 4.2 showed that there was no significant 

different between the control group and intervention in the habits and health status except 

those who previously had surgery that was a significant difference (p<0,05). but statistical 

analysis showed that this factor at one month after discharge had no effect on the 

QoLscores of patients in both groups in (p>0,05) (Table 4.8). 

In this study, patients in control and intervention groups after surgery were found to be 

similar in terms of mean operation time, cross clamp time, used number of saphenous 

veins, average length of stay in ICU (p>0,05) Table 4.3 except length of hospital stay 

which was significantly different (p<0,05) between the control and intervention groups. 

This result is similar to McHugh et al. (2001); Naylor et al. (1999) and Naylor & 

McCauley, (1999) established that discharge training provided by nurses to patients who 

were hospitalized with cardiac problems had reduced the length of hospitalization and 

prevented re-hospitalization. In addition, Shuldham et al. (2002) had demonstrated the 

benefit of preoperative education on postoperative recovery of patients having cardiac 

surgery, which had a significant difference in length of hospital stay in the intervention 

group compared to the control group. 

Interventio and control group had lived with their families after returning home. There was 

no significant difference (p>0,05) between the two groups regarding the people who took 

care of the patients at home after discharge (Table 4.5). In patients after CABG surgery, for 

better rehabilitation most do promote the participation of family members in the process of 

rehabilitation (Akbari, 2014; Al-gersha el at. 2005; Cebeci & Celik, 2008; Dantas & Ciol, 

2008; Elliott et al. 2007; Gürlek & Yavuz, 2013; Schell & Puntillo, 2006). 

5.2. Discussion about the Experienced Problems of Control and InterventionGroup 

Patients after Discharge 

After CABG surgery, patients experience various problems such as pain around the leg and 

chest incisions, weight loss, respiratory distress, sleep disturbances, fatigue, weakness, loss 

of appetite, constipation, difficulty taking a bath, limited body movements, unhappiness, 

and an inability to cope with stressors. They also experience role confusion in the family as 

well as problems concerning their lifestyle, level of engagement with social activities, 

relationships with their spouse’s other family members and friends, (Akbari, 2014; Aydın, 
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2000; Direk & Çelik, 2012; Cebec & Celik, 2008; Çiftçi, 2006; Gardner et al. 2005; Özcan, 

2008; Theobald& McMurray, 2004).  

In this study, all patients experienced at least one problem after discharge. Control group 

patients reported more problems after discharge than intervention group patients. 

According to findings of the present study, the most frequently reported problem in the 

intervention group at discharge was loss of appetite (61,3%), also in the control group the 

most frequently reported problem at discharge was loss of appetite (77,5%) (Table 4.6). 

During the three follow ups the control group continued complaining from loss of appetite 

compared to the intervention group that were able to manage with this problem (Table 4.7). 

This result is similar to the findings of Jordanian study conducted by Al-Daakak et al. 

(2016), where (56%) of CABG patients reported loss of appetite two weeks after 

discharge. Jordanian people are similar to Palestinians in term of culture and food habits. 

Loss of appetite might be due to the medication taken during the recovery period (Parry, 

2010), and lack of awareness of important healthy diet on the acceleration of recovery. The 

patients in the intervention group have experienced anorexia to a lesser degree because 

they received training on how to boost their appetite, how to cope with nausea and the 

positive effect of proper nutrition on healing. 

According to the findings of the study, it was shown that the patients who have undergone 

heart surgery, have psychological problems which could have a negative effect on them. 

Carneiro et al. (2009) reported that patients with cardiac diseases undergoing different 

cardiac procedures have suffered from different levels and prevalence of anxiety. High 

levels of preoperative anxiety directly causing negative physiological manifestations 

(Viars, 2009) these would pose threats to the heart of patients with cardiac diseases. There 

was no significant difference between the control and intervention group except in the 

introversion where the intervention group was able to deal with this problem (Table 4.6). 

The results of the follow up at the present study as demonstrated in (Table 4.7) showed that 

patients in the intervention group who received preoperative education experienced fewer 

problems after returning home than patients in the control group in all three follow ups. 

And there was a descending pattern of the problems reported by the intervention group 

from discharge until the third follow up (1 month after discharge). Patients in the control 
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group reported more problems in the three follow ups. These results were simillar to 

(Akbari, 2014; Cebcei, 2012 ). 

The results of the home follow up care as shown in Table 4.7revealed that; at the first 

follow-up more than 10% of reported problems in the intervention group were: respiratory 

difficulties, palpitation, loss of appetite, constipation, leg swelling, wound leg, chest, back 

and shoulder pain, dizziness, weakness, fatigue, attention deficit problem, fear, difficulty in 

falling asleep, insomnia, wound edema and pain in leg, does not sleep on supine position. 

In the second follow-up, all of these problems were 10% less reported, and the most 

common reported problems were respiratory difficulties and wound edema in leg and loss 

of appetite and fear, until the third follow-up only respiratory difficulties and wound edema 

in leg and loss of appetite remained in less percentages (Table 4.7). The findings of the 

current study were in agreement with the study done byAkbari, (2014); Direk & Celik, 

(2012) and Tuna, (2008) on elderly patients who had undergone open heart surgery. Elitoğ 

& Erkuş, (2008) in their research, found that until 1 to 4 weeks after surgery in the 

intervention group patients' range of observed problems reduced to50%. Some studies 

mentioned some problems that patients experienced during the post-surgery period and the 

way patients managed this period as: weakness and fatigue, anemia, change in appetite, 

sleep disturbance, change in amount and odor of perspiration, incision discomfort or pain, 

incision drainage, neck and shoulder or back discomfort, and muscle aches (Gortner & 

Jenkins, 1990; Tuna, 2008; Utriyaprasit & Shirley & Chaiseri, 2010). Breathing 

complications after CABG surgery increase hospital stay and are associated with high 

healthcare costs, (Freitas et al. 2012). In the present study patients reported other problems 

as; fever, abdominal distention, headache, numbness, more sputum, cold feet, throat, chill 

swathing, sensitivity to odors, sexuality. Many of these problems were found by Akbari. 

The observed differences between problems experienced by control and intervention 

groups could be due to the education given to the patients in intervention before surgery 

and at follow-ups after discharge. However, in control group patients observed more 

problems that were unsolved until third follow-up. 

many studies reported that pain was the most frequent problem reported by patients and it 

needs to be addressed after CABG  Akbari, (2014); Aydin, (2000); Beggs et al. (1998) the 

result of this study showed that the control group had more intense pain at discharge and in 

the three follow ups than the intervention group who demonstrated a continuous decrease 



68 

 

 
 

in the pain tense at discharge and during the follow ups (Table4.6) and (Table 4.7) these 

results  were in concurrence with the results of Akbari, (2014); Cebeci & Celik, (2007) and 

Shuldham, (2001) reported that preoperatve training was instrumental in reducing 

postoperative pain. 

The patients in the intervention group have experienced less frequent occurence of 

respiratory difficulty than the control group during the recovery period, this might be 

explained that the use of spirometer and the benefit of training on deep breathing and 

coughing exercises had apositive effect. Some studies confirmed that planned preoperative 

education and training increase postoperative deep breathing and coughing ability (Erdil & 

Özhan,  2001; Martinez & House-Fancher, 2000). 

Education, especially face to face educational programs and giving information, was a very 

effective method in reducing their psychological problems. This teaching method 

encourages better interaction with patients and its simplicity is useful for nurses 

(Bessampor, 2004; Cebeci & Celik, 2011; Dunckley etal. 2008; Feyyazi et al. 2011; 

Mousavi et al. 2011; Musevi et al. 2012; Pfaffenberger et al. 2010; Zamanzadeh  et al. 

2013). In this study, preoperative education program with an interdisciplinary perspective, 

between patient, family and researcher, with consultancy services in conjunction with 

home care and follow-up, should be implemented with an improvement in quality, to 

reduce and eliminate the problems that patients encounter.  

Many studies revealed that giving brief, clear information oriented to patients needs could 

help in preventing complications and reducing the incidence of rehospitalization (Boudrez 

& DeBacker, 2001; Driscoll, 2000;  Naylor & McCauley, 1999; Naylor, 1999, Yilmaz, 

2000). 

Cardiovascular surgery education has been demonstrated to improve patients' post-

discharge outcomes. Patients and their families require education to acquire the knowledge 

and skill to manage their post-Cardiovascular surgery home care(Veronovici et al. 2014). 

In particular, there was an amount of evidence that a nurse- led educational program was 

closely associated with a high reduction rate of complications and anxiety following 

cardiac events and readmissions to hospital. Moreover, the intervention of therapeutic 

lifestyle-change in a nursing program modified cardiac risk factors effectively and may 

file:///I:/pubmed
http://ukpmc.ac.uk/search/?page=1&query=AUTH:%22Pfaffenberger+N%22+SORT_DATE:y
http://www.ncbi.nlm.nih.gov/pubmed/?term=Zamanzadeh%20V%5Bauth%5D
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improve prognosis. The benefits of nursing support for cardiac rehabilitation patients can 

improve health outcomes and reduce the risk of a new cardiac event. It was of most 

importance for nurses to meet the rehabilitative care needs of patients through education, 

support, supervision and reinforcement (Al-gersha et al. 2005; Brennan et al. 

2001;Fredericks,  2013; Kadda et al. 2013; Kaur et al. 2007; Krouse, 2001;  Oshodi, 2007; 

Rahimianfar et al. 2013; Zhang et al. 2012). 

Finally preoperative education and training with booklet and DVD that meets patient’s 

needs may built up the patient’s knowledge and skills and help preventing the development 

of complications post operation and empower patients to be able to deal with the problems 

they may encounter during the recovery period and consequently enhance the quality of 

their lives 

5.3. Assessment of QoL Mean Scores of Control and Intervention Group Patients 

QoLhas emerged as an important concept and outcome in health and health care (Harrison, 

1996). In public health and in medicine, the concept of health related QoLrefers to a person 

or group perceived physical and mental health over time. Physicians have often used 

health-related QoLto measure the effect of chronic illness in their patients in order to better 

understand how an illness interferes with a person’s day-to-day life. Similarly, public 

health professionals use health-related QoLto measure the effects of numerous disorders, 

short and long-term disabilities, and disease in different populations. Tracking health-

related QoLin different populations can identify subgroups with poor physical or mental 

health and can help guide policies or interventions to improve their health(Direk & Çelik, 

2012; Kaur, et al 2007; Oshodi, 2007; Rahimianfar et al. 2013; Tromp et al. 2004).. 

Numerous studies agree that patients need assistance to accomplish self-care and QoLand 

that proper education and training and counselling can play a key role in helping them 

succeed. Providing training, counselling and support services to patients who have 

undergone CABG surgery and with the help of their close relatives, individuals develop 

self-care behavior, increase QoL, and ensure continuity of care at home while away from 

the hospital environment. Thus, potential problems and re-hospitalizations can be 

significantly averted (Akbari, 2014; Al-gersha et al. 2005; Cebeci & Celik, 2008; Direk & 

Çelik, 2012; Kaur, et al 2007; Oshodi, 2007; Rahimianfar et al. 2013; Tromp et al. 2004).  

http://www.ncbi.nlm.nih.gov/pubmed?term=Fredericks%20S%5BAuthor%5D&cauthor=true&cauthor_uid=23720096
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Results in table )4.8  ( showed that QoL mean scores were presented between patients in the 

control and intervention group before surgery and at discharge and one month after 

discharge. However, in all subcategories like physical functioning, physical role, bodily 

pain, general health perception, vitality, social function role, emotional role, mental health 

before surgery, no significant difference between groups was observed (p>0,05), except in 

terms of the role limitations due to physical health where a significant difference between 

life quality scores of patients in the two groups before surgery was observed (p<0,05). 

Furthermore, in all subcategories of the QoL scores in patients of both groups at discharge, 

no significant difference was observed (p>0,05), except for physical functioning which 

was statistical significant difference (p<0,05). While in all subcategories of the QoL scores 

in patients of both groups one month after discharge, significant difference was observed 

(p<0,05). Also in all subcategories of QoL, the obtained average QoL scores in the control 

group before and one month after  discharge were not significantly different (p>0,05), but 

in the intervention group the obtained QoLscores in all cases before and one month after 

discharge were significantly different (p<0,05) (Table 4.8). These results were similar with 

Akbari, (2014) study results. In a study of Cebeci & Celik, (2007) they found there was a 

significant difference in self care scale means of the intervention and control group at 

discharge, also there was a significant difference in self care scale means of the 

intervention and control group at the first follow up (one week after discharge), and in the 

second follow up (one month after discharge). Furthermore, Babee et al. (2007) reported 

that there was significant difference in QoL means of the intervention and control group 

after one-month post operation. In addition, Baghery et al. (2002) showed that group-

counseling had positive effect on QoLin patients with myocardial infarction, analysis of 

the data one month post counseling showed that QoLhad significantly improved pre and 

post counseling in intervention group but no improvement was found in control group. 

Almost similar results were found by Al gersha et al. (2005) where the health of the study 

group with CABG surgery was better than that of the control group. A statistical 

significant difference was found between the study and the control groups at functional 

capacity, self-efficacy through the period of follow up (one to three month) (p≤0,05). Kour 

et al. (2007) implemented a teaching module on self care activity for cardiac surgery 

patients, they found there was a significant difference in self care activity between 

intervention and control group in 4th and 7th day post operatively. 
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More over Kurcer & Ozby, (2001) studied the effect of patient’s education and counseling 

on QoL, similar results were found to those of the current study. However, other studies 

found differences in some of QoL subcategories, for instance Gois et al. (2010) found that 

the differences were only statistically significant for general health and bodily pain. Other 

research found that QoL scores for physical functioning, role limitation due to physical 

health, and pain decreased from pre-CABG surgery compared to 2 weeks post-CABG 

surgery and returned to baseline values at 2 months post-CABG surgery Dantas et al. 

(2002) and Wintz & LaPier, (2007) reported that improvement in vitality, general health, 

and mental health by introducing interventions and focusing on those factors may improve 

QoL for those individuals (Akbari, 2014). 

Results in Table 4.8 illustrated that there was not a statistically significant difference of the 

mean scores of QoLscore in both control and intervention groups regarding gender, job, 

age, economic status, life status, smoking, level of education, marital status and chronic 

illness but, regarding place of residency there was a significant difference in the mean 

score of QoL (p<0,05). Despite these results other studies highlighted that the presence of a 

co-morbid illness affects the QoL in those with CAD and it seems important that 

healthcare professionals recognize the negative effect of chronic illness on QoL (Dantas et 

al. 2002). 

Herlitz et al. (2005) found that several independent predictors affected the QoL of CABG 

survivors as history of diabetes, chronic obstructive pulmonary disease, high age, female 

sex, history of hypertension, and postoperative complications lower the QoL. Other 

researchers reported that diabetes was an independent predictor of worsened QoL (Welke 

et al. 2003). 

With regards to gender, the result showed that there was no significant difference of gender 

on QoL of both groups. These results were in alignment with other studies for instance 

Tofighi et al. (2012) found no significant difference in QoL changes in terms of treatment 

strategy, age, gender, at first and third year of CAD surgery. In addition, Bradshaw et al. 

(2006) found that female sex was not an independent factor and little difference was found 

in their study of QoL in long term survivors of CABG patients in Western Australia. 
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In contrast other studies indicated that gender differences might be important in cardiac 

diseases in that women showed higher level of anxiety and distress and reduced QoL 

compared to men (Emery et al. 2004; Moser et al. 2003; Michalsen et al. 2005). In addition 

Herlitz et al. (2005) evaluated the QoL of 2000 Western Sweden CABG patients survivors 

10 years after surgery, the information on QoL at 10 years was available in 976 patients 

(71% survivors), The results revealed that female sex is an independent predictor of lower 

QoL.  

The same results were found by Peric et al. (2009) they investigated the effect of patients' 

personal characteristics on QoL, no significant difference was observed regarding age, job 

status, economic status, lifestyle, being a smoker/nonsmoker, and living place. While 

regarding gender, women had worse preoperative and postoperative QoL compared to men 

six months after CABG. These findings coincide with Herlitz et al. (1999) study. It 

reported that female sex is an independent predictor of worsened QoL even five years after 

operation. Furthermore, Najafi et al. (2008) aimed in their study to address the risk factors 

that had an impact on physical and mental health of CABG patients, these findings 

revealed that female sex was associated with low QoL psychological score. Moreover, 

Staniute & Brozaitiene, (2010) found that male patients improved in physical component 

summary domains better than female patients who improved better in mental health, and 

energy/vitality domain. But this improvement was not statistically significant. Gray, 

(2006); Kendel et al. (2010) reported that women who have undergone coronary bypass 

surgery, without any training, generally report poorer HRQoLthan men.  

While in Akbari, (2014) study, the researcher found that six weeks after patients were 

discharged in both groups QoL mean score was higher among females than males. The 

care provider should frequently assess the individual’s mood for depression and help to 

boost patient’s self-esteem (Dantas & Ciol, 2008). Bak & Marcisz, (2014) reported that 

QoL following CABG, in the energy, sleep, and physical mobility domains improved in 

different ways according to the gender of patient and were more favorable in men than in 

women. Ahmadzadeh, (2000); Babaee et al. (2013) and Ebadi et al. (2010) showed the 

positive effect of health education on knowledge and attitude, reducing anxiety in bypass 

surgery patients. According to these studies, it was demonstrated that health education 

improvedQoLfor patients with CABG in all cases using the SF-36 QoLscores, as 

significant differences were shown before and after the education program (p<0,05). Home 
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care and post-discharge educational and consultancy services provided to the patients after 

CABG surgery could play an important role in reducing the problems experienced after 

discharge and improve QoL. 

The greatest number (>50%) of interventions for solving problems in control patients was 

the use of medication in accordance with physicians’ recommendations, calling for a 

doctor and giving necessary recommendations, doing massage on back and left shoulder, 

giving advice on nutrition and social life, and giving a psychological consultation to make 

interventions have better effects. The programmes were mostly applied to patients in the 

intervention group involved giving information and if problems arose, they got counselling 

with their physician and observing what was recommended in the instructional booklet and 

DVD, including: nutritional regulation according to the education booklet and DVD, 

having enough rest and sleep (drinking fluid and listening to music, having a dark room, a 

comfortable bed, a few walks before sleep, elevated feet at bedtime, taking a warm shower, 

reading books, watching TV, according to the booklet and DVD), not doing Valsalva's 

maneuver and preventing constipation. The activities which contributed to solving these 

problems were encouraging patients to express their feelings and doing exactly what the 

instructional booklet and DVD said, enhancing the QoLof patients (Appendix IX), 

(Additional Table 2ab:139). 

The educational intervention should be individualized; addressing patients’ learning needs 

and be more intensive and comprehensive. Nurses may consider incorporating 

individualized patient education into their plan of care (Akbari, 2014; Cebeci & Celik, 

2011; Direk & Çelik, 2012). 

5.4. The Impact of DVD and Booklet on Patient’s Recovery From Patient’s 

Perspective 

The current study was interested to explore the impact of booklet and DVD on CABG 

patient’s ability to deal with the problems they may face during the recovery period while 

they were at home. The analysis of these results (Table 4.10, 4.11), revealed that the DVD 

and the booklet had a high positive impact on patients in the intervention group regarding 

all items (DVD mean (4,47) and booklet mean (4,21) (Table 4.10, 4.11) 
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According to results the impact of DVD had higher percentages than the impact of booklet 

in most of the items, for example 80% of patients mentioned that watching DVD was 

extremely easy while 72,5% of patients mentioned that booklet was easy a lot.  

Regarding the recommendation of DVD and booklet to other CABG patients 77,5% and 

66,3% respectively recommended the DVD and booklet to others. This reflects that these 

educational tools met patient’s needs and were helpful to patients to reduce and overcome 

postoperative complications and enhance their QoL, nevertheless 81,3% of patients stated 

that the DVD extremely helped the patient’s family members to deal with them, while 

56,3% of patients mentioned that booklet extremely helped their family. These results 

emphasize that the content and illustrating figures and drawings of DVD and booklet were 

suitable for patients and their families. 

It seemed that patients prefer watching DVD rather than reading booklet. This can be 

explained that watching needs less effort than reading and consumes less time. 

Furthermore, reading usually requires more skills than watching. 

According to reviewed studies Krouse, (2001) concluded in his literature review of studies 

used video modelling in patient education that the use of video modelling has potential 

benefit for clinical practice in facilitating knowledge acquisition reducing anxiety and 

improving self care. Also Abbaszadeh et al. (2011) reported in his study that the mean 

score of knowledge in myocardial patient, diet, physical activity and perceive benefit, 

severity and susceptibility after video training increased significantly in the intervention 

group compared to the control group. The same results were found by Albert et al. (2003) 

who revealed that video training enhances self care behaviors. Keuler et al. (2007) 

suggested that patient education can result in higher knowledge level by using a computer 

rather than using a doctor. 

The results in table 4.12 revealed that there was no significant difference between the 

average of both Booklet and DVD impact on the intervention group regarding education, 

age and gender. Although Griffin et al. (2003) demonstrated in their literature review that a 

relationship has been found between people with poor literacy skills and an increased risk 

of poor health (Weiss, Hart, McGee & D’Estelle, 1992). Literacy skills markedly decline 

with age, primarily because older people are likely to experience age-related disabilities 
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that might affect their reading ability. Despite these findings, in this study educating 

patient with booklet and DVD did not depend on the patient himself, but his family was 

necessary part during the education, so it was more likely that patient’s family helped in 

reading the booklet after discharge.  

Finally, the researcher proved that the use of preoperative educational program of booklet 

and DVD was an effective educational tool in improving CABG patient’s QoL in the early 

recovery period, also patient’s education and training pre surgery and informed at 

discharge helped in reducing the complications that patient’s faced in the recovery period 

while at home with their families. Therefore, the first and second hypothesis stating that 

educational programme reduced problems experienced by the intervention group patients 

after discharge, and the educational programme increased the intervention group patients’ 

QoLafter discharge are accepted. 
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6. RESULTS AND RECOMMENDATION 

6.1. Results 

The aim of the present study was to investigate the effect of pre and post operative 

educational intervention based on DVD and Booklets on QoL in patients with CABG 

surgery. The training booklet and DVD were used for solving patients' physical, 

psychological and social needs to remove the problems experienced after their surgery and 

to increase QoL score after discharge. The following results were obtained. 

  Within the scope of the research, most of the characteristics of patients in the control 

and intervention group were found to be similar, and no statistically differences were 

observed between patients of the two groups (p>0,05), except for level of education, 

monthly income, age, BMI in patients' health status background in control and 

intervention groups, a significant difference was observed (p<0,05) (Table 4.1). 

 

 Habits and health status of control and intervention group patients before surgery were 

found to be similar. No statistically significant differences between patients of the two 

groups were observed (p>0,05), but statistically significant differences were observed in 

terms of having previously had Surgery in both groups (p<0,05). The results showed 

that previously had surgery was seen more in the control group (Table 4.2). 

 

 No statistically significant differences were observed between the patients of control 

and intervention groups in terms of operation time, length of stay in ICU, cross clamp 

time, number of saphenous veins used, hospital and operation experiences (p>0,05), 

except length of stay in hospital had significant difference between the control and 

intervention groups (p<0,05), the mean of the control group (7,46) was higher than the 

mean of the intervention group(6,58) (Table 4.3, 4.4). 

 

 Patients' care givers of control and intervention group patients after discharge did not 

significantly differ statistically about their information (p>0,05) (Table 4.5). 

 

 Investigating the problems experienced by patients of control at discharge showed that 

the most common problems reported by patients were loss of appetite (77,5%), 
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Respiratory difficulty (68,8%), back pain (67,5%), difficulty in falling asleep (62,5%), 

shoulder pain and leg edema (60%), The least reported problem by patients in the 

control group was vomiting (5%). While the most reported problems by the intervention 

group at discharge were loss of appetite (61,3%), respiratory difficulty (48,8%), 

difficulty in falling asleep (42,5%), back pain (41,3%). The least reported problem by 

patients in the intervention group was vomiting (1,3%) (Table 4.6). 

 

 Investigating the problems experienced by patients of control after discharge in the three 

follow ups showed that the most common problems reported by patients were loss of 

appetite (62,5%), (45%), (36,3%) respectively, back pain (68,8%), (65,3%), (52.5%), 

difficulty in falling asleep (63,8%), (48,8), (40%), chest pain (62,5%), (45%), (36,3%), 

shoulder pain (61,3%), (55%), (48,8%). The least reported problem by patients in the 

control group was vomiting (6,3%), (3,8%), (0,0%) respectively. While the most 

reported problems by the intervention group after discharge were chest pain (42,5%), 

(8.8%), (3,8%), respiratory difficulty (25%), (10%), (6,3%), shoulder pain (23,8%), 

(8,8%), (1,3%), difficulty in falling asleep (22,5%), (5%), (2,5). The least reported 

problem by patients in the intervention group was leg and chest swelling at the surgical 

wound (0.0%), (0,0%), (0,0%) respectively (Table 4.6). 

 

 QoLmean scores of patients in control and intervention groups showed that all 

categories of the SF-36 scale before surgery in the baseline score respectively, were 

physical functioning (48,25 - 46,06), physical role (6,88 – 15,31), bodily pain (58,22- 

57,03), general health perception (31,69-30,56), vitality and energy (28,44- 28,84), 

social function (37,87-37,66), emotional role (37,92-31,67), and mental health (31,0- 

27,32). All the scores in all scales between patients in control and intervention groups 

were similar and no significant difference was observed (p>0,05), except physical role 

significant difference was observed (p>0,05). QoLmean scores of patients in control and 

intervention groups at discharge showed that there was no statistically significant 

difference was observed (p>0,05), except for physical functioning which was significant 

difference (p>0,05). 

But at one month after their discharge, inclusive follow-up scores between the patients in 

control and intervention groups respectively were, physical functioning (45,63- 68,13), 

physical role (55,31- 65,94), bodily pain (55,16- 79,63), general health perception (50,25- 
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58,69), vitality and energy (30,0- 62,13), social function (37,81- 72,97), emotional role 

(50,25- 63,95), and mental health (33,47- 68,41). As the results showed statistically 

significant differences between control and intervention groups were observed (p<0,05) 

(Table 4.8). 

 Regarding the impact of DVD on CABG patients in the intervention group revealed that 

the total mean was very high (mean = 4,47). The highest statements were: the statement 

(How well does the DVD meet your need for information about CABG operation?) with 

mean (4,84) and the statement (How much was DVD useful for your family member to 

deal with you?) with mean (4,81), while the lowest statements were: the statement (Did 

you have information about operation before watching the DVD?) with mean (1,75). On 

the other hand, the impact of booklet on CABG patients in the intervention group 

revealed that the total degree of the respondent’s attitudes was high (mean= 4,2). The 

highest statements were: the statement (How much do the drawing help to understand 

the information?) with mean (4,8) and the statement (Do you recommend this booklet 

for CABG patients) with mean (4,66). While the lowest statements were: the statement 

(Did you have information about operation before reading the booklet?) with mean 

(1,33) (Table 4.11). 

6.2. Recommendations 

In this study, education and training services were performed; taking patients' 

characteristics and needs were taken into consideration. The effects of this education 

programmes on reducing patients' problems and increase their QoLwere measured. The 

following suggestions and recommendations are stated based on the findings: 

 The positive results of the present study can be used in patients' care practically. 

 Training and follow-ups should be continued after discharge. 

 Contact with counselors should be provided for patients through a specific phone line. 

 Follow-up centers in cardiovascular surgery hospitals should be established. 

 Reinforcement of education during the follow-up period should be concerning to the 

patients needs. 
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 Implementation of the educational programme should be performed by nurses for 

patients with CABG patient before and after the operation, as well as during the 

recovery period. 

 Patients should be assessed regarding their emotional status and the educational 

programme should be adapted to meet the needs of the patients. 

 Patient eduction programme of the DVD and booklet for patient undergoing CABG 

should be implemented in the governmental and private health sector.  

 The experience of the family regarding the pre-operative educational programme should 

be explored. 

  Preoperative education and training of DVD and booklet is an extremely effective 

instrument to increase the level of performance of patients and enhance recovery. 

 The role of nurse as patient educator is key important, nurse should be equipped and 

qualified with knowledge and skills they need to provide preoperative education or 

training for CABG patients 

 The education program should be easily used by the patients and their families or the 

person who provide care to the patient during recovery. 

 Hospital administrator should support patients teaching activities by providing sufficient 

time and personnel and developing teaching skills among health professionals 
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APPENDIX-1. Personal information form 

 

 

 

Gazi University, Faculty of Health Sciences. Nursing Department 

 

Subject / questionnaire for The Impact of Patient Education on Quality of Life of 

Patients Undergoing Coronary Artery Bypass Grafting (CABG) In the West Bank of 

Palestine. 

Dear patient 

 

The study form in your hand is concerned with identifying the impact of patient 

education on quality of life of patients undergoing coronary artery bypass grafting 

(CABG) in the West Bank of Palestine. This study will be used for the development of 

open heart surgery ward and to enhance and to improve the medical services introduced to 

patients undergoing open heart surgery, the researcher thanks you in advance for the time 

you allocate for filling the questionnaire form , the researcher would also like to clarify 

the followings:  

 

The success of this study depends on the correct and preciseness of filling, so be patient 

and objective in the determination of your opinion for the purpose of achieving the goals 

that health institutions need.  

There are no correct answers and other wrong, as far as; the answers reflect patient’s 

views towards the questionnaire items. 

Please don’t leave any item unanswered. 

The researcher is ready to answer any inquiries or complications that you might face.  

Thank you for your cooperation  

 

 

 

Rebhi Bsharat 
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APPENDIX-1. (continue) Personal information form 

Part one  : 

 Section one :    Socio-Demographic  data form  

 

Name and surname----------------------------------- Date of admitting in hospital:---------- 

Your cell-phone Number .----------------------Home Number.----------------------- 

 Name of hospital : -------------------------------- 

 Gender :   1- male                                     2-   female  

 Age :----------------------------  

 Weight:------------------------- 

 Height:--------------------------- 

 Educational : 

1- Illiterate       2- Primary       3- Secondary         4-University                                       

 Marital status: 

1- Married        2-  single            3- divorced         4- widow  

 

 Occupation:                                                                   

1-  Free business                   2- retired              3- Unemployed 

4-  House wife                      5- other (explained )--------------------        

 Place  of residency 

        1- village                           2-  city                  3- camp                 4- other------  

 Monthly income(NIS)  

1- Less than 1500                     2- 1501 – 2500         3- 2501 – 3500 

4- 3501  - 4500                         5 – more than 4500  

 Who are you living with?  

1-  Alone              2- Spouse             3- Spouse  and my child/ my children 

4-  My child/ my children               5-  Others (Please explain)----------------- 

 Is there a member of your family had  coronary artary disease ?  

a) Yes (Explain):…b) No:  

 Is there a member of your family had  coronary artary paypass graft (CABG)?  

1) Yes (Explain):…           2) No: 
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APPENDIX-1. (continue) Personal information form 

 Are you suffering from chronic  disease? İf the answer is yes go to next question, 

if NO escap to next question. 

1) Yes (Explain):--------------------------------- 

2) No  

 

 For how long  you suffer  from  the chronic disease?  

1) Year:                        2) Month:                     3) Day:  

 

 Have you had  other operation before?  

1) Yes (Type and date of operation)------------------------------------------------- 

2) No:  

 

 Do you smoke ? 

1) Yes : how many cigarette per day? ------------------- 

2) No  

 

 Do you use nargile?  

1) Yes:   how many time per day ?------------------- 

2) No  

 

 Do you drink alcohol?  

1) Yes :     Frequency    /   quantity: …  

2) No 

 

 Section two : post operative assessment  

 

 Type of surgery :      

1) On pump                               2-   off pump  
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APPENDIX-1. (continue) Personal information form 

 Cross clamp timeis :------------------------------- 

 

 Number  of graft 

     1- One          2- tow          3- three           4-four          5- more than four 

 Did the patient  develope any  complication during  surgery ?.  

1)  Develope (Please define):-------------------------------------------------- 

2) Not Develop 

 

 The duration of surgery is :----------------------hours 

 Duration of stay of intensive Care unit: -------------------day 

 Length of stay in the hospital --------------------day 
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APPENDIX-2. The home follow-up form after discharge 
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APPENDIX-2.  (continue) The home follow-up form after discharge 
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APPENDIX-2. (continue) The home follow-up form after discharge 
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APPENDIX-2. (continue) The home follow-up form after discharge 
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APPENDIX-2. (continue) The home follow-up form after discharge 
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APPENDIX-2. (continue) The home follow-up form after discharge 
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APPENDIX-3. SF-HealthSurvey Form 
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APPENDIX-3.  (continue) SF-Health Survey Form 
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APPENDIX-3. (continue) SF-Health Survey Form 

 

 

 

 

 



113 

 

 

APPENDIX-3. (continue) SF-Health Survey Form 
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APPENDIX-3. (continue) SF-Health Survey Form 
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APPENDIX-4.  Effectiveness of The Educational Program (only for intervention group) 
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APPENDIX-4. (continue) Effectiveness of The Educational Program (only for 

intervention group) 

 



117 

 

 

APPENDIX-4. (continue) Effectiveness of The Educational Program (only for 

intervention group) 
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APPENDIX-5. Arabic questionnaire form 
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APPENDIX-5.  (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 

 



129 

 

 

APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-5. (continue) Arabic questionnaire form 
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APPENDIX-6. Gazi University Ethics Committee Form 
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APPENDIX-6. (continue) Gazi University Ethics Committee Form 
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APPENDIX-7. Written approval obtained from the administration department of the 

hospital (PMC and AEH) 

 



136 

 

 

APPENDIX-7. (continue) Written approval obtained from the administration department 

of the hospital (PMC and AEH) 

 



137 

 

 

APPENDIX-8. Written informed consents for patients 

 



138 

 

 

APPENDIX-8. (continue) Written informed consents for patients 
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APPENDIX-9. Appendix tables 
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APPENDIX-9. (continue) Appendix tables 
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APPENDIX-9. (continue) Appendix Tables 
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APPENDIX-10. Education program Booklet and DVD (page 142-170) 
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APPENDIX-11. Arabic Education Program Booklet and DVD (page 171-198) 
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